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I’KKFACK TO THF FOURTH EDITION 


This work lias been revised t liroii^liout , hut its general principles remain the same 
as those referred to in the Preface to the First Kditioi . ( halites in the letterpress, 

several new articles, and additions to the illustrations which now number TOP ot 
which 1?!> are coloured ha\e inevitahlv increased the number of paj»es ; hut it 
has heen thought hotter to continue the hook as a single volume rather than to 
publish it as two. in \ iow of the muiiv cross-references that are necessary when the 
same disease is discussed in different places under the headings o| the various 
symptoms it niav produce. 

The chief dillieul! v in the re\ ision has been to decide, not what to include, hut 
what to )ea\e out. New tests and new methods ot examination multiply annually : 
some pro\e reliable; others, after a temporary xooue. lapse from practice because 
time proves them to he fallacious. Practical utility in diagnosis has heen the 
criterion for inclusion. 

Death has claimed Sir Malcolm Morris. Sir Frederick Taylor, and Dr. F. J. 
Smith, contributors to the First Kdition : it is a source of profound renret that their 
names no longer appear in the list o| writers on pace i\. ( ordial thanks an* 
extended to all whose names are in that list, for the help they have niven with the 
letterpress; eratitude <mes out also to many other helpers, ineludine those who 
have eciierouslv siip])lied illustrations, and whose names are eiven in the list on 
pace \ii ; also to Dr. William Bxani. O.B.K.. for rex i s i n those parts ol the work 
which deal with tropical diseases; to the publishers. Missis. John Wright & Sons, 
of Bristol, for the assiduous care they have taken in the production of the work; 
and. b v no means least, to the unnamed men in the printing works who had no 
mean task to deal with when they set up the type for the meticulous index with, 
one believes, extremely few mistakes. 

Delay s in connection with the rex ision have led to tla* hook heme out ot print 
lor over five \ ears. The facts, however, that ox er thirty thousand copies of previous 
editions have been sold, and that the work has heen translated both in Italy and 
in Spain, would seem to testify to its usefulness ; and it is hoped that the present 
edition will prove of as much service to the medical profession as its predecessors 
appear to have been. 


Lumhut. 

Scjif< ntl't r. 1 Ill's. 


llmuu.KT Fkknuii. 




I'lvKFArn TO THK FIRST KDITIOX 


I ms book is a 1 rent isc on the application o| different nil diagnosis to all the main 
sinus and symptoms ol disease. It aims at being of practical utility to medical 
men whenever difficulty arises in deciding 1 1 1 < ‘ precise cause of any particular 
symptom ol which a patient may complain. It covers the whole around of medicine, 
surgerv. gv nu'cology, ophthalmology, dermatology, and neurology. 

Whatever the disease I mm which a patient is suffering, the importance of 
diagnosing it as early as possible can hardly be over-rated. The present volume 
deals with diagnosis I mm a standpoint which is different from that of most text- 
books. having been written in response to requests for an I tides of Diagnosis as a 
companion to the publishers I tides nj T 'trnfment . issued in I!M)7. The book is an 
mde\ m the sense that its articles on the various symptoms are arranged in alpha- 
betical order: at the same time it is a work upon differential diagnosis in that it 
discusses the methods oj distinguishing between t he various diseases m which each 
individual svmptom may be observed. Whilst the body oj the book thus deals 
with sifin ptnms. the general index at the < * n < I gathers these together under the 
headings oj the various diseases in which they occur. 

I he hditor lavs particular stress upon the importance of using these two parts 
oj the book together. I nless reference is made freely to the general index, tin* 
I'eadei’ mav miss a number ol the places in which is discussed the diagnosis oj the 
disease with which he has to deal ; lor while each si/Htptnm is considered but oner, 
each disnisr is likely to come up lor discussion under the heading of each of its 
more important s\ mptonis. 

The guiding principle throughout has been to suppose that a particular 
symptom attracts special notice in a given ease, and that the diagnosis has to be 
established bv differentiating between the various diseases to which this symptom 
*>ia\ he due. One of many difficulties arising during the construct ion of the work 
"as t hat of deciding where to draw the line as regards symptoms thems< Ives. The 
< \ ( 1 1 Is loi I ol m a n \ borderline headings such as “ Dullness at the base of one lung." 

hiabihtv to breathe through the Host*, and various s i <rns such as Humbert's, 
Stellwags. Von (iraeles, and so jorth, may perhaps seem arbitrary; but reference 
f< > the minor symptoms and physical signs which have not been thought sufficiently 
important to merit separate articles will be found in the general index at the end 
( >l the volume. 

Treatment, pathology, and prognosis are not dealt with except in so far as they 
mav bear upon differential diagnosis the employment ol salicylates, for instance, 
m distinguishing acute rheumatic from other forms of arthritis: the use of the 
microscope m distinguishing malignant neoplasms from ; M .atorv or other 
tumours; the value ol the lapse of time in distinguishing between 'uberculous 
and meningococcal meningitis. 

^ ‘‘loured plates and other illustrations have been introduced freed y wherever 
d was thought they might be helpful in diagnosis. Most of them are original, but 



viii PKEKACE TO THE Kill ST EDITION 

a few are reproduced from other sources, and thanks are due to the authors and 
publishers who have kindly lent them. 

So far as the Editor is aware, although there exist indices of symptoms, and 
medical works in which various maladies are discussed in alphabetical order, the 
present Index of Differential Diagnosis of Main Symptoms is unique in medical 
literature. It rests with the medical profession to decide whether it strikes the 
mark at which it aims. There must be room for improvement in many respects 
notwithstanding the great amount of time and labour that have been bestowed 
upon it. 

However this may be. the work undoubtedly owes much of what value it 
possesses to the suggestions and kindly help of the many contributors who have 
assisted in its making ; and to the practitioners and the authorities of various insti- 
tutions who have generously lent the material for many of the illustrations. Indeed, 
it is difficult to see how the* book could have boon produced in its present complete- 
ness without their willing collaboration : they are enumerated elsewhere, and to all 
of them the Editor tenders his sincere thanks. 

Criticisms and suggestions are invited, and will be received with gratitude 1 by 
the Editor, 

I If. it nr. kt Fhknch. 

62, I Vimpole Street . London , 1T.1. 

March , 1912. 
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AN INDIAN 


OF 


DIFFERENTIAL DIAGNOSIS 


OF MAIN SYMPTOMS 


ABDOMEN, RIGIDITY OF. (Sec Hk;iihtv or tiii: Ai!1>o\ii:\. p. 7.‘M.) 

ABDOMINAL PAIN. (Sec Pain, Abdominal. p. ,VJI.) 

ABDOMINAL SWELLING. (Sec Swi;u.i\ii, Abdominal. ]>. 801.) 

ABDOMINAL VARICOSE VEINS. (Sec Veins, Yahkosi: Abdominal. p. 008.) 

ACCENTUATION OF HEART SOUNDS. It may he that one or other of the 
heart sounds is mueh louder than it ought to he. It is the first sound that is likely to he 
aeeentuated or prolonged at the impulse ; whilst in the seeond right, or second and third 
left intercostal spaces close to the sternum, it is the seeond sound that is likely to he 
aeeentuated rather than the first. It is unusual to find the first sound accentuated at the 
base or the second sound at the impulse, unless there is at the same time still greater 
accentuation of the first sound at the impulse, and of the second sound at the hase 
respectively. The three conditions under which accentuation of a cardiac sound is 
clinically important are: (!) 117/#*// the second sound is undultf loud in the second right 
intercostal space close to the sternum : (*J) When there is accentuation of the second sound in 
the seeond left intercostal space Hose to the sternum ; (.*5) When there is accentuation of the 
first sound at or near the impulse. 

1. Accentuation of the second sound in the second right intercostal space close to the 
sternum usually indicates that the systemic hlood-pressure is above the normal, and 
the sphygmomanometer will determine this. Other factors in the ease will be relied upon 
in deciding whether a rise of Hi.ooimuilssi hi: (p. 10o) is due to age. arteriosclerosis, granu- 
lar kidney, or other cause. With very high blood-pressure the aortic seeond sound may 
have almost a clanging or ringing character. Somewhat similar accentuation may occur, 
however, without any material increase in hlood-pressure when the aortic valves have 
become rigid from senile atheromatous or calcareous changes, in which ease the first aortic 
sound is often followed by a blowing systolic bruit. The differentiation depends upon 
the sph \ gm o manometer reading. 

*J. Accentuation of the second sound in the second left intercostal space ( lose to the 
sternum accentuation of the pulmonary seeond sound indicates a higher pressure than 
there should he in the pulmonary circulation, except in children in whom it is not uncommon 
to find the pulmonary seeond sound normally much louder than the aortic. The most 
important cause of pathological accentuation of the' pulmonary seeond sound is disease of 
the* mitral valve, especially mitral stenosis with good compensation of the right he»art. 
Sometimes the pulmonary seeond sound instead of being aeeentuated is reduplicated 
(p. ?-b): and in the same patient there may be reduplication at one examination, accen- 
tuation without reduplication at another. 'Flic cause of an accentuated or reduplicated 
pulmonary seeond sound will generally be obvious from the 1 other cardiac physical signs. 
One* way in which it may have particular significance is in distinguishing between old and 
recent changes in the* mitral valve : when, for instance, a systolic and miri-diastolic bruit 
at the impulse are due to recent endocarditis which may possibly clear up, there is very 
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iiuich less accentuation of the pulmonary second sound than then* would Ik* if the same 
bruits were due to mitral stenosis and regurgitation due to old librotic changes. 

;t. Accentuation of the first sound at the impulse may have one or other of two 
entirely different characters : it may he an accentuation of very short duration, dillicult 
to describe in words, though obvious enough when heard, and often spoken of as a 
‘slapping’ first sound : this is always suggestive of mitral stenosis. It may occur whe n 
there is neither a presystolic nor a mid-diastolic bruit, though even when there is a bruit 
the slapping character of the first sound may still be distinguished. When there is failure 
of compensation in a mitral case the driving power of the heart may become so feeble that 
bruits are no longer audible, the action may be quite irregular from auricular fibrillation, 
and yet the occurrence of this slapping first sound here and there in an otherwise tumbling 
rhythm may suggest the existence of mitral stenosis. 

The second variety of accentuation of tin* first sound at the impulse consists in its 
being very much longer than it ought to be a marked prolongation of the first sound 
as distinct from there being any bruit. It indicates that there is considerable hypertrophy 
of the left ventricle, and it is common with arteriosclerosis, chronic nephritis, and raised 
blood-pressure, when it is often associated with an accentuated aortic second sound ; but 
it may accompany other forms of cardiac hypertrophy such as that met with in chronic 
alcoholics, or with adherent pericardium, or aortic stenosis or regurgitation : or as the 
result of long-continued strenuous physical work with enlarged heart of the athlete's, 
blacksmith's, stoker’s, or other occupational type. 

Transient accentuation of the first sound at the impulse may occur in nervous patients 
examined while their hearts are acting rapidly : it vanishes in a few minutes when t In- 
patient becomes less nervous and the heart slower. The phenomenon is common in 
connection with life insurance examinations. Herbert i'remh. 

ACCOUCHEUR’S HAND is seen characteristically in tetanif (Fig. I), though it 
may also occur in other spasmodic neuro-museular affections such as athetosis, neurosis. 
and htfsleria. In a typical case, the attitude of the fingers is almost pathognomonic. 
There is full extension of all the lingers and of the thumb at tie- interphalangeal joints, the 
four lingers are adducted firmly towards the middle finger, so as to form a com*, they are 

scmitlexed at the metacarpo phalangeal joints, 
and the thumb is strongly adducted and opposed 
to the cone of which the middle finger forms the 
apex, or else into the palm of the hand. The 
spasmodic muscular contraction seldom ceases 
here, but generally affects the rest of tin- arm 
also, t In- w rist being flexed and abducted to- 
wards the ulnar side, the elbow flexed to a right 
angle, and the arm rotated inward and adducted 
so as to lie in contact with the trunk. The 
affection is generally symmetrical in tetam. but 
may be unilateral when due to athetosis <,r b* 
functional causes. In tetany the feet and ankles 
are apt to show similar spasmodic contractions, 
the ankle being fully plantar-flcxcd, the toes 
and the distal half of the feet rotated inward, 
the knees extended rigidly, and generallv the 
thighs also. The contractions may be limited 
to the hands and feet the so-called em fto jiei/at 
sjtasnt especially in the tetany of \ mmg chil- 
dren suffering from rickets or from gastro- 
intestinal disorder such as diarrhrea. When 
adults arc affected, the symptoms spread from the limbs to the trunk, the whole body 
being kept rigidly extended, the paroxysms lasting from a few minutes to manv hours, 
and recurring for days, weeks, or even months. So far as the tetany itself is concerned 
recovery is invariable, though the patient may sometimes succumb to the associated 
malady, tetany itself being generally not a primary disease but a complication of dietetic 
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errors, rickets, gastric ulcer, gastrcctasis, colitis, intestinal fermentation or putrefaction, 
thyroidectomy, chronic renal dwarfism, or pregnancy. The diagnosis is seldom difficult. 

One rcmarkahlc feature of the case is that in the intervals between the spasms, if the 
upper arm is grasped firmly between tin* observer s two hands, and the pressure maintained, 
the hand and wrist may he forthwith sent into the typical spasm Trousseau's sign. If 
the cheek close to the front of the ear is percussed gently but sharply from above downwards 
the different groups of muscles supplied by the branches of the pcs anserinus of the seventh 
nerve can be made to twitch successively- ( hvostek's sign. Tin* muscles of the limbs 
often show altered electrical reactions in that, though st i 1 1 responding to faradism, with 
galvanism A. is greater than K.( .( . Krbs sign. 

( hildren affected by the carpo-pcdal spasms of tetany often maintain the curious 
position of the hands and feet for days continuously, without the acute paroxysms of the 
tetanoid phenomena that adults are apt to exhibit : on the other hand, they are more 
prone than adults to suffer from other spasmodic phenomena especially laryngismus 
stridulus or convulsions as alternatives to, or concomitants of, the carpo-pcdal spasms ; 
a condition of affairs described as ’spasmophilia'. Herbert French. 

ACETONURIA denotes the occurrence of acetone in the urine in amounts to be 
detected by ordinary clinical tests, lu practice the laboratory method of distilling the 
urine to get the acetone in concentrated solution takes too long, and yet without distillation 
it is difficult to apply the iodoform test : for clinical work one lists Legal's nitroprusside 
test, or Itothera's modification of it {Filly. - K). Legal's test consists in taking 5 e.e. 
of urine in a test-tube, adding a few drops of liquor stake, then a few drops of fresh 
sodium nitroprusside solution, and finally acidifying with strong acetic acid. The liquor 
soda* causes no change of colour, or at most an opalescence from the precipitation of 
phosphates: the sodium nitroprusside produces a reddish-brown colour in almost all 
urines owing to the presence of creatinine : if the red colour is due to creatinine only it is 
discharged on adding acetic acid, whereas when acetone is present the red deepens to a 
rich burgundy. Itothera's modification of this test (Fill. N) consists in adding a few drops 
of fresh nitroprusside solution to .*> e.e. of urine, liquor ammonia* till the mixture is 
decidedly alkaline, and then ammonium sulphate crystals in excess ; as tlx* solution becomes 
saturated with the latter a colour like that of potassium permanganate develops if acetone 
is present, the maximum being reached in about fifteen minutes. 

Acetone is vary frequently associated with diaeetie acid and oxybutyric acid ; the* 
detection of these*, howe ver, does not afford any clinical information that is not afforded 
by the acetone test. The tests for the butyric acids arc difficult. That for diaeetie acid 
(p. ’-ill) is e ven easier than tlx* acetone tests, and many clinicians are content to test for 
diaeetie acid and not for acetone, the information afforded being much the same. When 
these substance's are being passed in the urine the patient is said to be suffering from 
acidosis, the result of unnatural metabolism. This occurs in the most extreme degree 
in certain eases of diabetes mcllitus. The same patient may, of course, pass acetone in 
his urine* at one time and not at another* : the prognosis is always graver, however, when 
acetone is present. A patient without aeetonuria is in no immediate danger of coma, 
whereas, when acetone is present as well as sugar, coma may supervene at any time. 

Aeetonuria may occur, however, without glycosuria : even a healthy person who 
is starved of carbohydrate food is apt to pass acetone and diaeetie acid in the urine. This 
explains why it is that aeetonuria occurs in such conditions as gastric ulcer : gastric carci- 
noma : gast reetasis ; (esophageal stenosis: intestinal obstruction; cachexia, whether 
tuberculous, malignant, syphilitic, or malarial : in cases of persistent vomiting of pregnancy ; 
anemia ; severe migraine ; infantile diarrlxca and vomiting : cyclical vomiting of children 
(P* ; concussion : acute alcoholism : ptomaine poisoning ; delirium tremens ; tabes 

dorsalis with severe and prolonged gastric crises : and probably in many other conditions 
in which there is either actual or virtual starvation. This used to apply to surgical 
operations under anesthetics the patient was often starved beforehand, and then be 
persistently sick afterwards; many who have been under a general anaesthetic for any 
length of time have temporary aeetonuria. and in some the acidosis increases instead of 
being transient, this being part of the pathology of delayed chloroform poisoning. 

Aeetonuria may also result from gross intracranial lesions, such as cerebral or cerebellar 
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art* varying proportions of alhumin and globulin in different cases. So variable may be 
the relative amounts of these, not only in different diseases, but also in different eases of 
the same disease, and in the same patient at different times, that little useful clinical infor- 
mation is to be obtained by dealing with them separately, at any rate so far as present 
knowledge goes ; though it would seem that when glohuliiiuria preponderates over 
albuminuria the* prognosis is less unfavourable. Nueleo-albumin (p. f>2 I ) comes in quite 
a different category ; and so does albumosc (p. 20). 

Although numbers of tests for albumin have been devised and advocated, for clinical 
purposes there is little need to trouble about more than the two common ones, namely 
(1) The acetic acid and boilim and (2) The cold nitric acid tests. It is true that each of 
these has fallacies : but the fallacies are not common to both, and therefore if there is 
doubt in the interpretation of one of the two tests, it can be confirmed or otherwise 
by the other. More delicate tests exist, but there is such a thing as too great delicacy 
in a clinical method. One does not want to find albumin in minute traces where it does 
not matter ; and it seldom matters until its amount is sufficient to give both the 
common tests. 

1. The Acetic Acid and Boiling Test. A test-tube three parts full of urine cleared 
by hit ration if need be— is held by its lower end whilst its upper part is heated carefully 
to boiling point. It is best not to add acetic acid before boiling unless the specimen is 
alkaline, in which ease it should be acidulated with a drop of acetic acid. After boiling, 
the tube should be held in a good light against a dark background, such as the sleeve of 
one’s coat ; any opalescence will be obvious, and there may be a dense white cloud. 
Kxccpt in rare cases of Bence-Jones albumosuria (p. 21), this will be due to one or more 
of three things, namely, calcium and magnesium phosphate, calcium carbonate, or 
coagulated albumin or globulin. One. two, or more drops of acetic acid solution (B.I\) 
are now added : if the cloud disappears entirely, quickly, and at once, it was due to 
earthy phosphates, and no albumin is present : if it disappears entirely but with brisk 
effervescence, the latter is due to calcium carbonates amongst the phosphates, and no 
albumin is present ; if, on the other hand, the cloud clears up but partially, or remains 
unaltered, or actually increases and becomes more Hocculent, albumin is almost certainly 
present. There is only one serious fallacy remaining, and that is in regard to nucleo- 
protcin ; this is precipitated by acetic acid, and it is possible for a cloud of phosphates 
to be cleared up by the latter and yet for a faint cloud of nuelco-protein to come down in 
the place of the phosphates in such a way as to suggest that the original cloud was not 
wholly soluble in the acid, and therefore that albumin is present when it is not. There 
arc three ways of obviating this source of fallacy : the first is to add a single drop of dilute 
non-fuming nitric acid to the suspicious cloud that remains after adding the acetic acid ; 
if it is due to albumin it will persist or even increase, whilst if it is due to nucleo-protein 
the nitric acid will disperse it : the second is to perform the cold nitric acid test for albumin 
as described below nucleo-protein will not give a definite localized white ring with it ; 
and thirdly, a control test may be done, acetic acid being added to another specimen of 
the urine without boiling, and the cloud due to any nueleo-protein present compared with 
the cloud in the acidulated and boiled specimen. 

2. Heller’s Cold Nitric Acid Test. About an inch and a half of urine is poured into 
a test-tube, the latter is held much inclined, and colourless nitric acid is allowed to How 
gently down the side until about one-third as much as the urine has been added. The 
nitric acid is heavier than urine and goes to the bottom : if albumin is present a white 
ring forms at the junction of the two iluids. Some prefer to pour the nitric acid into the 
test-tube first, and then add the urine with a pipette. It is important not to shake the 
tube, or the nitric acid and urine will mix and there will be no delinite junction line between 
them. Fuming nitric acid must be avoided because the nitrous oxide fumes decompose 
I he urea and the resultant bubbles mix the Iluids ; sometimes there is bubbling even when 
the nitric acid is colourless, in which case this is due to (’(>., set free from carbonates. The 
test is very delicate ; if any large quantity of albumin is present, the ring appears at once ; 
if there is only a trace, the white ring may not appear for a little, and the tube should be 
set aside and looked at again in a few minutes. Broadly speaking it takes three minutes 
lor the white ring to develop when tin* amount of albumin is 1 part in BO, 000. This test 
is open to more fallacies, however, than the acetic acid and boiling test, so that it should 
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not be trusted alone unless it is negative. In concentrated urines it is common to get 
a dark-1 rown, reddish-brown, or violet-brown ring of colour at the junct.on : tins is no lung 
to do with albumin ; it is generally most marked in eases of Inwcanuha !»• ■»»;•). A 
white riim, more or less like that due to albumin, may also be due to anj ol the loll.mmg . 

i Hesin.- If the patient is taking copaiba or other similar drug, enough ol the resm 
may be excreted in the urine to form a diffuse white cloud above the mine acid I Ins 
fallacy is best avoided by bearing it in mind and cheeking the nitric acid test In tin luat 
test ; this latter safeguard applies to all eases of suspeeted albuminuria. 
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ii. Albunioses . — These generally occur in association with albumin ; should they 
occur alone the ring will disappear with warming, to reappear with cooling, and there will 
be no eloud with the heat test. 

iii Bence-Jones's Afbumosc . — This gives a white ring with nitric acid that disappears 
on warming, to reappear on cooling ; with the heat test, a dense cloud appears about 
60° C., to disappear on further heating to boiling-point (p. -1). 

iv. Xuclco-alhumin , — The ring with this is not in contact with the nitric acid, but 
higher up, and diffuse ; it mav be a real difficulty in diagnosis from albumin, for it is also 
precipitated by acetic acid, and may therefore give a haze with the boiling test (see above). 

v. Urates . — These may form a cloud near the nitric acid if the urine is very concen- 
trated ; the cloud will disappear on gentle warming, to reappear on cooling, so that it 



ALBUMINURIA 


7 


may also bo mistaken for albumose ; the fallacy may be avoided by diluting the urine 
with plain water before the nitric acid test is employed. 

vi. Urea Nitrate. If the urine contains a large percentage of urea a crystalline deposit 
of urea nitrate* may form at the junction ; as a rule the crystalline nature of the ring is 
obvious on inspection ; but in ease* of doubt the* urine should be diluted and the test 
repeated. 

It. does not matter which test is most relied upon when the result is negative ; but 
before the positive deduction that a urine contains albumin is drawn, both the acetic acid 
and boiling, and the cold nitric acid tests, should be positive. 
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II it is desired to apply extra-careful tests for the exclusion of albuminuria, either the 
salicyl-sulphonic acid test or Spiegler's mercuric chloride test may be applied. The former 
consists in using a saturated solution of salicyl-sulphonic acid and adding a few drops to a 
little perlectly clear urine in a test-tube, closing the mouth of the latter with the thumb, 
and then shaking. If no opalescence results, all forms ot protein other than peptone can 
he excluded ; proteins other than peptone give an opalescence of varying degree. Spiegler’s 
ieagent consists of mercuric chloride 4 grin., tartaric acid 2 grin., glycerin 20 grin., and 
distilled water to 100 e.e. A little of this is poured into a test-tube, and some of the urine, 
cleared by filtration and acidulated with a drop or two of acetic acid, is pipetted on to 
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thr surface: if no opalescence occurs at the junction all proteins oilier than peptone can 
he excluded". The trouble with both these tests is that, unless they are negative, they arc 
so delicate that it is diUicult to say whether a positive result sitfnilics albumin, elobuhn. or 
nueleo-protein. If they are negative, however, one may be quite certain that the urine 
contains no albumin. 


In arriving at a diagnosis of the precise cause of albuminuria in any given case, it is 
essential that a microscopical examination of the centrifugal ized deposit from the urine should 
he made. Whatever else may be found, the first question to be answered is : Are renal 
tube-casts present as well as albumin, or not? All eases of albuminuria may be divided 
into two main groups, namely: (T) Cases with renal tube-easts ; (IT) ('ascs -without renal 
tube-easts. 

Renal Tube-casts. — When one speaks of renal tube-easts, however, one has to bear 
in mind that modern methods of eentrifugalizing with electrically-driven machinery have 
reached such perfection that hardly anything that a specimen of urine contains escapes 
detection : technique has become almost too perfect : lor when clinical methods become 
too delicate they begin to lose some of their clinical value. The result, in connection with 
easts, is that even in a great many normal urines an occasional renal tube-east and an 
occasional red blood-corpuscle arc found : therefore when one speaks of eases of ** albumin- 
uria with tube-easts one means “ with enough renal tube-casts to be pathological ”. 'flu- 
observer learns from experience to know when the ‘occasional tube-cast is inside or 
outside the normal limits. More than one examination may be required, and the urine 
should be as fresh as possible, for casts disintegrate on standing, especially in hot weather 
and in alkaline urines. 

Renal tube-easts arc of various sorts, and a certain amount of help can be derived 
from a knowledge of the particular kinds of easts present in a given ease. Their 
matrix or foundation is a structureless material whose origin is obscure, though thought 
to he due to some kind of protein coagulation. Sometimes the easts consist ol this 
structureless matrix only, and according as they are then less or more highly refract ilc, 
thev are spoken of as hyaline easts (Fill. 1 1) or waxy easts (Fig. 11) respectively. 1 he 
hyaline is commoner than the waxy, but neither is characteristic of any particular disease. 
Embedded in the hyaline matrix there may be various substances or structures : and 
according to the- main features of the embedded substances the- easts receive dilferent 
descriptive names. If renal epithelial cells predominate, the east is an epithelial east 
(Fig. Ill); if leucocyte's or pus corpuscles, a leucocytic east (Fill. lb) : if I< ‘ < 1 blood-corpuscles, 
a blood east (Fill. 12) ; if bacteria, bacterial easts ; if fat globules, probably derived from 
degenerated renal cells or leucocytes, fatty easts (Fill. 10): if non-fatty granular debris. 
Hranular casts ( Fill. 0). It is not at all uncommon to find a long east which in one pa 1 1 
i- <-implv hyaline, at one end is granular, and at the other epithelial a mixed east. I pon 
. >le one may say that the hyaline cast occurs in all forms of nephritic conditions, 
H r acute or chronic : that epithelial and leucocytic casts indicate active catarrh : 
that granular casts tend to occur along with epithelial casts, but that when they 
•eciir alone or in association with hyaline casts they are evidence ot at least less acute 
mischief than are epithelial casts ; whilst fatty easts come between the two. Rlood easts 
may occur in almost any variety of renal hiemorrhage, and by themselves they are not 
evidence of inflammation, though in association with other casts they indicate very acute 
inflammatory changes. 


I.— ALBUMINURIA WITH RENAL TUBE-CASTS. 

When it has been decided that there are a pathological number of renal tube-easts 
as well as albumin in the urine, it is almost certain that there is an inflammatory lesion 
of the kidney. The next step in the diagnosis is to decide by microscopical examination 
whether pus is present also ; in other words, the cases may be subdivided into two main 
sub-groups, namely : (A) Albuminuria -with renal tube-casts without obvious pus ; and 

(B) Albuminuria with renal tube-casts and obvious pus. There are border-line eases in 
which leucocytes are present in excess, and yet not in sufficient numbers to constitute 
pus ; other points about such a case will generally lead one to decide whether it comes 
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iii 1 he apyurie or in the jniirir gro up. The different iid diagnosis of the hitter is discussed 
under I’yuii i\ (p. ?].*>), so that it only remains lien* to discuss : - 

./. Tin: Du i j:iu:ntiai. Diagnosis of Alhi mim ima with Ti’hix asts wjtijoit 

Onvmi s J *i s. 

The causes of this condition may he classified as follows : 

1. The Various Forms of Brights Disease: — 

e. A primary acute nephritis. 

/>. An acute exacerbation upon an underlying chronic nephritis. 

c. Chronic nephritis of young people: (i) Arising out of a known attack ol acute 

nephritis; (ii) Arising without any known previous attack of acute nephritis. 

d. Chronic nephritis of old people : (i) Cirrhosis of tin* kidneys; (ii) Arteriosclerosis. 

c. Cystic disease of the kidneys. 

2. Nephritis of Pregnancy. 

:i. Chronic Ascending Nephritis, leading to scarred contracted kidneys, the result of 

a. Obstruction to urine outflow by : 

i. Crethral stenosis. 

ii. Knlargcd prostate. 

iii. 1 )isplnccincnt of the womb. 

iv. Cihromyoma, ovarian cyst, or other pelvic tumour. 

v. Pregnancies. 

vi. T'ndue mobility of the kidney and kinking of the ureter. 

v i i . Parities, such as abdominal aneurysm obstructing a ureter. 

b. Irritation ascending from the pelvis of the kidney, the result especially of 

calculus, but also sometimes of chronic tuberculous lesions. 

U Lardaceous Disease of the Kidneys. 

5. Infarction of the Kidneys, especially when the result of embolism in ease of 
fungating endocarditis : but also due to thrombosis, as in some blood diseases. 

(>. Thrombosis of the inferior vena cava involving the renal veins. 

7. New Growth of the Kidney, some eases. 

In many cases the diagnosis soon becomes obvious, but in some there may be great 
difficulty. The two following may serve to illustrate how such difficulties may arise : — 

A patient of middle age, who had not been strong for a long time, began to suffer from 
<cdcma of the ankles, which increased rapidly and spread to hci legs, thighs, genital organs, 
and back. Within a few days her abdomen began to swell, and she began to pass very 
little water, the colour of blood. Upon examination the urine had a sp. gr. of 1030, was 
loaded with albumin and blood, and microscopically there was an abundance of red 
corpuscles, renal epithelial cells, leucocytes, and epithelial, fatty, granular, and blood 
easts, without pus, crystals, or bacteria. It seemed almost obvious that she must be 
suffering from acute Bright’s disease ; but there was no oedema of the eyelids, and there 
was definite enlargement of the left supraclavicular lymphatic gland ; the discovery of 
the latter led to a very careful examination for malignant disease : and a latent and quite 
unsuspected carcinoma of the rectum was found. The diagnosis was carcinoma recti, 
secondary deposits in the re I roperitoneal glands, obstruction and thrombosis of the inferior 
vena cava and of the renal veins, with consequent albuminuria, hicmaturia, and renal 
tube-easts from asphyxia! nephritis, simulating acute Bright's disease. 

Another ease was that of a girl of ](», suffering from increasing anaemia, shortness of 
breath, (edema of her ankles and face, and slight pyrexia. The heart was a little enlarged, 
and then* were soft systolic bruits that were regarded as secondary to the aniemia. The 
urine contained blood and albumin, with renal epithelial cells and tube-easts in abundance. 
Ascii es developed, with increasing general (edema ; there were also retinal haemorrhages 
and neuro-retinitis. The diagnosis of acute nephritis, however, was only in small degree* 
correct ; for she was really suffering from malignant endocarditis of a subacute type, 
the nephritis being due to infected emboli of the kidney producing inflammatory changes 
around multiple renal infarcts. 

These eases will serve to show how it may be impossible to arrive at a correct diagnosis 
except by thorough examination of all the* systems, by watching the ease carefully, and 
by repeating the full systemic examination at intervals. \Yc will now deal with the 
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If there is New Growth in a kidney the number of renal tube-casts is likely to be 
small * sooner or later a microscopic fragment of new growth may be detected in the ccntri- 
fuonlized urinary deposit. Albuminuria will not be extreme unless the renal veins and 
the' inferior vena cava become involved (Fig. «S3, p. 000), the same applying also to the 
oedema of the legs and trunk ; luematuria is likely to occur at intervals, the attacks being 
separated by many weeks sometimes, and being relatively painless ; then* may be 
an increasing renal tumour ; cystoseopic examination may show blood-stained urine 
(Fig. 293, p. 35 t) coming from one ureter only : and finally, when suspicion of new growth 
has" been aroused, operation may be indicated and the diagnosis continued thereby. 

Thrombosis of the Renal Veins and Inferior Vena Cava has been referred to 
above as a condition that may simulate acute nephritis. Points to lay stress on in arriving 
at the diagnosis are: (1) To make a very careful and systematic examination, including 
that of rectum and vagina, in order not to miss anything, such as some latent growth whose 
secondary deposits are obstructing the veins ; (2) To inquire carefully into the history 

many eases of inferior vena cava thrombosis art' due to extension upwards from iliac 
or saphenous clots, in which ease there will nearly always have been swelling of one leg 
only to start with, followed later by extension to the back and to tin* other leg ; (3) To 
note that although the oedema of the legs and back may be extreme, there is a definite 
upper level to it and no swelling of the eyelids or seal]) ; and (I) To note that if there are 
any distended or varicose veins upon the abdominal wall (see \ kins, A akiconi; Abdominal, 
Fig. G82, p. 908), the current in them has become reversed to being from below 
upwards instead of from above downwards. 

Infarction of the Kidneys may be either embolic or thrombotic. The commonest 
cause of embolic renal infarction is fungating endocarditis. Each embolus gives rise* to 
the sudden appearance of blood in the urine which may have contained none previously, 
or to increase in any existent haunaturia : there may or may not have been a sudden pain 
in the back at the same time. Around each infarct acute nephritis develops, so that in 
some eases all the characters of the latter malady may be superposed upon those of the 
fungating endocarditis. If the patient is already known to have heart disease the diagnosis 
is easy enough ; the difficulties arise in cases in which, notwithstanding the endocarditis, 
there is no bruit. If fungating endocarditis is suspected, the points that confirm the 
diagnosis are those mentioned on p. Mi. 

Thrombotic infarcts are less severe in their effects ; they may produce no hiematuria 
at all, and the albuminuria may be slight, and unaccompanied by tube-easts. They 
generally arise in cachectic conditions, or in blood diseases such as leukaemia or pernicious 
aiuemia* in which case the diagnosis will be arrived at on other grounds, albuminuria 
not being the prominent feature of the case. 

Lardaceous Disease of the Kidneys used to be common in the days of septic 
’ ’'*rv, but it is uncommon now. It is a risky diagnosis to make, therefore, unless there 
Me obvious cause for it, such as long-standing suppuration in association with a spinal, 
tup- joint, or empyema sinus, bronchiectasis, phthisis with cavitation, ulcerative colitis, 
or the like ; or clear evidence of tertiary syphilis with cachexia. There is nothing charac- 
teristic about the urine. In the earlier stages there may be but a trace of albumin in an 
otherwise normal urine ; later, the albumin increases and it may reach very large amounts, 
such as 20 parts per 1000, casts being very few in proportion, the total amount of urine 
increased, its colour pale, and its sp. gr. low 1005 to 1012 : later still, possibly as the 
result of superposed nephritis, the amount of urine falls until only a few ounces may be 
passed each day, of high colour and sp. gr. 1020 to 1035, loaded with albumin, and now 
containing hyaline, waxy, granular, fatty, and epithelial casts. Lardaceous easts may or 
may not occur, but they are not diagnostic, for they have also been found in cases of 
nephritis without lardaceous disease. Indeed, the diagnosis of lardaceous kidney resolves 
itself into one of guesswork in a ease in which there has been prolonged suppuration or 
severe syphilis to give rise to it, and in which there may be smooth firm enlargement of 
the liver, moderate enlargement of the spleen, and more* or less severe diarrhoea, to indicate 
corresponding lardaceous change in the other organs that are generally aflccted at the 
same time as the kidneys ; whilst at the same time the facies may be that of a progressive 
pallor of primrose-yellow tint almost like that of pernicious aiuemia, but with a blood- 
count corresponding to secondary aiuemia with low colour index. 
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Chronic Ascending Nephritis arises from precisely the same causes as acute ascending 
nephritis or surgical kidney, and probably results from recurrent local inflammations 
which heal, with the result that, in the course of months or years, the kidneys are con- 
verted into a mass of irregular fihrotic sears which together produce the same local and 
general changes and effects as are found in cases of ordinary red granular contracted kidney. 
It is important to bear in mind that any cause of prolonged obstruction to the urine 
outflow may cause granular kidney with albuminuria, without pus but with easts, in a 
pale abundant urine of low specific gravity. The diagnosis will generally be obvious 
when the obstruction is due to urethral stricture; it is more apt to be overlooked in 
other cases, though if one bears in mind the causes mentioned in the list above, the 
methods of diagnosis will generally be clear. One would only mention in particular that 
uterine tumours or displacements are a very common cause for slight albuminuria and a 
few renal tube-easts in women ; and that in men of sixty and over enlargement of the 
prostate causes a precisely similar condition long before there is any definite pyuria. 

Pregnancy Nephritis is sometimes spoken of as though it were altogether different 
from nephritis of the Bright's disease type in general. 1 do not subscribe to this view. 

I hold that Bright’s disease has many different causes and many different types. It may 
be due to scarlet fever, in which case it is very possibly streptococcal : it may be due to 
pneumonia or empyema, in which cases it may be pneumococcal ; it may be due to 
various other micro-organisms ; it occurs in some cases of cholera, and in severe secondary 
syphilis ; it is frequent, in malaria, especially the quartan type : it may be due to chemical 
substances such as turpentine, cantharides, or oxalic acid : it very often seems to come 
on from no known cause at all, though in such cases there must be a microbial or other 
cause that is not discovered, though it should be looked for in relationship to septic tonsils, 
recurrent boils of the skin, pyorrhoea alveolaris, intestinal toxaemia, vaginal discharges 
or infection of the cervix, uterus, or uterine appendages, chronic appendicitis, chronic 
otitis media, post-nasal catarrh, persistent purulent bronchitis, bronchiectasis, or indeed 
any chronic mierobic infection from which toxic absorption may lead to damage of 
parenchymatous organs such as the kidneys. In all such cases an extensive bacterio- 
logical investigation of all the orifices is called for, though it may still be difficult to 
decide* whether the organisms thus discovered are merely accidental or really causative. 
It may he due to pregnancy, in which case it is ascribed to unknown toxins. In all these 
cases the types of reaction on the part of the kidney are similar, and one can only regard 
pregnancy nephritis as a variety of non suppurative nephritis in general. Very likely it 
is only a matter of degree whether it is noil-suppurative or merges into the type in which 
there is pyuria as well as albuminuria pyelitis of pregnancy. Pregnancy may cause a 
primary acute nephritis, which may recover either completely, or but partially and persist 
as chronic nephritis ; or may seem to recover when in reality it is merely latent, or even 
slowly and insidiously progressive ; it may produce what seems to be a primary acute 
nephritis which is really but an exacerbation superposed upon a chronic nephritis that 
has been unsuspected : and very possibly it may produce nephritic changes which are 
not associated with definite symptoms at the time, but which ultimately result in what 
is spoken of as chronic interstitial nephritis. When, therefore, albuminuria with renal 
tube-casts, but without pyuria, occurs during pregnancy, it matters little what name is 
given to the condition, provided it is realized that just the same difficulties offer them- 
selves hen* as in Bright's disease in gene ral, in arriving at a conclusion as to whether the 
renal lesion is acute, chronic, or acute on chronic. 

Various Forms of Bright's Disease. Of all these, the hardest to diagnose with 
certainty is primary acute nephritis in the adult. The majority of adult cases that are 
labelled acute Bright's disease are really suffering, not from primary acute nephritis, but 
from an acute exacerbation upon the top of already existent but possibly latent chronic 
nephritis. The difficulty is to arrive at the diagnosis between these two, particularly 
since many of the points mentioned in text-books as occurring in acute nephritis are really 
due, not to tin* acute attack, but to the subacute or chronic renal lesion which has, until 
then, been unsuspected. 

Tht* best examples of primary acute nephritis are to be seen in eases that are already 
under observation for some other disease, notably scarlet fever, lobar pneumonia, or acute 
influenza. Sometimes the onset of the nephritis is indicated by general oedema, especially 
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of the eyelids and face, ankles, genital organs, and loins ; hut it cannot he insisted upon 
too strongly that (edema is not essential, many east's of acute nephritis having no (edema 
at all, especially if the patient is already in hed when the kidney inllammation begins, as 
in scarlatina cases. If the urine were not examined the renal lesion would often escape 
recognition altogether ; and there can he no doubt that many cast's of primary acute 
nephritis do escape recognition in this way, coming under observation later when they 
present symptoms of chronic nephritis, or an acute exacerbation on chronic nephritis. 

The essential point in the diagnosis is urine examination. According to the severity 
of the nephritis there will he more or less diminution in the total daily quantity : it is 
common for less than 20 oz. to he passed in the twenty-four hours, and often the amount 
falls to 10 oz., 5 oz.. or even to none at all for a while. The specific gravity is raised to 
1025, 1030, or even to 1035, hut rarely to 10M). The reaction is generally acid at first, 
hut it soon becomes alkaline' on standing. The colour is extremelv variable, according 
as little or much blood is present : sometimes it is almost normal or merclv that of a con- 
centrated urine; more often there is some tinging with blood, varying from bright red 
to brownish, brown, brown-black, or to that peculiar tint which is described as smoky. 

1 here is a general cloudiness of the specimen, and on standing it deposits a heavv sediment 
which often has a dark brownish tint owing to the phosphates carrying the blood pigment 
with them. Microscopically the cent rifugalized deposit consists partly of amorphous 
debris due to earthy phosphates, and to the disintegration of cells and tube-easts : and 
one expects to find an abundance of red corpuscles, renal epithelial cells, variable? numbers 
of epithelial, fatty, granular, hyaline, and blood casts, an excess of leucocytes, an occa- 
sional crystal of calcium oxalate or uric acid, and irregular granular masses which are 
not definitely tube-easts. It is noteworthy, however, that in the verv acute stages there 
may be no tube-casts, though shed renal epithelial cells are abundant : in such a case 
tube-easts will show themselves in a few days. It is important that each specimen 
should be examined as fresh as possible, owing to the tendency of casts and cells to dis- 
integrate on standing. In addition to red corpuscles there is often much free luemoglobin : 
the tincture of guaiacum test will be positive, and the spectroscope will show the bands of 
oxyhemoglobin — or of mctluemoglobin (fVg.v. IT, 22). Coagulable protein is generally present, 
in abundance, the proportions of globulin and albumin varying greatly, but toget her amount- 
ing to anything between 2 and 20 parts per thousand often about 15 parts per thousand 
at first, rapidly dropping to less alter the first few days of treatment, until at the end of 
from a fortnight to a month it may be 1 part per thousand or less, or even absent 
altogether. In a lew eases, however, there is very little coagulable protein but an 
abundance of albumose, so that the boiling test gives but a faint cloud, whilst the nitric 
acid test yields a dense white ring, soluble on warming, to reappear on cooling. There 
is generally an excess of nueleo-protein also. The urea, chlorides, and phosphates ail 
f dl below the normal totals, though their percentages may be increased if the urine is 
< mcentrated. 

With this condition ol urine there will be little doubt as to the presence of acute 
nephritis ; the only question then is whether it is primary, or an exacerbation upon chronic 
nephritis, the former is probable if it is known that the urine was free from albumin up 
to the time ol the attack, it the patient is known to have suffered recently from scarlet 
fever, pneumonia, diphtheria, secondary syphilis, severe influenza, or some other similar 
lever ; if the heart is of normal size and its sounds are natural, the blood-pressure natural, 
and the retina* healthy. It may be that the patient himself may have been exposed to 
scarlatinal infection, and without having had the rash may develop nephritis ; the associ- 
ation of peeling of the skin, or recent sore throat with enlarged glands in the neck, or 
otitis media, might suggest the diagnosis in these mild cases of scarlatina, though some- 
times acute nephritis in a child may be the sole evidence of the disease. The course of 
the malady will also assist the diagnosis ; the albuminuria of primary acute nephritis 
may clear up entirely in from a fortnight to six weeks, though in unfavourable eases it 
persists and chronic nephritis develops out of the acute. If, on the other band, it is found 
that, in a case of apparently recent acute nephritis, with general (edema, luematuria, and 
the other urinary changes described above, there is cardiac hypertrophy, with a prolonged 
lumpy first sound at the impulse, a ringing aortic second sound, a blood-pressure of more 
than 180 mm. Hg, and possibly albuminuric retinitis, the probability is that the acute 
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nephritis is not primary, hut an aeute exacerbation of an unsuspected chronic nephritis. 
There is often a history of former scarlet fever or of syphilis in such cases ; the patients 
may he of any age, from childhood to past middle life. If the patient survives, one or 
other of two conditions usually results : either the albuminuria, the scanty urine, and 
the tube-easts persist, whilst the patient remains waterlogged until the end comes in a 
few weeks or months, or else the aeute exacerbation subsides and the clinical characters 
of chronic nephritis remain. 

Some of these eases, but by no means all of them, are examples of primary acute 
nephritis, persisting and becoming chronic. It must, however, always be very difficult, 
and indeed almost a matter of opinion in many eases, to decide whether a patient is suffering 
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from a chronic nephritis which is the result of a primary aeute nephritis that has not 
cleared up, or from a chronic nephritis which was present but unrecognized before an acute 
exacerbation drew attention to it ; my own view is that many eases in which adults 
seem to develop acute nephritis from no more definite cause than exposure to damp or 
cold, are really examples of acute on chronic, and not of primary acute, Bright’s disease. 
The albuminuria in these cases does not clear up, and it is a mistake to restrict the diet 
or the daily occupation after the acute exacerbation has subsided. In spite of the per- 
sistence of albuminuria, these patients do best if they are given iron and allowed to go 
about their ordinary avocations ; they have diseased kidneys, and they will not live many 
years, but there is no need to adopt treatment which constantly reminds them of the fact. 
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As flu* acute exacerbation subsides, the amount of urine rises rapidly to (>() or 70 oz. or 
more per diem, and remains increased even after all (edema has passed away : the specific 
gravity falls to 1012, 1010, or 1008 ; the albumin persists to the extent of anything betwee n 
0*5 and 8 parts per thousand ; blood is absent, though an occasional red corpuscle may 
be seen under the microscope ; and there are moderate numbers of hyaline, granular, 
or even fatty easts, with an occasional renal epithelial cell. 

It happens not infrequently that a young patient suffering from chronic nephritis 
comes under observation for shortness of breath, palpitations, ana ntia, or for inflammation 
of one or other of the serous membranes, without ever having had any symptoms of acute 
nephritis at all. The kidneys that would be found in such eases differ from the granular 
contracted kidneys of older people in that they are pale instead of red. They are pale 
granular contracted kidneys, precisely similar to those which may result from a long 
antecedent acute nephritis that has not entirely cleared up. When they develop without 
any known preceding attack of acute nephritis they have been referred to as Rose- Brad ford 
kidneys. It is by no means impossible that they are really the result of a preceding acute 
nephritis which escaped recognition because there was no (edema to attract attention to 
the need for urine examination. The patient may be of any age. though generally between 
live and thirty-five. There may be no sign of anything wrong until acute unemia, with 
convulsions, leads to rapid death. On the other hand, in a typical ease, in addition to 
the urine changes mentioned above, one expects to find some of the following symptoms 
or signs : a great increase in the size of the left ventricle, as evidenced by displacement 
of the impulse downwards and outwards, even into the* sixth left intercostal space below 
or outside the left nipple, with increase of the prccordial impairment of resonance outwards 
to the left without corresponding increase upwards or to the right : a ringing second sound 
in the second right intercostal space close to the sternum, and a prolongation of the first 
sound at the impulse, or its replacement by a localized blowing systolic bruit : more or 
less anumiia, sometimes very considerable and of tin* chlorotic type : a maximum systolic 
blood-pressure, of 175 mm. Hg, or more, sometimes over .‘100 mm. Ilg, even when the 
pulse feels comparatively soft to the finger ; albuminuric retinitis ; a tendency to haemor- 
rhages, especially to epistaxis ; headache ; insomnia : breathlessness on exertion : and 
inability to work with the usual energy, either mentally or physically. A certain number 
of such cases occur in quite young children, and in some of these the cause is congenital 
syphilis, and a Wassermann reaction should be taken to test this point ; some such eases 
are the subject of Infantilism (p. 2.'J4). 

The chronic nephritis of old people is diagnosed more often than it exists, if one under- 
stands by it the disease associated with small red granular contracted kidneys. On the 
other hand, the kidneys of most old people exhibit a certain amount of interstitial fibrosis, 
with occasional retention cysts and some granularity of the surface when the capsules 
* stripped off, without there being any material diminution in their size. Where senile 
s that are almost normal end and chronic interstitial nephritis begins is difficult to 

inline. The same applies to arteriosclerosis and the renal changes associated with 
this. Some regard arteriosclerosis and chronic interstitial nephritis as essentially different 
maladies ; others regard the arterial as secondary to the renal changes : others hold that 
arteriosclerosis leads to a variety of red granular kidney that is not the same as the red 
granular contracted kidney of chronic interstitial nephritis ; whilst others again favour 
what seems a likely view, namely that arteriosclerosis and sclerosis of the kidneys both 
have common causes, and that it is more or less an accident whether the patient, on post- 
mortem examination, presents more arterial or more renal changes, or about the same 
degree of both. During life the differential diagnosis between them is sometimes impos- 
sible. In either ease there will be a hypertrophied left ventricle, a loud lumpy first sound, 
or a blowing systolic bruit, at the impulse, a markedly accentuated aortic second sound, 
a systolic blood-pressure somewhere between 180 and 320 mm. Hg, with a tendency to 
shortness of breath : giddiness, especially on sudden change of posture ; singing in the 
ears ; difficulty in concentration of mind ; and very possibly cardiac symptoms, varying 
from a mere consciousness of the existence of the heart, to prccordial pain of varying 
severity, or even extreme heart failure with (edema of the legs, ascites, nutmeg liver, 
orthopnera, and pulmonary congestion. In the latter ease the great difficulty will he to 
decide whether the heart failure is due to primary renal or arterial, primary cardiac, or to 
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primary pulmonary disease, and Hie only sure methods of deciding that there is a renal 
lesion are : the* discovery of more than an occasional granular and hyaline tube-east in 
the urine ; the detection of albuminuric retinal changes ; and instrumental determination 
that the blood-pressure is much raised. Sometimes inflammation of one of the serous 
membranes is the first symptom : subacute or chronic peritonitis with ascites; pericar- 
ditis ; or pleuritic effusion. On the other hand, the patient may seem to have been in 
robust health until the nature of the ease is suggested by a sudden apoplectic seizure due 
to cerebral lucmorrhagc. In yet another group of cases the malady is discovered acci- 
dentally as the result of examination for life insurance. It is not very uncommon to find 
glycosuria as well as albuminuria, the sugar occurring in a urine of normal specific gravity 
without any associated acetone nr diacetic* acid. The degree of albuminuria is very 
variable : when there are signs of cardiac failure there may be oliguria with much albumin 
and not a very large number of casts ; when there is no heart failure there is generally 
polyuria, the patient having to rise several times in the night, passing from (>0 to 120 oz. 
of pale urine in twenty-four hours, of sp. gr. 1008 to 1012, often containing only a trace 
of albumin, and even that not constantly ; there are intermediate cases in which the 
amount of albumin varies from 0*J5 to I or 5 parts per thousand. Upon the whole one 
may say that, if' the increased albuminuria due to heart failure on the one hand, or to a 
super-added acute attack of nephritis on the other, can be excluded, the more the disease 
approaches the type of red granular contracted kidney, the more likely is the albumin 
to be small in amount and intermittent : whilst the more tin* disease approaches in type 
to pale granular contracted kidneys the greater will be the amount of albumin, if any is 
pr< “sen t at all. 'There will be tube-easts, chiefly granular and hyaline, most numerous 
with pale granular contracted kidneys, fewest with arteriosclerosis, and intermediate in 
numbers with red granular contracted kidneys. It need scarcely be added that the absence 
of albuminuria does not exclude arteriosclerosis : but we are here dealing only with eases 
in which albuminuria occurs. 

( 'uslic Disease af the Kirineifs is found in three entirely different types of patients, 
namely, (1) the newborn, (*J) the young, and («‘l) the elderly. In tin* newborn the main 
symptom is abdominal distention, which may be so extreme as to have caused difficulty 
in dcli\ cry : the bilateral cystic tumours can be felt, and the diagnosis in such cases 
is not difficult. Minor degrees (‘scape detection at birth, and it mav be that several years 
)se before the diagnosis is arrived at as the result of finding bilateral uneven renal 
tumours associated with the passage of abundant pale urine of low speeifie gravity con- 
taining traces of albumin, a few granular and hyaline tube-easts, and an occasional red 
corpuscle. Sometimes a sudden and severe attack of luematuria is the lirst symptom. 
'The discovery of bilateral irregular renal tumours is the clinching point in the diagnosis. 
In at least one east* they were 1 so large as to meet in the middle line, so that a loop of intestine 
that had passed between and behind them could not get out again, and the patient came 
under observation for acute intestinal obstruction. The third type of cystic disease of 
the kidneys occurs in old persons, and is but a variety of chronic* interstitial nephritis in 
which the agglomeration of retention cysts has reached an extreme degree : the enlargement 
of the kidneys is then much less than it is in young persons, where the lesion is probably 
congenital ; the symptoms and urinary changes are precisely similar to those already 
described in eases of red granular contracted kidneys. 

H. Arm mini iu a with Hi.nai. Tihi.-iasts and with Pi's. 

^ hen pus is present in the urine along with albumin and renal tube-easts the 
differential diagnosis resolves itself into that of pyuria that is partly or wholly of renal 
origin (see PvraiA, p. 715). It only remains to add : lirst, that it is not sufficient to 
icly upon the naked-eye characters of the urine, or upon chemical tests, in excluding 
minor degrees of pyuria : microscopical examination of the centrifugal ized deposit is 
essential, especially in tin* detection of acute pyelitis and pyelonephritis the result of 
eoli-baeilluria in children, pregnant women, and others (p. HS) ; secondly, that the 
amount of albumin actually due to pus itself is small, so that if there is any measurable 
quantity of albumin present it indicates that the kidneys arc themselves affected, this 
being further confirmed when easts are also found ; and thirdly, that blood, like pus, 
is in itself responsible for relatively little albumin, so that when there is considerable 
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albuminuria associated with blood there is strong ground for believing that the albumin is 
bv no means all due to the blood. The presence of very small quantities of blood does 
not assist the differential diagnosis of the cause of albuminuria so much as might be 
expected ; much blood indicates that the cause is due to one or other of the conditions 
discussed under Hematuria (p. :U7). 

II.— ALBUMINURIA WITHOUT TUBE-CASTS. 

Turning now to albuminuria without tube-casts, one would emphasize the fact that 
more than one microscopical examination may be required, for if the urine is alkaline, 
or has stood for any length of time, casts, originally present, may have become unrecog- 
nizable ; besides which, even with definite nephritis, there may be very few easts at one 
time, many at another. This applies particularly to the very acute eases on the one hand 
and the very chronic on the other. Assuming that not more than a very occasional east 
is found, the chief conclusion that can generally be drawn is that the albuminuria is not 
indicative of organic renal disease. The eases may then be subdivided into: (1) Those 
in which the urine presents some other definite abnormal it // besides albuminuria , especially 
(a) pyuria, (b) haematuria, (e) ha*moglobinuria, or (d) glycosuria ; (2) Those in which , 

were the albumin removed , the urine would be normal. 

1. These eases need not be discussed further here : the differential diagnosis will be 
found under Pyuria, ILkmaturia, IL*:moi;lobinuiua, and Glycosuria respectively. 

2. These are clinically of importance in that, until the absence of easts has been 
determined, the absence of organic renal changes cannot be concluded. Kvcn when easts 
are absent, a trace or a small amount of albumin may be the first evidence in elderly 
persons of enlargement of the prostate, chronic interstitial nephritis, or arteriosclerosis : 
or, in younger persons, of renal calculus, tubercle, or growth, or of chronic ascending 
nephritis, the result of such things as former gonorrhoea, repeated pregnancies, uterine 
prolapse or other displacement, chronic vesical catarrh, or urethral stricture. Slight 
albuminuria often occurs in the latter half of life without any clinical significance 
attaching to it; renal disease may be suspected, feared, or even diagnosed, and yet the 
patient survives for many years without any other renal symptoms developing, dying 
finally of something else. It is always difficult to assess the importance of slight albumin- 
uria, without tube-easts, in elderly persons who present no other evidence of disease such 
as raised blood-pressure, hypertrophied heart, or retinitis. 

The following are a number of other conditions which may cause slight degrees of 
albuminuria without tube-casts, but which are obvious, or else diagnosed by other signs 
that are discussed elsewhere : burns, scalds, chronic alcoholism, cirrhosis of the liver, 
diabetes mellitus, exophthalmic goitre, myxu*dema, gout, lead-poisoning, mumps, second- 
ary syphilis, morphinism, mereurialism, vasomotor neuroses such its Raynaud's disease 
ioneurotic a-dema, obstruction to the vena cava inferior by thrombosis or by external 
os, the pressure of considerable ascites, ovarian cysts, or solid tumours, pernicious 
.ui.emia, Hodgkin's disease or lymphadcnomu. lymphosarcoma, lymphatic or splcno- 
mcdullary leukaemia, splenic aiuemia, pemphigus, phosphorus poisoning, chronic arsenical 
poisoning, pregnancy, severe aiuemia the result of syphilitic, malarial, malignant, tubercu- 
lous, or phthisical cachexia, ankylostomiasis, or infection with other parasites such as 
Bothrioeephalus latus or Trichina spiralis. 

There remain three other groups of conditions in which albuminuria and its differential 
diagnosis arc often important, and these are : (i) Febrile conditions : (ii) Heart failure 

conditions ; and (iii) so-called k Physiological ' albuminuria of adolescence. 

i. Febrile Conditions. — In nearly every fever there is some cloudy swelling of the 
parenchyma of various viscera, especially the kidneys ; consequently most fevers mav 
sometimes be associated with albuminuria, and, broadly speaking, the higher the patient's 
temperature the greater is the liability to it. The amount of albumin present is generally 
not great. We need not enumerate all the various fevers in this connection. Suffice it 
to say that albuminuria is relatively common in scarlatina, diphtheria, tonsillitis, variola, 
erysipelas, pyrexial phthisis, cholera, dysentery, Weil's disease, trench fever, severe malaria, 
and yellow fever ; not so common in lobar pneumonia, bronchopneumonia, typhoid lever, 
and empyema ; and relatively uncommon in other febrile conditions, such as acute 
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rheumatism, influenza, meningitis, measles, (German measles, and so on. The albuminuria 
may, of’ course*, lx* already present in a person who develops an intorcurront lever ; the 
diagnosis then depends upon considerations mentioned above. 

If, on the other hand, the albuminuria is known to have developed coineidcntJy with 
the febrile illness, the chief point to decide will be whether it indicates actual nephritis 
or not. Many consider there is an essential difference between ‘febrile albuminuria’ 
and actual nephritis. This may or may not be so, but it is extremely difficult to be sure 
of thi* distinction clinically. It may be urged that — to take scarlet fever as an example — 
the albuminuria of the tirst lew days is •febrile’, whilst that of the second or third week 
is •nephritic’. As a matter of fact, in not a few eases in which death has occurred in the 
tirst week the ‘febrile' albuminuria has been associated with large mottled acute nephritic 
kidneys, even where there has been no oedema, no luematuria, and no very large numbers 
of renal tube-easts. Probably there are all degrees of acute nephritis, from very slight 
and transient, to very severe and fatal ; and it is a mistake to try and make a distinction 
in kind. The great majority of eases of albuminuria during fever recover completely ; 
some seem to recover, but come under observation years later with pale granular con- 
tracted kidneys : others die during the acute attack. The degree of albuminuria is not 
a direct measure of the renal changes unless the* amount of albumin is large ; a small 
amount of albumin does not necessarily indicate trivial nephritis. Absence* of oedema 
is the rule. Microscopical examination of the ecntrifugalized urinary deposit is essential : 
the more the* renal epithelial e*clls, reel corpuscles, leucocytes, and various renal tube-easts, 
the more* conclusively can some degree of actual nephritis be diagnosed. 

In pneumonia, albuminuria has become* much less frequent since blistering with 
cuntharidcs has gone* out of fashion in treating this disease. 

ii. Heart-failure Conditions. The right side* e»f the heart may fail owing to many 
different causes, which may be arranged under four main bendings, as follows : (r/) Valvular 
disease: (b) ( )bst met ive Jung affections ; ( r) Myocardial affections ; (d) Granular kidneys 
and othe*r high blood-pressure eonditions. Kach e>f these main headings has many sub- 
headings (see I)yspn(ka, p. 2 M>). Any one of them may result in albuminuria, though 
the* amount of the latter is extremely variable, some eases of severe heart failure exhibiting 
no albuminuria at all, whilst others may have* as much as 10 parts per 1000, or more. 

The tirst ste*p in the differential diagnosis is to exclude primary renal conditions by 
negative* microscopical examination of the eentrifugalizeel urine deposit for easts, examin- 
ation of the retina*, and determination of the blood-pressure. C uriously, even with feeble 
irregular pulses, such as art* found in panting cases of mitral stenosis, the blood-pressure 
is considerably higher than normal, doubtless owing to partial asphyxia : so that merely 
finding a systolic* blood-pressure of 150 or 100 nun. Ilg is no proof of granular kidney 
or arteriosclerosis : sometimes, however, the reading is as high as 200, 250, 300, or even 
320 mm. Ilg, and then the diagnosis of one or other of the latter is almost certain. 

If renal and arteriosclerotic eonditions can be excluded, the diagnosis lies between 
the* other three main groups. The cardiac bruits, the history of growing pains, chorea, 
or acute rheumatism, the youth of the patient, the family history of heart disease or 
rheumatic fever, tlu* association of other rheumatic affections such as recurrent tonsillitis, 
subcutaneous nodules, or erythema, will often serve* to point to primary valvular disease ; 
in older patients, especially men between forty and lifty, there may be aortic regurgita- 
tion and a history of syphilis and not of acute rheumatism. In severe heart failure in 
children under puberty, the result of mechanical diflieulty with the circulation, an adherent 
pericardium is generally found, and clinically the heart is large out of proportion to the 
general physical signs. 

When there* is a definite history of recurrent winter cough in an elderly person, with 
a hyper-resonant and over-expanded chest, the likelihood of emphysema and bronchitis 
w ill at once suggest itself. Similarly fibroid lung, or fibroid lung and bronchiectasis , as a 
cause of heart failure and albuminuria, only needs mentioning, the diagnosis generally 
being obvious from the physical signs, the clubbed lingers, and in the bronehieetatie cases 
the abundant intermittent., and frequently foul, expectoration. 

Myocardial affections , such as iibroid, fatty, or primary alcoholic heart, are generally 
diagnosed by guessing at them when other causes of heart failure can be excluded. The 
patients are generally middle-aged, shortness of breath on exertion, precordial pain and 



18 


ALBUMINURIA 


even angina pectoris occupying a prominent position amongst their cardiac symptoms ; 
there may or may not be a high blood-pressure, the albuminuria is not associated with 
renal tube-easts, there is often no cardiac bruit, or at most a more or less localized blowing 
systolic bruit at the impulse : at the same time the heart is clearly enlarged, and d may 
be beating rapidly and irregularly ; there may be a history of syphilis or of chronic 
aleoholisrn : the patient may be very stout in the fatty, though generally not so in the 
fibroid, cases. There may be a history either of an extremely sedentary life upon the 
one hand, or of over-use of the heart by strenuous hard physical work as a blacksmith, 
an athlete, and so forth- on the other. Electrocardiographic tracings may be required 
in determining the nature of the heart lesion (see Pri.sr., I uukcuah, p. : etc.). 

Needless to say, the exact nature of the cardiac lesion remains obscure or uncertain 
in many of these cases, many a patient who really has mitral stenosis being regarded during 
life as suffering from chronic bronchitis and emphysema, and so on. 

iii. ‘ Physiological* Albuminuria. — Finally, we come to the albuminuria of apparently 
healthy males and females between the ages of fifteen and thirty. The condition was 
little known until medical examinations at schools, or for life insurance, or lor the 
services became common. It has received a number of names, of which the following 
are some: 4 accidental,' ‘essential,' -postural,' ‘cyclic,' ‘orthostatic,' ‘intermittent, 
‘physiological,’ ‘functional, 1 ‘orthotie' albuminuria. Paw's disease, albuminuria ‘of 
adolescence' or ‘of puberty.' It derives its chief importance from the fact that 
young males who suffer from it may be rejected for life insurance or for the services, from 
the fear that they have some form of nephritis. A similar condition occurs in females of 
a similar age, but it is detected less often than in males because one has less occasion to 
examine the urines of healthy girls than is the case with boys and youths, I oilier and 
others have thrown much light upon the nature of tin* affection by their investigations 
upon the urines of rowing men. It is found that the urine passed just before a boat-race 
being free from albumin, that voided immediately after is generally loaded with it. A 
few hours later this albuminuria is gone again. Now university oarsmen are, upon the 
whole, long lived, hence this recurrent albuminuria cannot matter in them : and the same 
applies to the albuminuria of many adolescents. A prominent feature of such a case is 
that the urine first voided in the morning is quite normal, whilst that passed later in the 
day may contain anything from a trace to r> parts per thousand of albumin : the more 
the youth has exerted himself physically by walking or otherwise, and the more he has 
exposed himself to cold, for instance during a train journey to the city on a winters day, 
or in a cold bath, the greater is the liability to this unimportant but possibly alarming 
albuminuria. Some youths may pass albumin for days together before an interval of 
freedom from it occurs. Sometimes they appear to be in robust health, sometimes they 
look a little pale, as though they had been overworking at an indoor occupation ; they 
• he nervous, but often they are not. A natural nocturnal emission is supposed to 
pose to albuminuria next day ; so also is a diet which includes eggs, especially raw 
r-os. The point is that these individuals have to be differentiated from sufferers from 
Bright's disease. The method of diagnosis is as follows : a complete routine examination 
is carried out, and no obvious affection of the heart or other viscera is detected ; the blood- 
pressure is normal ; the albumin having been discovered, the patient is directed to supply 
a series of samples, at intervals of a few r days, and preferably passed immediately altei 
rising in the morning. If all samples contain albumin it will be very difficult to exclude 
organic disease ; if some contain albumin in abundance, however, and others none at all, 
the presumption will be that it is ‘functional' ; before being finally satisfied, however, 
it is important that a careful microscopical examination of the centrifugalized deposit 
from a specimen containing albumin should be made, no casts or other abnormal consti- 
tuents being found. The administration of calcium chloride or calcium lactate is said 
to diminish the tendency to this form of albuminuria. In an adolescent male who has no 
symptoms, albuminuria discovered accidentally, present after exertion or after exposure to 
cold but absent after rest in bed, and when present not associated with renal tube- 
casts or with signs of arterial, cardiac, or other disease that should be detected by physical 
examination, is almost certainly ‘physiological,’ needing no treatment and not indicative 
of any underiving disease. The chief difficulty is to be sure that the intermittent albumin- 
uria is not the result of tuberculosis of the kidney in an early stage ; with this, the degree 
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of albuminuria is seldom great, whereas with physiological albuminuria the amount of 
albumin may be quite large at one time of the clay, in marked contrast to its entire absence 
the first tiling in the morning. Another condition which may be responsible for inter- 
mittent albuminuria, lessening with rest, increasing with exercise, is calculous disease of 
a kidney ; the diagnosis will be difficult until colic or haunaturia draws closer attention 
to the nature' of the ease, or unless radiography is made part of a routine examination. 


RENAL EFFICIENCY TESTS. 

It is often important to decide 1 whether, in association with albuminuria, the renal 
changes are grave or slight ; and various tests of renal efficiency have been devised. 
Some' of these depend upon injecting subcutaneously substances which give a decided 
blue or rod coloration to the urine which is excreted subsequently. These are complex, 
and difficult of use and interpretation except at the hands of experts. Three simpler 
tests are: (1) The urea concentration test ; (2) The diastatic. test ; and (a) The test by 
estimation of the area in the blood. 

The urea concentration test consists in getting the patient to empty his bladder com- 
pletely at a suitable hour in the morning, no breakfast having been taken and no tea or 
other fluid drunk. lie is then given, by the mouth, a solution of 15 grm. of urea in 

1 00 e.e. of water ; at the end of one hour, and again at the end of two hours, he voids 

any urine that has collected in the bladder, and the percentage of urea in each of these 
specimens is estimated bv the sodium hypobromite method. If the kidneys are healthy, 
the percentage of urea in each specimen will be 2 per cent or over; if they are diseased, 
but still efficient, the urea percentage will still be 2 or more in either or both; but if the 
urea percentage is below 2 the kidneys are inefficient. It is a question, not of the total 

amount of urea excreted in tin* time, but of the percentage of urea in the liquid eliminated 

by the kidneys after 15 grm. have been given by the mouth on an empty stomach. 

The diastatic test consists in estimating the diastatic content of the urine, and, though 
it is not essential, it is better to have a sample from the urine collected for twenty-four 
hours, because the diastatic content varies at different periods of the day. 

The solutions required are: (1) A 01 per cent solution of starch prepared by boiling 
01 grm. of soluble starch in a small amount of water and then diluting to 100 e.e. ; (2) A 
0d) per cent solution of sodium chloride in distilled water ; (Jl) A deeinormal solution of 
iodine. To five numbered test-tubes are added : 



l ' KINK 

S.\UNT. SOUTH'S 

STAIVn SOMTION 

To tube 1 

10 e.e. 

00 e.e. 

2 e.e. 

•> 

(HI e.e. 

0*4 e.e. 

2 e.e. 

a 

0 a e.e. 

0*7 e.e. 

2 e.e. 

i 

0 2 e.e. 

0-8 e.e. 

2 e.e. 

, , , , 5 

0 1 e.e. 

()•!) e.e. 

2 e.e. 


The tubes are then shaken quickly and put into an incubator or water-bath at a 
temperature of 0? ('. for exactly thirty minutes, after which they are removed and filled 

to within an inch of the top with cold water, the action of the ferment being stopped by 
this. One drop of iodine solution is added to each tube, starting with 5, and the tubes 
are shaken. Suppose that tubes 5 and 4 give a distinct blue colour, but tube a is colour- 
less, the conclusion is that the amount of diastase in the urine added to tube II is just 
sufficient to digest 2 e.e. of the starch solution in half an hour. It is usual to express the 
result by dividing 2 (the amount of starch solution used) by the number of e.e. of urine 
in the tube which is just colourless to the iodine test in the ease just given the diastase 
o 

coefficient would be - (Hi ; and if the kidnevs are efficient the figure should not be 
0\4 * ^ 

less than G. The greater the kidney efficiency, the nearer to tube 5 will be the resultant 
first, blue reaction when the iodine is added. If tube 1 gives the blue colour the inference 
will be that the renal efficiency is bad, for the diastase coefficient would then be only 


1 () 


2 ; whilst if 5 gives no blue reaction the diastase reaction is good, viz., ~ 20. 


01 


The test In / estimation of the urea in the blood : This can hardly be done in the consulting 
room, but needs the assistance of the special clinical laboratory. The specimen sent to the 
latter is a measured quantity of blood from the patient. It is obtained by puncturing 
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a vein with a suitable needle attached to a convenient, syringe : the best veins are those 
in the anteeubital lossa. rendered full by compression of the upper arm by means of a 
sphygmomanometer bag up to a pressure of about 00 mm. Hg or a little higher at any 
rate a pressure well below the maximum systolic arterial pressure. The vein is punctured, 
and about 2 c.c. of blood are drawn up into the syringe : the amount of blood needs to be 
measured with accuracy, and it is then expelled into a bottle containing either 100 c.c. 
of absolute alcohol or about the same amount of trichloracetic acid. "Ida* amount of alcohol 
or acid need not be known accurately. The alcohol or acid precipitates the serum 
albumin, scrum globulin, and fibrinogen, but the urea and some* minor constituents of the 
blood are kept in solution. At the laboratory the solution is filtered, the filtrate is evapor- 
ated to dryness, the residue dissolved in water, and the result estimated for urea by the 
sodium hypobromite method : if the original amount of blood used is known with accuracy, 
a simple calculation now gives the number of mgrm. of urea per 100 c.c. of blood. In 
health the figure is about 25 mgrm. per cent, and it should not exceed 10 mgrm. per cent ; 
any higher figure indicates pathological urea retention, and in severe cases the amount 
may be anything from 50 to 100 mgrm. per cent. Herbert French. 


ALBUMOSURIA may be discussed under two main headings, namely : (1) Ordinary 
Albumosuria , which is not uncommon but is of little clinical importance : and (2) lienee- 
Jones Albumosuria , which is rare but is clinically important. 

1. Ordinary Albumosuria is seldom recognized because the albumose generally occurs 
along with albumin, and is not detected until this has been removed by acidulating i 1 1 i 

acetic acid, boiling thoroughly, 
and filtering. Albumose may be 
recognized in the filtrate by the 
fact that with Heller's nitric 
acid test it gives a white cloud 
which disappears on warming, 
to reappear on cooling : and its 
presence may be confirmed !>v 
the violet-red colour it gives 
with the biuret test, which eon 
sists in adding excess of caustic* 
soda to a drop of dilute 1 cupper 
sulphate 1 solution, aehling this 
mixture- in drops to the urine, 
from which all albumin has 
been removed, and warming. 
Another test for albumose is 
I Ie ifmeistcr's, which consists in 
acidulating the urine- with ace-tic 
acid and then adding phosplm 
tungstic acid ; albumoses give 
a milky cloud with the- latter. 
The* fie-utero-albumose- that give s 
the-se* te-sts occurs in the urine 
under a great varie ty of .cir- 
cumstance's ; apparently the one 
essential factor is cell dcstruc- 
t ion within the body. It will 
suffice to mention some- e »f the 
many diseases in which it has 
been found : 

a. 4 Febrile ’ Albumosuria : 
in severe* infective levers, such 

as typhoid, scarlet fever, small-pox, measles, acute rheumatism, lobar pneumonia. 

b. 'Pyogenic' Albumosuria: in empyema, phthisis with cavitation, bronchiectasis, 
appendicular, subdiaphragmatic or hepatic abscess, suppurating gall-bladder, pyosalpinx, 



Fi(j. Ul. Skiagram showing multiple myelomata of the vertebra:, ribs, 
sacrum, and iliac. bones. The condition was associated with lience-Joncs 
albumosuria. The diagnosis was verified by histological examination. ( Kindly 
lent by X. Ahvyn Smith , Jwsg., i'.HA'.S. Ed.) 
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suppurative periostitis, arthritis, osteomyelitis, gangrene of the lung, gangrene of the 
leg, breaking-down cancer, acute peritonitis. 

r. ' Hepatogenous' Albumosuria : in cancer of the liver, cirrhosis, catarrhal jaundice, 

phosphorus poisoning, acute yellow atrophy, infective 

■ cholangitis, suppurative pylephlebitis. 

(1. 'Alimentary' Albumosuria : in cases of gastric or 
duodenal ulcer, carcinoma of the colon or stomach, ulcera- 
tive colitis, tuberculous ulceration of the bowel, acute 
and chronic dysentery. 

v. * Hanialogenous ' Albumosuria : in leukiemia, 
scurvy, purpuric conditions, and with internal ha*ma- 
tomata, such as pelvic h;cmatocele. 

/'. ' .Albuminuric' Albumosuria : many eases of acute 
nephritis, syphilitic, cardiac and other forms of albumin- 
uria, are associated with albumosuria. There is some 
doubt , however, as to whether the reagents employed 
in the qualitative analysis do not themselves convert 
some of the albumin into albumose. 

a Albumosuria due to unclassified causes: such as 
pregnancy, especially if the ftetus has died, though some- 
times even without this. 

The amount of albumose present in any of the 
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above conditions is seldom 
has little if any significance 
from albumin. Kven then 


large, and diagnostically it 
except when it occurs apart 
its main importance lies in 


the necessity of not mistaking it for albumin. This error 


would otilv arise with the nitric acid test, for albumose does not form a cloud on boil- 


ing with acetic acid. It is urged by muuc 


that albumosuria in appendicitis points to 
abscess rather than to simple inflammation : 
that in a pleuritic case it points to empyema 
rather than to serous effusion : that in a 
meningitic case it points to the suppurative 
or epidemic cerebrospinal forms rather than 
the tuberculous; and so on. Hut it is very 
doubtful if the symptom can carry s<> much 
weight as this. In a given case the presence 
of ordinary albumosuria points to a graver 
prognosis upon the whole than if no albu- 
mo"e were present, but it is not particularly 
helpful in differential diagnosis. 

g. Bence-Jones Albumosuria, on the 
other hand, though rare, is clinically import- 
ant. The nature of the protein present is 
still undecided : it certainly is not ordinary 
albumose. Its most striking characteristic 
appears when the urine is warmed after 
acidulation with acetic acid to prevent pre- 
cipitation of phosphates : long before the 
urine boils a dense milky precipitate appears, 
suggesting at first sight either phosphates 



or coagulated albumin ; it attracts atten- 
tion at once from the fact that on further 
warming it begins to clear up again, and 
after boiling it almost or completely goes. 
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It will be realized that the precipitate can- 
not be albumin or phosphates, for not only’ would neither ol these clear up at boiling-point 
in this wav, but also the acidulation of the urine has been sufficient to pre vent phosphates 

•> V 



22 


ALBUMOSURIA 


from coming down, whilst the* temperature at which the dense sticky precipitate appears 
(about (>() C.) is far lower than that at which albumin coagulates. 11' any albumin 
is present at the same time the clearing at boiling-point will be but partial : the albumin 
should then be removed by boiling and filtration, when nitric acid added to the cold 
filtrate will give a white ring which redissolves on warming, to reappear on cooling, 
like that of alburnose. This Bence-Jones protoid, when present, generally occurs in much 
larger amounts than ordinary alburnose ever does, so that it is seldom overlooked unless 
it is mistaken for albumin. It may amount to anything between 1 and 20 parts per 
thousand, or more. It may be present on some days and not on others. It indicates, 
almost with certainty, that there is some affection of the bone-marrow ; it might be due, 
for instance, to secondary deposits of malignant disease in bones, or to leukiemia ; but 
in the great majority of eases it has occurred in connection with multiple myelomata — 
Kahler's disease or myelopathic albumosuria of Bradshaw. Unless there is other evidence 
to the contrary, abundance of Bence-Jones proteid in the urine indicates multiple tumours 
involving the bone-marrow, and if these are not discoverable by palpation they should 
be looked for by skiagraphie examination of the various bones, including the vertebra* and 
ribs (Figs. 24-20). A blood-count should also be made, however, because the condition 
is far from uncommon in splenomedullary leuka*mia, and it has also been noted in 
lymphatic leukaemia when the latter has not been of an acute type. Herbert French. 

ALKAPTONURIA. (See I’iunk. Ahnokm.vi, Coi.ohation or. p. 91)2.) 

ALLOCHEIRIA literally means 4 other-handness/ It sometimes happens that when 
a patient is touched upon the back of his right foot, and is then asked where he has been 
touched, he says, 44 Upon the back of my left foot." This reference of sensations to exactly 
corresponding parts of the limbs or body on the wrong side is known as allocheiria. Ex- 
periments have shown that complete allocheiria results from transverse hemisection of 
the spinal cord. Sensory impulses travel the more readily up their own side of the cord, 
but can also pass by the opposite side if necessary ; when they are compelled to do so, 
the brain interprets them as coming from that side of the body which usually sends 
impulses up this particular side of tin* cord. When a patient exhibits allocheiria, therefore, 
it generally indicates that there is a lesion affecting one side of the spinal cord, or the 
upward extensions of the tracts which convey sensory impulses from the cord to the brain. 
It is necessarily a rare symptom. It might result from a stab or a bullet wound damaging 
the cord unilaterally ; or from a gumma or neoplasm of the cord or its meninges ; it 
may be functional ; rarely it may result from the cord being compressed more on one side 
than on the other by spinal caries, new growth, callus, or a fracture-dislocation ; and 
occasionally it may be noticed when there is a cord disease which, though usually bilateral, 
happens to have advanced more rapidly on one side than upon the other, as in exceptional 
'm s of disseminated sclerosis, tabes dorsalis, or softening from syphilitic endarteritis 

thrombosis. Except in functional cases, allocheiria will seldom be the only, or even 
l)h chief, feature in the case : paresis, pain, or some other symptom additional to the 
allocheiria will afford assistance in the diagnosis. Herbert French. 

ALOPECIA. (See Bai.dnkns, p. 91.) 

AMAUROSIS. (See Vision, Df.ff.cts of, p. 920.) 

AMBYLOPIA. — (See Vision, Dkfkcts of, p. 920.) 

AMENORRHCEA. The age at which menstruation first appears is very variable 
within certain limits, being influenced largely by climatic and racial peculiarities : in this 
country about fourteen may be taken as the average. When the menstrual How has 
not become established it is usual to speak of primary amenorrhcea, whilst premature 
cessation of the flow after it has once been regularly established is known as secondary 
amenorrhcea. From the table of the causes of amenorrhcea below, it wall be seen that 
some of them must of necessity give rise to primary amenorrh<i*a, whilst others more 
commonly produce the secondary variety. In investigating a case, therefore*, it is important 
to ascertain first whether the condition is primary or secondary, and next whether it is 
real or only apparent. The latter condition, knowai as cryptomenorrhwa , implies that 
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the menstrual How takes place but is unable to escape* externally because there is some 
closure of a part of the genital canal. The* congenital form of crvptomenorrhcEa is the 
only variety met with at ail commonly, acquired closure of a part of the genital canal 
being exceedingly rare. Stenosis of the vagina is not uncommon as a result of injury 
and infection, but a small sinus is usually left which suffices for the escape of the menstrual 
fluid. We are led to suspect cryptomenorrh(ca when the patient volunteers the state- 
ment. that she has pelvic pain, headache', and possibly vomiting, of monthly occurrence, 
in fact the usual menstrual molimina, unaccompanied by any visible flow. A physical 
examination should be made at onee in such a case, including abdominal palpation, 
inspection of the* vulva, and a recto-abdominal bimanual examination. The common 
form is that in which the lower end of the vagina is imperforate, the hymen usually 
being visible on the outer side of the occluding membrane. The complete examination 
in such a ease will reveal a fluctuating swelling reaching from the vulva to the pelvic 
brim, above which the uterus can often be palpated and moved about. It is further 
of considerable importance to make out whether the uterus and Fallopian tubes are 
distended with menstrual products along with the distended vagina, for in the presence 
of luematosalpinges the treatment is considerably modified : abdominal section is required 
in such a case to avoid rupture of the tubes when the vagina collapses after incision of 
the occluding membrane. Distention of the vagina or Jnvniatocolpos is complete in this 
case, but may be partial where the lower part of the vagina is absent, and then is likely 
to be accompanied by distention of the uterus (lucmatometra) and haanatosalpinx. 
Complete absence of the vagina can only be inferred from physical examination, when 
the distended organ appears to be only the uterus. 

Although a secondary phenomenon, acquired eryptomenorrhtra produces the same 
symptoms and requires the same kind of investigation as the congenital case's. It must 
not be forgotten that acquired closure of the vagina following the vaginitis of specific fevers 
may occur in infancy, and will then, of course, product' primary amenorrha'a. 


Congenital : - 

Imperforate vagina 
Imperforate hymen 
Absence of the vagina 


(uses or Ai'I'aiuint Ami.nokhikka. 

Imperforate cervix Ilirmatnmetra 

Double uterus with retention Htrmatosalpinx. 
Ihcrnatoeolpos 


Acquired : — 

Closure of the vagina 
Due to specific levers 
Due to injury 


Closure of the cervix : 
Due to injury 
Following operations 


Cvt sr.s or Ki.al Amknouuikka. 


Physiological : — 

Before puberty 
After the menopause 
During pregnancy 
During lactation 

Pathological : — 

Generative system : 

Absence of essential organs 
Infantile uterus 
Small adult type of uterus 
Deficient ovarian activity 
Destruction of both ova- 
ries by double ovarian 
growths, pelvie inflam- 
mat ion 

Superinvolut ion of the 
uterus 


Circulatory system : 

Chlorosis 
Amemia 
I jeueoeyt luemia 
Hodgkin's disease 
Wasting diseases : 

Malignant growths 
Tuherele 

Prolonged suppuration 
I )iahet es 

bate stages of nephritis 
Late stage of some forms of 
heart disease 

Late stage of cirrhosis of 
the liver 
A ervous system : 

Imheeility 

Cretinism 


Various forms of insanity 
Cold just before or during 
menst ruation 

Suggestion-— fear of preg- 
nancy 

Anorexia nervosa 
Altered internal secretions 
Myxu'dema 
Exophthalmic goitre 
Addison's disease 
Acromegaly 
Obesity 

Change of habits 
Toxic : 

After specific fevers 
Chronic poisoning bv lead, 
mercury, morphia, alcohol 


Notk. -Ileal amonorrlaou iimv be ( 1) Primary with delayed onset ; {.‘1 ) Primary and permanent; 

(11) Secondary. 


In considering the diagnosis of the causes of real amcnorrhoea, the primary and 
secondary forms afford us an important clue to the possible causation. Suppose, for 
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instance*, that menstruation has once been established regularly, it is clear that the re cannot 
be any serious congenital anomaly of the generative* system : the uterus and ovaries must 
at least be present and functional. M c then must make* a systematic examination of the* 
<renerative, circulatory, nervous, and ductless-gland systems, in order to learn by a process 
of exe'lusion which group of causes we* have* to eie*al with. It, howe*ve*r. the amcnorrhera 
is primary and re*al, that is. the patient has no molimina, our examination must first be* 
directed towards finding emt whether the essential organs, namely uterus and ovaries, are 
present, and are normal in size and shape as far as a bimanual examination can ascertain. 
If necessary, an amcsthetic may be given for this purpose, for it is often a matter of con- 
siderable difficulty to decide the question. If the* fact of absence of the essential organs 
can be established, we are clearly justified in considering the amcnorrhu-a to be permanent, 
and the patient or her friends should be told of this. 

Apart from congenital anomalies, it is remarkable how lew lesions of the generative 
organs there are which produce amenorrluea ; only those diseases which destroy both 
ovaries completely or render the uterus functionless can cause amenorrluea. and under 
this heading we find only double ovarian growths, the* late stages of pelvie inflammation 
(salpingo-odphorit is), and superinvolut ion of tin* uterus. A tumour destroying one ovary 
as a rule has no effect on menstruation at all, provided the other is present and functionally 
perfect. It is possible for one ovary only to be functional : for instance, that on the same 
side as the undeveloped half of a unieornuate uterus may be quite atrophic and fund ionless. 
The presence of two tumours in the abdomen symmetrically arranged with regard to the 
uterus will sometimes permit of the diagnosis of double ovarian destruction, especially in 
the ease of malignant growths, but quite commonly one tumour is much larger than the 
other, and the double nature of the lesion cannot be established until the abdomen is opened. 
Superinvolution of the uterus is not difficult to recognize when we remember that it always 
follows pregnancy, and the small size of the uterus can be made out readily by bimanual 
examination and the passage of the uterine sound. The organ sometimes measures only 
inches by the sound. It must not be forgotten that even in these eases the primary 
lesion may be an ovarian atrophy, but very little is known on this point. The term 
k deficient ovarian activity' is a time-honoured one, and must lx* taken to mean the 
absence of the internal secretion of the ovary. It is obvious that this condition cannot 
be diagnosed by any physical examination, and its presence can only be inferred when 
absolutely no other lesion of any system can lu found to account for amcnorrhu*a, either 
primary or secondary. 

It is impossible in the space at our disposal to draw up any detailed method by which 
the various diseases under the circulatory, nervous, etc., systems can be diagnosed : these 
are discussed under the headings of other symptoms that they produce. It is, however, 
not out of place to note here that amenorrluea caused by general diseases, unconnected 
with tlu* generative system, depends upon : (1) Alterations in the blood itseli : (’-) Alteia- 
in blood-pressure : (d) Altered relation of the nerve impulses which form part of 

iie stimulus for menstruation: (4) Altered relations between the internal secretions ol 
the ovary and the thyroid glands on the one hand, opposed to the suprarenal and pituitary 
glands on tin* other. Finally, with regard to pregnancy, which is tlu* commonest of all 
causes of secondary amenorrluea, it may be formulated as an axiom that an otherwise 
healthy woman who has had perfectly regular menstruation is probably pregnant if she 
has a period of absolute amenorrluea. Nevertheless, the presence of pregnancy must 
never be assumed without a most careful consideration of the history, combined with a 
complete physical examination. The diagnosis of pregnancy must always be made* upon 
a complex of symptoms rather than upon any one : the combination of amenorrluea, 
secretion to be squeezed from the breasts, morning sickness, vaginal discoloration, and an 
abdominal tumour, can only mean pregnancy in the vast majority of cases. The addition 
of feet a 1 movements and the foetal heart -sounds makes the diagnosis absolute. 

T. (i. Stevens. 

AMNESIA (Loss Of Memory). Memory is one of the higher functions of the b»*ain, 
and presents wide variations in its degree of development in different individuals. The 
physiological range being so extensive, it is almost impossible to say whether an apparently 
poor memory is pathological or not, when the condition is of long standing and stationary. 
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Slight decrees of impairment of memory are of interest to the* psychologist, but to the 
majority of medical men tin* loss must he considerable or of peeuliar character before it 
is of diagnost ie importance. In some forms of excitement there may be exaltation of 
memory (hypermnesia) : events art* recalled and magnified in importance, which in normal 
states would never have reached the surface of conscious memory. In all forms of 
dementia, on the other hand, memory becomes impoverished (hypomnesia), and may 
eventually fail altogether (amnesia). Reference can be made to only a few states in which 
the condition of memory may be of service in diagnosis. 

Dementia. In all forms of dementia senile, general paralytic, toxic, etc. memory 
is impaired, and it is the rule to lind that recent events are lost before those belonging to 
distant vears. Kven when memory is obliterated almost completely, a few isolated events 
in the past may be recalled distinctly without their surroundings, and may take a 
prominent place in the patient's personality. These traits characterize senility, but are 
also to be found, when looked for. in other demented states. 

lynlcpsff. Amnesia is an important feature of the epileptic seizure : in the majority 
of epileptics no memory of the convulsion is preserved, although events immediately 
preceding it may be retained clearly, as well as those* which follow the return of conscious- 
ness : in other eases the amnesia may cover a period preceding the attack (retrograde 
amnesia), while in others, actions are performed after the attacks, in an apparently con- 
scious state, which the patient is quite unable to recall later on. To this phenomenon may 
be applied the term ‘ anterograde amnesia' in association with post-epileptie automatism. 
Kpileptie amnesia is often important in connection with medico-legal questions and 
criminology. In addition to temporary lapses of memory, the majority of epileptics 
sutler from the progressive hypomnesia common to all forms of dementia. It is one of 
the first signs of their intellectual deterioration, and not the result of the administration 
of bromides to which it is generally attributed. 

Trauma. Severe falls or blows on tin* head often cause complete amnesia : the latter 
may cover not only a period of unconsciousness, but also a period preceding or follow- 
ing it. or both. As in eases of epilepsy, the amnesia may be retrograde, anterograde, or 
anteroret rogradc. The length of retrograde amnesia which persists after an injury to 
the head is a useful indication of the severity of the injury to the brain and of the amount 
of complete rest required in the treatment of such eases. 

Kars* i lane's Syndrome. This condition, generally the* result of alcoholism, is character- 
ized by hypomnesia. disorientation, and pseudo-reminiscences. The patient loses memory 
for recent events, has no appreciation of time or place, talks freely and often plausibly 
about events which have never occurred, and yet may retain a very natural attitude of 
mind towards his surroundings. So natural may be his manner of talking and his 
behaviour, that the above-mentioned mental deficiencies may escape notice unless the 
medical man applies himself to their discovery. 

Tn.nrmia. In many infective diseases, such as enteric fever, the return of health 
may reveal a state of amnesia covering a considerable part of the patient's illness, and 
this blank, the result of intoxication of the higher cerebral centres, may be permanent. 
While amnesia may be produced by any variety of general intoxication, the result of 
mierobie or other poisons, such as alcohol, aluminium, manganese, it is particularly 
prevalent in conditions such as encephalitis lethargica in which the brain is the site of 
an infective* inllammat ion. 

Hysteria. Amnesia is probably quite complete in connection with some forms of 
hysterical fits'. The patient in the interval between attacks has no recollection of the 
latter, although they are not associated with loss of consciousness. This fact underlies 
the theorv which assumes a double* consciousness; the person in one state* ot eemscieuis- 
ness has no memory for e vents which oe*e*ur in the* other. The cluirae*tcristic feature of 
hvsterie*al amne*sia, which distinguishes it from other varieties, is that the memory for 
lost e vents can be* re*store*el by hypnotic* or other forms of suggestion. 

E. Farquhar Buzzard. 

ANjEMIA is a general and inexact term which may include one or more, or even all, 
e>f several different changes in the blood, but of which the main criterion clinically is 
diminutiem in the* amount of luemoglobin contained in a given volume, usually but not 
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invariably associated with a decrease in the number of red cells per e.mrn. of blood. Changes 
in the leucocytes are not essentially related to aiuemia, though their behaviour affords 
means of diagnosing some forms of aiuemia from others. Various terms have been used 
to denote different ways in which the blood may depart from the normal : oligocythwmia 
or hifpocytlavniia both signify a diminution of the number of red cells below the normal 
5,000,000 per e.mm. of blood in a man, 4,500,000 in a woman. O/igtrmia means a 
diminished total amount of blood in the body: hydrcvmia, an increased percentage' of 
water in the blood : polyplasmia , an increase in the volume of the* plasma of tin* blood 
such as occurs in chlorosis : oligochromamia , a diminution in the amount of luemoglobin 
per e.mm. of blood. 

For purposes of comparison of one case with another, one speaks of the red cells and 
of the hivmoglobin as being normally 100 per cent in health. An aiuemia may be such 
that the haemoglobin is greatly diminished without so great a diminution in the red 
corpuscles ; it is also possible for the luemoglobin and the red cells cat*!) to be diminished 
in equal proportions : and thirdly, it is possible for both the luemoglobin and the red 
corpuscles to be diminished but for the luemoglobin to be relatively less so than are the 
red cells. The red corpuscles contain relatively less luemoglobin than tiny ought to in the 
first variety of amemia. which is probably the commonest of all : in the second group, 
although there is amemia, each red corpuscle contains its full quantity of luemoglobin ; 
whilst in the third group, although there is uiuemia, each corpuscle contains more luemo- 
globin than it normally should. As a means of expressing these facts shortly, one speaks 

of the colour index: this is the ratio of the 
luemoglobin to the red corpuscles. It the red 
corpuscles and luemoglobin arc each 100 per 
cent of normal, the colour index is [ JJ|J . or 1. 
If the luemoglobin wen* diminished to 10 per 
cent of normal, whilst the red cells were only 
diminished to 80 per cent of normal, t lit 1 colour 
index would be * J|, or 0-5 the chlorotic type , in 
which the index is less than 1. If the luemo- 
globin and the red cells were both diminished 
to 50 per cent of normal, there would be aruemia 
with a normal colour index of 0[j, or 1. If the 
luemoglobin were diminished to .‘10 per cent of 
normal, whilst the red cells were diminished to 
20 per cent of normal, the colour index would 
be or 1-5 — that is to say, greater than 1, a condition which is spoken of as amemia 
with a hi fill colour index . such as seen with greatest constancy in pernicious aiuemia. 

Pallor may or may not indicate anaemia. Many persons look almost white and yet 
blood is not in an abnormal condition. Pallor is normal in night -workers arid in 
>e who work underground. Even in some daylight workers the* distribution of the 
cutaneous capillaries seems to be such that the superficial skin has little, if any, of the 
normal colour of blood, and yet the individuals are not arnrmic in the sense of having 
any diminution of the luemoglobin or the red cells. The error of mistaking mere pallor 
for anaemia is avoided by means of a blood-count, which in all cases should include estima- 
tion of the percentage of luemoglobin, and of the total number of red cells, per e.mm. ; 
and in most eases determination of the number of leucocytes per e.mm., a differential 
leucocyte count, and an examination of the characters of the red corpuscles in stained 
blood -films also {Fig. 27). 

Corpuscles are best counted by means of the Thoma-Zeiss or Thoma-Lcit/. Jueino- 
cytometer ; luemoglobin is measured most accurately by the Ha1dane-(>owers haanoglobin- 
ometer : and blood-films are best fixed and stained simultaneously by means of Jenner's 
stain, or, when lueimitozoa are to be looked for, by Leishman's stain. Full directions as 
to the use of these instruments and stains are generally issued with them, or a handbook 
on laboratory methods may be referred to. 

Having proved that the patient is suffering from real aiuemia, that is to say from 
diminution in the percentage of haemoglobin, and probably from a diminution in the red 
cells also, the next step in the diagnosis is to determine what is its nature. Attempts are 



Fig. 27. — A Method of making; a Blood-film. A 
drop of blood is received at one end of a microscope 
slide : a second slide is laid transversely across the hrst, 
as shown ; the blood beinjr in the acute ancle behind it. 
the transverse slide is carried steadily forward over the 
surface of the first, drawing the blood after it in an even 
lilm. 
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sometimes made to lit all eases of aiuemia into one or other of two main groups, labelled 
primunf and sceondarp respectively; but this is not really very helpful clinically. In 
main eases the nature of the aiuemia is obvious at once — it may be secondary to post- 
partum lucmorrhagc or other blood-loss, or the later stages of phthisis, syphilis, cancer, 
or malarial cachexia, and so on. Sometimes, however, even though aiuemia is really due 
to a cause which in some patients is obv ious, it is not obvious in the patient with whom one 
happens to be dealing, and then the diagnosis has to be arrived at by a proeess of exclusion. 
One need but nunt ion as examples, perhaps, the dillieulties that arise sometimes in 
diagnosing between fungating endocarditis, gastric carcinoma, and pernicious aiuemia ; 
or between aiuemia due to blood-loss and blood-loss due to aruemia. In arriving at the 
diagnosis it is important first to exclude those conditions in which the blood picture is 
itself positive. 

A division of all cases of aiuemia into (A) Antemius with a positive btood ; picture : 
and (//) Antemius with an indeterminate or negative blood jneture , is probably more 
helpful clinically than any other classification. The only aiuemias in which the blood 
picture can be described as itself positive that is to say in which the diagnosis is indicated 
directly b\ t he results of blood examination are (a) pernicious aiuemia. (b) spleno- 
med ullary leuka mia (e) lymphatic leukamia, (d) mixed varieties of leukamia, (e) parasitic 
aiuemia associated with eosinophilia. and (/) parasitic aiuemia associated with parasites 
in the blood. 

Blood Changes common to all Severe Anaemias. In any severe aiuemia there are 
certain blood changes which are almost always to be found, not pathognomonic of any one 
variety of aiuemia. but, seeing that pernicious aiuemia in its later stages is probably the 
profoundcst of all the aiuemias. better seen in it than in any other disease. These are : 

I. A verv great diminution in the number of red corpuscles, down even to so low a 
figure as (>00,000 per e.mm. 

*2. (ireat variation in the shapes of the red cells poikiloetjtosis : poikilocytcs (big. «JJ) 
always retain a smooth, curved outline, but instead of being flat circular discs. like normal 
corpuscles, they may be oval or pear- or hourglass-shaped, and so on. It is important 
not to mistake crenated corpuscles (Fig. 01), or red cells that have become polygonal 
by reason of mutual moulding when fixed in too close apposition with one another 
(Fig. 00). for poikilocytcs. 

0. Alterations in tin* sizes of the corpuscles nnisonjtosis. In normal blood the red 
cells are almost all of the sanu* diameter, about 7 /i ( Fig. 2N) : in any severe ainemia 
they may vary considerably in size, many being much smaller than normal nueroei/tes 
(Fig. 20): some larger than normal mueroeifies or megaloet/tes (Fig. 20). 

1. The presence of nueleated red eorpuseles. Normally none are present in the blood 
even in infanev ; in any severe aiuemia they may appear in varying numbers, and according 
to their sizes they are termed mieroblasts , normoblasts , meguloblasts . or gigantoblasts (Fig. Tl) 

the latter often containing more than one nucleus. It has sometimes been stated that 
the greater the number of nucleated corpuscles the less favourable the prognosis; but 
this is not necessarily the case, except in so far that it is unusual for nucleated forms 
to appear until a severe stage of the aiuemia is reached. 

None of the above changes, one must repeat, are diagnostic of any particular variety 
of severe ainemia, though they are perhaps most marked in the later stages ot pernicious 
aiuemia. 

Normal Varieties of White Corpuscles. It often happens that variations in the* 
relative proportions of the different leucocytes in the blood afford means ol differential 
diagnosis. Before changes from tin* normal can be understood it is necessary to say a 
word or two about the normal varieties of white cells ; these number anything from 5000 
to 10.000 per e.mm., the total changing considerably at different times ol the day. W hen 
films are made it is found that four easily distinguishable varieties are to be seen. These 
have received different names at the hands of different observers, but they are so distinct 
that names hardly matter, and they might be termed quite well types A, B, t\ and D 
respectively. If, however, one has to choose between the dillercnt names that have been 
given to them, the following may perhaps be selected as the most frequently employed . 
0) Smalt and large lipnphoeijtes ; (2) Large hiptlinc eorpuseles ; (II) Polymorphonuclear 

evils ; (1) Coursehj granular eosinophil eorpuseles. 
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]. The small and large lymphocytes {Fig. d.5) stain blur with .Iuukt's stain, both as 
to nucleus and protoplasm. The nucleus is round, and the protoplasm is relatively small 
in amount and free from granules. 

2. The large hyaline corpuscles (Fig. ;J7), stain blue, both as to nucleus and proto- 
plasm. The nucleus is more or less kidney-shaped, and the protoplasm relatively hour 
in amount and free from granules. 

,‘j. The polymorphonuclear cells (Fig. »‘18) stain blue as to the multilobed nucleus, 
red as to the relatively abundant protoplasm, which under the high power is seen to 
be speckled with very fine red granules. 

4. The coarsely granular eosinophil corpuscle (Fig. a?)) stain blue as to the multilobed 
nuclei, red as to the protoplasm, the amount of which is approximately the same as in 
the polymorphonuclear cells, but differs from the latter in that it is studded with very 
striking large eosinophil granules. 

The only difficulty that arises in making a differential leucocyte count in normal blood 
is that, whereas the small lymphocytes usually become fixed in such a way as to cover 
relatively small areas, so that the cells seem to consist mainly of nucleus, at other times 
they spread out flatter over larger areas, and then the rounded nucleus seems to be 
surrounded by much protoplasm (Fig. »‘JG). A small lymphocyte flattened out in this 
way may be called a large lymphocyte by those who wish to distinguish the latter 
from the small lymphocytes or small mononuclears, but they should in any ease not be 
confounded with the large hyaline corpuscles, from which they arc distinguished b\ their 
round nuclei the nuclei of the large hyaline corpuscles being reniform ; transitional 
lymphocyte is a nondescript label applied by some to cells which cannot lie defined accu- 
rately as either small lymphocytes on the one hand, or large lymphocytes on tin* other. 
There is no deduction of particular clinical value to be obtained by distinguishing these 
cells from small lymphocytes: it is better that they should be* grouped with the small 
lymphocytes for clinical purposes at any rate, only undoubtedly large hyaline cells with 
reniform nuclei being included in the group of large hyaline corpuscles. 

The relative proportions of these* cells differ according as the individual is a child 
or a grown-up person ; for an adult one may say that, roughly speaking, out of 
100 leucocytes. 

About 25 will be small or large lymphocytes 
8 will be large hyaline corpuscles 
05 will be polymorphonuclear cells, and 
2 will be coarsely granular eosinophil corpuscles 

100 

In children the tendency is for the small lymphocytes to be relatively more numerous 
in health, and still more so in any illness up to 40 per cent or even more whilst the 
polymorphonuclear cells are correspondingly diminished. 

Some observers prefer to represent the different varieties of white corpuscles not as 

nt ages but as total numbers per e.min. of blood : but the general conclusions to be 

n are much the same whether flu* corpuscles are re presented as percentages of totals 
as relative totals per e.min. 

Abnormal Varieties of White Corpuscles. Whereas the above arc* the only kinds 
of white cells that need to be differentiated in healthy blood, in certain diseases two 
abnormal forms are met with : 

1. Myelocytes - These are large corpuscles (Fig. 10), comparable in size to the poly- 
morphonuclear cells, but differing from the latter in having either a perfectly round, an 
oval, or possibly a slightly kidney-shaped nucleus, rather than a multilobed one. There 
are all gradations of them, and at the two extremes it is difficult to differentiate some from 
large l\ mphocy tes or large hyaline corpuscles and others from polymorphonuclear cells. 
They are to be distinguished from the latter by the roundness of the nucleus, and from 
large lymphocytes and large hyaline corpuscles by the granularity of tin* protoplasm. The 
granules in question are sometimes stained brightly with eosin eosinophil nufelortpes 
(Fig. 41), distinguishable at once from the ordinary eosinophil corpuscles by their 
nuclei being nearly spherical ; more often, however, the granules stain blue, or some 
colour between blue and red basophil or neutrophil myelocytes. No useful clinical 
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information can, so far as is at present- known, he obtained by laying stress upon these 
differences in the staining reaetions of different inyeloeyt.es, so that they are usually counted 
together simply as myeJoeytes. There is only one condition in which they are very 
numerous, and that is splenomcdullary leukaania : but they may oeeur in small numbe rs 
in various other affections, particularly in Jymphadenoma, Hodgkin's disease . pernicious 
anaemia, splenic anaemia, cirrhosis of the 1 liver, familial splenomegaly, acholuric jaundice, 
and aplastic amemia. 

2. Basophil Corpuscles (Fig. 12). — These are much smaller than myelocytes, their 
size being comparable to that of small lymphocytes ; they differ from the latter in 
that the protoplasm, instead of being homogeneous, contains from 2 or 3 to perhaps 
20 or more very large granules which stain deep blue with Jenncr's stain. They are 
unmistakable. No definite clinical deductions can be drawn from their presence beyond 
the fact that, if there are more than 1 or 2 per 1000, the blood is abnormal. They may 
be present in many different varieties of amemia, blit they are not characteristic of any : 
they seldom amount to more than 2 or 3 per cent, and often to no more than 0*5 per 
cent, even in disease. They are said to be caused sometimes by the ingestion ol certain 
chemicals, notably turpentine and its vapour, zinc oxide, and zinc sulphide, on which 
account they are met with occasionally in painters and in workers in zinc. 

Punctate Basophilia. There are certain conditions, particularly pernicious amentia 
in its later stages, leukaemia, lead poisoning, and turpentine poisoning, in which the red 
cells, instead of staining uniformly pink with the cosin of Jcnner's stain, present large 
numbers of small blue specks or granules in their protoplasm (Fig. Ill), a condition known 
as punctate basophilia. In a ease of doubt, when pernicious amemia has been excluded 
by there being a low colour index, and when leukivmia is contra-indicated by the fact that 
there is a normal leucocyte count, the presence of extensive 1 punctate basophilia is said 
sometimes to afford confirmative evidence of plumbism : but large numbers of eases of 
plumbism exhibit no punctate basophilia at all : and some authorities consider that the 
punctate basophilia of painters is due more to the effects of turpentine used in paint than 
to the effects of lead as such. 

We may now pass on to consider the commoner varieties of amemia, dealing first with 
anaemias with positive blood pictures. 

A. — ANEMIAS WITH POSITIVE BLOOD PICTURES. 

1. Pernicious Anaemia is a disease of insidious onset in adults, the main symptoms 
being progressive loss of muscle-power and increasing pallor, with loss of weight, but with 
relatively less loss of body volume. Various other symptoms may be associated with 
these, or no others may be present. The diagnosis is seldom made until a relatively late 
stage of the malady has been reached, by which time there is a great diminution in the 
iglobin, down perhaps to BO per cent of normal or less, and a still greater diminution 
lie red cells, down perhaps to 25 per cent, 20 per cent, or even 10 per cent of normal ; 
consequently the colour index is high, and this is the pathognomonic sign of the disease. 
There is no leueoeytosis, but rather leueopenia (p. 454) : the differential leucocyte count 
shows a relative increase in the small lymphocytes, a corresponding diminution in the 
polymorphonuclear cells, normal numbers of eosinophil corpuscles and large lymphocytes, 
occasional basophil corpuscles, and one or two myelocytes. Blood-films (Fig. 415 ) also 
show all the changes described above (p. 27) as common to any severe amemia, but 
with particularly large relative 1 numbers of mcgalocytes. When these blood changes are 
all present there can be no doubt about the diagnosis, and there is no need to enter 
here into all the other symptoms that may be presented by the patient. It is important, 
to bear in mind, however, that there is one group of the cases in which mental 
symptoms predominate before the anaemia is pronounced ; or the patient may first 
come under notice for symptoms and signs of gross changes in the spinal cord, such 
as those of disseminated sclerosis, lateral sclerosis, or combined scleroses of the spinal 
tracts. The diagnosis of pernicious anaemia cannot be made without a blood-count, 
and it can usually be made absolutely with one ; one word of warning is recpiired, and 
that is that the colour index is not continuously high in every ease of pernicious 
anaemia, so that perhaps several blood-counts may be necessary at intervals. It 



AN. KM I A 


:n 

should also Ik* noted that the power of temporary reeuperation is considerable, and when 
the patient's condition improves the blood may return partly or wholly to normal ; 
during such remission the colour index, instead of remaining greater than 1, becomes 
1 or less t ban 1 . 

There are certain eases of very severe? anaunia which some would include under the 
heading of pernicious uraemia, although the colour inde x is persistently less than 1. It is 
more 1 useful, however, from a clinical point of view to leave these cases unlabelled, or at 
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any rate not to call them pernicious ananiia, which has so characteristic a blood picture. 
One* variety has recently beeemic separated from the rest under the title of aplastic amentia* 
the* chief characters e »f which are a profound, progressive, and ultimately tatal anirmia 
for which ne> cause can be found, which seems in many re*speets te> simulate pernicious 
aiaemia, but which is persistently associated with a low insteael ol a high colejur index. 
It is, nmreover, unaccompanied by reddening of the marrow in le>ng bones like the femur, 
or by a positive Prussian-blue reaction in the liver Perl's test with potassium lerrocyanide 
unet hydrochloric aciel — post mortem ; this, when positive, is strongly confirmatory of 
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pernicious anaemia, for very few other conditions give it, and they are rare sprue, for 
example, is one such, and bronzed diabetes another. 

2. Splenomedullary Leukaemia. — In the earlier stages of this disease there is no anaemia 
at all, though later diminution both in the haemoglobin and in the red cells may be profound. 
The essential point in the diagnosis is the occurrence of a very great increase of the total 
number of leucocytes, not at all uncommonly up to such a figure as 200,000. and sometimes 
up to 600,000 or even 1.000.000 per e.mm. There is only one other condition which can 
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prod iwc so extreme an increase in the total numhrr of leucocytes, and that is li/m/iliiiHr 
leukaemia. The two are immediately distinguishable from one another by the differential 
leucocyte count, the characteristic point about which, in splenomedullary lcuktcmiu, is 
the large number of myelocytes present. These may amount to lit), K>. or even 50 per 
cent, or more, of all the leucocytes present, with the consequence that there is a relative 
but not an absolute diminution in the other varieties of white cells. Occasional basophil 
cells are seen ; but whatever may be the proportion of these or other leucocytes, the main 
point in the diagnosis is the large relative number of myelocytes in association with an 
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enormous increase in the total leucocyte count (Fig. 44). When amcmia ultimately ensues 
it is of the chlorotic type ; that is, the hiemoglobin falls before, and to a greater extent 
than, the red cells. The disease generally lasts from one to three years before ending fatally, 
and in the later stages all the blood-changes characteristic of severe anaemia may be found. 
Clinically, the other main feature of the complaint is the enormous enlargement of the spleen, 
which here reaches dimensions bigger than in any other disease, the viscus often extending 
right across the middle line to the right iliac fossa or down into the pelvis. It is note- 



worthy that in patients treated with the X-rays or with radium, the spleen may become 
greatly reduced in size, and the blood picture may return nearly to normal, though it 
seldom if ever happens, even when the number of leucocytes per c.mm. has reached the 
normal, that there is an absence of myelocytes in the differential leucocyte count. Not- 
withstanding this apparent improvement in the blood and in the spleen, the length of 
time the patient survives docs not seem to be increased. 

3. Lymphatic Leukaemia ( Fig. 1 5). There is no age at which any form of leukaemia 
may not occur ; but upon the whole the splenomedullary form affects adults rat er t an 
‘ D 3 
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children, whereas the lymphatic affects children or elderly people rather than adults ol 
carlv or middle age. Its course in children is usually rapid and invariably lat.al. dcat i 
resultin'', as a rule, within three or four months from the first definite symptoms. Adu 
Iimv survive for a year or two- even live years. As to the aiurmia. tins is much more 
rapid in its development in the lymphatic than in the splcnomcdullary lorm. especially 
in children : but in elderly adults it is not infrequent to find polycythemia up to 0.000.000 

or 7,000,000 rod nils per c.mm. in associa- 
tion with the leukaania in its earlier phases. 
The first. symptoms may be either aiuemia, 
or lymphatic glandular enlargement in the 
neck, axilla*, and groins, or the occurrence 
of purpura, cpistaxis. or other (onus ol 
luemorrhage. or in certain eases a com- 
plete change in the child's temperament 
in the direction particularly ol' excessive 
irritability of temper, with loss ol appe- 
tite and obvious and progressive illness. 
There are eases in which no glands are 
enlarged, the diagnosis not being at all 
obvious without a blood-count. Mori' 
often there is general enlargement, of the 
lymphatic glands, visceral and peripheral, 
sometimes associated with similar increase 
in the size of other glands, particularly the 
salivary and lachrymal Miculicz's syn- 
drome (f’/g. Mi) and the spleen is nearly 
always palpable and sometimes large, 
but seldom so big as in splenomedullarv 
leuka inia. Serous inllammat ions art* com- 
mon, and there is apt to be pyrexia, as 
in other severe aniemias. (specially in 
splenomedullary leukiemia (I* ill- * <)« 
Hodgkin's disease (f’lg. «I5!. p. 783). and pernicious ana-mia [ h'iii. r><i.*>. p. 7<j. >• 1 >ic 
diagnosis is afforded at once by the blood-count in the majoiity ol i ,im s. h ri is ■ a 
varying degree of increase in the leucocytes, sometimes reaching no higher than -<>.<»•><> 
or 30,000, more often 80,000 to 100.000. and sometimes, but more rarely, to much higher 
figures, such as ‘.>00.000. 000.000, 800.000. or even 1 .500,000 per c.mm. Whatever the 
total leucocyte count, however, the striking feature is the enormous relative increase in 
the lymphocytes in the differential leucocyte count. Out of every hundred leucocytes 
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it is not uncommon to find that DO, or even 1)5 or 1)8, are lymphocytes : so that there is an 
enormous relative and sometimes absolute reduction in the other white corpuscles. 
Amongst them will be found an occasional myelocyte and one or two basophil corpuscles. 
The red cells and the haemoglobin become diminished progressively, and the former may 
exhibit all the other changes described above (p. 27) as the characteristic of any very severe 
anaemia. Whereas in most cases the colour index becomes less than 1 as the disease 
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progresses, in n few insliinees, especially some time before the end, the colour index has 
been found to be greater than 1, as it is in pernicious aruemia. There is no likelihood of 
mistaking one condition for the other, on account of the changes in the white cells. 

Some authorities describe two types of lymphatic leukaemia according as the lympho- 
cytes seen in the films are of relatively large or small size ; as has been explained above, 
however, there* is always difficulty in deciding whether differences in apparent size of the 
lymphocytes constitute differences in kind, and there is no very great clinical purpose 
served in drawing the* distinction here, unless perhaps that upon the whole the larger the 
lymphocytes present the greater the number of months the patient is likely to survive. 

The chief difficulties that arise in the diagnosis occur in two ways : first, there are a 
few instances in which lymphatic leukaunia has run its course without any actual increase 
in the number of leucocytes per c.mm. of blood, the diagnosis being afforded only by the 
enormous relative increase in the small lymphocytes - alcnlacmic leuhvtnia ; and, secondly, 
children normally have a relatively high lymphocyte count, from which it happens that 
lymphatic lcuka*mia may sometimes be suspected in them when it is not really present. 
Suppose*, for instance, a child suffers from an obscure illness associated with anaania of 
the chlorotic type* with an ine*rease* in the leucocytes up t.o 25,000 per c.mm. and a relative 
increase of the* small lymphocytes up te> 55 per cent, would one* be justilieel in diagnosing 
lymphatic 1 leuka inia ? One might be* if there was general enlargement e>f the lymphatic 
glands and enlargement of the* spleen : blit othe rwise* both the leueoeytosis anel the relative 
increase* in the* lymphocytes might be elia* to some either eeimplaint, and the only means of 
arriving at the* eliagnosis might be* by awaiting developments. It is not safe to insist upon 
a diagnosis of lymphatic le*uka*mia unless there is cithe*r a very large increase in the teital 
numbe r of leucocytes, or a relative* increase in the small lymphocytes up to 90 per cent 
or over, or both these* changes at the same time. 

Lymphatic leukaania is neit always a primary illness, however; there is a variety 
known as symptomatic* lcuka*mia', which elevelops in a small proportion of cases of scarlet 
fever and perhaps of e>the*r acute infections. The blood picture at the beginning of the 
leve r may be* normal : later it may change, and the* patient develops a bleieiei state identical 
with that of acute lymphatic lcuka*mia : and he may die of this, though on the other hand 
it is not necessarily fatal : the blood picture* may return to normal again afte*r some weeks, 
anel the* patient may get well. It may he* that these are hut extreme examples of pyrexial 
lymphocytosis, anel not re ally of leukaniia : hut they naturally give rise to grave anxiety 
when the* blood count makes it impossible* for the* time he*ing to exclude the presence of 
actual leukaniia. On the* either hand, there* is ne> great enlargement of spleen e>r glaneis 
in these* ease s as a rule*, anel the* condition might neit he* known tei have existe*el at all if the 
practitiemer in charge of them had neit been assiduous in his hamutological examinations. 

4. Mixed Forms of Leukaemia.— -Although the majority of eases of leukaniia beleing 
either to the* splenomedullarv eir to the lymphatic form, there are cases in which the 
symptoms and the hlooel changes partake of the* character of both. Either the splenic 
or the* lymphatic glandular enlargement, or both, may he marked ; there may he no 
aruemia until the* elisease has passed its earlier stages, when the red cells and haemoglobin 
pass through the* e*hlorotic type of changes until they reach those severe alterations charac- 
teristic* of all anamias in their last stages ; the white corpuscles show more or less increase 
in their total numbers, and the differential leucocyte count shows not only considerable 
numbers of myelocytes, such perhaps as 20 per cent or more, hut also a great relative 
increase in the lymphocytes up to, it may he, 00 per cent or over. The occurrence of these 
eases of ‘mixed’ leukaniia would seem to indicate that there is really no absolute difference 
in kind, hut rather only a difference in type, between the lymphatic and the splenomedullary 
forms already described. 

5. Parasitic Anaemia associated with Eosinophilia. Many varieties of the parasites 
that affect man produce hardly any blood changes at all Trichocephalus dispar , Oxyuris 
vermicular is , Ascaris lutnbricoidcs. Other parasites, however, produce very marked changes 
in the blood, and one may mention in particular Ttvnia solium , Tccnia mediocuuellata , 
liothrioccphalus latus , Ankylostomum duodenale* Trichina spiralis , Bilharzia luematobia , 
Filar ia sanguinis horn in is* and not a few cases of hydatid disease. The anaemia which 
results may be very profound, and the blood may exhibit all the changes described above 
as common to the severest aniemias. The colour index is usually low, but sometimes it 
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is greater than 1, simulating pernicious ansrmia. espeeially in eases of ankylostomiasis ; 
but whatever the total leucocytes, the differential count very commonly presents a con- 
siderable increase in the coarsely granular eosinophil corpuscles, and this Kosinoimii i.i a 
( p. 271), in association with severe amentia, suggests the presence of some toxic parasite. 
It does not indicate which parasite is present, however, this being determined by careful 
examination of the faeces, urine, and so forth (see Pakasitks, Intkstinai., p. <kT2). 

C. Parasitic Anaemia associated with Parasites in the Blood. The four best known 
diseases in which human beings have parasites in the blood are : malaria, filariasis, trypano- 
somiasis, and relapsing fever. In all these there may be much destruction of red cells with 
consequent anaemia of the chlorotic type. In most cases the history, particularly of residence 
in some tropical country where the disease in question is likely to occur, will suggest the 
diagnosis, and the examination of the blood, either fresh or in films, will be confirmative. 

Relapsing fever used to be prevalent in Great llritain, and it still occurs in epidemic 
form in times of famine in association with uncleanness. It is commoner abroad. It is 
due to infection by the spiroehadc of Obermeier (Fig. GOG. p. 7?!>) introduced into the 
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"»dy by the bites of bugs. It is a long spiral organism, 10 p long and 1 p broad, 
actively motile in fresh blood, but best seen in films stained with Irishman's stain. They 
first appear a day or two before the paroxysms of fever (Fig. tS), and may reach large num- 
bers. In the intervals they are not to be found. The course of the disease usually suggests 
the diagnosis, outbursts of pyrexia associated with extreme prostration and severe illness, 
lasting about a week or rather less, alternating with intermissions of about the same 
length. There may be an indefinite number of relapses before the patient either dies or 
recovers. 

Filariasis may be latent for a long time before it produces symptoms. Its best known 
effects are elephantiasis of the legs or genital organs, with or without ehyluria. It 
occurs in many parts of the tropics, particularly in some of the Pacific Islands, such 
as Fiji ; and in certain parts of China. The elephantiasis and the ehyluria are due to 
mechanical obstruction to the pelvic lymphatics by the mature worms. The blood exhibits 
more or less ainemia of the chlorotic type, with a varying degree of cosinophilia, whilst at 
certain times of the day or night the peripheral blood also contains the long but narrow 
filarial embryos (Fig. BOB, p. 77h). There are probably different varieties of the organism, 
but they cannot be distinguished easily by the appearance of these embryos alone. 
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Without lavin«' stress upon generic differences, it is important that in most cases they 
are to he 'found in the peripheral blood only at night ( Filar, a bmicrojti r, or turn,,) ; 
durim' the day they seem to retreat into the deep vessels ; there are other eases, however, 
in \vl ii<*li embryos, very similar in appearance, occur in the peripheral blood in the daytime 
aI ,d not at night (Maria diurna) ; whilst in Maria perslans they are present in the hlood 
both ni'dit and day. Koughlv speaking, one may say that each embryo when stretched out 
is -00 /' Ion.' and 1 to o p wide, and they stain by Irishman s method. They may be found 
in the blood of patients who have returned to Kngland after contracting the disease abroad. 



Trapunnsumiasis the cause of sleeping sickness. Trypanosomes ot many dillerent 
kinds are known to affect various animals, birds, and lisli, but the only one which is 
important in man is the Trppannsnma aambiense ( Fig . <>bl. p. It ls to ,K ‘ h’und m 

blood-films stained by I.eishman s method months or years before it finds its way into the 
cerebrospinal fluid to produce sleeping sickness. It has a large and definite nucleus about 
its middle surrounded bv protoplasm which becomes prolonged into a relatively long 
undulating membrane terminating in a flagellum. It is an extra-corpuscular organism 
readilv distinguishable when seen in it- mature stage. It occurs particularly m people 


who have been resident in I’ganda or 
other district in which (i loss nut />al- 
full is {Fill. -Mb, the fly which spreads 
the disease, abounds. The diagnosis is 
much less easy when the blood contains 
only immature forms. It is sometimes 
easier to find the embryos in fluid 
obtained by puncturing the enlarged 
inguinal or other lymphatic glands 
often present in these patients. 



One variety of severe anienna M I'.i-o Mi /-mil l'' tiTti.iti in.il in;i. allowing' thr ; o 1 ;n 'k ^ 

oeeiin iic in Assam, associated with .mV o.,>' e. ml .»«»< f» /•»».*•« .VW .•/ 7r. r ..-«/ 

r ' , , M > ilinnr . t 

pyrexia and enlargement ot the spleen, 
and formerly thought, to be a variety 

of malaria, is due to a variety of trypanosomiasis in which immature iornis o t c 
l.eisliinania ihuiovani (l.eistiman-Donovan bodies) have been found (/• ig (>(),». p. no 

in the general blood-stream, but in the thud obtained by splenic or liepat.e puncture. 
The disease is termed kala-azar or visceral leishmaniasis (p. T SO). 

Malaria is not essentially associated with ana mia : but m " hl, 

recurrent attacks, blood .lestruetion by the parasites leads to considerable .edict on both 
in the red cells and in the ha-moglobin. the colour index generally be.ng ot the c I orotic 
type. The changes in the white corpuscles are described on p. too. >< 1 * 
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often lie surmised when a patient who is, or lias been, resident in a malarial distriet sullers 
from periodic rigors with pyrexia. Theoretically there are two main types of the disease. 
— th cterliaii. in which the paroxysms come on every alternate day with complete liiidom 
everv intermediate dav {Fig. 51): and the quartan, in which there are two-day intervals so 
that' the paroxysms occur every fourth day (F/g. 52). Tertian fever may be cause, I In 
either the benign ( Plasmodium viva.r) or the malignant (Laver, ana malaria) tertian paiasites. 
Quartan fever is due to I’lasmotliam malaria-. The intervals between the lever wax es \ai\ 
in accordance with the length of time successive generations of these various species take 
to mature. What happens in a malarial distriet. however, is that after a patient has been 
infected bv one set of mosquito bites with a tertian or quartan ague, he becomes mlcetcd 



subsequently upon certain days by other mosquitoes with other tertian or quartan pa. a- 
sit.es so that there is a mingling together of the effects of different broods ol hn-mn o/.oa. 
For instance, if a patient had bee, .me infected by two tertian parasites, the one pro, hi, me 
rigors upon Monday. Wednesday. Friday, and Sunday, and the other attacks upon I lies, lax . 
Thursday. Saturday, and Monday, this patient would have a paroxysm exerx dux. tin- 
type being then spoken of as ,,m,ti,lia„ (Fig. 5:1). If he were infected by two quartan para- 
sites. the one producing attacks upon Monday. Thursday, and Sunday, and the other upon 
Tuesday. Friday, and Monday, the occurrence of the paroxysms becomes less regular, tor 
the patient would have a rigor upon Monday, another on Tuesday, none on Wcdnesdux. 

a rinor upon Thursday and Friday, but none on Saturdax. and so on. .a, i in << ion >> 

1 a fresh brood <>i parasites rnin- 

T , T r 7 J 1 plicatrs the clinical picture, until finally 

'.T.;! OCTOBER i 2 » J *■ s l . ? , . ] ..... • ml * , , 

• ” r :.o : f. n ; cm. ; iK’-i t.hosc who have been lull” in malarial 

10V ■ 't 1 • t • • : ; j ; , | 

j, 04 ; | v l . . ; . ! • I ; i • districts the attacks of pyrexia may 

| l0 ,i . j, * ; ! ; 1 1 j ; he quite irregular or even almost eon- 

I m>i i’-, ♦ 1 • .y • ?> I * tinuous ( i*s. 5 1 .><>). Kaeh parowsin 

j •* I • • ;\ • ; l . i • • j • - ] • • j • • lias three characteristic stages, any one 

1 v ■- | ! !\ ; ~\\ • ! ’ ; of which may last from half an hour to 

- • I* 1 / 1 y ’ / 1 \ 1 \ '■ ’ / two or three hours, or more. The aver- 

i : I ; ; V j '\i J I • age duration of a paroxysm of benign 

‘ 07 — L — J — — — 1 : : : ‘ 1 — ; - . f ( . V cr is ei^lit hours. During 

yj n Temperurure rlmrt from <>f )<• illii-'l r.ii <- {},<• first. OF <ol(l the pH t ifllt shivers 

Quotidian |i \ rr i lii<‘ 1 o ilttu 1 '!<• tertian (I mm tin /. . < ( , )1( p j onks 

Srfninl <>( mi! Medium.) ' ” 

blue and pinched, hut nevertheless has 
-i rise of temperature to 102 F. or 103 F. The teeth chatter, and the patient wraps 
himself up to try and keep warm. This is followed by the hot static. which begins with 
flushing of the face, severe headache, pains in the hack, further rise ol the temperature 
to 10t" F to 100 F and a sensation of such heat that the patient, throws off the clothes 
and calls for cooling drinks. This ends in the third or mrating static , during which the 
skin previously dry, breaks out into perspiration so severe that all the bedclothes may 
be wringing wet. The temperature now falls, and the patient, more or less exhausted, 
sleeps, and” in waking feels comparatively well except for a sense of weakness : he may he 
able to do his ordinary work until the next paroxysm comes on. Only m a lew eases do 
much severer symptoms supervene if proper treatment be adopted. In the absence ol 
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treatment, however, malaria may lead to hyperpyrexia (107 F. 11*2 F.) ; to coma; 
or to a eoiidit ion of algidity and collapse; any one of which may end in death. The 
malignant tertian parasite frequently gives rise to atypical fever paroxysms lasting more 



tlcm eedit Ilnurs ; the fever curve it |.r.»luccs is lower than that of other forms of the dis- 
ease. though dangerous symptoms such as coma, obstinate vomit inn. <l>oleraie diarrhoea, 
or collapse are far more common in infections with this parasite than with either ol the 
others. The diagnosis may he con- 
tinned to some extent hy finding t hat 
the pyrexial outbursts diminish or 
erase altogether under the administra- 
tion of quinine. hut the only real 
proof of the nature of the complaint 
is the discovery in the blood of the 
malarial parasites {Fit's. 77 <»0). It is 
important to note that the administra- 
tion of quinine renders it difficult or 

impossible to find these in blood-films, 

1 . - * , in 'I .Tnp< r.irur. i'Imi’I Morn a . :ts. of m;ilan,»l fc\ rr 

and t lien t lie behaviour ol t he leilCOCN les rom }.I. \ irmn multiple in.tUn.il infection, i /><•/« the 

(p. 177) ma\ he very helpful. Alhu- Tr> r i.u! Mr,ncutt.\ 

milium is eommi >n. and the urine 

generally contains urobilin during active malaria, ceasing to do so when the latter becomes 
latent : "microscopically, golden brown pigment I’rimulrs are often to be lound in the 




eentrifugali/.ed deposit : these and the urobilin together may point to the diagnosis when 
no parasites cun he found in the blood. For a detailed account of all the stages and 
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Fiy. r» 7. — Plasmodium vivas: causing benign tertian 
parasite (sohizont) arc shown : as the ring crows it e\p 
dots of dark pigment which distinguish it from the Pins, 
pigment is in larger spots few in number. No orescent 
method, and viewed under the ,\-in. oil -immersion len.-o 


Fin. Plasmodium malaria;: causing benign (juartan malaria. juo siug(- 

parasite (sohizont) are shown ; as the ring crows it does not expand the ted ( or 
tertian ( Plasmodium vivas ), and the pigment particles are in the form of iclatui 
instead of the inuHiple tinv dots of Plasmodium vivas, (descents are not fori 
Jtomanowsky method, and viewed under the /.-in. oil-immersion lens.) 
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appearances of various malarial parasites, text-books of tropical medicine should be con- 
sulted : the following table gives a summary of the chief points of distinction : 

Tm: Differential Characters of the Chief Tvpes of Malarial Parasites 


Plasmodium vivas Plasmodium malaria * 


Trophozoites 

Pigment 

Alteration in the red 
blood-eorpusele 

Adult schizoid 

Merozoites 

Duration of schizo- 
gonous ctfcle 

( iamctonjtes 


Signet rings, often large 
growing forms very 
irregular, with vacu- 
ole ; actively aimr- 
boid. 


(Granules and rodlets, 
fairly line ; yellowish 
brown. 

Hypertrophied a n d 
pale : stippling 
(Scilii filler's dots) 


Larger than red hlood- 
eorpusele. 

14 to ‘24 (average 18 to 

20 ). 

48 hours. 


Hound or slightly 
ovoid : much larger 
than a red blood-cor- 
puscle. 


Signet rings, as in P. 
vivas : growing forms 
less irregular, often 
hand-like or angular ; 
vacuole soon disap- 
pears ; slightly airne- 
boid. 


Isiverania malaria’ 

Hings small, often wit h 
two nuclear granules, 
frequently attached to 
the edge of the cell ; 
growing forms small, 
solid, rare in t he peri- 
pheral circulation. 


Granules and rodlets, 
coarser ; darker brown 


Cnenlarged or slightly 
contracted ; in early 
stages slightly dark- 
ened ; no stippling. 


Slightly smaller than 
red blood-eorpusch*. 

<» to 1 2 (average 8 or h). 


72 hours. 


Hound or slightly 
ovoid : about t he size 
of a red blood-cor- 
puscle. 


One or two solid blocks 
or masses; almost 
black. 

Size usually unaltered : 
in later stage's paler, 
with coarse* elots e » r 
i r regu 1 a r mottling 
(Maurer’s dots). 

Distinctly smaller than 
reel hie eod-ee *i'| msclc. 

8 to 2 t, or more : very 
variable. 

2 t to 48 hours (irregu- 
lar). 

Crescent ie or sausage*- 
shapeel. 


All stages of development of Plasmodium vivas and of Plasmodium malaria 1 iimv be* 
seen in the peripheral blood, the more mature forms being described as rings which are 
intraeorpuseular. Lavcrauia malaria* sporulates in the deeper organs, so that only \oung 
rings and crescents art* to be found in films prepared from the peripheral blood, the* charac- 
teristic crescents eaeli with the ghost of a red corpuscle on one- side of it not appearing 
1 the disease is well established. One remarkable feature about malaria is that it. 
remain latent for many years, and yet recur in those who have long since returned 
Dre.it Hritain from the tropics. What has happened to the parasites in the interval 
is not known, but their reappearance is brought about by such conditions as general 
depression of health from overwork or worry, or as the result of some intcreurrent malady. 

/?. -ANEMIAS WITH AN INDETERMINATE OR NEGATIVE BLOOD PICTURE. 

The diagnosis of the fact of antenna is made by means of a blood-count, but in the 
great majority of cases the cause of the antenna itself is not indicated by the blood condition. 
The differential diagnosis has to be made on other grounds. One may subdivide (Iroup Jl 
into four sub-groups, namely: (1) Those eases in whieh the antrmia is slight and in itself 
not a very prominent symptom ; e.g., in an indoor worker or a convalescent. (2) Those 
eases in which, though the antrmia may be severe, the routine examination of tin* patient, 
discovers some more or less obvious and not absolutely uncommon cause for it ; e.g., 

chronic tubal nephritis, gastric carcinoma, infective endocarditis, menorrhagia, htema- 
temesis. (X) Those cases in which, though the antemia may he severe, no obvious lesion 
can be discovered, but in which there is nothing about the case to suggest that the condi- 
tion is a rare or unusual one : e.g., chlorosis. (4) Those cases in which the ana inia may 
be more or less severe, in which there may or may not be obvious lesions to account for it, 
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hut in which the* circumstances of the ease suggest that the disease is unusual or rare ; 
r.g., ehloronia. 

1. Cases in which the Anaemia is slight and in itself not a very prominent 
symptom. It is clear that before any amemia that is not due to acute blood-loss from 
internal or external lurmorrhagc reaches a severe stage, it must pass through a phase 
in which it may be regarded as slight or mild. This 


group therefore really includes all the other groups at 
some stage of their development, and the diagnostician 
will often label a ease to start with comparatively mild 
or unimportant, when the course of events ultimatelv 
shows that this was wrong. For instance, a ease of 
pernicious amemia may exhibit what seem to be unim- 
portant symptoms for months or years before the amemia 
reaches so definite and severe a stage as to be diagnosed 
correctly. The group now under discussion is meant to 
include only such slight degrees of amemia as are them- 
selves not important in the matter of diagnosis : for 
instance, in people who live too much indoors, in those 
who are convalescent from some illness, in those who suffer 
from chronic indigestion, constipation, obesity, some forms 
of chronic intoxication by microbial products, due to such 
things as infective synovitis or arthritis, pyorrho-a alveo- 
laris and oral sepsis ( F/g.v. <>1 <i3). uterine or ov arian 
disease, the earlier stages of phthisis, latent or deep-seated 
caseous glands or tuberculous affection of joints, vertebra-, 
or peritoneum in children, the milder eases of plumbism, 
and so on : in all these eases there may be a sufliciciit 
degree of amemia to attract some attention, but the dia- 
gnosis will rest upon other symptoms and signs than those 
connected with the blood. Sometimes the general state of 
the patient convinces one that the amemia is the result of 
chronic microbic toxa-mia. and yet it may be va ry difficult 
to decide with certainty what the exact focus of infection 



is. The patient may have pyorrlura and septic tooth- 
mots, and yet these may merely coincide with tertiary 
syphilis, the latter and not the former being the cause of 
the amemia: or, again, there may be chronic constipation 
and some peculiarity in tin- bacterial flora of the bowel, 
vet the amemia may not be due to that nebulous condition 
intestinal stasis and tox:emia \ but to toxic absorption 
from a pvosalpinx or from septic tonsils. It requires much 
sanity of judgement to decide upon the exact bacterial 
cause in patients of this kind : but the data needed 
include bacterial investigations of tin* nose, tonsils, 
mouth, stools, urine, vagina: a Wassermann test : X-ray 
examination of the teeth for septic troubles at their 
roots ; and perhaps even a tuberculin inoculation test. 

*j. Cases in which, though the Anaemia may be 
severe, a routine examination of the patient discovers 
some more or less obvious and not absolutely un- 



/ >kt.urr;iiM ?-how imr two 

|M eninkir- an* I a lii>t molar, t to- latter 
crow in ‘i I ami .-how ini; apical infection of 
both root.-, the anterior more than the 
po-t erior. Tin- -kiaeraiu al^o illustrates 
rarefaction of the hone <>i the jaw ami 
alveolar al>-orplion. the upper bonier of 
the aheolar mareiii- in the skiagram 
hi imr not -traiv^ht but serrated. 


common cause of it. . 

Ila’tnorrhdgc. Some of the most striking eases of amemia in this group are those in 
which there has been recurrent or severe loss of blood. When the latter has been lost 
by epistaxis, luemoptysis, luenmt emesis, hicmaturia, menorrhagia, metrorrhagia, metro- 
staxis, purpura, or by the escape of blood per rectum, the natuie ol tin an.erma vvi 
generally he obvious, and the differential diagnosis will depend upon the cause o le 
particular hiemorrhage in question (see Kimstaxis, etc.). One should insist upon a com 
plete blood-count in all these eases, however, in order to exclude pernicious amemia, 





44 


ANAEMIA 


leukaemia, and the other conditions in which the blood picture is positive, lest the hleedinK 
be due to the blood state and not the blood state to the bleeding. I he possi u 1 > o 
melsena should also be borne in mind, for without examination of the f.eees the extreme 
pallor resulting from loss of blood from such a lesion as a duodenal ulcer ma> not be 
diagnosed correctly. Htemophilia should not be forgotten; the wav the patient bhuls 
excessively from slight scratches or cuts will generally point to the diagnosis, esptcia > 
if there is a family history of a similar condition, males being affected more than females. 
The blood-pieture in haemophilia is entirely negative, the anaemia that resu ts rom le 
bleeding being of the chlorotic type. It is sometimes stated that the result of blood-loss 
is to produce an anaemia in which the red corpuscles and the hirnioglobin are cipia \ 
reduced, so that the colour index remains more or less normal ; this may he true o an 
acute bleeding such as venesection or post partum haemorrhage, but the effect of recurrent 
blood-loss is to produce the chlorotic type of aiuemia, in which the red corpuscles are le ss 
diminished than is the haemoglobin. 

Cachexia — A similar blood picture, namely an aiuemia of the chlorotic type more 01 
less severe, but without anything which may be called pathognomonic, either as to the* 
red cells or the leucocytes, is to be found in almost all forms of cachexia, whether due to 
syphilis, tuberculous or malignant disease, malaria, beri beri and other tropical illnesses, 
oesophageal stenosis, or starvation. A careful physical examination of the patient and 
inquiry into his symptoms may point to the correct diagnosis : but it is to be borne m 
mind how difficult it sometimes is to detect phthisis, or some cases of carcinoma or sarcoma, 
even when far advanced. Sputum analysis should not be omitted : rectal examination 
should not be forgotten ; the X-rays may serve to detect lesions within the thorax, and 
Wassermanns serum reaction should he employed even when syphilis seems unlikely It 
is remarkable how little aiuemia may result from some varieties of cancer, particularly 
carcinoma of the breast; whilst other varieties, especially carcinoma of the stomach 
produce progressive anaemia comparatively early. Absence of tree hydrochloric acid 
from the gastric juice at the proper interval after a test meal may afford evidence of 
carcinoma vcntriculi, but hydrochloric acid may be deficient or entirely absent in many 
other conditions also ; it is absent in almost all eases of advanced carcinoma, whether ot 
the stomach or not ; and in many chronic maladies associated with ill-health all the 
secretions of the body suffer, and amongst them the hydrochloric acid of the gastric juice. 
Nevertheless, when the diagnosis has been narrowed down to there being some lesion ot the 
stomach, the discovery that free gastric hydrochloric acid is very deficient or absent affords 
evidence that the lesion is a carcinoma, especially if there is also occult blood in the stools 
at a time when the patient has had no food containing hemoglobin or chlorophyll during 
the preceding three days. 

Parasitic affections sometimes escape recognition, even when they have led to sufficient 
anemia to attract attention (see Parasites, Intestinal, p. The two varieties most 

* -*,) pc* associated with anemia arc Ankylostomum dnodenale and lUdhrioccphal us talus. 


nzia hcvmatobia may also lead to severe aiuemia, but generally docs so on account 
i the H.ematuria (p. :14T) that it produces. Kosinopiiieia (p. *-271) may suggest a 
parasitic infection. 

Drugs . — Certain drugs may produce anemia of the simple chlorotic type il their adminis- 
tration is continued over a long period ; particularly mercury, arsenic , lead, and salicylates. 
Acute mereurialism is commonly associated with stomatitis and salivation, but in chronic 
eases, in addition to anemia, there is apt to be a motor type of peripheral neuritis affecting 
the limbs and associated with a remarkable tremor (p. 8N2), particularly of the hands. The 
diagnosis is generally arrived at from the fact that the patient has been receiving mercury 
medicinally, or is employed in some work in which mercury is used, for instance, the making 
of thermometers or mirrors, or the curing of rabbit skins for the manufacture of furs or 
top-hats. Arsenical poisoning seldom gives rise to anaemia as its sole symptom ; but it 
is noteworthy that although liquor arsenicalis is an admirable remedy for the relief of 
pernicious anaemia, arsenic itself is also a cause ot aiuemia amongst those who w r ork in it. 
As a rule, in addition to anaemia there is marked pigmentation of the skin (Fig. f>or>, p. bltf), 
and Addison’s disease may be simulated. In the latter, however, the pigmentation occurs 
on the mucous membranes, particularly of the lips and checks, as well as upon the skin, 
and this though in very exceptional eases a similar pigmentation within the mouth has 
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been observed in pernicious amemia ( Fig. 01), and perhaps after taking arsenic for long 
periods is always very suggestive of Addison's disease, and the diagnosis may be 
confirmed by finding a slight degree of eosinophilia, a remarkably low blood -pressure, 
down even to HO mm. Hg or less, attacks of vomiting, syncope, and pronounced asthenia. 
If there is active tuberculosis of the suprarenal capsules, Calmette's or von Pirquct’s 
reactions with tuberculin may be positive, but these two tests are now less relied on 
than formerly. In arsenical cases there may also be evidence of peripheral neuritis and 
of hvperkenitosis of the soles and palms. Analysis of the hair will discover an abnormally 
high percentage of arsenic. 

The chlorotic type of amemia in 
lead pnisouing may be extreme, but 
the diagnosis will depend upon other 
svmptoms. of which any or all of the 
following may occur : a blue line upon 
the gums ; constipation : nausea ; 
vomiting : epigastric pains : abdominal 
eolie : a tendency to repeated abortion 
in women : peripheral neuritis, par- 
ticularly of the wrist -drop type : vari- 
ous cerebral symptoms of any degree, 
from mere headache or insomnia to epi- 
leptic convulsions or acute mania, or 
other serious mental signs summarized 
by the term saturnine encephalopathy ; 
impairment of sight : optic neuritis ; 
ophthalmoplegia, chiefly affecting the 
sixth cranial nerve : a tendency to 
gout, albuminuria, and granular kid- 
ney, and the secondary effects of tin* 
latter. The absence of a blue line on 
the gums does not exclude lead 
poisoning in those whose teeth are 
clean : nor does its presence prove 
lead poisoning, for most workers in 
lead exhibit a blue line whether they 
have other symptoms or not : and a 
hss definite blueness of the gum- 
margins is sometimes due to bismuth. 

In eases of doubt, it may be necessary 
to collect an abundance of urine, 
evaporate it, and apply the ordinary 
tests for inorganic lead : or the stools 
may be incinerated and tested for 
lead, which is eliminated by the 
bowels as well as in the urine. The occupation of the patient will often suggest the 

diagnosis. 

Salinjlaics are said to produce amemia if their administration is continued for a long 
period; but it is possible that the amemia may be due to the condition for which the 
salicylates are given, especially acute rheumatism. The diagnosis is generally obvious. 

In addition to the amemia that may result from acute rheumatism itself, there is apt 
to be pronounced amemia in some forms of valvular heart disease, particularly affections 
of the aortic valves , whether rheumatic or syphilitic. Mitral disease, particularly mitral 
stenosis, is more likely to cause polycythemia (p. 0), unless there is Jungatia* or infective 

endocarditis. The occurrence of a progressive amemia in chronic heart cases alwa\ s arouses 
suspicion of the latter ; most cases of fungating endocarditis present symptoms of failing 
compensation which are often very difficult to distinguish from those due to the mechanical 
effects of chronic valvular disease, so that it is often difficult to distinguish a heart case 
without fungating endocarditis from one in which fungating endocarditis has supervened. 



I k/, til. tun of tliu inurnu- tm-mbnui * 1 o: tin 
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In addition to anatmia the following points would be in favour of the latter : sudden and 
M the eharacter of the heart bruits, for instance iron, »„.«.«■„! to blowup, 

and vice versa ; enlargement of the spleen ; the occurrence of hemorrhages, ] mrtu ularlv 
subcutaneous or retinal; optic neuritis; pyrexia (Fit!- <>•>), whatever its tvpi, provut.t 
it cannot be explained by any intercurrent affection such as tonsillitis or pleurisy- 
thou^h the absence of pyrexia does not exclude the disease : rigors, though tbrs< r< 
often absent; and symptoms of infarction or embolism in the spleen k.clH^V; mU-st ,,,, 
retinal or peripheral vessels, or brain, resulting in conv.ilsu.ns or paralys s ; iissa ti „ f 
pulse in one or other of the accessible arteries such as the radial, posterior tibia 
dorsalis pedis; acute gangrene of some part whose circulation has thus been 
suddcnlv— a toe, or the tip of the nose, for example ; the development ol a spontamous 



peripheral aneurysm ; sudden haanaturia ; sudden acute pain over the spleen, associated 
perhaps with a peritonitic. rub. It is noteworthy that there is but little leueoeytosis 
in infective endocarditis. Cultivations from the blood obtained by aseptic venesection 
mav serve to clinch the diagnosis, and also to indicate what serum or vaccine treatment 
should be employed ; though it is remarkable how often blood cultures are negative in 
these eases, even when the blood is obtained during a period of high pyrexia ; it is seldom 
that a pathogenic growth results, unless the patient’s temperature is at least 10- J b. at 
the time the blood specimen is taken, and fully 5 c.c. of blood should be used lor each 

culture. , . 

It is in some eases easy, but in others relatively difficult, to be sure of the diagnosis 
of subacute nephritis. Anaemia is a prominent symptom in the chronic nephritis of young 
people, though the reverse is generally the case in the red granular kidney of later life ; for 
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the differential diagnosis, see Aijutmimkia (|>. 11). The old aphorism of “the large 
white person with the large white kidney” may sometimes suggest the malady. 

Munv subacute or ehronie maladies associated with continued absorption of microbial 
toxins have amemia as a prominent symptom. One may mention, for instance, chronic colitis , 
whether nnieo-membrunous, ‘simple’ ulcerative, or tropical dysenteric (see Diakrikka, 
t) *J1 1) : deep-seated siqrpuration acts in the same way, and one is familiar with the 
pallor of patients suffering from empyema ; the development of this aiurmia alter the 
crisis of lobar pneumonia, or in connection with bronchopneumonia in children, not 
infrequently suggests that an empyema has developed ; the diagnosis may be confirmed 
bv the physical signs, but it will be clinched by finding pus when the chest is needled, 
j cucoevtosis or a relative increase in the polymorphonuclear cells does not help in 
determining the presence of empyema so much as in other cases of suppuration, because 
empyema is nearly always secondary to lobar or lobular pneumonia, and in each of these 
there is also a polymorphonuclear leueocytosis. Other examples of chronic sepsis which 
may produce severe arnvmia are : chronic appendicular abscess ; pyosalpinx ; hepatic 
abscess; the breaking down of ovarian or uterine tumours; chronic endometritis; 
pyorrhtra alvcolaris : infection of sinuses connected with bones or joints, particularly 
unclean tuberculous hip- or knee-joints ; psoas abscess; suppurative periostitis or osteo- 
myelitis, with necrosis of bone: secondary eoeeal infections in phthisis with cavitation, 
or in bronchiectasis : chronic tonsillitis with purulent secretion expressible from the lower 
pole of a tonsil which may not be very large and which does not seem diseased unless it is 
investigated with detailed care : ehronie post-nasal catarrh : root-sepsis of teeth, even 
if there is no obvious pyorrhiva diagnosed by X-ray examination : chronic otitis media, 
or infection of the ethmoid, frontal, or sphenoid sinuses, or antral disease : chronic 
bacilluria ; intestinal sepsis, diagnosable by skilled bacterial investigation of the stools. 
Chronic sepsis may produce lanhiccous disease, which itself is also a cause of profound 
arnvmia simulating that of pernicious amemia. with a peculiar pale-yellowish or transparent 
appearance of the skin, though its diagnosis is exceedingly difficult in any but advanced 
eases. It is guessed at, as a rule, on account of there being a chronic purulent- discharge 
from lung, joint, or limb, or else severe tertiary syphilis, together perhaps with enlarge- 
ment of the liver and spleen, albuminuria, and a tendency to diarrluea. Similar amemia 
may be produced bv sprue in its ehronie stages: the diagnosis generally depends upon 
the development of the illness in some part of India, with sore mouth and tongue and 
frothing diarrlnra as prominent symptoms at the start. 

Rheumatoid arthritis is an indefinite group of joint diseases which differ essentially from 
ostco-arthritis (p. WO), in that with the former there are more or less severe constitutional 
symptoms, including slight pyrexia, loss of appetite and weight, pigmentation of the skm, 
and amemia. The nearest lymphatic glands, e.g., the cpitrochlear when the hands are 
affected, are often enlarged and tender. The diagnosis seldom depends upon the aniemia, 
however. Probably there are many varieties of rheumatoid arthritis which should 
be classified upon a bacteriological basis into those due to gonococci, streptococci, staphy- 
lococci, pneumococci, Kriedliindcr's pncumobacilli, Bacillus colt communis. Bacillus 
di/scntcria \ Spirochirta pallida , and so on. There are two types that are particular \ 
prone to amemia, and these are, first, the form in which there is marked spindle-shaped 
enlargement of all the first interphalangeal joints in adults, whatever other joints may 
be affected at the same time (p. W«) ; and secondly, a general destructive affection of 
the joints in children, associated with 
emaciation, amemia, and enlargement 
of the spleen and of the lymphatic 
glands, and known as Still's ihscasc 
( Fig . UH 1 , p. 17*J). (See Joints, Affkc- 

TIONS OF, }). 42J.) 

('irrhosis of the liver sooner or later 
leads to amemia of the chlorotic type, 
although in the earlier stages the alco- 
holic patient mav have a rubicund . 

complexion ; bv tin- time the utuemia is pronounced there will almost certainly have leeii 
other symptoms of the eomplaint, particularly II.kmatkmksis (p. :V.W), .Iaimuci; (p. -Wat 
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or Ascites (p. 59). Patients with cirrhosis of the liver often have some evening pyrexia 
(Piet. and they tend to undue pigmentation of the skin. The facies, with its combina- 
tion of sallow pallor, diffuse but not perfectly even pale-brown pigmentation, and fine 
telangiectases, is sometimes almost pathognomonic. 

Hffperhictation is a prominent cause of arnemia and general ill-health, especially in 
women in towns. The cause for prolongation of the period of lactation is often an idea 
that pregnancy will not recur whilst the last infant is being suckled. The diagnosis is 
generally obvious if its possibility is borne in mind. 

Gastric nicer , or rather the symptoms which are often stated to be those of gastric ulcer, 
is frequently associated with arnemia : the latter in a few eases is the result of direct loss 
of blood by Ht.matemesis (p. ttttfi). or, in the case of duodenal ulcer, Mi:i,.i:na (p. 1-81). A 
duodenal ulcer may sometimes simulate gastric ulcer, but more often it produces symptoms 
which are apt to be mistaken for gall-stones, the pain, if it is not epigastric, or in the middle 
line half-way between the epigastric angle and the navel, being referred to a spot about an 
inch below the tip of the ninth right rib. As a rule the pain in cast's of duodenal ulcer 
bears a definite relationship to food, being greatest when the patient is beginning to be 
hungry, and relieved by the taking of food, (iastric ulcer, on the other hand, is much 
more difficult to diagnose, for even when the patients have suffered from epigastric pain 
coming on immediately after food, from vomiting which relieves the pain, and from one 
or more attacks of ha*matemcsis. it is possible for the latter to be due to generalized oozing 
from the gastric mucosa — “ gastrostaxis rather than a definite measurable ulcer. When 
there has been no hirmatemesis the diagnosis is still more difficult , though it is noteworthy 
that in nearly half the cases in which the presence of an ulcer has been proved by operation 
there has been no history of hirmatemesis. It was formerly stated that gastric ulcers are 
common in the female sex between the ages of fifteen and thirty, especially in the unmarried 
and the anaemic; notably amongst the servant class. Operative demonstrations of gastric 
ulcers, however, seem to show that they are really commoner in later life, and affect men 
as often as women, so that there is a very decided possibility that the gastric symptoms 
of anaemic women are not in fact due to ulcer. One meets with patients who have* pain 
the moment they take food, in whom vomiting after meals is persistent, in whom the 
diagnosis of gastric ulcer would certainly have been made in former years, but in whom 
that diagnosis is made now only with considerable caution. It has become increasingly 
recognized that the vomiting and the gastric signs are often due to the anicmia itself, and 
result from amende dilatation of the heart, in diagnosing between this condition and 
that of true gastric ulcer, one plan is to put the patient to bed, and, when she has been 
recumbent for twenty-four or thirty-six hours, to see what is the effect of giving her full 
diet. Full diet will he borne quite well in cases of severe arnemia associated with gastric 
symptoms without ulcer so long as the patient remains in bed : but if she gets up and 
returns to work before the anaania is cured, the gastric symptoms come on again directly. 

vomiting and the epigastric pain seem to be related not so much to food as to work 

iicsc eases. When there is an ulcer, however, an attempt to adopt full meat and 
get able diet on the second day of resting in bed nearly always fails if there have been 
severe symptoms up to that time. Another condition, often associated with arnemia. and 
liable to be mistaken for gastric ulceration owing to concomitant epigastric pain after food, 
inability to eat ordinary diet, and liability to vomit with resultant relief, is gastroptosis 
or general visceroptosis — tilenard’s ‘disease'. It is commoner in women, but occurs in 
men too ; it is relieved by an adequate abdominal support, but the diagnosis depends 
mainly on the results of serial X-ray examination after a bismuth or barium meal (see 
Pain in the Kpigastiiitjm, p. 5:U»). 

:s. Conditions in which, though the Anaemia may be severe, no obvious lesion can 
be discovered, whilst at the same time there is nothing to suggest that the case is 
a rare or an unusual one. 

Chlorosis is almost the only malady which comes under this heading, if one includes the 
milder anaemias of girls and young women as well as the severe cast's of yellow-green sickness 
to which the term should, strictly speaking, be limited. The cases of ana-mic vomiting just 
discussed might also come under the same heading. Chlorosis and simple chlorotic ana*mia, 
without obvious organic lesions, are affections of the female sex — absent before puberty 
and common immediately after, seldom lasting after thirty years of age, and generally not 
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easy. The* patients are 
Kmaciation is rare in 


It 

severe 
cent 

p. 27 seldom appear, 
haanie cardiac bruits, particularly 
hrait dr ( liable in the neck. The patients 
indigestion, pain after food, 
amenorrlKca, which may 


so lone ; cui*(‘d as a rule by marriage ; never fatal even when severe ; an affection of all 
classes, hut mostly of indoor workers such as servant girls, and not often affecting those 
who arc employed in outdoor pursuits. The diagnosis is generally 
eomparat ivelv wed I covered though they often eat very little, 
chlorosis, and this is prohahlv due to the fact that the blood is less deficient in quantity 
than diluted by excess of water. The leucocytes are normal both in total number and in 
differential count. The red corpuscles are often much less diminished than might be 
expected from the appearance of the patient, the chief feature of the complaint being the 
,rrcat reduction in the hsemoglobin, so that the colour index may fall to 0-5, 01, or even 
less. As the condition improves, the red cells return to normal fairly quickly, and the 
luemoglobin rises steadily but less rapidly. The way in which the patients react to treat- 
ment by rest in bed, hv the giving of iron, by keeping the bowels open, and by living in a 
sunny atmosphere, is remarkable, and helps to clinch the diagnosis in any ease of doubt, 
has been mentioned above that there arc many blood changes which are common to 
ana rnias ; it should be noted that even when the ha-moglobin has fallen to JJO per 
of normal in a severe case of chlorosis, the changes in the blood-cells enumerated on 
(hlorosis. more often than any other form of aiuemia, leads to 
blowing systolic bruit in the pulmonary area and a 
are often constipated, are apt to suffer from 
and vomiting, from menstrual irregularity, particularly 
last for months, and a tendency to (edema of the feet. The 
viscera are generally normal. Chlorosis, unlike many other forms of severe aiuemia, 
seldom produces albuminuria. The condition in its full degree is much rarer than it. used 
to be. perhaps because of the more open-air life that girls and young women have tended 
to live in latter years. 

t. Cases in which the Anaemia may be more or less severe, in which there may 
or may not be obvious lesions to account for it, but in which the circumstances of 
the case suggest that the disease is unusual or rare. 

Hodgkin's disease is often spoken of as though it were an affection in which the blood- 
e, Mint indicates the diagnosis. This is not the ease, however, the blood changes being 
merely negative, though a blood-count is essential in order to exclude leukauma by finding 
that then "'is no leueoey t osis. At first there is no aiuemia ; later there is progressive aruemia 
of tile chlorotic type, with finally all the changes in the red cells common to the severe 
ainemias (p. 27). There is no Icueoev tosis, or none of moment. 1 he differential leucoevte 
count may he normal : more often, however, fla re is some relative increase in the lympho- 
cytes with proportionate relative diminution in the polymorphonuclear cells, and when 
a large number of white corpuscles art* examined occasional myelocytes and one or two 
basophil corpuscles will he detected. The diagnosis is made from the enlargement of 
the Lymphatic (ii.vvns (p. t-T 1 ) and of the Sim.kkn (p* < * I)- 

Sfdenie anatnia is a maladv in which there is considerable enlargement of the spleen, 
progressive aiuemia of the simple chlorotic type, and no other very obvious evidence as 
to what is wrong with the patient. It is probable that more than one condition is at 
present labelled splenic aiuemia ; a considerable number of the cases turn out ultimately 
to be cirrhosis of the liver <p. 78(1), in which enlargement of the spleen happens to have 
been flu* first symptom to attract attention, very likely years befoie the other effects o 
cirrhosis manifested themselves. When splenic aiuemia is the original diagnosis in a ease 
which ends ultimately as cirrhosis of the liver, the condition is often spoken of as lianti s 
disease. 

. I /ilanlir aunmiu has been mentioned above (p. 111). There are a considerable number 
of other obscure types of severe aiuemia to which up to the present no definite labels can 
be attached. Some of these simulate pernicious aiuemia. but all differ from the latter in 
having a colour index persistently less than 1. One can only refer to them as severe and 

even fatal un named aiuemias. . 

l*seudo-leak(rinia infantum is a condition in which enormous enlargement ot the sp cen 
takes place in a young c hild or infant (Fig. <>7), associated as a rule with more or less ascites 
and enlargement of the abdomen. So grc*at is the splenic enlargement sometimes la e 
condition at first suggc*sts leaikaania ; but when a blood-count is made, a ta()ii & i ie 
cells may be very much diminished and exhibit all the* changes characteristic o severe 
i) 
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amemia. there is no extreme Jeucocvtosis, so thiit the condition cannot he classified as a 
leukamia. and hence is termed * pseudo-lcuka*mia infantum ' : it has also been called 'ron 

Jaksch's disease'. It generally begins at an age of less than 
two years, or at any rate in early childhood, and it may affect 
more than one child in the same family. The liver is enlarged, 
blit less so than the spleen. There may be seven* luemorrhage 
from the mucous membranes, and there is often periodic pyrexia. 
The disease may be mistaken for rickets or for congenital 
syphilis : indeed some authorities think that it is often due to 
one or other or both of these causes, though others regard tin* 
rachitic and the congenital syphilitic cases as essentially dis- 
tinct from von Jaksch's disease. Whichever view is correct, 
the prognosis is fair if treatment by splenectomy is resorted 
to, even when the amemia has reached a severe degree, many 
cases being restored to perfect health after the operation. 

Acholuric jaundice (p. 115). with or without spleno- 

megaly. and with or without congenital or familial incidence, 
is often associated with pronounced amemia, but the icteric 
tint attracts chief notice. 

yxadetna is a condition which may be mistaken for simple 
amemia, and consequently it is apt to be overlooked, particu- 
larly at that stage which merits the term * hypothyroidism ’ 
rather than myxiedcma. It is an affection of women rather 
than of men ; it comes on very slowly, and sometimes it can 
be diagnosed only by watching the beneficial effects of thyroid 
treatment. There is generally excess of gelatinous subcutaneous 
tissue, which gives the patient a puffy or (edematous appearance, especially in the face 
(Fig. 08), hands (Fig. 70), and lower limbs, so that not a few eases are mistaken for 
nephritis. The urine is copious and of low specific gravity, but usually does not contain 
albumin : though in some cases there is sufficient albuminuria to make the ease still 
more like one of Hright's disease. The apparent (edema does not pit on pressure, or pits 
far less easily than it would if 
it were ordinary (edema ; tin* 
skin becomes thickened, and 
the hair decreases in quantity 
and becomes brittle. Physical 
movements are lethargic, and 
the intellect is dull, so that 
there is slowness of action both 
body and of mind, sym- 
»ms that disappear in a re- 
markable way under thyroid 
treatment. A singer may Jose 
voice-power from swelling of 
the parts about the larynx. 

In some cases the mental sym- 
ptoms predominate to such 
a degree that some form of 
delusional insanity or dementia 
may be diagnosed, or even a 
cerebral tumour. The chlorotic type of amemia which accompanies myxccdcuia may 
be masked by a local flush over the malar bones, not unlike that of mitral stenosis 
(Fig. 78. p. (>tl) 

Scurry is a rare disease which may lead to the most profound amemia, though it seldom 
does so without also producing extensive ha-morrhage into the skin, beneath the periosteum 
of the tibia* or other bones, from mucous membranes, and especially from the spongy and 
f cut id gums. It is not common nowadays, except in a mild form in children scurry 
rickets or Harlow's disease in which tenderness of the bones associated with amemia, 
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often mistaken for rickets, is the main symptom. The tenderness in question is due to 
local subperiosteal lucmorrhagc. and the wav in which the complaint rapidly pets better 
under suitable* treatment, with fresh vegetable diet helps in clinching the diagnosis. The 
severer forms of scurvy are due to prolonged deprivation of fresh food, such as is rare in 
modern practice*, though it used to be common on board ships. 

('hloromu is a very rare affection, related to lymphatic leukiemia on the* one hand and 
to lymphosarcoma on the other. 

It is associated with the formation 
of multiple tumours, especially in 
connection with bones, and a pro- 
gressive and severe ana*mia ol 
indeterminate type*. The condition 
is fatal, and the* diagnosis is at 
one*e sugge*ste*el at autopsy by the* 
green e*olour of the* neoplastic de- 
posits. 

Certain other amende states, 
more or le*ss relat.eel to the* amentias 
of the laemolytiei group in that 
there is a decided tendene*y to 
familial or e*onge*nital incidence, are 
of sue*h rarity that they merit little- 
more* than mention: and yet when 
they oe*e*ur the* i r peeuliarit ie*s attract. 
e*onside*rable notiev , amongst the st . 7, , <,f pun.-nt lrnm iiio~i r.n in-_- 

tour in particular are to be* not eel, t u • ■ -wiim-' of 1 j ».»ri ttn- » i« nin;/ of t u«* ,mi Un-ir 

< oii-i • |u<-n; -tumpv or :t j ij n-iir;« n i » . 

name ly : 

a. Drcshaeh's syndrome, whe re* 

the* reel e*e>rpuse*le*s as se*e*n e*ithe*r lre*sh e»r in films are* elliptie*al insteael eit remnd. with 
but little* bi-eoneavit y. 

h. Herrick's amnnia . in which the* re el corpuscles are* elongated anei curved * sie*kle- 
shape*el '. 

e. Midin's syndrome, or phagoevtic anainia eir autei-ervthrei-phageie*vteisis ; the red 
e*e*lls be*ing founel ingested by the* leueoew te*s. 

d. ( 'lough and Welder's syndrome . in which the re*el ceirpuse*le*s exhibit an extreme 
de gree* <*f auto-agglut inat ion, i.e-., tenehne-y to rouleaux feirmatiein, seunetimes w ithout 
appare nt e*ause* : se>me*t ime*s, though in minor ele*gre*e*, in e*irrhosis < » t the* li\cr, in e*e*rtain 
fe*ve*rs, anel in trypaneiseimiasis. Herbert I reach. 
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Herbert French. 
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ANASARCA. (Se*e* (Kdkma. p. :>1 It.) 

ANGINA PECTORIS. It is impossible to give a definition of the term * angina 
pe-e * t e > r i s * that would satisfy everybody ; this article* limits itself to the* me>rc feasible task 
of elise-ussing how to de*e*iele* whe the r e>r not a pain in the chest is elue to organic disease eif 
the* heart e>r aeirta. This ncccssitat es se>mc examination of either e*ause*s eif pains that are 
like tliose of heart elisease. These are* eif two kinds : (1) Organic eliseases of organs other 

than the heart; and (*J) Pune*t iemal disturbances eif the* e*arelieivase*ular apparatus. 

The* e*vide*ne*e* that has tei be* weighed in coming to a eiccision is subjective as well as 
objective*. On the* erne* hand, the re* is the* patient's own account e>t his pain, its nature, 
its site*, the* conditions under which it arises ; em the* eithe*r, the fae*ts gleaneel freim an 
examinat iem eif his physical condition. 'True* cardiac pain is usually relerreel to the* mieJdle 
line* ; it is saiel tei arise* be neath the* ste rnum, seime*time*s behinel the manubrium, occasiem- 
ally hene*ath the ensiform e*artilage, eiften beneath the middle part eil the sternum. Some- 
times it is felt in the arms, the siele eir bae*k eif the* neck, the* lower jaw, or between the 
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shoulders. Even when it is referred to these unusual sites it is also felt as a rule beneath 
the sternum. 

If it is an arm that is affeeted, it is nearly always the left, the eharaeteristie 
distribution being along the inner aspect of the whole arm to end in the little* linge r ; but 
occasionally it is felt in the forearm only, even in the wrist only. Hardy both arms are 
involved ; the right alone almost never. Pains of this kind may be wrongly set down 
to brachial neuritis. 

Cardiac pain that is felt only in the epigastrium may easily be mistake n for that of 
gall-stones or indigestion : the more so because it is ofte*n accompanied by flatulence or 
even vomiting, with collapse. Often, also, cardiac pain follows a meal: or, ratheT. one 
should say that exertion is more likely to provoke cardiac* pain when it is taken on a full 
stomach. These facts make diagnosis very difficult, and it is not surprising that the 
abdomen should have been opened because of pain that has afterwards proved itself' due 
to heart disease. 

Cardiac pain is variously described by its victims. The* most constant of these* descrip- 
tions implies a sense of pressure*, like a heavy weight on the chest or a band fastened 
tightly round it, or the firm grip of a vice. It has an ominous flavour, which in its highly 
developed form is the * angor animi ' or sense of impending death which makes full-blown 
angina so terrible* an experience. This combination of dull, heavy pre ssure with an instinc- 
tive realization of its serious import is very eharaeteristie* of anginal pain due to organic 
heart disease, and as different as can be* from the* pricking or stabbing pain over the* heart 
that is so favourite a symptom of the* functional cardiopathie*s. 

Often the conditions under which tlu* pain is experienced furnish a hint is to its 
cardiac origin. The most characteristic of these* relationships is that in which the* pain 
begins during exertiem. Quiet walking on tlu* leved is found to be* possible, but walking 
up-hill e>r against the wind. e>r hurrying against time, brings on a pain which pulls its 
subject up short. He has to stand still for a minute* or two, pre te nding to le>e»k in at a shop 
window, before he can pull himself together lor a rcne*wed effort. Some patients fine! 
exertion much more likely to preiveike pain whe n it follows a full me al. Othe rs are* sure* to 
experience this kind e>f pain if they steieip te> tie* up a shoelace. for instance*, (fillers, again, 
are waked by cardiac pain in the middle* of the* night. But, in general, it is the* relation 
between exercise and the onse*t e >f pain that is e*harae*te*rist ic. 

Eructation of wind is a freepie nt accompaniment of the* anginal attaek, and this he lps 
the patient to console* himself with a diagnosis of indigest iem. As often ns not. he* eioe*s 
not complain of shortness e >f breath in the* attack e ven if he* is quest iemed on the* point. 
Often, alsei, he will say that the* pain does not make him feel faint, theiugh lie* may confess 
te> a sense of nausea. Salivation and polyuria are* occasiemal fe atures of the* anginal spasm. 

Before* passing e>n te> discuss the* results e>f physical examination, we* shall re vie w the* 
Possibilities of erreir arising euit of the* patie*nt‘s history. First, he>w may we be* le*d to 
i look the cardiac origin of a pain? The me>st likely mistake of this kinel is that which 
i inkes the pain e>ut to be due to some* abeleuninal elise*ase* eir elise>refe*r. The patie*nt often 
says he is suffering from indigestion, anel suppeirts his diagimsis by a story e >f pain in t lie- 
epigastrium accompanied by eructations and sometimes following meals. It is edten 
difficult, sometimes impossible, to be sure* that sue*h a history is really that e»f cardiac 
disease and not of gall-stones or eluode nal ulcer. The* seve re st attacks of cardiac* pain — 
those* which we may suppeise* tei be ge*ne*rally if not always elite* to coronary thrombosis- 
may closely imitate abdominal disease, for the* pain is often epigastric anel accompanied 
by vomiting anel collapse. Pain limited te> the* left arm is apt to mislead. A man seen 
recently complained of nothing except, bouts of se vere pain in the left fore arm, which was 
the site* of a badly united fracture ; and as lie* was an excitable* pe*rsem anel showed no 
signs of e*ardiac disease, the pain was thought to be functional until a fatal attae k proved 
it to be* otherwise. 

The other kind of error, in which pain due to other causes is thought t e > be* careliac, 
is at le*ast as often made. There are three such cause's that occur readily te> the* minel 
gall-stones, dyspepsia, and functional disorders of the heart. In the* first the* pain is neit 
relateel to exertion. In the second it is related to the taking e»1‘ foe >el . In the* last the* 
account given of the* pain is not so precise ; it is said to be pricking or stabbing, it. is referred 
to the pnecorelium or the left costal border, anel it is often ae*e*e>mpanied by palpitations. 
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l*hvsical examination may furnish positive inforniiition of the highest value. In the 
lirst place there may be evidence of gross organic disease of the heart, particularly of the 
first part of the aorta, cardiac syphilis and aortic atheroma taking the chief places. In 
flic second group the arterial tension is high, hut there is often nothing hevond the accentu- 
ation of the aortic second sound, and perhaps a little increase in the force and extent of 
the ventricular impulse, to suggest any affection of the heart : and it is to such patients 
that a reduction of hurry and worry is likely to afford most relief. The third group is 
that in which most mistakes are made, for it consists of elderly persons whose arteries are 
deteriorating, and in such persons the signs of cardiac degeneration are often trivial. 
WCakness of the* heart, sounds, a low blood-pressure, and a whitish colourlessness of the 
face are the onlv hints furnished by physical examination of the patient, and it is all too 
easy to ignore or undervalue such hints. It is in such circumstances as these that electro- 
cardiography (fVg.v. 71 73) may offer valuable evidence of myocardial deterioration. 
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'The fact that the electrocardiogram is normal does not prove that the myocardium is 
normal, but abnormalities of the ventricular portions of the electrocardiographic curve 
afford solid confirmation of the suspicion that the pain is cardiac. 

In a few instances pain of an anginal kind may be referred to the effect of certain 
o,*neral diseases on the myocardium. Thus, it may he experienced in the course of acute 
infections such as pneumonia, diphtheria, typhoid fever, acute rheumatism, and so on 
infections which are known to injure the cardiac muscle: or in pernicious anivmia ; or, 
again, as a result of continued excess in tobacco. In any or all of these there may oi may 
not he objective evidence of myocardial disease. 

Again, there arc* persons whose description of the pain they’ have felt agrees closely 
with vvhat we believe to he* characteristic of cardiac pain : yet no physical signs ol cardiac 
disease* can he found. Here we must take into account, the patient s temperament. Ins 
knowledge of medical matters in general and of the nature of the cardiac pain in particular, 
and so on. The effect of vasodilators in the relief of the pain is also worthy of considera- 
tion. If the pain recurs, the suspicion of a cardiac origin is strengthened, lhe most 
careful examination may end in a mistake, and there are eases on which, even though 
later events have shown that the pain was anginal, we look back m vain for the data that 
should have* enabled us to make a correct diagnosis. 

Finally, Haw are persons whose pain is very like that of cardiac disease, yet there 


54 


ANGINA PECTORIS 


is nothing in the objective signs to show that such disease exists. Among these, two 
groups may be distinguished. First, there are those who have other symptoms of angio- 
spasm, Raynaud's disease, and the like, sufficiently striking to suggest that then* is an 
angiospastic factor in the causation of the pain of which they complain : the theory being 
that just as peripheral arteries may contract and cause a local syncope, so also the coronary 
arteries may close spasmodically and induce a kind of cramp of the cardiac wall. Second, 
in some persons the relation of the pain to the taking of food, their liability to heartburn 
and other symptoms of acid dyspepsia, and the patient's own instinctive relation of the 
pain to his (esophagus, seem to justify the view that the* pain is caused by some kind of 
spasmodic closure of the lower part of the (esophagus. Naturally hypotheses as speculative 
as these should not be adopted lightly, yet sometimes they afford a working basis for 
treatment of disorders that are otherwise inexplicable. If that treatment fails to relieve, 
the diagnosis must be reconsidered, and it is possible that in the meantime more definite 
evidence of cardiac disease may have presented itself. 

There will always be a small residuum of patients whose pain cannot confidently be 
accounted for on the strength of one examination. Such people should be kept, under 
observation until it is possible to make a positive diagnosis. Even with the utmost care 
mistakes will be made, and on the whole it is be tter to reassure the patient, and thus to 
risk an occasional loss of professional prestige, than to put one's own reputation first and 
frighten patients into needless invalidism. ('arnj Coombs. 

ANIDROSIS. (See SwKATINC. AlJNOHM VMTI l.S ()I, p. <SOg.) 

ANKLE-CLONUS is best elicited when, the patient lying on his back, with his knee 
slightly flexed, the observer quickly, but not violently, dorsiflexes the foot, the hand being 
applied along its outer border in such a way as to keep it rotated well outward. The 
result, when ankle-clonus is present, is a series of rhythmical jerks at the ankle-joint the 
contractions continuing as long as the pressure is maintained. The last proviso is important, 
because it often happens that a few ankle-jerks are obtained, varying in number from 
two or three to as many as twenty or thirty, but gradually tailing off and ceasing, although 
the pressure on the sole is maintained. This is sometimes spoken of as a ** tendency to 
ankle-clonus ", but for clinical purposes it is not ankle-clonus at all, and indicates nothing 
more than hypersensitiveness of the nervous system, and not organic disease. Ankle-clonus, 
on the other hand, denotes changes in the corresponding crossed pyramidal tract, and it 
is to he expected in association with increased knee-jerk and extensor plantar reflex. Its 
chief value lies in determining between functional and organic exaggerations of the knee-jerk ; 
the latter may be very brisk as the result of pure nervousness, but if it is associated with 
either an extensor plantar reflex or ankle-clonus, or both, the exaggeration is due to organic 
disease of the upper neuron, hemiplegic or paraplegic as the case may be. Whereas, 
w vcr. the presence of maintained ankle-clonus is conclusive proof of an upper neuron 
■■lion, the absence of such clonus does not exclude such lesion ; ankle-clonus is not met 
\dh until there is a relatively large amount of lateral column change ; it comes later, as 
a rule, than the extensor plantar reflexes. 

Spontaneous ankle-clonus, not indicative of disease, but allied to chattering of the 
teeth, may result when one is dulled with cold, and then, sitting in a chair, raises the 
heel of the foot a little from the ground whilst the toes are still pressed to the floor ; a little 
jerk to the knee will then send the calf muscles into rhythmic contractions which 
reproduce the phenomena of ankle-clonus, which continue as long as the foot and 
leg arc kept in this one position, but cease as soon as the heel is put down to the ground 
again, or the foot is taken completely off the floor. This could not be mistaken for true 
pathological ankle-clonus, and the phenomenon ceases when one gets warmed up again at 
a fire or by taking exercise. It is a phenomenon of exposure to cold. Herbert French. 

ANOREXIA. (See Ai’PKTiT]:, Aiinokmal, p. 58.) 

ANOSMIA.— (Sec Smkll, Akxokmamtikk or, p. 75(h) 

ANURIA — or suppression of urine must be distinguished from retention of urine , 
in which urine is secreted from the kidneys but is retained in the bladder from some 
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lesion causing obstruction to the urethra, such as urethral stricture or prostatic obstruction 
in the male, or pressure or drug upon the urethra by a large pelvic tumour or a retroverted 
gravid uterus in the female, or without urethral obstruction in various forms of disease 
of the spinal nervous system affecting the lumbar centres. In retention of urine there 
is pain above the pubes, often constant and urgent desire to pass urine, and the distended 
bladder forms a tense, oval, dull tumour above the pubes in the middle line. In many 
eases a previous history of obstruction to the urinary flow will be obtained, whilst in others 
the involuntary dribbling of urine from the urethra from an over-distended bladder at 
once distinguishes the case from one of anuria, in which no urine reaches the bladder. 

(\\i sks or Am hi a. 

. 1 . Obstructive: 

Calculus in kidney or ureter 
Yesieal eareinnma involving both Llir 
ureteric orifices 

H. Xon-obslritctivc : — 

in lieuat Disease : 

Acute nephritis 
l.urducentis kidneys 
Tuberculosis of both kidneys 
I'olyeystie disease of the kidneys 
Suppurative pyelonephritis 

Other Causes : 

\eute ascending nephritis 
ltellex, after operations or trauma, 
especially after operations for piles. 

Anuria may occur and be complete without any other symptom, and it is remarkable 
that in the obstructive* forms, especially with calculus, anuria may be complete for several 
days without any other symptom latent unrmin. In the non-obstructive forms anuria 
may be accompanied from the onset by the various symptoms of unemia, such as vomiting, 
convulsive muscular twitchings, dyspiura, and headache. In the obstructive form there 
may be total absence of any urine secreted, or a small quantity may be passed of low 
specific gravity, and containing very little urea or solids. Albumin is absent unless there 
be lucmaturia or cystitis, when pus may be present also. The patient may complain of 
aching in one or both loin regions, but, with the exception that no urine is passed, 
seems to be in ordinary health. The appetite is good and the mental state clear : but 
after a variable period, from seven to ten days, the patient becomes drowsy, the tongue 
dry. temperature subnormal, appetite deficient, and pupils small. There may be muscular 
twitching : the drowsiness gradually becomes deeper, without any true unemic convulsions, 
and death may be postponed for as long as twenty days from the onset of the anuria, 
fins sequence is very different from that seen when anuria occurs from 11011-obstructive 
causes, when then* is frequently marked disturbance of the nervous system ; headache 
and giddiness are followed rapidly by convulsions, delirium, and dyspnma, with vomiting 
and small pupils, the patient rapidly becoming comatose and dying in a few days. 

A . — OBSTRUCTIVE ANURIA. 

Calculous Disease is the most frequent cause of obstructive anuria. It may occur at 
any age, but is commonest in men of about forty. Suppression of urine may arise from 
the impaction of a small calculus in the ureter of a kidney which is practically normal, or 
may In* due to the total destruction of the renal secreting substance, which has progressed 
gradually and without marked symptoms. Between these two extremes there may be 
many stages, and the two conditions, namely, ureteric impaction and renal destruction, 
may exist at the same time. Clinically, it is rare for calculous anuria to arise from simul- 
taneous blockage of both ureters by calculi ; it is less uncommon to find that one kidney 
has been destroyed by previous disease, the ureter of the remaining organ then becoming 
obstructed by a stone. Kxccptionally , the blockage of one ureter may cause reflex suppres- 
sion of urine in the other kidney, especially if the function of the latter is impaired already 


Cterine carcinoma infiltrating and ob- 
structing both ureters 

barge pelvic or abdominal tumours ob- 
structing both ureters 


after prostatectomy, or after perineal 
injury 

After the sudden emptying of an over- 
distended bladder 

In poisoning from mercury, lead, phosphorus, 
oxalic acid, eantharides, or turpentine 
In severe collapse, either from severe injury or 
in association with severe febrile illnesses, 
such as dysentery, cholera, yellow fever 
Hysteria 
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by disease : but in these eases the anuria is usually temporary. Calculous anuria may 
occur suddenly, and in patients who are apparently in ge>e>el health, for it is no uncommon 
thing ior a patient to ge> on in ge»od health when he possesses only oik* functionally active* 
kidney, the other having been destroyed by slow disease, or being absent : or tb<*re may 
be a history of previous lumbar pain, luematuria, pyuria, or the passage of calculi. At the 
onset of anuria there is usually pain in the loin region and along the course of the ureter 
of the side most recently affected ; it commonly lasts a day or so and then subsides, or 
it may last throughout the period of anuria. In addition, there is frequently a constant 
desire to micturate, although no urine is passed, or if the anuria is intermittent, urine 
of pale colour and low specific gravity, sometimes blood-stained, may be passed. If 
the anuria remains complete no other symptoms may occur for several days, a feature 
which is common to the obstructive forms of anuria, but is in marked contrast to the 
non-obstructive variety. After a period of anuria lasting from seven to ten days, the 
patient becomes drowsy, the tongue is dry, there is disinclination for food, and the general 
symptoms of uriemia may come on ; but in many cases the patient may die before any 
anemic symptoms occur. Thus, it is usual to speak of a tolerant and a annnie period 
in obstructive anuria. The tolerant stage* of obstructive anuria may be even further 
prolonged if the functional kidney be already hydronephrot ie from previous intermittent 
obstruction, even to twenty days, 'Flu* sudden obstruction to the urinary flow in a com- 
paratively normal kidney causes complete suppression, whilst a partial or intermittent 
obstruction causes dilatation of the kidney. If such a kidney be the functioning organ, 
and become completely obstructed, the dilatation will increase : a lumbar tumour may 
be palpable. It there is pain on pressure over the kidney, or along the course of the ureter, 
the diagnosis is strengthened, or it may be decided to settle the diagnosis bv immediate 
operation. In some cases in which one kidney has been destroyed gradually without 
pain, and anuria occurs, there may be great difficulty in determining which of the two 
kidneys is the functional organ which has recently become obstructed ; in these cases it 
is a good rule to operate upon the side on which the pain has occurred most recently. II 
the patient is not too stout, palpation may detect a distinct area of pain over a calculus 
impacted in the course of the* ureter ; or on careful rectal or vaginal examination a calculus 
impacted in the vesical end of the ureter may be felt. If the cast* is seen early, evidence 
of ureteric calculus may be obtained by the cystoscope, when the ureteric orifice of the* 
obstructed side may be seen to be congested or ecchymoscd. A skiagram of the renal and 
ureteric areas should be obtained if possible : large or multiple shadows in one renal area 
will suggest that that organ is functionally impaired or inactive, whereas a shadow in 
the line of the opposite ureter will indicate the immediate cause of the anuria. Operation 
upon the side of the recent pain may be urged strongly, when the kidney can be opened 
and drained, and opportunity taken to explore as much of the ureter as can be felt bv 
the parietal incision and by catheterization from above. 

Anuria from Vesical Carcinoma implies that either both ureteric orifices are 
solved in tin* disease, or that the ureteric orifice of the only functional kidney is impli- 
•ated. I he condition is uncommon as a pure obstructive anuria, for in most cases the 
kidneys are already the seat of changes due* in part to the back-pressure and in part to 
sepsis, so that when anuria terminates a case of vesical carcinoma, it is more often due* to 
renal disease than to ureteric obstruction. If the bladder has remained uninfected by 
septic* organisms, the gradually increasing ureteric* obstruction may first cause hvdro- 
nephrosis, so that when the obstruction becomes complete the renal distention may 
increase* quickly, and the symptoms of ura*mia be* delayed. In eases arising from vesical 
carcinoma it is very rare for the anuria to occur before* symptoms of vesical growth are* 
apparent, such as luematuria, pyuria, increased freepieney, and pain on micturition ; 
but in the* infiltrating type* of carcinoma, luematuria and frequency of micturition may 
be absent for a long time. In all cases, careful vaginal or rectal examination will detect 
infiltration and thickening of the base of the bladder, and the growth can be seen through 
the cystoscope (Fig. 28S, p. .'{54). 

Uterine Carcinoma. -Anuria is frequent in the terminal stage* of uterine* e*are*inoma 
when the greiwth has extended into the cellular tissues e>f the* bre>ael ligament and invedved 
the terminal portions of the ureters, e>r when the orifices e>f the* latter are* implicates! in 
the direct infiltration of the growth inte> the bladder base. In the majeirity of eases dying 
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from uterine cancer, tin* kidneys are hydronephrotic, the renal pelvis dilated, or the renal 
secreting tissue sclerosed, apart from the frequent in feet ion with septic micro-organisms. 
In all eastvs the growth lias readied an advanced stage, hut it has been recorded that 
anuria lias occurred before the patient has complained of any symptom pointing to the 
uterine condition. These eases might simulate other forms of obstructive anuria, but the 
diagnosis would be apparent upon vaginal examination. 

Pelvic or Abdominal Tumours, such as uterine fibromyomata or ovarian carcino- 
mata. may cause anuria from direct pressure on the ureters, especially if a part of the 
tumour is impacted in the pelvic cavity. The cause of the anuria will be apparent on 
examination of the abdomen and of the pelvic organs. 

7i. — NON-OBSTRUCTIVE ANURIA. 

Marked diminution in the amount of urine, or complete anuria may occur without 
obstructive lesion < f the urinary apparatus, due in many instances to disease of the renal 
secreting tissues. In many of these eases the symptoms differ remarkably from those 
seen in obstructive anuria, in that the anuria is accompanied by symptoms of ursemia in a 
short time, and not after an interval of days as in the obstructive eases. Anuria mas 
occur under certain toxic conditions, as in acute fevers, or in acute poisoning by mercury, 
lead, phosphorus, or turpentine: the history and accompanying symptoms of such eases 
are usually sufficient to point to the nature of the urinary suppression. 

Anuria in Renal Disease. In anile nephritis anuria may occur early or after the 
disease is well established, and is usually accompanied by marked disturbance of the 
nervous system. The sudden onset of the disease after exposure to cold, or in the course 
of an acute specific fever such as scarlet fever, enteric, or pneumonia, or in lucmat ogenous 
renal infections, associated with pallor, pufliness of the face and ankles, and slight pyrexia, 
together with the small amount of urine passed before the suppression becomes complete, 
are points all suggesting acute nephritis. If the urine has been tested before the onset of 
anuria it is often of reddish-brown colour from the presence of blood, and contains abundant 
albumin, together with renal, epithelial, and blood easts. In chronic nephritis , anuria may 
occur as a late symptom in the disease, and is occasionally preceded by a period in which 
polyuria is marked. Anuria in chronic nephritis is accompanied by prominent symptoms 
of ura mia. such as headache, giddiness, convulsions, stertor. and coma, and unless the flow 
or urine is re-established quickly, death ensues. The previous history of the ease, high 
arterial tension, cardiac hypertrophy, retinal changes, and signs of back-pressure, with or 
without ascites and anasarca, will point to the nature of the anuria. In other diseases of 
the kidney, such as lantaeenus disease , suppurative pyelonephritis, or hilatend tuberculosis, 
anuria may be preceded by general failing health, with loss of appetite, subnormal tem- 
perature, a dry brown tongue, headache, increasing pulse-rate, hiccough, and attacks of 
dyspmea : frequently there may be polyuria before suppression occurs. In these easts the 
anuria is terminal, the condition of the kidneys having been known previously. With 
the occurrence of anuria there may be great restlessness, with muscular twitching, loss 
of sphinctcric control, convulsions, and a gradual lapse into coma. 

Polycystic disease of the kidneys frequently terminates in anuria and ursemia. but the 
diagnosis of the disease' has probably been arrived at previously. The symptoms resemble 
in a great measure those of chronic nephritis, with the exception that ascites and (edema of 
the extremities are uncommon. Headache, flatulence, and digestive troubles, sickness, and 
general lassitude are symptoms of renal inefficiency, whilst arteriosclerosis, a raised blood- 
pressure, a bilateral renal tumour, and a low-spceitic-gravity urine in increased quantity 
would suggest polycystic disease. 1 hematuria is the first symptom in not a few of these 
eases. 

Anuria following Operations or Trauma. Anuria may occur in patients who have 
undergone an operation and who are the subjects of renal disease, or may occur occasionally 
even when no renal disease* is present. Any extensive operation which involves a good 
de al of shock in a patient with renal disease, or in whom the kidneys have been subjected 
to back-pressure, as in uterine myomata, may succumb to anuria unless appropriate 
measures are undertaken : even an apparently trivial operation on the urinary organs 
may cause acute suppression of urine. This must be differentiated carefully from the 
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retention of urine in the bladder often seen after operations such as for hiemorrhoids 
for hernia. Acute suppression of urine may follow operations upon the lower urmar> 
tracts such as the passage of instruments or the performance of prostatectomy, or interna 
urethrotomv. Anuria is particularly liable to occur when a catheter is passed t*» ri ‘ 1,( ; vl ' 
an over-distended bladder in a ease of prostatic enlargement or urethral stiietun, tin 
kidneys being already distended from back-pressure or infected with septic processes, 
and it must be laid down as a golden rule that, if a catheter is passed in these eases, the 
urine, must be withdrawn very gradually. Anuria following operations upon the lower 
urinary tract is diagnosed by the direct relationship between the operation and be onset 
of symptoms : by the rigori, pyrexia, and the profound prostration, rapidly billowed by 

convulsive movements and coma. 

Anuria may also occur in the severe collapse following an injury 
cholera or yelloiv fever , and occasionally as a manifestation of hysteria. 
by a malingerer. 


in the late stages of 
It may be simulated 
J\. II. Jocelyn Swan. 


APHASIA. (See Spkkcii, Ahnohmautiks or, p. 
APHONIA. (See Spkkcii, Ahnohmautiks ok, p. 

ABNORMAL. Appetite may be : 


709.) 

709.) 

(1) Increased : 


(2) Diminished 


( 3 ) 


APPETITE, 

Perverted. . , 

1 Increase of Appetite sometimes occurs in cases <>t hyycrchlorhydi in. 1(1 - ( IU I tl 
condition is then well maintained, there is usually pain or discomfort in the later period ol 
digestion, relieved (temporarily) by the taking of more food. A test meal shows excess o 

hydrochloric acid. .. .. , 

' In diabetes, especially in its earlier stages, there is often an abnormal craving lor hiod 
but in spite of large meals the patient wastes. Kxamination ol the urine will establish 
the diagnosis. 

Intestinal parasites (round-worms and tape-worms) are believed to cause excessive 
appetite in some eases. This is doubtful : but the point can be cleared up by examination 
of the stools for ova or by giving an anthelmintic and looking for the parasites themselves. 

In some eases of In/stcria an excessive appetite is present (bulimia). The patient is 
usually a voting woman, and other stigmata of hysteria are present. 

o’ Diminution of Appetite occurs in many forms of dyspepsia, especially whi n associated 
with”a lessened gastric secretion. Thus it is almost constantly present in gastnhs. except, 
perhaps, in the acid form. If renal disease, advanced mitral disease, or cirrhosis ol the 
liver are present, secondary gastritis may be diagnosed. If there is a history ol the abuse 
id' alcohol or tobacco, or of indiscretions in diet . or if there is a marked delect ot the chewing 
apparatus, there is probably primary gastritis. The tongue will probably be birred, and 
a test-meal shows diminished acidity and probably an excess of mucus, but the examination 

of the stomach is otherwise negative. (See also 1 x miuisrioN. p. tltlK.) 

boss of appetite is also an early symptom in cases of gastric carcinoma. and should 
,d. especially in elderly subjects, to careful examination for other signs of that disease. 

I lu re is frequently a special distaste for meat in such eases. (See Imiioksi ion. p. •'1117. ) 
In children a profound anorexia is sometimes an early symptom ol tuberculosis : 
many children pass through periods of eating only on persuasion without am 
lesion becoming apparent. 

In hysterical young women complete disinclination for food {anorexia nervosa) is some- 
times met with. The diagnosis is based upon the absence of other causes of the symptom. 
I he presence of other signs of hysteria, and the history of mental or emotional shock. The 
loss of appetite in such cases may amount to a complete refusal of all food, and the patient 
max emaciate to a dangerous degree. Obstinate constipation is usually present as well. 
Allied to these cases is the loss of appetite which occurs in melancholic forms of insanity. 
In such a case delusions max’ be piosint. 

;i perverted Appetite may occur in the course of pregnancy, and is of no special signifi- 
cance. It is met with, too, in nervous, amende children, in whom it often takes the form 
of dirt-rutin" (pica). Here, also, it is not a sign of any diagnostic value. Perverted 
appetite is idso a common occurrence in insanity : but other evidence of mental distur- 
bance is always present as well. Hotter! Hutchison. 


though 

organic 



ASCITES 


50 


ARRHYTHMIA. (Se*c Ih lsi;. I iciu;<.r i,\i{. p. (>(>:{.) 

ASCITES, or the accumulation of serous fluid in the peritoneal cavity, is not a disease 
in itself, for it may he produced by a great variety of conditions. It is easy to determine 
its precise cause in some eases : in others it may be almost impossible to sav during life 
what is the primary condition. One may discuss: (I) Its physical signs: (TI) IIoiv to 
distinguish it from other conditions ivhicli may simulate it: (III) A classified list of its 
causes : (IV) The chief points nhich u ill help in arriving at a correct differential diagnosis in 
a particular case , 

I. PHYSICAL SIGNS. 

Inspection. The abdomen is distended uniformly, the degree varying with the 
amount of fluid. If the quantity is large, and its accumulation has been rapid, the 
abdomen is more or less globular, the umbilical region being the most prominent. 
The skin is tense and shiny, and there may be linea* albicantcs. If the quantity of fluid 
is large but its accumulation has been gradual, bulging of the flanks is more marked; 
the lower ribs may be pushed outwards and upwards, and the epigastric* angle widened. 
If the quantity of fluid is small, only a slight bulging of the* flanks may be noticed. The 
appearance of* the abdomen depends a good deal on the 
position of the patient. If lying on one side, the most 
dependent part is the most prominent, owing to the fluid 
gravitating to that side of the abdomen. If the patient 
stands or sits upright, the hypogastric and iliac regions 
will be most bulged (Fig. 7 1). The umbilicus becomes 
stretched transversely and flush with the surface, or even 
protruded : it retains its position in the median abdo- 
minal line, and remains nearer to the pubes than to the* 
ensiform cartilage*. In tuberculous peritonitis and in 
some pneumococcal eases, the skin in its immediate* 
neighbourhood may be reddened and (edematous, or 
there may be a facal fistula here. In cirrhosis of the 
liver the veins around the* umbilicus are said to be* 
dilated, but the resultant so-called ' caput Medusa* * is 
rare. The superficial veins all over the abdomen and 
lower part of the chest may be dilated, the blood 
flowing in an upward direction, this reversal of the 
stream occurring mainly when the inferior vena cava is 
obstructed, either by the tension of tin* ascites or by 
something related to its cause. (See Yr.iss. Y.vmcosi: 

Aiiiiiimin vi„ p. IMIS.) The abdominal respiratory move- 
ments may be absent or much diminished. The* cardiac 
impulse may be* displaced upwards and outwards. The 
legs, thighs, and scrotum may be* (edematous, and so 
may the* loins. 

Palpation. The abdomen may be anything between 
quite flaccid and very tense. A fluid thrill may be obtained by placing the hand flat 
against one flank and gently flicking the other with the lingers of the other hand ; the 
possibility of a thrill being transmitted in the abdominal wall should be eliminated by 
getting the patient or an assistant to place* the.* side* of his hand on the front of the 
abdomen, so as to ste»p transmission e>f the* mural thrill. 

If the* live r or spleen has enlarged it sinks backwards, so that between these organs 
and the* abdominal wall a laye r of fluiel is pre se nt : if the hanel placed on the abdomen, in 
the right or le ft hypochondriac ivgiem as the* ease* may be*, is suddenly ele*presseel, this fluid 
is displaced, and the* surface e>f the enlarged organ ran then be felt. This phenomenon e)f 
‘flipping' is almost pathognomonic e>f ascites. 

Percussion. Whe n the patient lies flat e>n his back the fluid gravitates te> the posterior 
part of the* abdomen, and the* air-containing viscera float to the anterior part, se> that the 
percussiem note is re sonant in fremt anel dull in the flanks. As the fluid increases in quantity. 
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tlir line of dullness ereeps forward from the Hanks and upwards from the pnbes. and keeps 
a eoneave upper border : in extreme eases the abdomen may be dull all over, part leularlx m 

einhben. ^ ^ ^ ^ prominent pbvsieal signs of aseites is the effeet produced on the per- 
cussion note bv a change in the posture of the patient. If. after examining lu.n lying on 
the back and finding dullness in the Hanks and resonance in the front, he be turned on ota 
side the uppermost Hank becomes resonant and the line of dullness on the other sale rises 
nearer to the median abdominal line, owing to the fluid gravitating to the most dep.mden 
part, ir onlv a verv small quantity of fluid is present, the abdomen may be resonant all 
over when the patient lies on his back : but if he is percussed in the knee-elbow position. 

t lie* umbilical region mav be found to be dull. 

In some eases, especially of tuberculous peritonitis, shortening of tbe mesentery is apt to 
be associated with the aseites: the intestines cannot then rise, and the result is dullness all 
over the abdomen, or in verv exceptional eases dullness in front with resonance in the Hanks. 

Chronic peritonitis may cause the fluid to be loeulated, through matting together 
of the intestines. The abdominal distention may then not be uniform, and change o 
posture mav not alter the distribution of the dull percussion note. . 

Mensuration. The abdomen may be measured, fixed points living taken in front 
and behind. e.g.. the umbilieiis in front and the tip of the third lumbar spine b.huid : 

variations in the abd inal eireumferenee afford some measure ol ebaim.s in the amount 

of the aseites. The distance of the umbilieiis from the onsiform rartilagc-. pubes and 
anterior superior iliac spines mav also be noted. In aseites. the navel is nearly always 
nearer the pubes than the ensiform cartilage, and equidistant from the two anterior superior 
iliac spines when the patient lies Hat on his back, whereas with la.ee ovarian cysts which 
mav simulate aseites the umbilieiis may be nearer to one anterior superior iliac spine than 
to the other, and it also tends to become relatively nearer to the ensilorm cartilage and 

further from the pubes than it normally is. 

It is always important to examine the abdomen carefully after paracentesis: tin- 
cause of the aseites can often be discovered in this way. in the shape ol tumours, or enlarge- 
ments of organs, which were previously obscured by the tenseness of the abdominal wall. 


II. DIAGNOSIS. 

Aseites has to be distinguished from other conditions which may give rise to 
general abdominal distention, especially from: (I) Tipupanilcs : CJ) Ovarian anil par- 
ovarian c,,sls : (3) (iravid uterus, especial!,, if rail, Ipplrops amnii : ( t) Distended bladder : 
(5) Distention associate! with obesdp : <(i) Phantom tumour: (T) Lurfiv abdominal a, sis and 

solid tumours. . 

1. Tympanites is distinguished from aseites by the following signs: 1 he outline ol 
i, ded coils of intestine may be visible, and peristaltic movements may be noticed : 
iv is no fluid tbrill if precautions are taken to prevent a thrill being transmitted by tbe 
Abdominal wall : the abdomen is resonant all over, both in front and in the flanks. 

>. Ovarian Cyst. There may be a history of the enlargement of the abdomen having 
been noticed at an early date to hr more on one side than the other, and to have arisen from 
the pelvis. The umbilieiis may be nearer to the ensiform cartilage than the pubes, and 

nearer to one anterior superior iliac spine than the other. A fluid thrill ma\ not lx obtaimd 

far back in the flanks, but only in front of tbe mid-axillary lines. f l here is usiiaih dullness 
in front, with resonance in the flanks. The outline of the cyst may possibly be noticed 
during tbe respiratory movements. On measuring the abdomen the greatest circumference 
is usuallv below the umbilicus, whereas in aseites it is generally at the umbilicus. A 
vaginal examination may reveal that the uterus is drawn upwards and that its mobility is 
impaired, whereas in aseites it is low down and movable. If paracentesis has been per- 
formed, the nature of the ovarian fluid is characteristic, being usually thick, tenacious, 
viscid, and of a brownish or greenish colour, whereas ascitic fluid is yellowish, limpid, and 
clear. Much difficulty arises when ovarian cyst and aseites are both present owing to 
infection of the peritoneum by secondary deposits from the ovary. Kven without tlu<, 
however, it is by no means always easy to distinguish between ovarian cyst and aseites 
when the abdominal distention has become extreme. 
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•5 Gravid Uterus with Hydrops Amnii. In tins condition it may lie possible to 
make Out the outline of the enlarge, I uterus : the tumour may vary in eons.steney as the 
uterine wall eontra. ts ami relaxes : on vaginal examination the cervix is solt and patu ous 
and the uterus ciihirgcd. There will he other signs of pregnanc y, the charaeter.st.e eonddion 
of the breasts, fa tal movements and he art -sounds, and the history ol amenorrhua. 1 
will he dullness in the front of the abdomen, resonnnee in the Hanks. 

f Distended Bladder. This may reac h well above the umbilicus (ha. p. « •»), m 

women most frecpientlv as the result of a retroverted gravid uterus m men over sixty 
from eiilari'ement of the prostate, or in either sex from spinal-cord lesions such as coni- 
oression paraplegia, lateral sclerosis, combined scleroses, or tabes dorsalis, which max 
cause retention. The most important symptoms are ineontinei.ee ol urine Iron, overflow. 

■ ual abdominal distention. There is gene rally a globular mass to be palpate. ... the middle 
iiu,. above the pubes and reac hing up to the umbilicus or higher : it is dull to \>vu uss.o 
in front with resonanc e in the flanks. The passage of a catheter should clear up all doubt. 

I General Obesity max cause- much abdominal distention. he mesentery, omentum, 
abdominal wall max be so loaded with fat that it is <1.11, cult to make a satisfactory 
examination, and it max be almost impossible to determine with certainty the presence of 
,. vl n a moderate- amount of fluid. With obesity the umbilicus remains as a deep t 
with ascites it becomes pushed forward to be, -on,,- Mush with the surface or even to p - 
tnalc- : with asc ites, moreover, the umbilicus tends to beeome stretched laterally to loin, 

•i tr-insverse slit, xvhereas this is not the ease in obesity. 

it Phantom Tumour. The abdomen max occasionally be so dislcndcd m women <-sp< - 
ciallx at the time of the climacteric, that ascites, ovarian tumour or pregnancy max 1, 
simulated when there is mcrclv a phantom tumour. If an ana-s.h, t,e ,s administered , 
often disappears, the- rigid abdominal wall becomes flaccid, and it can be- determine. 

Whethe r fluid in the peritoneal cavity or any minal tumour ,s present or not. 

- Large Abdominal Cysts max occasionally simulate ascites, c-.g.. hydronephrosis, pa i 
crc-it'ic ex st e-vst of t he lesser omental sac. retroperitoneal ey st . or hydatid ex st : they do not. 
hoxvex , r cause uniform distention of the abdomen as a rule. They arc most likely to be 
mistaken for simple c hronic- peritonitis in which local collections of thud have arisen rom 
mat t in” together of the intestines. Hydronephrosis max be distinguished by its position 
1.V the- wax ,t bulges back into one loin, and by the fact that it may vary m size, a s 

i, g associate, with an increase in the amount of urine- passed. 1 a, .erratic cys t nmj 
be ehffcreiiti.it cel by its position in the upper part of , be ah, .ome n an, by ■ s , o,c a, 
circular outline : if paracentesis ahelominis has been perlorme.l. the- , ha, ac t, . " 1 ' l < 
an, I the pre-se-ne-c in it of peptonizing and stareh-el.gestmg ferments would point to the 

nature ol’ the disease. 

III. CAUSES. 

one's mind that the general abdominal distention is due to thud 


Having made up 
in the peritoneal cavity, one 
following is a classified list : 


must next differentiate the cause of the ascites. The- 


1 . Diseases of the Peritoneum : 

Non-suppurat ivr acute peritonitis 
* Simple ' chronic peritonitis 
Tuberculous peritonitis 

2. Obstruction to the main Portal Vein, 

Non-suppurative thrombosis 
Kn larged portal lymphatic glands : 
Malignant i 

Lvmphadeiioinatoiis 


Malignant peritonitis, generally secondary to 
a primary growth elsewhere 
Hydatid cysts in the peritoneal cavity 

1 > v : - 


Tuberculous 
1 ^vinpliat ie leukaanic 


Tumours of adjacent organs, such as : — 


Liver 

Pancreas 

Kidncv 


Stomach 

Duodenum 

Colon 


Suprarenal capsule 


Rarities such as aneurysm of the hepatic artery 
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Diseases of the Liver : — 

Cirrhosis 

Perihepatitis, really part of chronic simple peritonitis 
Carcinoma v 

Sarcoma I Doubtful causes if the lesions are confined to the liver: i.e., 

" , . * if there is ascites, it is probably not due to the carcinoma. 

Syphilis e tc\, in the liver, but to concomitant affection cither of the 

Ilydatid disease I peritoneum or of the portal lymphatic glands 

Abscess ' 


4. Obstruction of the Inferior Vena Cava above the Hepatic Veins, by 

Thrombosis Chronic mcdiastinitis Mediastinal growth 


5. Chronic Failure of the Right Heart (‘backward pressure*), the result of: 


Valvular disease : — 

Mitral stenosis 
Mitral regurgitation 

Aortic stenosis or regurgitation, rheu- 
matic or syphilitic, with secondary 
mitral regurgitation 
Congenital pulmonary stenosis (rarely) 

Chronic myocardial affections : — 

Fatty degeneration 
Fatty infiltration 
Fatty superposition 
Fibroid heart 
Primary alcoholic heart 


Adherent pericardium 

Chronic lung affections, especially : 


Emphysema 
Recurrent bron- 
chitis 

Fibroid lung 


i ( 

I 


•enerallv as- 
sociated 


Chronic high blood-pressure : 

Red granular contracted kidneys 
Pale granular contracted kidneys 
Arteriosclerosis 
‘Simple* hypcrpicsis 


6. Bright’s Disease. In Bright's disease ascites may be caused in at least four different 
ways namely, as the result of : 

Part of a general dropsy Secondary to hypertrophy and dilatation 

Acute peritonitis of the heart, followed by failure of 

Chronic peritonitis compensation 


7. Severe Anaemias, in which the ascites is usually the result of acute, subacute, or 
chronic intercurrent peritonitis, as in : 


Splenomedullary lcukieinia 
Lymphatic leukamia 
Hodgkin's disease 
Pseudoleukiemia infantum 


Splenic atuemia 
Pernicious ana inia 
Familial splenomegaly 
Acholuric jaundice 


Aplastic aniemia 
Malaria 

Egypt ian splenomegaly 
Kala-a/.ur 


8. Lymphatic Obstruction, especially to the thoracic duct or rcceptaculuin chyli 
(generally ‘chylous* ascites), as the result of: — 


Severe injury to the abdomen or chest Retroperitoneal sarcoma 
Elephantiasis Mediastinal sarcoma 


U. Semi-starvation, or rather long-continued bare maintenance of life on famine 
notary, inadequate in variety and in amount. 

10. Polyorrhomenitis or Multiple Serositis, a state of affairs in which, often without 
apparent cause, the patient develops recurrent, inflammatory exudates into all the serous 
cavities -chronic peritonitis with ascites, pericarditis with effusion, pleurisy with ellusion 
yet may survive for years. Some of these eases would appear to la* tuberculous, others 
svpliilitic. but quite often the cause is never discovered in spite of repeated tappings. 


IV. DIFFERENTIAL DIAGNOSIS. 

If ascites is the only fluid accumulation present in the patient ; if, although there 
is also swelling and oedema of the legs, the ascites is known to have appeared first : or 
if the ascites is out of proportion to dropsy elsewhere, it is probably due either to some 
form of peritonitis, to portal obstruction from thrombosis of or pressure on the portal 
vein, to cirrhosis of the liver, or to obstruction to the rcceptaculuin chyli. 

If it is associated with general anasarca, that is to say, with (edema of the legs, body, 
and face, perhaps even of the scalp, and possibly with other serous effusions, the probable 
cause is acute, or acute on chronic. Bright's disease. 
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If swelling and ei-de-mn of the let's were notieed lirst and the ascites followed, heart 
f dlure from one of the causes in Croup 5, or obstruction of the inferior vena cava above the 
hepatic veins, or one of the severe amemias, would he the most likely cause ; it is important, 
to remember, however, that in the slighter eases, or in those of long standing, the patient 
is often uncertain which swelled lirst, his legs or his abdomen, and his statements on the 

point imiv he misleading. . 

If jaundice is associated with the ascites, it points to some lorm of portal obstruction 
•is the cause, either cirrhosis of the liver, or. if the .jaundice is intense, to some actual pressure 
on the portal vein and common bile-duets, generally due to malignant disease. 

If enlargement of the liver is associated with the ascites this may he due to carcinoma, 
sarcoma, cirrhosis, perihepatitis, hydatid disease, hepatic abscess, syphilis of the liver, 
or to nutmeg change the result of backward pressure from chronic heart or lung disease 

If the ascites is associated with multiple abdominal tumours it suggests tuberculous 
or malignant peritonitis, secondary proliferating ovarian cysts, or in rarer eases hydatic 

,,,M T Diseases of the Peritoneum. Acute Son-suppurative Peritonitis is an acute 
inflammation of the peritoneum analogous to acute simple' pleurisy with serous effusion. 
One seldom speaks of ascites, however, in connect mil with acute-infective peritonitis 
such as requires urgent laparotomy : and it is dillioult to draw a decided line between 
neute peritonitis in which the fluid should be tidied ascites ami other conditions of acute 
i'cncrali/.ed peritonitis to which the term would not be applied. 1 here are, however, 
nases in which acute serous effusion due to non-suppurativc peritonitis occurs in acute 
and chronic Bright s disease: of acute tuberculous peritonitis almost simulating general 
suppurative peritonitis : whilst pneumococcal and gonococcal peritonitis may be acute 
in onset and vet take the form of an ascitic effusion, recovery occurring without the necessity 
for laparolomv. It is probably a question of the dose of the micro-organism that affects 
the peritoneum, and it is hv no means impossible that, whereas the perforation of a gastric 
ulcer, duodenal ulcer, dvsenterie. typhoid, or tuberculous ulcer of the intestines. 01 leakage 
from a pvosidpinx. an appenelie-ular abse-css. stcre-oral ulcer of the colon, or a perirre-tul 
or pre .static abse-ess. generally gives rise- to acute general peritonitis winch would prove 
suppurative if it we re not opcratc.l on. the same condition may in some- eases leael to a 
sli'diter affe-etion with a sever,- but non-su,. punitive ascitic effusion ending in spontaneous 
re-n.verv. Whether laparotomy is indieut.il or not in any given instance must elepenel 
upon the individual eire-umstane-cs of the ease- : but it is much safer lor the patient to be 
op,. rate-el upe.n for acute- non-suppurat ive peritonitis e.f the type of which we ale now 
speaking than leer gene ral suppurative- periteenit is te. escape- e.peration. 

Si in pie Chronic Peritonitis is a e-l.ronic inflammation that is not tuberculous or malig- 
nant It mav follow simple ae-ute- pe ritonitis, but its two ee.mmoi.est causes are : a former 
tiibere-ule.us peritonitis from wliieh the tubere-le-s have- elisappeareel : and the chrome mflam- 
matieen which results fre.m re peat, -el parae-e-nte-sis abelommis feer any either variety ol use > ,s 
The- latte r is important : it some times happens, in a heart ease fe.r instance, that both ode-mu 
e,l the- legs an. I ase-ite-s have- been pre.mine-nt syn.pte.ms, parae-e-nte-sis abelomims being meli- 
e-ate-el on ae-e-ount e.f the- ear.liae elistress : the- tapping e.f the abdomen may have had to be 
re-pent e-el several times, an.l vet ultimately the- e-areliae- e-ompensat.on lias been restoieel. 
the- patients general e-onelition be-e-oming ep.it, • good and the , edema of the legs disappearing : 
ve t in spite- e.f this ge neral improvement, ase-ite-s may still persist anel reepnre- iurt le-r upping 
at inte-rvals. In such a ease-, whereas at first the ascites was due to baekwarel pressure 
from the failing heart, it ultimately be-e-omes due to chronic peritonitis, the result of ti e 
re-pe-ateel tappings. It is usually associate-el with perihepatitis, which melee-el only ol 
e.f the leie-al manifestations e.f e-hronie perite.nitis. Kve-n when all inflammat le.n las eensee 
the- gre-at thie-ke-ning e.f the- peritoneum ove r the- diaphragm. liver, ant sp e-en may . 
bl„ek,-,l up those pe.re-s through which the peritoneal seere-t.e.ns naturally dram away 
that the- fluiel keeps on re-aceumulat ing. anel ne-e-e-ssitates re-pe-ateel tapping, w * , 

eas,-s has been perform,-, I over three hundred times. The peritoneum be-e-omes thickened 
generally anel the- intestines l.o.mel elown anel matte-, 1 together 1 here may * 

tfeiu Till abdominal distention, depending on whether loculi an <>,rntr <>r n ' * . . • 

siems. On account e.f the shorte ning e.f the- mesente ry anel matt ing ogc u-r / 

there- may be dullness all over the abdomen, so that this form e.f ascites is partie ulurly liable 
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to ho mistaken for ovarian cyst or tumour. Albuminuria is frequent on account of interfer- 
ence with the renal circulation, and there may even he a few tube-easts : there may or may 
not he actual renal disease, hilt this should not he diagnosed from the albuminuria unless 
,|,ere is also high blood-pressure, retinitis, or other confirmatory sign. Abdominal pain is 
icrallv slight, and although there may he vomiting or constipation, there is usually neither. 
Tuberculous Peritonitis, -This is the most common cause of ascites m children. I here 
arc several varieties, of which the following may he distinguished : 

i. The acute ascitic form, which may simulate acute general peritonitis due to perfora- 
tion of a viseus. ,, 

ii. The subacute or chronic ascitic form : the peritoneum may he studded all over 
with miliary tubercles without any caseous masses. The physical signs are those of ascites 



without any abdominal tumour, and it is not dillicult. to mistake it when it occurs in an 
adult for cirrhosis of the liver or for malignant peritonitis, especially that form which is 
secondary to ovarian tumour. In a child, the occurrence of ascites without 'edema "f t la- 
legs at once suggests tuberculous peritonitis; in an older person tuberculous pciitonitis 
is much less common. 

iii. The omentum may be contracted and thickened from infiltration with caseous or 
jib,-,,. -caseous material, and a hard abdominal tumour simulating an enlarged liver may he 
felt It may he distinguished, however, hv the resonant percussion note between it and the 
costal margin, and the liver edge may he palpable above and distinct from the omental 
mass which simulates it. Ascites in eases of this kind is generally less in amount than 
in the miliary tuberculous form. 

iv. The intestines rnav he matted together and the adhesions thickened and mhltrated 
with tuberculous deposits, so that the peritoneal cavity may he divided into several loculi 
of fluid, the abdominal distention being not uniform, and paracentesis only removing part 
of the ascites. 
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v. The mesentery may he* thickened and contracted, and the intestines hound down 
to the posterior parts of the abdominal cavity, so that if there is ascites there will either he 
dullness all over the abdomen, or dullness in front with resonance in the flanks, suggesting 
ovarian cyst rather than tuberculous peritonitis. After paracentesis, a more or less defined, 
irregular, deeply situated tumour may Ik* felt. 

vi. When the caseation affects the mesenteric glands in particular, multiple irregular 
tumours are felt, sometimes but not always associated with ascites. 

vii. Occasionally local thickenings in the abdominal wall are to be felt as the result of 
suhperitoneal inllammatory deposits, especially in the neighbourhood of the umbilicus, a 
condition which may often Ik* mistaken for rigid contraction of the recti muscles or for 
disease of the parietes rather than of the peritoneum : there may Ik* reddening of the skin 
all round the umbilicus, or a spontaneous fa-cal fistula here, either of which art* strongly' 
suggestive of tuberculous peritonitis, particularly in a child. 

It will naturally depend upon the acuteness of the tuberculous process whether there 
will he pyrexia or not, and whether there will he abdominal pain and tenderness. In the 
caseous varieties, whether of the glands, omentum, mesentery, or abdominal wall, pain and 
tenderness are the rule, and the temperature generally rises to 101 F. to 10 f F. each 
evening ( F/g. 75). When the active tuberculous process has become quiescent there may 
still he ascites, though the temperature is subnormal. When paracentesis is performed, it is 
advisable to inject some of flu* lluid into a guinea-pig, to see if the latter develops general 
t ubereulosis during t he succeeding six weeks : or in a shorter time if the guinea-pig has been 
treated previously by recurrent exposure's to X rays, which accelerate* the reaction. The 
nature of the ease may sometimes he suggested by the presence of tuberculous lesions 
elsewhere in the patient's body : for instance, in the spine, kidney, a joint such as the hip 
or knee, glands in the neck, or lupus, though very often tuberculous peritonitis is the only’ 
objective lesion. 
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. fsv/7/r Fluids. It has been stated that c hemical analyses of ascitic fluid often afford material 
assistance in arriving at a diagnosis of its cause ; hut in practice only the broadest conclusions can 
he drawn. The higher the specific gravity, the larger the percentage of albumin, and the greater 
the tendency to spontaneous coagulation, the more definitely’ can one conclude that tin* condition 
is an inllammatory ewidate c.g.. specific gravity 10*25. twenty parts per thousand of alhmnm. 
with a spontaneous coagulation. The lower the specific gravity, the smaller the percentage of 
albumin, and flit* more definite the absence of spontaneous congulat ion, the 
more likely is the condition to he a rmn-intfammafory transudate c.g.. 
specific gravity 1005, live parts per thousand of albumin, and no spun 
t ancons coagulation. There are, however, many intermediate eases in which 
chemical in\ esl igat ion of the fluid leaves one in doubt as to whether the 
condition is influrmnut orv or not. 

It has also been stated that differential analyses nf the proteins are 
hclplul, notably as to whether there is more globulin or more albumin 
present ■, hut it is doubt Vul w bother tins reatK is so. 

Microscopical examinations are more valuable than chemical. The 
< ent ntugah/ed deposit should he examined under the high power: when 
mttammatory it may exhibit many leucocytes, polymorphonuclear cells 
predoini nat ing in acute conditions, small lymphocytes in subacute or 
'hionie affections such as t iihcrculotis peritonitis ; peritoneal cells in eases 

"I mllamniat ion ; and occasionally the diagnosis is clinched hv finding actual fragments < 
growth or hydatid booklets ( I'm. Til). The deposits may also he stained for bacteria, and 
tunes tubercle bacilli, streptococci, st aphy locoeci, gonococci, or pneumococci may he found. 
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investigating ascitic lluid hart eriologieally . however, it is la tter to report 
methods than to rely solely upon films prepared from the deposit. 


o cult oral or inoculat ion 


( 'unmans /writnuitis usually occurs in patients over forty, and the growth is practically 
always secondary . Primary carcinoma of the peritoneum is very rare, and it is usually 
(, <»lloid and not associated with ascites. In secondary cases tin* omentum may he thickened 
and inlilt rated, the* umbilicus fixed, the urachus palpably infiltrated, and nodules and masses 
may develop all over 1 1 it* peritoneum. Kapid cmaciatiem and cachexia art* the rule. A 
large* quantity of fluid may he* prcse*nt. anel if it is blood-stained at the* first tapping this 
,s very suggestive of malignant disease. Ascites may he* the first- and only evidence of 
growth, and it may be mistaken for that e>f tuberculous peritonitis or cirrhosis e»f the liver, 
especially whe n f he* aheleiminai distent ion is so marked that nei nodules can he ielt. Evidence 
a primary growth should always he looked lor with care, especially in connection with 
Ihe stomach, pancreas, colon, rectum, or ovaries. Itcctal examination should never he 
n 5 
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omitted, and if need be the sigmoidoscope may be used. It should not be forgotten that 
useful indication of intra-abdominal malignant disease is sometimes afforded by enlargement 
of the left supraclavicular lymphatic glands by secondary deposits (Fig. 77). 

There is one variety of secondary malignant peritonitis which merits special mention 
namely, that which may result from a proliferating papillomatous ovarian cyst. The 
malignancy of the latter is sometimes relative, so that although there may be thousands 
of papilloma deposits on the peritoneum, causing ascites that may need tapping scores of 
times at short intervals, there may be no other secondary deposits anywhere. The diagnosis 
may Ik* made as the result of careful vaginal examination, or by finding fragments of the 

malignant papillomata in the ascitic fluid, or 
perhaps the case may be regarded as chronic 
‘simple* peritonitis until the abdomen is opened. 

Hydatid cysts in the peritoneal cavity may 
be primary, but more often they are secondary 
to hydatid disease* of the liver. The malady 
is rare in this country, though commoner in 
Australasia and elsewhere. The patient is gener- 
ally an adult and the diagnosis is often obvious, 
though sometimes it may be very obscure. 'There 
may be a large globular tumour in the liver, 
rarely giving the typical hydatid thrill : there 
may be Eosinoimiii.ia (p. *J?1), and an investiga- 
tion of the blood serum in special laboratories 
may show the specific hydatid scrum reaction. 
In some cases in which there art* hydatid cysts 
associated with ascites it is possible to make the 
diagnosis by rectal examination ; one has felt 
globular bodies about the size of grapes in front 
of the anterior rectal wall, and when these have 
been pressed upon to investigate them more fully, 
they have slipped away from under one's finger 
through being pushed up into the ascitic fluid ; 
after waiting a moment the finger hits felt them 
come back into Douglas's pouch. Similar mobility 
of spherical masses in the ascitic fluid may be 
noted elsewhere for instance, in an iliac fossa. The ultimate diagnosis depends upon 
the detection of daughter cysts, booklets (Fig. 76). or scolices (Figs. 6-M, p. tfOO). 

in the fluid obtained by paracentesis or by laparotomy. It is important to bear in mind, 
however, that the absence of booklets docs not exclude hydatid disease, the cysts some- 
being sterile, and in that case not producing booklets. 

Obstruction to the Main Portal Vein. This is most commonly due to enlargement 
■ >j the portal lymphatic, glands by secondary deposits of malignant disease ; it is common for 
the main bile-duets to be obstructed at the same time, so that an increasing depth of jaundice 
accompanies the ascites. W hen there are masses of secondary growth in the liver associated 
with jaundice, or ascites, or both, it is seldom that the hepatic masses are themselves respon- 
sible for the symptoms, these being more often due to the associated deposits in the portal 
lymphatic glands. The diagnosis is made on discovering a primary growth, more often a 
carcinoma than a sarcoma. It is much rarer for the lymphatic glandular enlargement to be 
lymphadenomatous, tuberculous, or due to lymphatic leukaunia. If ascites were a promi- 
nent symptom in any of these conditions it would be regarded as consequent, on affection 
of the peritoneum rather than on obstruction to the portal vein, unless then* were deepen- 
ing jaundice at the same time. In the latter case malignant disease would be simulated. 
General enlargement of the lymphatic glands in the axilla*, groins, and neck, with or without 
evidence of enlargement of those in the thorax or abdomen, together with enlargement of 
the spleen, would suggest either Jymphadcnoma or lymphatic leukaania ; the absence of 
positive blood changes would render the former more likely, for in lymphatic leukaemia there 
is more or less considerable leucocytosis with a great relative increase in the small lympho- 
cytes up to 90 per cent or more (p. III). Only in very rare cases do tuberculous portal 



Vi'j. 77. HukuviMiuTii of tin* loir, su|ir:u*l:i\ ioiilur 
plan. Is in a case of alHloininal maliTiiant ilnoa^i* 
(camnorna of tin- sL'moU colon). A, Enlarged plati'U 
con tain ins-' -cron. Jury prowtli. 
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glanels cause ascites, and when they do the diagnosis must he one of guess-work only, unless 
in association with definite tuberculous peritonitis there were jaundice suggesting obstruction 
to the common bile-duct and to the portal vein at the same time. 

Thrombosis of the portal vein may be suppurative*, in which case there is no ascites, but 
a pyre-xial condition with rigors and possibly jaundice, diagnosed as a rule only when there 
has been some definite inflammatory focus in the portal area, such as appendicitis, which 
might lead to infection of the portal vein. Primary thrombosis of the portal vein is rare, 
and its diagnosis can seldom be more than guessed at. It leads to marked ascites, possibly 
with simultaneous increase in any tendency there may be to piles, and without evidence of 
tuberculous or malignant disease of the peritoneum or cirrhosis of the liver. It is by a 
process of exclusion that the diagnosis of portal vein thrombosis might be arrived at, 
especially if the ascitic fluid withdrawn by paracentesis, when examined chemically, were 
found to contain a relatively very high proportion of coagulable proteins without any par- 
ticular tendency to spontaneous coagulation, and without those polymorphonuclear cells 
or lymphocytes that would be found if the high percentage of protein were due to the 
ascites being inflammatory. 

Tumours of adjacent organs seldom obstruct the portal vein enough to cause ascites 
without presenting other symptoms which suggest the diagnosis. Sometimes, however, 
unless the tumour can be felt, great difficulty may be experienced in determining the nature 
of the case. Carcinoma of the pancreas may be accompanied by glycosuria and the passage 
of fatty stools, together with deepening jaundice, progressive enlargement of the gall-bladder, 
and a positive Cammidck's 1*an( kf.atk H faction (p. 1‘28). On account of the relation of 
the tumour to the aorta, marked transmitted pulsation may be felt in it. and by inflating 
the stomach it may be demonstrated that the tumour lies posterior to the latter. Renal 
tumours may be difficult to distinguish from enlargement of the liver when they are big : 
but they are generally associated with Ai.iu mini hia (p. 4). H.«matcria (p. .*147), or 
Pyrin a (p. 715) : in eases of doubt a cystoscopie investigation accompanied by ureteric 
catheterization may be needed to settle the question. Carcinoma of the stomach, duodenum, 
colon, or suprarenal capsule would be suggested by the position of the mass, or by the gastric 
or intestinal symptoms; if there were ascites accompanying them, it would generally be 
due not to the primary tumour, but to secondary deposits either in the peritoneum or in 
the portal lymphatic glands. 

Aneurysm of the hepatic artery is a pathological curiosity, though in recorded cases it 
has produced ascites and jaundice. The commonest cause of aneurysm of the hepatic artery 
is fungating endocarditis with embolism. 

Diseases of the Liver. 

Cirrhosis of the Liver. When ascites is the result ot this condition, the diagnosis 
is sometimes easy on account of the history of chronic alcoholism, and possibly a history 
of former ha-mateme-sis. mela-na, or jaundice. There may also be acne rosacea and 
telangiectases on the checks or even a bottle-nose, a furred and tremulous tongue, a 
history of morning sickness, cramps in the legs at night, nausea, loss of appetite especially 
for breakfast, epistaxis, perhaps the presence of distended veins round the umbilicus, 
hietnorrhoids, enlargement of the liver, the surface of which is hard and rough and the edge 
irregular and perhaps beach'd, enlargement of the spleen, icteric tinge of the conjunctiva-, 
and a peculiarly sallow, slightly pigmented facies, which is almost characteristic in the- later 
stages of the- malady. Cirrhosis is a slowly progressive disease, sometimes extending over 
twenty years or more, producing a large, smooth, unilobular cirrhotic liver with jaundice 
and a tendency to ha-matemesis in its earlier stages : but later a small liver in which, in 
addition to the unilobular fibrous tissue-, there has developed a much coarser multilobular 
meshwork which, by progressive contraction, has led to the previously large, smooth organ 
becoming smaller, rougher, and harder, until it may some times be so small as to be- no longer 
palpable. Only in the- ve-rv last stage- does it produce ascites. lVople have bee n known to 
be total abstainers for as long as eighte-e-n years or more after the- lirst symptoms of cirrhosis 
have developed, and ye-t to die with a granular, e-ontrae-ted, ‘hob-nail' liver and ascites. 

Perihepatitis. A ease of cirrhosis of the liver seldom survives le>ng after it has first 
be-coine- ne-c-e-ssary te> tap the abelomen, and when paracentesis abdominis has to be performed 
more- than one-e e » r twde-e- in a e-ase* supposed te> be- eirrheisis, this points te> the diagnosis being 
wrong, the- e-ase being one, not e>f cirrhosis, but of perihepatitis. This is not always so. 
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however, for it happens sometimes that even when the aseites was originally due* to cirrhosis, 
the repeated tapping produces perihepatitis, the greatly thickened capsule of t I k* liver 
being the result of multifile tappings for what was at first cirrhotic ascites. It is exceedingly 
difficult to be certain of the diagnosis of simple perihepatitis : the condition is really only part 
of a chronic peritonitis. The capsule of the liver becomes much thickened, and it contracts 
and distorts the organ, and rounds the edge, or else turns it up or under, in a way which is 
characteristic. It is only if this curled-under or turned-up edge can be recognized that 
perihepatitis can be diagnosed with certainty. Syphilis may be the cause in some cases. 

Ascites associated with carcinoma or sarcoma of the liver is usually accompanied by 
intense jaundice, and there is always doubt as to whether these symptoms are not due 
rather to coincident affection of the portal lymphatic glands than to the deposits in the liver 
itself. The latter becomes much enlarged, very hard, the edge often coming well below the 
umbilicus. Probably the largest livers that occur are dm* to secondary carcinoma or sar- 
coma. They may reach a weight of 22 lb. or more. Besides being very hard, the liver may 
be tender, and umbilieated nodules may be felt on its surface. Primary growth of the liver 
is exceedingly rare, and though it leads to progressive and deepening jaundice, it does not 
often produce ascites. Secondary growth is so much more common that it is important to 
look for the primary growth elsewhere with great care before primary growth in the liver is 
diagnosed. Ketinal and rectal examination should not be omitted ; and Cammidge's pan- 
creatic reaction (p. 128) should be tested, in case* the primary growth lx* in the pancreas. 

Syphilis may produce local peritonitis over a gumma : it may also lead to general 
chronic peritonitis and thus to ascites. The diagnosis is made upon the history, upon the 
signs of syphilis elsewhere, and upon Wassermanns serum reaction. 

Hydatid disease of the liver seldom of itself causes ascites, though it may be* associated 
with coincident affection of the peritoneum with ascites. 

-Abscess of the liver occurs more often without ascites than with it : but by infecting 
the capsule of tin* liver and thus producing local acute peritonitis it may lead to serous 
exudation and ascites unless the perihepatitis becomes localized by adhesions. 

We may now pass on to consider those cases in which, if the history is correct, there has 
been swelling of the legs before, or at any rate not later than, swelling of the abdomen : and 
if oik* follows the classification as given on pages and 62. one comes next to : 

1. Obstruction of the Inferior Vena Cava above the Hepatic Veins. This is rare, 
and will seldom be diagnosed unless there is either: (a) Clear evidence of extension id throm- 
bosis to the inferior vena cava from a previous thrombus in one leg, associated with exten- 
sion of oedema up the back, followed by albuminuria and perhaps haanaturia when the 
renal veins are involved, and then by ascites, together with varicose distention of the 
abdominal veins and reversal of the blood-stream in them : or {h) A history or the physical 
i(, 'ns of chronic mcdiastitiifis , which generally results from recurrent attacks of pleurisv 
pericarditis, especially rheumatic, or of intrathoracic //ere grazeth, which is distinguished 
in chronic mediast in it is by the shorter history and by the X-ray appearances. (E/g. 120. 
p. 186.) (See V k ins, Vaiuc osi: Abdominal, p. 608 ; and Yi.ins, V vmcosi: Tmui \cic\ p. 010), 
5. Chronic Failure of the Right Side of the Heart (Backward Pressure). Ascites 
as the result of backward pressure* in chronic heart and lung disease is ncarlv alwavs preceded 
by swelling and (edema of the legs. Careful examination of the* heart and lungs, a history 
of acute rheumatism, or of recurrent winter cough, or an abundant and offensive periodic 
expectoration, may suggest valvular disease of tin* heart, chronic bronchitis and emphysema, 
or fibroid Jung with or without bronchiectasis, to account for tin* aseites. Xutim h iT liver 
also results in these cases, the enlargement varying to some extent with tin* degree of heart 
failure, the surface of the organ being smooth, tender, with a well-defined edge which mav 
reach below the level of the umbilicus in the right nipple line, and sometimes pulsating 
synchronously with the heart. The urine is apt to contain albumin, and when the heart- 
failure has reached an advanced degree it may be exceedingly difficult to say whether it is 
due to primary valvular disease, primary lung disease, primary kidney disease, primarv 
arterial disease, or to primary affection of the muscle of the heart (see p. 17). The 
importance of casts in the urine in the differential diagnosis has been referred to under 
Albl mini kia (p. 8), where the significance of the blood-pressure, of retinal changes, and 
so forth, are also discussed. 
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The valvular heart lesion most apt to he mis-diagnoscd in coni.eet.on will, ase.tes is 
nitral stenosis : for hv the time the heart failure lias reached a sulhe.ent degree to eause 
..seites, characteristic limits, especially the presystolie, become no longer audible ... many 
cases The heart beats very rapidly and irregularly from auricular hbr.llation, and no 
I, mils mav be audible at all. Mitral stenosis may still be suggested by the ehaiactcrist 
facies (/-'/«. 78), with its yellowish pallor of the forehead and around the nose and mouth, 
with' bright or dark red coloration of the lips and over the malar bones and upper portions 
of the cheeks ; or by the history of acute rheumatism or chorea though absence of such a 
history by no means excludes valvular heart disease. It may, however, be impossible to 
s-,v whether there is mitral stenosis or not until the patient has been kept m bed. gi\ 
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digitalis, and watched for a week or more, until there is some degree of recovery ol * he 
cardiac compensation ; by which time the characteristic bruits of mitral stenosis very often 

return with the inrreasing iorct* of the heart s beat. 

Some of the hardest of heart-failure eases to diagnose with eertainty are those due o 
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tion, or an aortie svstolie bruit due to atheromi. , 

the physical signs do not suggest valvular disease ; the urinary changes and tlu ,s ‘ ( 
easts do not suggest nephritis or granular kidney : the blood-pressure 

arteriosclerosis ; the lung signs do not suggest bronchitis and emphysema, or fibroid _ g • 
so that some mvoeardial affection is all that is left to diagnose. 


If there is a history of the 
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drinking of much alcohol, particularly beer, primary alcoholic hear / may be suspected. 
Fatty superposition would be suggested il there were general obesity with shortness ol bieatli 
on ordinary exertion : whilst overloading of the surface of the heart seldom occurs without 
sonic fatty infiltration at the same time. Fatty degeneration is more likely after a long illness, 
or chronic poisoning by phosphorus, arsenic, or lead, or by the toxins associated with severe 
anaemias, such as pernicious or aplastic anaania. Fibroid heart is very difficult. to dist inguish 
1‘rom fatty heart, but it is the more likely in a syphilitic patient, particularly if the patient 
is not obese and if there is syphilitic aortic regurgitation or angina pectoris. With any 
of these changes it is unlikely that the dimensions of the heart remain normal ; its increased 
size mav be indicated by the displacement of the cardiac impulse outwards to or beyond 
the left nipple line : or by the increase in the area of precordial impairment of percussion 
note ; no physical method of examination, however, is so certain in determining the size 
of the heart as is screening with the X rays, with which the transverse diameters of the 
shadows of the ventricles, auricles, and aortic arch may be measured with a ruler. The 
ventricles should not exceed 5J inches in a woman, or <i inches in a man, in maximum 
transverse width, but when they are affected by myocardial or other disease they may be as 
much as <) inches across without the fact being particularly obvious until X-ray screening 
is resorted to. Electrocardiographic records may also be of great assistance' in determining 
the existence of myocardial changes (p. but not in deciding between fatty and fibroid. 

Adherent pericardium is not in itseli an explicit term, for there are three different condi- 
tions which come under the one heading. There may be : (1 ) Adhesions between the parietal 
and visceral layers of the pericardium ; (12) Adhesions between the parietal pericardium 
and the structures around it, particularly the pleura*, diaphragm, and chest wall ; or (il) 
Adhesions both of the parietal to the visceral layer of pericardium and of the parietal layer 
to the structures outside it — really a form of chronic mediastinitis. It is clear that tin 
physical signs will differ according to which of these three things is present. That which 
ought to be implied strictly by the term adherent pericardium is adhesion of the parietal 
to the visceral layer, without any other adhesions whatever, and of this condition there 
are no positive physical signs at all, nor need there be any symptoms. The diagnosis is 
generally made by guess-work, the patient being known to have had pericarditis, or being 
suspected of having had it because of having suffered from acute rheumatism with severe 
complications, and the heart now being found much larger than it ought to be in proportion 
to the apparent valvular disease as indicated by the bruits. It is common, however, lor the 
parietal and visceral layers of pericardium to be universally adherent without the heart 
being big, and without there being any ill effects at all, the condition being met with post 
mortem in patients who die of something quite different. It is when the parietal layer 
has become adherent to the visceral layer when the heart was already dilated at the time of 
Mm pericarditis that symptoms subsequently accrue, the result rather of the inability of the 
.i i ready big heart to maintain sufficient hypertrophy than of any intrinsic interference 
with its action bv the adherent pericardium itself. Fatal mechanical failure of the heart 
before puberty in a patient who presents no symptoms of rheumatic reinfection points to 
adherent pericardium. 

Adhesions between the parietal pericardium and the structures outside it, without any 
adhesion between the parietal and visceral layers within the pericardium, are exceedingly 
common, generally resulting from former pleurisy. The former inflammation must have 
extended outside both the pericardium and the pi curie, so that it was really a mediastinitis ; 
but clinically the condition is seldom spoken of as mediastinitis, because it is of very little 
importance, and in itself produces no symptoms ; the physical sign which might suggest it 
is deficiency ill the movement of the position of the cardiac impulse to the left or to the right 
as the patient rolls from one side to the other ; the condition is very likely the cause of 
some of the queer little bruits that are so often met with in patients who have no disability 
and yet who are apt to have their lives spoiled by their being diagnosed as valvular disease 
eases merely because there is a bruit, it is only experience? that can help one in deciding 
that such bruits are exocard ial and unimportant : the tendency should be rather to exclude 
than to diagnose* organic valvular heart disease if there are no symptoms, and if the site, 
direction of transmission, and general character ol the bruit do not compel one to the 
more serious alternative. 

The third variety of adherent pericardium —namely, that in which there are adhesions 
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between tlx- pimctid and viseenil layers and between the parietal layer and the chest wall, 
pleura-, and other structures outside it is really a combined condition of adherent pencai- 
dium and mediastinal adhesions which, when an extreme decree is reached, becomes what 
is known as chronic mediastinitis. Here again. it is possible for neither symptoms nor 
physical sums to present themselves, the condition being found unexpectedly in the pos - 
mort.cn. ' 0011 . : but on the other hand it may he the cause of grave cardiac disability, and 
it is this condition which is gem-rally diagnosed under the name of adherent peri- 
cardium. Then- mav be a history of former pericarditis, pleurisy, or both, probably 
rheumatic. The heart will he large out of all proportion to any valvular disease that is 
present . without there being other obvious cause for its hypertrophy and dilatation, such as 
nephritis, arteriosclerosis, hard work, alcoholism, fatty or fibroid heart, or chrome lung 
disease If the parietal pericardium is adherent both to the pleura- and to the diaphragm 
particularly the latter there will very likely he retraction of the lower left ribs posteriorly, 
synchronous with the heart beat, known as Broadbents sign : this is generally regard* < 
as pathognomonic of adherent pericardium, and it certainly is very suggestive ot tins 
lesion • but it mav be present with hypertrophied hearts to which the pericardium is no 
adherent . It needs to be looked for with some care : the observer watches the posterior 
profile of the left ehest : small movements obviously due to cardiac and not respiratory 
action are to be seen in the ninth, tenth, or eleventh intercostal space in the line ol the 
scapula, or just outside this: irregularity in the hearts action often renders these visible 
only now and then perhaps only when a strong heart-beat, happens to coincide with the 
most favourable phase of respiration. Another physical sign which is regarded by some 
as indicative of general pericardial adhesions is an ingoing impulse in the third 01 louitli 
intercostal space between the hit nipple and the left border of the sternum, synchronous 
with an outgoing impulse nearer the apex, giving an oscillating or see-saw appearance 
to the p record in! region some of the- intercostal spaces moving inwards at the same tune 
as others move out with the heart beat. The probable cause of the ingoing movement 
nearer the sternum when the part of the heart which is nearer the apex causes the ordinar% 
nut iming impulse, is the visible withdrawal of the hypertrophied light ventricle as it con- 
tracts : so that this see-saw appearance in the precordial region is indicative meie > <> 
great hypertrophy of the right ventricle without proving decisively what is the cause ot 
this hypertrophy. Amongst, these causes is adherent pericardium : but a similar appear- 
ance is often seen in cases of extreme mitral stenosis of long standing, even when t icre 
is no adhe rent pericardium, and it may result from any cause of cardiac hypertrophy 111 
which the right heart takes part. 

(i. Bright s Disease may produce ascites in more ways than one : the e usiuii nia > » 
for instance, simply he part* of a general anasarca, the accumulation of the ascitic fluid m 
the peritoneal cav'itv corresponding precisely with its accumulation in the subcutaneous 
tissues: or the Bright's disease may lead to acute or chronic peritonitis ot the types 
described abo\c : or, especially in chronic eases associated with pale or reel granuar 
contracted kidneys, there- mav be- failure of the dilated and hypertrophied heart, with 
ascites, which may be- very difficult to distinguish from that of primary heart disease: 
especially as the greater part of the associated albuminuria is now the result ol the heart 
failure rathe r than of the- renal sclerosis, and easts may seem unduly few in proportion to 
the albumin. If the- blood-pressure- is very high the- diagnosis is more likely to be arterio- 
sclerosis or granular kidney than primary heart failure, though, curiously enough, the 
blood-pressure is generally above normal in heart failure from any cause, even when the 
pulse is as irregular and feeble as it often is in the late stages of mitral stenosis. Hus 
terminal rise of blood-pressure in heart eases probably results from the partial asphyxia. 

7. Severe Anaemias often cause ascites, but they do not give rise to much. difficulty in 
diagnosis, because the subacute or chronic peritonitis which is the cause of the ascitic 
e xudate in these eases arises, as a rule, comparatively late in the disease, alter the diagnosis 
has been made on other grounds, by blood-counts and otherwise. (See An-kmia, p. : 
Spi.f.kn, Eni.auckmknt of, p. 774 ; Lymphatic Gi.and Km ahokmknt, p. 47 1.) One need 
not do more here than refer to the huge enlargement of the spleen without lymphatic glan- 
dular enlargement, and the great lcucoey tosis with a large proportion ot myelocytes in 
snlcmnmduUam h ularwia ; the considerable leucoeytosis, the enlargement of the lymphatic 
glands and probablv of the spleen, and the great relative increase of the small lymphocytes, 
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in hiniiiludic leulavmin : the enlargement of the lymphatic glands and of the spleen, and the 
absence of any positive blood changes, beyond ainemin of the chlorotic type without leueo- 
evtosis, in Hodgkin's disease ; the enlargement of the spleen, the absence of lymphatic 
glandular enlargement, and the occurrence of a progressive and ultimately severe amrima, 
of the simple chlorotic type without leucocytosis, but with an occasional myelocyte and 
basophil corpuscle, in splenic amentia when it has reached the stage of cirrhosis ol the 
liver 1 t:ii it i 's disease ; the profound anaemia and the high colour-index without leucocytosis, 
in pernicious ana-mia : the severe anaemia suggestive of pernicious ana-mia. but with a 
persistently low colour-index, in aplastic ana-mia : and the splenic- enlargement with 
profound chlorotic anaemia without leucocytosis, in pseudoleuhirmia infant uni. The 
differential diagnosis of familial splcnomegalj /. acholuric jaundice , Egyptian splenomegah /, 
and hala-azar is discussed elsewhere ; in all of them ascites is a late or terminal phenomenon, 
the diagnosis depending upon earlier symptoms, especially the enlargement of the spleen. 

8 Chylous Ascites is not in itself a specific malady, for there is more than one 
condition in which the ascitic fluid may appear like milk. This may result from obstruc- 
tion to the main abdominal lymphatics, particularly the receptaculum chyh and thoracic 
duet ; or from their rupture after injury to the abdomen : more often the condition is 
associated in this country, in some way which is not fully understood, with the peri- 
tonitis of chronic Bright's disease , or of Icularm in. The best-known tropical cause for 
chylous ascites is Filaria sanguinis hoininis with elephantiasis. In rare eases the second- 
ary deposits of malignant disease may be such as to obstruct the thoracic duet and 
so' produce the chylous condition of the ascitic fluid. Chyluria may or may not occur at 
the same time. The chylous ascites of chronic tubal nephritis may be associated with 
U pant in precisely similar to the lipa-mia of diabetes mcllitus ; curiously enough, hpanua 
may be present in chronic tubal nephritis without its being suspected at all ; the condition 
of the blood being discovered accidentally somet imes, for instance, when a specimen has 
been taken for testing the Wassermann reaction (Fig. p. .'hit) : such lipa-mia may be 

present without any ascites at all, or the ascites that may be present may be clear even 
when there is lipamia. 

There are two types of chylous ascites, one in which actual chyle accumulates in 
the peritoneal eavitv as the result of direct leakage from the thoracic duet or receptaculum 
true chylous ascites ; the other in which the condition is in the main one of ascites, but the 
fluid becomes milkv-looking from little-understood chemical changes taking place in it. 
particularly in the proteins. This is termed chyliform ascites, or pseudochylous ascites. 
There is much more real fat in the former condition than in the latter ; but chyliform ascites 
is commoner than true chylous ascites. The diagnosis between the two is afforded by 
chemical and microscopical’ analyses of the lluid obtained by tapping, the chief points of 
distinction being as follows : — 


C fujlous Ascitrs. 

]. The lluid tends to accumulate very 
rapidlv, and in consequence large volumes are 
removed at paracentesis. 

2. Generally yellowish-white in colour and 
less perfectly emulsified. 

8. Degree of opalescence more or less con- 
stant at successive tappings. 

4. Possesses an odour corresponding to the 
odour of the food ingested. 

5. Microscopically the lluid contains line l'at 
globules, but very few cellular elements. 


6. Generally shows a distinct creamy layer 
on standing. 

7. Specific gravity generally exceeds H)12. 

8. Depression of freezing point about 0'51 ( . 

and approximating that for chyle. 


('htfliform Ascites. 

]. Collects more slowly, the volume of the 
fluid varying with the exciting pathological 
condition. 

2. In colour a pure milky-white solution in 
the form of an almost perfect emulsion. 

The opalescence generally increase's or 
diminishes at successive tappings. 

4. Odourless. 

f>. Microscopically the quantity of free fat 
is variable ; often numerous line, highly retrac- 
tile granules are present, and these do not give 
t lie reactions for fat. Cellular elements may 
be numerous and often contain fat ; sometimes 
very scanty. 

<>. A cream may or may not form, but it does 
not affect the opalescence ; a sediment fre- 
quently settles out. 

7. Specific gravity less than 1012. 

8. Depression of freezing point ranges from 
0\>(> to 001 , and thus corresponds to the 
figures for blood serum. 
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( It ijloHs . iseites. 

9. Total solids vary considerably, but usually 
exceed 1 per cent. 

10. The total protein content generally ex- 
ceeds 3 grin, per cent, and ol this the serum- 
albtunin is the largest fraction, globulin occurring 
only in traces. 

11. Mueinoid substitutes absent. 

l‘J. The fat content is generally high, varying 
from 01 to t per cent. The i'at corresponds 
in all its properties to the fat contained in the 
food that is being taken. 

10. Of the lipins, cholesterol is invariably 
found, and lecithin only occurs in traces. 

I I. There is no evidence of the presence ol a 
li pin -globulin combi nut inn. 

1.-,. The sa,ts a,ul die organic- substances 
present approximate* to the* values found for 
chxle obtained from the* thoracic duet. 


('huli farm Ascites. 

t). Total solids rarely exee-eel 2 per cent. 

10. The protein constituents vary between 
1 and 3 grin. pe*r e*e*nt , and ol these the 
serum-globulin occurs in appreciable cpiantities. 

11. Mueinoid substances present,. 

12. The* fat content is gene-rally low, and it 
may he* present in t race-s only ; in its melting and 
e*he*mieal composition it does not vary ]>un passu 
with variations in the- kinds ol fat that are 
be-ing eaten by the patient. 

13. The- most characteristic lipin is lecithin, 
though ehole-st e*rol is oee*asionally presc*nt . 

I t. 'Fht* le*e*ithin is mainly e*ombine*d with the 
globulin, and this combination is usually the- 
e*ause* of the opalescence ol the lluiel. Such 
11 (i i e Is resist put re-fact ion. 

The salts and organic* materials correspond 
close-1 v to those of lymph and serous fluids. 


<* Semi-starvation as a cause of ascites is generally diagnosed from concomitant 
circumstances. It was common in Kuropc .luring the great war. When people have been 
compelled l>\ famine to subsist for long periods upon dietary inadequate m variety as we 
as in amount various illnesses of malnutrition may result. The total calories in the food 
eaten mav sullicc to maintain a hare existence, hut disease ensues. Ben-beri, often with 
.edema of the h-s. is a familiar result of long-continued eating of decorticated rice as the 
main staple of diet : general .edema of the whole body, simulating Bnghf s disease, was 
often met with in Germany and Hussia from famine dietary in the war; and a certain 
number of people suffering from anasarca from Ibis cause exhibited ascites as part of their 

, * _ lf . Herbert French. 

gene ral (i-derna. 


ATAXY is the term used to describe voluntary movements which are imperfectly 
controlled or co-ordinated. It is displayed in its simplest form by infants under the age 
,,f „ m . year. In pathological states it is often a symptom of great diagnostic importance. ; 
hut hef. ire its value as a localizing sign of disease call be utilized it is necessary to 
appreciate broadlv the ph vsiologieal mechanism by which co-ordination is brought about, 
and the possible situations of a lesion able to disturb the smooth working of that mechanism. 

die proper co-ordination of voluntary movement, impulses from the muscles, tendons, 
joints, and skin of the part which is moved must reach the brain. These impulses are 
of t wo kinds 

1. S.aisorv afferent impulses which are carried to the cerebrum by way of the peripheral nerves 
(.oil s and liiirdaeh s posterior columns of the cord, the graeile and eimeate nuclei in the medulla 
ol.l.moaln, the fillet , and finally from the basal ganglia to the cortex in the neigh hourhood of t i 
motor area. These impulses cross from one side ol the body to the opposite hcnusphcK . tin 
crossing taking place in the medulla. 

•* \-.m-sensorv afferent impulses, so-called because they never reach consciousness, pass 
rmm'thc peripheral structures concerned in movement, by vyay of the peripheral nerves ^m. tl.e 
•isecnding cerebellar tracts of the cord, to t lie cerebellum, and principally to the cerebellar lob* ol 
he same side of the body. In some manner which is not perleetly understoo. Im m vrtneh 
preservation of muscular tone is probably concerned, the co-open, lion of I he cere Ik u 11 is r r.d 
if movements initiated in the motor area of the cerebrum are to he earned out in a eo-ordinat. 
maimer. 

Not onlv must these two sets of impulses reach the brain, but the parts ot the hram, 
cerebral ami cerebellar, which form their destination must, also be intact if voluntary 
movement is to lie carried out with accuracy and co-ordination. 

From t lie clinical point of view it is necessary to ascertain in the hrst place whether a 
patient is ataxic, and in the second whether the ataxy can be attributed to the loss of the 
sensorv or noii-seiisorv afferent impulses. In some eases the ataxy is obvious ; m otic is 
it can lie delected onlv hv the careful application of certain tests. For instance, a pa it 1 
mav walk into a wcli-lightc.l room with perfect ease and without anything 
in liis gait, hut if he is asked to walk along a line, placing one loot exactly m front of another. 
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he may at once display liis lack of co-ordination. Such ataxy may he just as important 
from a diagnostic standpoint as the imperfect attempts of an advanced tabetic patient to 
walk even when supported by companions on either side. It is the* quality and not the 
quantity of a defect which gives the needed information. 

The co-ordination of movements performed by the upper extremities must also be* 
investigated with the same eare. The patient may handle his stick in quite a natural 
manner, but if asked to unbutton and button his coat, to touch the tip of his nose with the 
tip of his finger, to write, etc*., he may fail to convince tlu* obse rve r that his control of fine 
movements is up to the normal standard. 

Having ascertained the existence of ataxy, tlu* next step is to decide whether it is 
dependent on the* le>ss e»f sensory or lion-sensory afferent impulses, or on the imperfec t 
function of the cerebrum or cerebellum. If the* ataxy is due* to loss of se nsory impulse s 
it will be* increased by the loss of visual impulses brought about by closing the* eyes 
Romberg's sign. It will also be possible to demonstrate the* loss of sensory impulse s by 
asking the patie nt to describe the position of a limb with his eyes closed alte r it has be en 
moved by the observer. When these two tests are positive*, it may be assumed safely that 
the lesion affects the lirsl set of impulses or their cerebral de stination. 

If, on the other hand, the* ataxy is uninfluenced by closing the eyes and the* patient 
is perfectly accurate* in describing the* position of his limbs, it is probable* that the* cere be llar 
tracts are at fault, or the cerebellum itse lf. 

For further localization of the* lesion in any particular e*ase* it will be* nece ssary to take* 
into account, concomitant phenomena. 

Interference with the passage of impulses necessary for proper co-ordination may be* 
provoked by lesions in (1) The peripheral nerves ; (2) The spinal cord ; (l\) The brainstem ; 
(4.) The eerehrmn ; and (5) The cerebellum. Fet us now consider the* effec t of lesions in these* 
different regions, and the diagnostic* e vidence* as to their localization afforded by ataxy. 

1. Peripheral Nerves. A severe* lesion of a peripheral ne rve* must lead to ataxy of 
movements performed by the muscles to which it is distributed : a se ve re* le sion will also 
paralyse the muscles, however, and thus prevent any ataxy beam* demonstrated. Less 
severe lesions, such as occur in slight c*ase*s of peripheral neuritis, allow of some* voluntary 
movement, so that ataxy becomes demonstrable. Thus a ease* of peripheral neuritis of 
alcoholic or diphtheritic origin may show impaired strength, together with ataxy in all 
four limbs. The diagnosis of a peripheral nerve affection in such a e*ase* will depend on 
the following points : 

In the first place, the symptoms will be* found to be symmetrical, and in the* affec ted 
limbs the impairment of strength will be* most marked in the* e xtensors of the wrists and 
ankles. 

Secondly, slight amesthesia to cotton-wool may be* detec ted ove*r the* glove* and stoc king 
• ireas. With regard to pain, there may be blunted cutaneous sensibility to the* prick of a 
ve*r the same* area, but almost constantly dec*}) pressure on the* affe*e*ted muscles will 
, ablish the fact that these tissues are abnormally sensitive*. 'Phis is a most important 
point in diagnosis, because* it strikes an essential distinction between cases of ataxic peri- 
pheral neuritis, sometimes described as pseudo-tabe*s, and cases of true spinal tabes, in 
which it is an almost invariable rule to line! diminution or loss of painful sensibility on 
squeezing the* muscles — analgesia. 

In the third place, the tendon reflexes will be* markedly diminished or completely 
absent, while* the* plantar reflexes will probably be* unobtainable. 

Fourthly, the use* of electrical currents upon the muscles will show that the* response* 
tc> faraelie currents is materially lessened or abolished, and that the* contraction excited by 
the make* and break of the galvanic current may be of the slow, worm-like* type* so charac- 
teristic* of the redaction of degeneration (p. 724). 

The ataxy of peripheral neuritis has in itself no reliable characteristic to distinguish 
it from ataxy due* to spinal disease. That if is chic* to a lesion of the peripheral ne rve s is 
concluded, not from the nature* of the* ataxy, but from the* presence of othe r symptoms 
also referable to interference with the functions of the nerves. The* gait is unsteady, and 
the patient, keeps his legs apart in order to lessen the tendency to lose his balance*. The* 
clumsiness of the* upper extremities may be* demonstrated by his inability to bring the* 
first finger of one* hand accurately into apposition with that of the other, or to touch 
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the tip of his nose with either. Both the unsteadiness of gait and the awkwardness of the 
fingers are exaggerated if he attempts to walk, or carry out movements with his hands 
when his eyes are closed. A tendency to high-steppage will be noticeable in walking if, 
in addition to the ataxy, there is well-marked paresis of the dorsiflexors of the ankles. In 
such a ease the patient is obliged to lift the feet to an unusual height in order to clear the 
ground, and the fact may be noticed first from the way in which he wears through the toe 
end of his boot-soles with a rapidity that was not formerly the ease 

2. Spinal Cord. -The ataxy due to disease of the spinal cord is seen best in tubes 
ilnrsalis . in which malady degeneration of the posterior column ascending tracts occurs 
early, and in which, consequently, the patient does not receive the normal impulses from 
the muscles, tendons, and joints so necessary for the preservation of his sense of position 
and movement. Contrary to popular ideas, gross ataxy is met with only in a small pro- 
portion of the eases of this disease, and it is often necessary to apply delicate tests to 
demonstrate its presence. The patient's gait may not be remarkable in good daylight, 
but he may complain of its uncertainty in tin* dark, or he may be obviously ataxic with his 
eyes closed. Another patient may have noticed nothing amiss with his walking in the 
ordinary way, but if he is asked to follow a line on the floor, placing one foot exactly in 
front of t lie* other, his impaired power of balance will become apparent, especially if he is 
directed to accomplish this test with his head raised and his eyes fixed on something in 
front of him instead of upon his feet. 

In eases of moderate tabetic ataxy the gait and stance of the patient are remarkable 
for tlie wide base hi* assumes, and his tendency to guide his feet by means of his vision. 
Romberg's sign can be obtained easily. This sign is not diagnostic of tabes, as is so often 
assumed, but is merely used for the purpose of ascertaining whether the removal of visual 
impulses will convert a condition of stability into one of instability. Many, if asked to 
describe Romberg's sign, reply, " You direct the patient to put his feet together and close 
his eyes : if he sways or falls, the sign is present." This is obviously incorrect, because 
the patient may sway even before his eves are closed. In order to test a patient for this sign 
he must be directed to stand with his feet as near together as he is able to do with steadiness, 
and, having established his stability in that position with open eves, he must be told to 
close the latter. If he then sways or tends to fall, it is clear that he had been depending 
on his visual impulses, and that, without their aid, the impulses derived from his legs 
and trunk were insufficient for the preservation of his equilibrium. \Ye have in this test, 
therefore, a valuable method of ascertaining whether the function of the posterior columns 
is being carried out normally. 

To judge from the descriptions given in some text-books, the typical gait of tabes is 
one in which the legs are thrown into the air and the feet brought to the ground with a 
more or less noisy stamp. As a matter of fact, this type of gait is seen only in a small 
proportion of eases, and is rarely observed except when the patient is depending for support 
either on a couple of sticks or on one or two attendants. In other words, he has become 
so ataxic that he cannot walk unsupported, and, being supported, he no longer attempts 
to control the exuberance of his leg movements by means of his sight. 

Tabetic ataxia in its moderate and extreme degrees can be demonstrated when the 
patient is at rest in bed, by asking him to carry out accurate movements with his hands 
and feet, with and without the aid of his vision, in slighter degrees the fact that the ataxia 
is dependent- on interference with his sense of position and movement may be proved bv 
asking him to describe the position of a finger or toe which the observer moves in different 
directions whilst the patient is prevented from seeing it. Sometimes it is as well in testing 
this sense in one limb to ask the patient to place the corresponding limb in the same 
position, when the error will be made more obvious. 

The diagnosis of tabes cannot be made from the character of the ataxy alone, since in 
other discuses, such as Friedreich's ataxy, disseminated sclerosis, or combined degeneration 
of the cord, there is or mav be sclerosis of the posterior columns resulting in similar inco- 
ordination. It, is important, therefore, to remember that in tabes the posterior roots are 
affected also, and that there is very often some interference with other afferent impulses, 
especially those which convey sensations of pain from the muscles and skin, and those 
which are concerned with the deep reflexes and the maintenance of muscular tone. Thus, 
in this disease one of the earliest symptoms is relative analgesia to pin-pricks and to deep 
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pressure on the muscles in the lower extremities ; at the same time it must not he forgotten 
that, the tabetic phenomena may he limited to the upper extremities (cervical tabes). 

Ill Friedreich's aloxtl, dissent i aided sclerosis, and other spinal disease, as well as in some 
eases of tabes, the ataxy due to the lesion of the posterior columns may be complicated 
and intensified by the fact that there is also interference in the path of the non-sensory 
afferent impulses, which pass from the extremities to the cerebellum via the ascending 
cerebellar tracts in the spinal cord. If this form of ataxy is present, the help which the 
patient derives from vision for the purpose of controlling his inco-ordmntc movements is 
largely discounted, and lie may be as ataxic with open as with closed eyes. 

In some lesions, such as those resulting from syringomyelia or acre grmeth of the spinal 
cord, only one side of the cord may be affected, and a Brown-Scquard form of paralysis be 
exhibited (p. 008). If the paralysis is not complete, some ataxy may be observed in the 
paretic limb. 

3. The Brain-Stem. Lesions of the medulla, pons, or crura cerebri may produce ataxy 
if they interfere with the passage of eit her sensory afferent impulses to the cerebrum or non- 
sensory afferent impulses to the cerebellum. The cerebellar impulses can be interfered 
with o'nlv at the medullary level ; that is to say, before they have passed into the cerebellum 
via the inferior peduncle. A good example of hemiataxia of this origin is afforded by any 
case of thrombosis of one posterior inferior cerebellar artcri). This uncommon condition 
affects the structures on one side of the medulla, and is characterized by hemiataxia of the 
homolateral limbs, together with loss of sensibility to pain, heat, and cold on the contra- 
lateral side. The ataxy is of the cerebellar type ; that is to say. it is not associated with 
loss of sense of position and movement in the affected limbs, and is little influenced by 
closure of the eves. Above the medulla, lesions which are capable of producing ataxy by 
interfering with the sensory impulses from the muscles, joints, and tendons usually cause 
paralysis of the same parts, so that the co-ordination is more latent than real, and therefore 
of little diagnostic importance. 

4. The Cerebrum. From the basal ganglia to the cortex the path of the ailcient 
impulses necessary for co-ordinate movements lies near to that of the efferent impulses 
from the motor area, and it is only rarely that lesions affect the sensory fibres and leave 
the motor intact. Every now and then, however, a patient, complaining of loss of use of the 
limbs on one side is found to be suffering from impaired sense of position and movement 
in those limbs rather than from paralysis, llis co-ordination may be fairly good so long 
as he can utilize his vision, but with closed eyes he has no notion of the position of lus arm 
or leg, and no knowledge of the nature of objects placed in his hand (astereognosis). I Ins 
may even be the ease when other sensory stimuli, such as those of touch, pain, and heat, 
are appreciated perfectly. A similar condition may be observed during recovery from a 
slight hemiplegic ‘stroke’, the patient displaying a degree of clumsiness and awkwardness 
with his lingers quite out of proportion to his loss of voluntary power. A process of 

lueat ion^for finer movements, similar to the education of early life, is necessary before 

is able to overcome this form of ataxy. 

Ataxic movements are not uncommon in the subjects of infantile hemiplegia. I he 
hand on the affected side may be permanently clumsy and incapable of carrying out the 
delicate manipulations necessary for writing, sewing, etc. In other eases all voluntary efforts 
are interfered with by the constant presence of involuntary movements of an athetotic, 
choreiform, or tremulous character, sufficient to prevent their attaining an^y dext(iit\. 

Whatever the nature of the lesion, cerebral ataxy is generally charactei ized b\ its 
hemiplegic distribution, and by its increase when the eyes are closed ; generally the loss 
of impulses subserving the sense of position and movement, and often of other sensory 
impulses, can be demonstrated by suitable tests. 

5 The Cerebellum. Cerebellar ataxy may be unilateral, as in some eases of tumour 
of one lateral lobe, or bilateral, as in the acute cerebellar ataxia of children due to encephalitis. 
In unilateral eases the ataxy is most marked on the same side as the lesion, and is associated 
with hypotonia and some paresis of the affected limbs. On the other hand it is important 
to note that the reflexes oil the affected side are normal, that the ataxy is not accompanied 
by any loss of sense of position and movement, and that closure of the eyes does not 
materially increase the patient’s disability. The ataxy often differs from that due to 
disease of the posterior spinal column in that it is complicated by \eitigo. Ibis ma\ take 
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tlu* form of a sensation of rotation on the* part, of the patient, or of rotation of surrounding 
objects, sound ime*s of both. The vertigo and the ataxy arc* generally niueh le*ss noticeable 
in the recumbent position. The cerebellar gait resembles that of a drunken man ; the 
patient reels from side to side, with a general tendency to deviate or fall to the side of the 
lesion if only one lobe is affected. He is unable* to balance himself properly on the* homo- 
lateral foot, and bis manual dexterity is impaired, so that be* may be unable* to fe*c*d or 
clothe himse lf. The ataxia is not always limited to the* trunk and limbs, but may affect 
tile* tongue*, lips, palate*, and voe*al cords, so that their movcme*nts may be controlled 
imperfectly, and a characteristic * cerebellar articulation' attracts attention. Finally, a 
lesion of the* cerebellum suflicicnt to cause ataxy nearly always causes nystagmus also, 
which, in disease of one* lobe*, is more* marke*d during de v iation of the eyes to that side. 

Hysterical Ataxy. Ataxy is sometimes hysterical, and may them be* the only 
disorder* of function exhibited by the* patient, or may be* associated with hysterical hemi- 
plegia. paraplegia. be*miana*stbe*sia, etc. The diagnosis depends partly upon the* absence* 
of signs of organic* disease, partly on the presence* of other hysterical stigmata, and partly 
on its character. For example*, we* may cite* the* e*ase of a boy who, when lying in bed. was 
able to teed himself and to e*arry out all move ments of bis upper and lowe r limbs with 
perfect accuracy . but who, when placer! on bis feet and told to walk, display ’eel the* wildest 
inco-ordinat ion and loss of equilibrium. It was noticeable. howe*ve*r. that be* always rc*aehe*d 
some chair or bed on which to e*ollapse* finally, even when placed in the* middle* of the* room 
at some distance* from any support. It. would, of course, be* unjustifiable* to apply this 
last test before* the* observer was satisfied from careful examination that the*re* were no 
signs of organic dise ase*. 

Traumatic Ataxy. The protean characters of nervous disabilities resulting from 
injury were seen in innumerable* eases during the* war. Many of these* we*re due to the 
effects of sheer fright emotional shock : some* to the* results of disseminated organic* 
changes in the cord or brain from real injury or petechial ha*morrhage*s resulting from the* 
injury oommot ional shock or true* shell-shock. Ataxy was a freejuemt concomitant of 
eithe r, and sometimes it pe rsisted. Similar ataxy from emotional or conimot ional changes 
results, in civil life, from the* e*ITe*e*ts of railway accidents, motor-car smashes, and so forth. 
An allied state* of affairs may be* see*n sometimes in divers, caisson workers, balloonists, 
and e ven aeroplane pilots, as the* result of rapid change's in the* atmospheric* pressure to 
which the* body as a whole is subjected : small bubbles of ox\ ge*n may be* liberated in the 
tissues of the* central nervous system as the result of too rapid decompression, and it is 
these apparently that cause* the damage*. In many traumatic eases the* diagnosis is clear 
e nough, but it may be* difficult to assess bow much of the* trouble* is the* result of the* 
emotional (functional) factor, and how much the* conimot ional (organic*). A careful history 
and the* e xpe rie ne-e* of the* examiner go far in deciding. 

Ataxy due to Mental Shock or Fright. The* emotional factor in connection with 
'railway spine*' and emotional shell-shock lias just be*e*n discussed : but the*re are* other 
eases of purely emotional ataxy in which there* has be*e*n no traumatic lae*tor. One* speaks 
of staggering news', of having a * staggering blow* on the* exediange*. and so on. Any 
extreme emotion, pleasant or unple*asant. may cause* temporary ataxy : the* worse* the 
emotion the* longer the* ataxy is apt to last : and after extreme* fright, panic, or the* 
like*, it may be* permanent though funct ional. 

Ataxy due to Chemicals and Drugs. Alcohol is probably the* most familiar of 
clmmicul substances causing ataxy and staggering gait. : t he* diftieulty of elcciding whethe r, 
aft <*r a mot or smash, t he* consequent ataxy is the* result of drink or of the ae*e*ide*nt is becoming 
a leal problem in the law courts. Many other chemicals or drugs may produea* transient 
ataxy ; one* nce*el not give* a complete list, but one* may mention the* hypnotics in particular. 
An ove rdose* e > f veronal may be* followed by staggering gait for we*e*ks. C e rtain chemicals 
may cause* slow progre*ssive* organic change's in the* central ncrveuis syste*m asse»ciatcd with 
ataxy, such as may be* seam sometimes in manganese* worke*rs. anel h*ss fre*qucntly in 
aluminium worker's. The* elfeeds of certain fumes ineduele* ataxy , notably the* products e>t 
incomph-t e* e-ombustion of coal-gas, coke, anel petrol. These* seairces e > f e>bse*ure* ataxie* 
symptoms may not be* eliagimscel unless they arc borne* in mine! e>r inquired about. 

Ataxy due to Senility, or the Effects of Systemic Illness e*onvalese*e*ne*c ataxy— is 
generally attributable* to its cause without any elilliculty. K. Furquhar Buzzard. 
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ATHETOSIS. (Sec Iontii actions. p. H>s.) 

ATROPHY, MUSCULAR.- Muscular atrophy is often merely part of a general 
nautili" of the tchole hoilt/. <lue either to chronic lesions such as carcinoma, sarcoma, tuber- 
culosis" syphilis, malaria, ulcerative colitis, marasmus, starvation, hepatic abscess, cirrhosis 

of t-lit* liver, diabetes mellitus, anorexia nervosa, or 

to aeuter maladies, such as eliarrhera and vomiting, 

ptomaine poisoning, typhoitl fever, dysentery, cholera, 
and so fortli. The history, and the other symptoms 
in the ease, will usually serve 1 to indicate these*. If 
any elembt remains as to whether the* atrophy is 
neurotiophie* e>r not. the* electrical reaetiems will be 
tested : there will be no reaction e>f degeneration 
(H.l).) when the* atrophy is merely part of a gene ral 
wasting, whereas if as might be the e*ase in a 
diabetic patient, for instance* there* is peripheral 
neuritis in addition, this will be* indie*ate*d b\ a 
partial or a eemiplete H.l). (See* Hi’. ve tion 01 
Dr.eiKM.UATiON, p. 7-t.) 

In the next place, the* atrophy may be* the result 
of disuse. Organic elise-ase of the* nervous system 
may e>r may not be* present at the* same* time ; the* 
patient may be bedridden from loe-omotor ataxy, 
for e xample*, or from ge*ne*ral paralysis of the* insane* : 
and the muscles of the limbs may e*onse*<jue*nt l\ 
become so thin that, peripheral neuritis or .Icyrncra- 
w;ist ini/ ot the ;itniiHtor iii.ii.e. fj on () f the* anterior cornual ce lls may be* simulated, 

and a determination of the* absene-e of H.l). may be 
the only means of* excluding these. It is important to remember that m the* primary 
muscular (h/slrophies. whether of the pseudo-hypertrophic (Fiu- 7<>). the juvenile, the 
infantile, the facio-seapulo-lmmeral e>r Lanelou/y- 
Dejerine. or either types, there no 

degeneration, the* electrical responses and t lie* super- dE 

fieial and deep reflexes remaining normal in type*. -If 

though they diminish in degree as the amount of 

muscle greiws le*ss and le*ss, until finally the*re* is no 

muscle at 

dystrophies (p. <>~4) are 

eliagnose. however, on ace*ount of their insidious V* 

onset generally in childhood or in early life*, their 

but progressive downhill ceiurse*, their occur- ^ -i-wf 
in elifferent members of the same family, the* ^^^B 

disence of sensory disorder, anel the absene-e of H.l). H| 

They are distinguishe d from infantile paralysis which V I 

results from acute* anterior poliomyelitis (Fig. HO) by B M * ^B 

the latter having a suelden onset, H.l). at its he ight , Hjp 

whilst the* resultant wasting does not advance pro- Bp •' * 
gre ssively, but, afte r recove ring to a certain ele gree*, 

te nds to remain stationary. ^B 

Peripheral neuritis is distinguished from primary Bp ' - H 
muscular dystrophy by the history anel e-ourse*, and B 

by the presence of H.l). at some period of the* 

malady. Two other affections that may be* confused Fit/. S(i. Af.ropliv of flic jiium-Ii - of t, 1 1 « • 

with a primary muscular dystrophy particularly as 

they also are hereditary, begin insidiously at an I in rn lysis. 

early age, and slowly advance — are* Friedreich s 

ataxy , and Tooth's peroneal type of progressive muscular atrophy. Kach of these* may e*ause* 
talipes, moreover, and therefore simulate infantile paralysis, except that in the latter the 


Fit/. Sd. 
Irft shoulder 
former ftoiitc 
I >;i ni lysis. 


of I. lie iihim-I<"- of tin* 

JUT Ill'll l, till 1 M’SIlll. of 

jioliomyi lii i.- mli.iil i 1 • ■ 



ATROIMI V, M USC U L A R 


7 ( J 


tiiliixs is generally one-sided, whereas in the other two it is bilateral. In Friedreich’s 
ataxy (see"p- <i-' I) there is no real wasting, hut rather a lack of development. Tooth’s 


peroneal type of progressive 
nuiseiilar atrophy is apt to 
mine on after some febrile 
malady such as measles or 
whooping-cough. the first tiling 
noted being inability 10 dorsi- 
llex the bio toe, which lianas 
down (/'7g. «1) in u way that is 
tlje exact converse of its erect 
position in Friedreich's ataxy ; 
the paresis takes months or 
years to spread to the rest of 
the legs, and finally to the 
hands (Fill. K‘J). the slowness 
of the progress and the absence 
of sensory symptoms showing 
that it is not peripheral neur- 
itis. whilst the K.l). in the 
affected muscles excludes a 
primary muscular dystrophy. 
The lesion is in the anterior 
cornual cells, and starts in 
the lumbar enlargement. the 
knee-jerks are retained until 
the cpiadrieeps of the thigh is 



■ T In til'- lu»\ 111 I'l'l. 
pI\ i- in a imiHi mop' 
/.• I liaii i' lii>. w iotin.: 
i, In. I In tlif ’alu-s. 
, . 1 1 1 • 1 loivarm-. 


illVo|ye<l. ]H."\ Toot!.'- |..toih -M Fit."-:. Tooil.- T V|.0 

Local muscular atrophy mut.. mn-’ul..r .Ivstropl-t «'f H-Mro-iim-nibr ■l>-tru|.nv . 1 Um- 

.. .. . f.jrl \ la. pal pill I- III. tui I lr.'< •!' | ».»I l.'Ilt i- O't'T I" thf l'<»\ >U f W ■ 

ma\ be due to disease a) tnt 1| ,- 1|I | it ' ,. ir i /„ ; s- Not,. M; !i*t i- m a muHi mon- 

I’dlx hr in'" III. »S in tin- case CZ? \fc ™ 

ol till- pcetoralis major. the ( -,!a. a-, not \-t t!a h>, haul-. .UM Hie-aim-. 

supraspinat us, the deltoid, the 

infraspinatus, and other shoulder muscles when the imd. il> ing lime is tile site ol active 

phthisis. 

Similar local atrophy results very (piicklv tiom 

acute and subacute affections of joints, especially in 
the muscles whose origin is above the affected joint. 
The »luteal atrophy associated with tuberculous hip- 
joint is well known : similarly, knee-joint disease leads 
to thigh atrophy, elbow disease to atrophy ol the 
muscles of the upper arm, and so on. The same 
applies to the effects of fractures, new growths, sprains, 
and splints; the atrophy is sometimes so rapid that 
some think it cannot be due simply to disuse, but 
must have a neuropathic factor also. I he affected 
muscles present no IU>., however. One particular 
form of paralysis associated with the use of splints 
merits special mention, namely, Yolkmaim's paralysis 
of the forearm. (See I’akai.ysis of one Vvpv.ii 
Kxtiu mity. p. <»1 7.) 

Hemiatrophy of the face or trunk is generally 
congenital, and the diagnosis is not dillicult (see lug. 
Mis, p. (>or>). 

If it is possible to come to a definite conclusion 

/ 1 1 •‘limit roi ill \ ol tlif loutriif in ;i i'iim 1 1 , .....o/tnl.ir .itrnnhv 

"1 syi UKMiniM lii. ( f. t nl hij In. t'nnu Connih.s ) that tll(TC is SOIUC HCrVOlIS CaUSCUH UH1. C t l 

the best proof of wliieh is the detection of partial or 
eomnlete R.H.. the diagnosis lies between one or other of the following eondifons 


d 


complete K.D., the diagnosis lies 
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1. Causes in the Spinal 

Progressive* muscular atrophy 
Amyotrophic lateral sclerosis 
A Yew eases of transverse 
myelitis 


Cord. — 

Svringomyclia (see Fisi. SID 
Tooth's jieroueal type* of pro- 
gressive muscular atrophy 
Acute anterior poliomyelitis 


Tumour of the cord, or of its 
meninges. destroying tin* 
undcrlving anterior cornual 
cells 


2. Causes in the Peripheral Nerves. 

Tumours of the cumin equina New growth 

1‘elvie tumours involving the Accessory cervical rib. etc.. 

luinho-sacral plexus pressing on the brachial 

Sciatica l' l, ' x,ts 

Aneurysm 


Ciimmata. etc., involving the 
cranial or other nerves 
Injurv to peripheral nerves, 
including t he effects of callus 
after fractures 


Peripheral neuritis, of which the following are some of the causes : 


Certain inorganic chemical 
substances, notably : 

Lend 

Arsenic 

Mercury 

Certain organic chemical com- 
pounds, notably : 


Certain seven* amentias : 
Pernicious nuiciuiu 
S | ilenouiet lullary leu k id n in 
Lvinplmt ic leukjcmiu 
Hodgkin's disease 
Splenic muenim 

Certain microbial or allied 
toxins : 


lion heri 
Syphilis 
Typhoid fever 
1 ufiuouzu 
( )nd sepsis 

Certain constitutional diseases 
associated with endo- 
genous poisons : 

( !ollt 


Alcohol 
Kt her 

Cnrhon bisulphide 
Xnpht Im 


1 >i | >1 it lierin 

Leprosy 

Malaria 

rhronie pyiemia 
J nfeet IV e endoeartlil is 


I tiuhetes * i it'll it us 
1‘regnancy 

Otlier causes as yet undeter- 
mined 


In arriving at a diagnosis in a particular ease it is important not to use the term 
‘neuritis' until all the other possible* lesions have been excluded. Tooths peroneal tv pc 
of progressive muscular atrophy and acute anterior poliomyelitis have already been 
discussed. The latter is sometimes rega reled as essentially a disease ed early life . but it 
often affects an adult, in whom the* symptoms and re sults may 



be precisely similar te » what they weudel be in a child. 

]*rogrcssivc muscular atrophy is a disease* ed adults. It 
shows ne> particular te*nele»ncy to eirrur in several members nl 
the same* family ■. It be'gins insieliously. and ikIvsiihts slowly 

for months and years. affecting firstly the- small muscles <d 
the* hands, causing atrophy with JL1). in the* intemssei (haj. si) 
and the* muse*le> of the the nar and by pot lu nar eminenees : the* 
peculiar eleformitv described as main-e*n-grille* results (p. 1 111* 
In the* e*e)iirse* of months the* paresis spreads 1mm tin* bands to 
the* fore*arm, and later to tin* uppe*r arm l)ise*ase* of the* 
peripheral ne*rves. such as the* ulnar, is e*\e*luele*el by the iaet 
that the* paralyseel muse*le*s are* not all supplie*d from the same* 
nerve-trunk the thenar muscles supplied by the* median being 
affect eel eepially with the* liypeit lunar supplied by tlu* ulnar. 
All the nmseies below tlu* wrist are* involved more or less 
together*. then all tlu* muscles be*low the* elbow, and so on up 
the* arm ; this paralvsis of assoe*iate*el greaips ol muscle's as dis- 
tinct freim muse-les supplieel by the* same* nerve* at oner suggests 
a pmgre-ssi ve* ele*ge*iu*ratiem < >f the* ant e*rie >r (‘ormial e*e*lls nl the 
e*e*rvieal enlargement of the* eeirel. Disease* ed the* braediial }»le*\us 
would be* excluded first by the fact that tlu* lesion is bilate ral 
and svnimet rie*al, and se*eemelly by tlu* absence* ed pain or othe r 


seiiseirv disturbance*. Tlu* patholeigv e>l the elise*as<* is analogous 


to tlu* nuclear e*e*ll-de*gene*ratie>n in the medulla oblongata that le*aels to bulbar (labio- 
glosso-pharynge>-laryngcal) paralysis ; anel indeed, pmgressi ve muscular atrophy may 
either folleivv or be folleiwed by bulbar paralysis. 

If at the* same time* that there are the signs of progressive muscular atrophy in the* 
Panels there is alse) spastic pa re-sis of the* legs, with no wasting, but ine*re*ased knee-jerks, 
ankle-clonus, and extensen* plantar rcllexes, tlu* onset having been ejuite* graelual. without 
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sensory disorder, and without bladder or rectal trouble unless the disease has reached 
quite a late stage, the condition is mujiolrnfihic lateral sclerosis. 

It is important that the character of the onset and the absence of sensory symptoms 
he insisted on, iti order to exclude syringomyelia and anomalous cases o( transverse 
myelitis. .S.i/ruigow/i/e/ia is rare, but it has one very characteristic feature, namely, the 
preservation or ordinary cutaneous sensibility with the loss of power of distinguishing 
heat from cold, or pain from touch, in some part of the limbs or trunk. I here need he 
no other symptom than this dissociation of sensations, and attention may be drawn to 
it first by the development of skin lesions in the para sthctic parts owing to the effects of 
burns or cuts or other injuries which the patient hits not felt at the time because of his 
inability to experience pain or to distinguish heat in the affected parts— Moreau's disease ; 
if the hypcrgliomatosis in ami around the central canal of the cord, which is the essential 
pathology of the disease, displaces and destroys the anterior cornual cells in the lower 
part of the cervical enlargement, progressive muscular atrophy is simulated: if at the 
same time the bulging of the central canal and the changes around it cause compression 
of the crossed pvrumidal tracts, there will be all the motor symptoms and signs of 
amyotrophic lateral sclerosis, the diagnosis being only possible when the sensory symptoms 
are typical. 

It is generally stated that transverse myelitis causes spastic paraplegia without 
muscular wasting or H.D. This is in the main true, because the few anterior cornual cells 
destroyed by the transverse softening of the cord in the commonest site, namely the dorsal 
region, correspond to an intercostal or abdominal segment, the wasting of which is diflicult 
protect. If. however, the transverse myelitis occurs so high up as to involve the lower 
part of the cervical enlargement -to involve the cord yet higher up is incompatible with 
life, because both the intercostals and the phrenic nerves would be paralysed a certain 
number of the anterior cornual cells sending motor nerves to the hands and arms would 
be destroyed, the result being a main-en-griffe like that of progressive muscular atrophy : 
and the simultaneous interference with the crossed pyramidal tracts would produce a 
picture identical at first sight with amyotrophic lateral sclerosis. In a ease of transverse 
myelitis, however, there would probably be impairment of all forms of sensation as well 
as paresis, ami instead of the onset being gradual and the progress a steady advance 
downhill, as in progressive muscular atrophy or amyotrophic lateral sclerosis, the onset 
would have been comparatively rapid, followed by a cessation or even by an improvement 
if the patient lived. Similarly, if transverse myelitis occurs so low down as to involve 
the lumbar enlargement of the cord, it would cause, not spastic paraplegia with increased 
knee-jerk, ankle-clonus, extensor plantar reflex, no wasting, and no R.D. : but. absence 
of knee-jerk, of ankle-clonus, and of extensor plantar reflex, with marked muscular atrophy 
of the legs, with H.l).. parasthesia. and bladder and rectal trouble. The involvement of 
the sphincters in such a case would be of considerable aid in excluding peripheral neuritis ; 
whilst Tooth's peroneal type of progressive muscular atrophy and acute anterior polio- 
myelitis would be excluded not only by the parasthesia. but also by the history of the 
mode of onset and the course of the malady. 

A tumour involving the eauda equina is rare, but it is not altogether difficult to diagnose. 
It may he more dilhcult to determine the nature of the mass- gumma, glioma, primary 
sarcoma, secondary sarcoma, or carcinoma than its site. The onset of symptoms is 
generally gradual, and one leg is affected either earlier than, or more than, the other. 
Weakness in the leg, together with severe pains both in it and in the lower part of the 
lumbar region of the spinal column, will be followed by muscular atiophy and H.L). 
Sciatica may at first suggest itself, until it is found that neither the pains nor the paresis 
correspond to one single nerve ; and when the disease progresses and the other leg is 
affected, anaesthesia supervenes upon the paralysis. The site of the pain over the region of 
the eauda equina is an important point in the diagnosis, whilst rectal and possibly yagma 
examinations are essential for the exclusion of a pelvic mass such as carcinoma of the 
rectum, uterus, or ovary, a libmmyoma. a cyst, a sarcomatous, gummatous, tuberculous, 
or inilammatorv mass which, bv interfering with the nerves at the back ol the perns, 
might produce very similar symptoms. Sacro-iliae joint disease can generally be excluded 
by the fact that the pains are not definitely referred to the joint, whilst any wasting that 
might be associated with disease of that joint would not be accompanied by R.U. 
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Sciatica (p. 531*) does not always give rise to wasting of the i-orrespomling muscles . 
but sometimes it does, and occasionally it may do so bilaterally, with R.l). I lie Idealiza- 
tion of the pain, tenderness, and atrophy to the parts supplied by the groat sciatic nerve, 
without affection of other nerves and muscles in the leg or calf, would point to sciatica, 
especially if the lesion were unilateral, and if the patient, though unable to Ilex his thigh 
to a right angle with his abdomen at the same time that he keeps his knee extended, can 
extend his leg backwards at the hip-joint in a way that would be impossible il he had a 
psoas abscess ; and if he is able to bear firm backward pressure on the knee when the leg 
of the affected side is flexed and outwardly rotated in such a way that the foot lies across 
the opposite knee— a test which will exclude hip-joint disease. 

When the lesion is a thoracic aneurysm or neoplasm, or an accessory cervical rib pressing 
on or involving the brachial plc.rus. the wasting is almost certain to affect one arm only, or 
one arm much more than the other, and the diagnosis will be made by physical examina- 
tion of the thorax, assisted by the X rays (Figs. 410. 441. p. 514). In some of these 
eases the wasting may affect only certain of the muscles supplied by the median nerve, 
the thenar muscles wasting whilst the hypothenar muscles are still normal : this is due to 
the pressure of such a thing as an accessory cervical rib affecting the lower part ol the 
cervical plexus first, and thus causing atrophy to be noticed mainly in muscles supplied 
from the seventh cervical segment- the thenar group. 

The only cranial nerve paralyses that are likely to be associated with marked atropln 
of muscles are those of the seventh with facial atrophy (p. <i<*:i). and of the twelfth with 
atrophy of the tongue (Fig. 83, p. 7!»). 

Injuries to peripheral nerves . or inclusion of the latter in callus . will generally Ik 
diagnosed by the history, and by the fact that in distribution the muscular atrophy and 
r H.l). correspond accurately with 



one or more of the peripheral nerves 
that may have been divided or 
otherwise injured ( /‘7g. S.H. 

Peripheral Seuritis. Il all the 
conditions described above can be 
excluded . it is probable that the 
cause is some variety of peri- 
pheral neuritis. To merit this dia- 
gnosis. the affected muscles should 
be multiple and symmetrical : par- 
tial or complete H.l). should be 


J'kj. K;V— Tht* hiiiul Mini Ion-firm in u ol ulnar pur:i>y-i-. 
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obtained ; there may or may not 
be sensory changes; the rcllexcs, 
both superficial and deep, arc for a 


short time exaggerated, and then 


become deficient or disappear altogether for the time being. Wasting may be extreme, 
but the tendency is for slow’ recovery to ensue, improvement beginning to set in some 
three or four months after the neuritis ceases. Sometimes the nature of the ease is 
obvious, but it is often easier to diagnose peripheral neuritis than to discover its exact 
eause. The different conditions that may produce it are given above. In diagnosing 
between them the history is very important. For instance, if the patient has never 
been abroad leprosy and heri-heri are unlikely, whereas il he has been abroad amongst 
lepers, and if he has areas of aiuesthesia without much paresis, with or without the 
characteristic nodules and bosses of subcutaneous infiltration (F/g. JWS, p. ;i01), followed 
by ulceration and necrosis, the diagnosis of leprosy will at once suggest itself. The chief 
difficulties will perhaps be to exclude syringomyelia on the one hand and tertiary syphilis 
on the other. The good effects of treatment by potassium iodide and mercury may assist 
in detecting syphilis, and Wassermann's reaction may be positive ; in syringomyelia there 
is little or no loss of cutaneous sensibility as there is in leprosy, though there is loss 
of power to distinguish heat from cold, and pain from touch. The ultimate test of 
leprosy would be to excise a small portion oi the affected tissue and to examine it for 
the acid-fast leprosy bacilli. 

Beri-beri is sometimes seen in this country, generally in patients who have come into 
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port in a ship from the Kast ; several of the crew have generally been affected at the same 
time, some may have died ; the peripheral neuritis and muscular wasting will often he 
associated with mdema, and there is often a history that the dietary has consisted of 
decorticated rice. 

The presence or absence of glycosuria will serve to diagnose or exclude diabetic 
neuritis. Loss of knee-jerk in diabetes mellitus is comparatively common, but extensive 
peripheral neuritis is much rarer. Jt is associated with pain and para\sthesia as well 
as paresis and muscular atrophy, and it affects the limbs, especially the legs, rather than 
the trunk. 

Gout as a cause of peripheral neuritis is always open to doubt, for often the neuritis 
of a gouty subject is really due to the indulgences that brought on the gout. Difficulty 
may also arise in attributing a neuritis to pregnancy, even when the patient is, or has been 
recent ly , pregnant . 

In the case of blood diseases it is important to bear in mind that these are usually 
treated with arsenic, so that the peripheral neuritis may be due to the treatment rather 
than the disease. This will be rendered the more probable if there are or have been 
other symptoms of subacute or chronic arsenical poisoning, such as coryza, nausea, 
vomiting, abdominal colic, diarrhoea, headache, pigmentation of the skin not unlike 
that of Addison's disease, hyperkeratosis of the palms and soles, or herpetiform eruptions. 
With arsenical neuritis the limbs are involved most, particularly the legs, and there 
are pains and panesthesia as well as paresis. The blood diseases may themselves cause 
peripheral neuritis, however, just as severe anaanias, such as pernicious aniemia, may 
cause degeneration in other parts of the nervous system also, notably in the long tracts 
in the spinal cord, with consequent sensory, ataxic, or paretic symptoms, varying with 
the parts involved. If the peripheral neuritis occurs early in the blood disease, the 
latter may not come to mind as a possibility. A blood-count is essential (p. JIO). 
Oligocythemia with high colour-index, no lcucocytosis, a relative lymphocytosis, and 
the presence in blood-films of a preponderance of megalocyt.es, are changes characteristic 
of pern ieious atnvmia, in addition to which the primrose-yellow skin may be typical. 
(*reat increase in the total number of leucocytes up to anything from 50,000 to 1,000,000 
per e.mm. would suggest leucocythanma : if this were the splenomedullary form, myelocytes 
would probably lx* 00 per cent or more of all the white cells seen in films, whilst in the 
lymphatic form the Ivmphoeytes would similarly amount to 00 per cent; in both 
forms, particularly the splenomedullary, the spleen and liver would be big, whilst 
m the lymphatic type there would probably be general enlargement of the lymphatic 
glands. 

Hodgkin's disease or hymphadenoma suggests itself when the spleen and many of the 
lymphatic glands art* enlarged, without any characteristic blood changes — at most a simple 
aiuemia without lcucocytosis, with relative lymphocytosis, and an occasional myelocyte, 
basophil corpuscle, and nucleated red cell in films. Splenic anivmia is a doubtful 
entity, the name being applied when there is simple aniemia with apparently idiopathic 
enlargement of the spleen. Many such cases terminate as cirrhosis of the liver with 
ascites Banti's disease. 

Malaria will be diagnosed by the history, and by the discovery of the hiematozoa in 
the blood (p. dS). The difficulty may be to exclude alcohol as a cause for the neuritis 
in a patient who has also suffered from severe malaria. 

Infective endocarditis is sometimes so chronic and insidious that it escapes detection. 
Points to lay stress on are summarized on p. 4(». 

It may not be easy to convince oneself that some other cause of chrome pyirmia , 
whether uterine, pelvic, pulmonary, oral, or otherwise, is the cause of peripheral neuritis 
in a given case ; even when a general bacteriological investigation of the nostrils, posterior 
nares, tonsils, pharynx, mouth, tooth-sockets, sputum, urethra, urine, vagina, cervix 
uteri, fa*ces, blood, and skin has been carried out, it is often very difficult to determine 
whether any of the various micro-organisms discovered have really anything to do with 
the patient’s symptoms or not. This applies particularly, perhaps, to streptococc i f rom 
the mouth or from the stools, for non-pat hogcnic strep tococci are di^ ngulsliejJ^IijQ^ 
pathogenic viTneties^only by^T)a^TcTloffiglstf> \vlio are more than ordinarily skilled. 

Syphilis is a doubtful cause of peripheral neuritis, especially if the patient is also 
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addicted to alcohol, though the discovery of a positive Wassermann reaction would 
suggest the need for antisyphilitic treatment. 

Influenza is not to he diagnosed as the cause until every other possible explanation 
has been exhausted ; it is too easy to attribute things to influenza. Peripheral neuritis 
from typhoid fever or from paratyphoid A or R generally arises as a direct sequel of a typical 
attack confirmed by Widal's tests, so that the diagnosis is not dillieult as a rule. It has 
the same type, sensory and motor, as arsenical neuritis. 

Diphtheria is one of the most important of all the causes, and if the diphtheria itself 
has been slight it may have been overlooked entirely, especially as the neuritis develops 
two or three weeks or longer after the sore throat. It is important, therefore, to lose no 
time in taking cultivations from the throat in all doubtful cases of peripheral neuritis ; it 
may still be possible to find the causal organisms in swabbings. The nature of the case 
may be suggested at once, however, if there has been a nasal alteration in the voice, or 
if there is an inability to swallow liquids owing to their regurgitation through the nose 
evidence of paralysis of the palate that is almost characteristic of diphtheria : the pupil 
reflexes are also apt to be affected, and the patient may be thought to have an error of 
refraction because paresis of the ciliary muscle renders accommodation dillieult or 

impossible for the time being. The 
symptoms may stop at the palate 
and eye : but in bad cases- perhaps 
as the result of a toxin different 
from that which directly affects the 
palate both paralysis and extreme 
atrophy of the limbs, without much 
sensory disorder, follow. The vagus 
nerves may be involved, causing 
tachycardia, persistent vomiting, and 
perhaps death ; equally serious may 
be the involvement of the phrenic* 
nerves, with weakness or paralysis 
of the diaphragm. 

In regard to the carious chemical 
substances that may produce peri- 
pheral neuritis, inquiries into the 
patient's occupation may assist the 
diagnosis. Workers amongst india- 
rubber come in contact with carbon 
bisulphide fumes, this compound 
being used to dissolve the rubber. 
\ aphtha is used extensively in some 
trades. The use of a chemical may not always be obvious until careful inquiries 
are made — for instance, one may not at first see what a person who prepares rabbit 
skins for conversion into hats has to do with mercury, until it is learned that mercurials 
are used to preserve the pelts. Mercurial neuritis is characterized by a remarkable 
tremor of the hands and arms in addition to the muscular atrophy in the arms and legs ; 
there are not many sensory symptoms as a rule*. Lead neuritis is easily diagnosed when 
it causes the characteristic wrist-drop, though a similar paralysis of the hand may be 
due to other forms of peripheral neuritis, such as diphtheritic (Fig. 8<>), or to the result 
of compression of the musculospiral nerve by callus or crutch-head, or by sleeping with 
both arms across the arms of a chair * Saturday night palsy' ; in plumbic wrist -drop 
all the muscles supplied by the musculospiral nerve beyond the triceps become paralysed 
except the supinator longus and the extensor ossis metacarpi pollicis, and then* is no 
sensory disorder : the escape of the supinator longus distinguishes wrist-drop due to 
plumbism from that due to compression of the musculospiral nerve, in which all the 
muscles arc affected : the diagnosis is confirmed by finding a blue line upon the gums and 
the other signs of lead poisoning described on p. 45. The dillieult \ arises in less typical 
cases in which the lead causes generalized peripheral neuritis in both legs and arms, 
perhaps without any other symptoms, without even a blue line upon the gums if 
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the teeth are kept clean. The source of the lead may be very far from obvious — it 
may be some obscure thing, such as a hair-wash, or the result of water contamination 
from electrolysis in water-pipes, due to leakage of current from an electric main. In 
ease of doubt it may even be worth while to analyse the fspccs or evaporate down a large 
bulk of urine and apply the ammonium sulphide test for lead to the residue : a drop or 
two of an extract containing lead, allowed to fall into a tall glass full of ammonium 
sulphide, will cause a white trail to develop in the fluid as the drop descends. 

.Arsenical neuritis has been mentioned above (p. 815) ; it may arise in patients who are 
taking arsenic in medicinal doses, for instance for chorea or pernicious ansemia ; or the 
poison may be taken unawares, as in the Manchester epidemic, in which fatal results 
followed contamination of beer with arsenic ; or it may have been administered maliciously 
with intent to murder, perhaps as weed-killer, as in not a few eases of recent years. If 
arsenic is suspected, a portion of hair should be sent for chemical analysis ; the hair of a 
person taking arsenic stores the latter in proportions sufficient to allow of its detection. 

In eases due to alcohol the pains, cramps, atrophied limb muscles, and loss of sensation 
and tendon reflexes result less often from periodic acute bouts than from long-continued 
soaking possibly without a single actual intoxication in the popular sense* and perhaps 
the results are due not to the chemical substance ( .11,0, but to other bodies associated 
with it. Clinically, however, it is sufficient if the diagnosis of the cause of peripheral 
neuritis can be narrowed down to alcohol in some form or other, and for this to be possible 
an accurate history is essential. 'The greatest difficulty arises in the ease of secret 
drinkers, especially women who may appear to be above suspicion. The neuritis is 
ushered in with pains and cramps in the limbs, followed by wasting which may reach an 
extreme degree ; the trunk and limbs sometimes look like those of a person who has been 
starved to death. 

It only remains to add that there will always be some eases in which the cause of 
the peripheral neuritis fails to be found. Herbert French. 

ATROPHY, OPTIC. (See OriiTii u.Moscoric A pit: \a.\Mi:s. Xotks on. p. 517.) 

ATROPHY, TESTICULAR. When one testis is smaller than the other, it is first 
necessary to determine which is tin* normal one : for when one is slightly enlarged it may 
be regarded erroneously as normal and the other as too small. Some inequality may be 
physiological, as is the east* with paired organs generally. Physiological atrophy of the 
testes is apt to occur in advanced life : it may begin as early as fifty, though many old 
men have testicles of normal size. 

A testis in an abnormal position, in the inguinal canal or elsewhere, is subject not only 
to such causes of atrophy as may affect one normally situated, but may also be inhibited in 
growth from compression by surrounding parts. 

The causes of atrophy of a normally situated testis may be grouped under three main 
headings as follows: — 

1. Interference with the Blood-supply 

Compression of the spermatic cord, as by an 
inguinal hernia, a spermatocele, or an ill- 
fitting truss 

Compression of the testicle hy affections of 
the tunica vaginalis, such as hydrocele or 
ha*matocelc 

2. Atrophy after Orchitis or Epididymitis, due to such causes as : 

(ionorrhoea Mumps (Jout 

Tubercle X rays Syphilis 

Injury Typhoid fever , Influenza 

II. Neurotrophic Causes, especially after injury to the brain or spine. 

It has been stated that the atrophy may result from iodide of potassium : this is 
difficult to prove, for it seldom happens that this drug is given unless there is already some 
other possible cause, particularly syphilis or orchitis. 

In the differential diagnosis between the above causes the history is in most instances 
very important. 


Venous stasis, the result of varicocele 
As a sequel of operation in the region of the 
spermatic coni, such as those for the cure 
of varicocele, spermatocele, or hernia 
Elephantiasis 
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Tlu* cause in any of the eases in Croup 1 will generally be obvious. It is only necessary 
to bear in mind that an operation for varicocele, for instance, may have been performed 
successfully, and the patient may thereafter contract an orchitis followed by testicular 
atrophy for which the operation may be blamed unjustly. 

As regards Group 2, it is very doubtful whether influenza ever really produces either 
orchitis or testicular atrophy. There may be a definite history of gonorrhea, followed by 
orchitis, which preceded the atrophy, and then diagnosis is easy. It is to be remembered, 
however, that by no means every orchitis is gonococcal. If mumps, typhoid fever, gout, 
and injury are borne in mind, these causes of orchitis and testicular atrophy will be 
recognized more often than they are. Mumps is particularly apt to be overlooked ; orchitis 
may' be the sole evidence of this complaint. If the patient is seen when the orchitis 
is active, bacteriological examination of any urethral discharge is essential to determine 
whether gonococci are present or not. If gonorrhoea can be excluded, then the diagnosis 
of the nature of the orchitis is arrived at by considering the evidence as to gout, mumps, 
and so on. 

It is sometimes stated that orchitis may result from strain, atrophy resulting in due 
course. There are cases in which, apparently as the result of great bodily exertion, 
especially the lifting of heavy loads or a saddle-injury during horse-riding, or falling 
astraddle across a fence or bar, inflammation of the testicle follows ; but it is difficult 
to say that in these cases the strain alone produced the symptoms ; there is the possibility 
that there may have been residual gonorrhoea in the prostate or posterior urethra, the 
action of the strain being merely to light up the latent inflammation. Sometimes the 
latent infection is not gonococcal, but due to other organisms, such as staphylococci or 
streptococci, whilst some believe that the lhicillns coli communis is the causal organism 
in some cases of ‘spontaneous* orchitis. 

There remain a number of cases, however, in which there is no clear history of orchitis, 
the latter having been relatively slight. Testicular atrophy will then seem to have arisen 
idiopathieally, and it is important to remember how often it is the result of former injury, 
such as a kick at football, a blow from a cricket ball, contusion from falling astraddle on a 
fence or bicycle, and so on. The injury may date back to boyhood, many years belore 
testicular atrophy is noticed, and it will olten be difficult to prove that the latter was rcalls 
due to the former. 

Apart from obvious tuberculous epididymo-orchitis, transient enlargement of a testis 
is to be observed, if looked for, in tuberculous subjects ; w hether this can be regarded as a 
definite tuberculous orchitis or not, it sometimes results in atrophy. 

The X rays arc a possible cause of testicular atrophy, and all users of X rays should 
be careful to have a suitable lead shield. That sterility can result from repeated applica- 
tions of these rays is well known, and radium emanations may have a similar result. 

\s regards Group 11, the history as a rule gives the diagnosis. Remarkable instances 
i)t*en recorded in which, within a few' months of injury to the brain or spinal cord, 
particularly after injury to the lumbar vertebra*, or the occipital region of the skull, the 
glandular elements of the testicle have disappeared. A case of Koeher s exemplifies 
this : A man, age 41, the father of four children, fell on his head from a considerable 
height. At first he did not appear to be greatly damaged, but presently twitchings 
occurred, and the patient became unable to work. From this time on his sexual powers 
diminished greatly, and his beard and pubic hair fell out. Eighteen months later this hair 
was gone completely, and about five years after the accident the left testicle was the size 
of a hazel nut, the right the size of a bean. Herbert French. 

AURA is the term applied to the immediate prelude of an epileptic seizure. It is 
recognized in some form or another in about 80 or 40 per cent of epileptics, and with ran* 
exceptions a 1 wavs takes the same* shape w r ith every attack in each individual. An aura 
may be motor, sensory, psychical, visceral, or related to some special sense. A motor aura 
may be represented by an involuntary movement of a limb or a part of a limb ; in other 
cases it takes the form of a general movement such as running. A sensory aura is (*<> 111111011 , 
and is described as a pain, a numbness, or a tingling in some part of the patient s body. A 
psychical aura is often expressed as a vague apprehension, or an indescribable feeling, or a 
sense of unreality. A visceral aura is frequent, usually as an ‘epigastric sensation’ or 
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queer feci ing starting in the region of the stomach and rising to the throat, or less often as 
a peremptorv desire to go to stool. An aura of special sense may be olfactory , visual, 
auditor if, or ifustatorif ; a pleasant or unpleasant odour or flavour may be perceived by the 
patient, or some alteration in vision may warn him of the onset of a seizure, or he may 

hear voices or some particular kind of sound. 

T|„. mini <>f epilepsy is, in relation to diagnosis, important from at least two points 
of view. In the first place, it often affords a clue to the particular locality in the brain 
from which the Tit' or -storm' originates and spreads. This may not be of much value 
in the case of idiopathic epilepsy, because there is no method at present known to ns by 
which the seat of the disease can be treated successfully. In the case of Jacksonian epilepsy, 
on the other hand, the knowledge of the locality in which a lit. is generated sometimes allows 
of benefit being obtained from surgical assistance. For instance, an aura may be the first 
symptom of the presence of an intracranial growth. A tumour of the uncinate region of 
the tempo ro-sphenoidul lobe may be revealed by the presence of signs of increased intra- 
cranial pressure and the repeateil occurrence of an olfactory aura, lollowed by a vague, 
dreamv slat.’ of consciousness. A lesion of one occipital lobe may be suspected from the 
occurrence of epileptiform lits immediately preceded by an aura consisting of visual disturb- 
ances limited to the opposite field. An aura of pain starting in the left foot, spreading up 
the left side of tile body, and terminating in a generalized convulsion, suggests a lesion ill 
the post-Wolandie region of the right parietal lobe. Such instances of the importance o 
an aura as a localizing sign in diagnosis might easily be multiplied, but a general knowledge 
of the functional anatomy of the brain will sullice to supply other examples of a similar 
kind In the render's mind. 

In t ho second place, the importance of recognizing a subjective sensation as an aura, 
and so recognizing the existence of epilepsy in its simplest and sometimes earliest form, 
can hardlv be over-estimated from the point of view of treatment. When a patient describes 
himself as being liable to subjective sensations occurring at intervals, and for which lie 
cannot account, careful inquiry should be made as to their nature. The chief characteristics 
of an aura are: (1) Its spontaneous development without cause, generally during good 
health : (g) The suddenness of its onset : and Cl) The identity of each sensation with the 

last It should be underst I clearly that an aura may occur alone, or may be followed 

bv momentary loss of consciousness (petit mill), or by loss of consciousness with convulsions 
(grand mal). ' In some eases an aura may be repeal cl with frequency for many months 
before a typical epileptic seizure supervenes, and if recognized as such during this stage 
it is reasonable to expect that treatment will have more chance of success than at a later 
period, when tin* habit’ of convulsions has been established firmly. The recurrence of 
an aura. e\en without, further manifestations of the disease, is evidence that the morbid 
tendency is not controlled completely, and that discontinuance of treatment will lead to 
the reappearance of more serious attacks. Farquhar Buzzard. 


AXILLARY SWELLING. (See Swki.i.im;, Axillary, p. 810.) 

BABINSKI’S SIGN consists in a modification of the plantar reflex. In testing the 
latter the patient, should be lying upon his hack, with his legs very slightly flexed and each 
foot everted so that its outer border lies comfortably in contact with the bed or couch ; 
the sole should he warm and dry : the ankle should be gently but firmly grasped by one of 
the observer's hands, to prevent the undue dorsiflcxion of the whole foot which often makes 
it dillicult to decide which way tin* toes themselves move, whilst the outer side of the sole is 
firmly and steadilv stroked from the heel forwards with some such instrument as the butt 
end of a pencil. In healthy adults the big toe and the other toes will become plantar-llexed ; 
when the great toe becomes dorsillexed instead, it presents the extensor plantar rellex, or 
Babinski's sign. Whichever way the other toes move, it is with the direction of movement 
of the big toe alone that Babinski's sign is concerned, and it sometimes simplifies the test 
if the four outer toes are held so that the big toe alone is left free to move. 11 Babmski s 
sign is present the fact is usually ascertained with ease ; when there is any doubt as to 
which wav the great toe moves, the plantar rellex is seldom really extensor. 

The great value of the sign is in distinguishing between functional and organic 
affections Of the nervous system. If the patient is a fully conscious adult with paresis 
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of one or both legs, the existence of an extensor plantar rellex is proof that the lesion is 
organic. The converse is not true; for with tabes dorsalis, and with lower neuron abor- 
tions such as infantile paralysis. Tooth's peroneal type of progressive muscular atrophy, 
peripheral neuritis, Landry's acute ascending paralysis, and primary muscular dystrophies, 
the plantar reflex is flexor if it is obtainable at all. 

Babinski's sign is seen best when there is a lesion in the crossed pyramidal tract. 1 hus 
it is present in eases in whieh tumour, abscess, haanorrhage, thrombosis, or embolism has 
caused hemiparesis or hemiplegia by affecting either the pyramidal cells themsekes in 
the motor cortex or the pyramidal fibres in the internal capsule : in cases of cerebellar 
tumour, owing to the fact that this, by compressing the medulla, may lead to lateral 
sclerosis in the cord ; and in cases of disseminated sclerosis, transverse myelitis either 
primary or due to compression, ataxic paraplegia. Friedreich's ataxy, amyotrophic lateral 
sclerosis, primary lateral sclerosis, some cases of syringomyelia, combined sclerosis of the 
cord, and in those cases of irregular sclerosis of the cord that may be associated with 

severe oligocythiemias such as pernicious anaania. I be differential diagnosis of tlust 

conditions" will be found under lli.Miimi- c;ia (p. flSl), Pauaim.kui \ (p. «:M). and elsewhere. 
Babinski's sign is not found in those eases of hysteria that sometimes simulate one or other 
of the above conditions: provided always that the patient is a conscious adult. I his 
proviso is important, because the plantar reflex may be extensor without there being any 
decided changes in the cord or brain in infants and quite young children : also in a con- 
siderable proportion of older children suffering from chorea : and also sometimes in adults 

during deep sleep, or under conditions of unnatural unconsciousness such as that due to 
a general anaesthetic, or acute alcoholic intoxication, or such affections as cpilepsx , 
uraemia, concussion, saturnine encephalopathy, and in some other forms of coma. I bt st 
exceptions, however, scarcely detract from the great value the sign has as a naans of 
distinguishing between organic and functional paralysis of the legs of the upper neuron 
tyj )e Herbert French. 

BACILLURIA. (See Bactf.uickia. infra.) 

BACKACHE. (See Pain in tin: Back. p. .VJCI : and Pain in tin: Pi.ivis. p. .*>7*2.) 

BACTERIURIA (see Fills. N? fl*2) is a comprehensive term employed to indicate 
that the urine when freshly voided contains micro-organisms, Bacilluria is a term of 
similar import, but is restricted to those cases in whieh rod-shaped bacteria are piescnt. 
The vaginal segment of the female urethra and the anterior portion of the male urethra are 
normally inhabited by certain non-pathogenie bacteria (chiefly cocci, such as Streptococcus 
brevis , Staphylococcus albus , also varieties of Hanllus .rcrosis, etc.), which aie, of coutst, 
present in urine obtained under ordinary conditions, and so constitute what may be teimed 
physiological bacteriuria. Bacteriuria as a pathological condition due to some lesion of 

urinary system posterior to the urethra can only be recognized with ccrtaintx b\ the 
i mat ion in the laboratory of a catheter specimen of the urine collected with the most 
; upulous attention to ase psis ; for, on the one hand, a perfectly clear acid urine ma\ be 
heavily loaded with bacteria, and, on the other, a urine may owe its tin bi<lit\ either to 
purely physico-chemical causes, or to growth in it of bacteria which have gained access 
after its exit from the urethra. Moreover, although the identity ol the infecting organism 
may be suspected from general clinical considerations, cultivation experiments are essential 
in order to settle the matter beyond doubt. 

Bacteriuria may be persistent and may indicate cither general or local infection. It is 
a rare symptom of general infection, save one of such intensity that an acute nephiitis, 
associated with a definite haanaturia, has supervened. Usually its appearance indicates 
a local infection of the urinary tract ; it then occurs with greatest frequency in young 
children and pregnant women, when the micro-organism concerned is usually H. coli , and 
the site of the infection the pelvis of the right kidney. It is, however, met with at all ages 
and in both sexes, and many different bacteria have been recorded as the causative factors : 
and whilst the infection is commonly due to some particular micro-organism, the possibility 
of multiple infection must not be forgotten the most usual being a double* infection due 
to B. coli communis and Sir. pyogenes longus. 

When intermittent, bacteriuria may indicate a general infection, or a local infection 
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of some area distant from the urinary tract, as, lor example, a tonsillitis or a dental abscess, 
and often in an obscure ease of pyrexia a bacteriological examination of the urine will well 
repay the trouble involved. Intermittent baeteriuria, particularly of the staphylococcic 
type, is often associated with kidney calculus, and it is also not uncommon in eases of 
rheumatoid arthritis. 

Baeteriuria may be a symptom in : — 

1. General Infections, with or without associated nephritis, due to : — 

Streptococcus pvogenes longus Staphylococcus pyogenes If coli communis 

Pneumococcus aureus B. typhosus 

Gonococcus Micrococcus tetragenus B. paratyphosus 

Micrococcus mclitensis 


2. Local Infections : — 

Nephritis, pyelonephritis 

B. coli (Fig. 92) 

B. tuberculosis (Fig. 8?) 

B. pyoevaneus 

Cystitis due to : — 

B. coli 

B. tuberculosis ( Fig. 88) 

Prostatitis due to : — 

B. coli 
Gonococcus 

Urethritis due to : — 
Gonococcus 

Staphylococcus aureus or albus 


or ureteritis due to : — 

B. pneumonia* (Friedlander's 
bacillus) 

Streptococcus pyogenes longus 
(Fig. 89) 

B. typhosus 

B. pneumonia* (Fig. 91) 
Streptococcus pyogenes longus 

Staph vloeoeeus pyogenes 
aureus 


Pneumococcus 

Streptococcus pyogenes longus 


Staphylococcus pyogenes 
aureus 

Pneumococcus 


Staphylococcus p> ogenes 
aureus ( F/g. 90) 


Streptococcus pyogenes longus 


Micrococcus catarrhalis 


In the above table the various micro-organisms lire, speaking generally, arranged in 
the order of their frequency. 

Finally, a slight and transitory baeteriuria due to 1i. coli com minus, and one usually 
passing off without any treatment, can frequently be observed following operative measures 
upon the rectum or anus, or the organs of generation. 

In general infections the urine is either normal in appearance, or by reason of its 
admixture with blood may present any tint from ‘smoky to bright red. 1 he reaction is 
usually acid : often a degree of acidity is recorded which if present in an artificial culture 
medium would inhibit the growth of the infecting micro-organism. .Albumin is present, 
varying in amount from a trace to 7. 8, or more parts per thousand, and microscopical 
examination of the centrifugahzed deposit shows blood-cells, renal tube-casts, and renal 
epithelium, in addition to the infecting bacterium. Tin* clinical symptoms presented by 
itient are those of the general systemic infection. 

in local infections of the genito-urinary tract where infection is due to one species of 
, ic ro-organism only, the urine presents a somewhat similar appearance ; blood, however, 
may be entirely absent, while pus when measured by the centrifuge* may vary in volume 
from a trace* to 10 or 20 per cent of the* total bulk of urine. In the carlv stages of a local 
infection. however, mierosee>pie*al examination of the* deposit may merely show the* presence 
of leucocyte's slightly in excess of normal, se) that without the* use of the mie*roseope the 
fact e>f pyuria may easily be* misse*el altoget he r. 

Occasionally, anel particularly in adult e*ase*s, it may be noted that the* urine passed 
during the day is neutral or faintly alkaline the change in reaction I hen being due to 
physiologie*al causes. In the>se cases where the urine* is strongly alkaline the* alkalinity is 
due to ammonia resulting from the decomposition e>f urea, not bv the pathogenic infecting 
organism but by non-pathe>gcnic saprophyte's which have gained acce*ss to the* urine*, 
either after it has been vended e>r whilst still infra vcsicam. In the latter instance the 
contamination may have taken place as a result e>f careless instrumentation, or (as in the 
female) by continuity of surface, but it alse> frequently occurs owing to the passage of 
micro-organisms through the inflamed bladder wall from the* lume*n of the* ueljacemt 
large intestine. 
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The clinical symptoms associated with hactcriuria due to local infection vary enor- 
mously with different patients. Frequency of micturition, scalding dull aching pains in 
one or both loins, with tenderness on deep pressure over the kidney or ureters pains in . 
perineum and hvpop.st.riun, (according to the situation of the primary infection, severe 
rigors pyrexia (}’*. 41H, p. .-»««), anorexia, nausea, and vomit mg are amongst those 
eon, n, only observed. It is important to remember its relatively common ' 

children in whom th ere may be hardly any symptoms at all. or perhaps (’em rul * . 

or ill health, or gastro-intestinal distnrbanee. without any special urinary symptoms 
attracting notice. The urine generally contains only a trace of albumin and no obvious 
„„s : the diagnosis then depends upon bacteriological investigation of a catheter specimen, 
the need for which will be suggested by the discovery of a decided excess of lc,looe ; \t<s ill 
the eeutrifm'ali/.ed deposit from the specimen first collected .luring the routine examination 
; . Jno. Eyre. 

of the patient. 

BALDNESS. Alopecia, or baldness, may vary in degree from slight thinning to 
complete loss of the hair. There are four main varieties of baldness or alopecia, name y : 
(1) Coummital. (••>) Smile. CD Premature, and f t, Alopecia areata 

I. Congenital Alopecia is seldom complete, and the hair may be lanugo- i '< • 

n i t if... 1,,.1/lnmL' unpaninn 


as it also 


is when the baldness is accompanied by 


latter case the diagnosis is certain, 
developmental defects in the skin 
or its appendages. When then* i^ 
complete absence of the hair, not 
only of the head blit also of the 
eyelids, face, trunk, armpits, and 
pubic regions, the diagnosis is obvi- 
ous. It may be associated with 
dwarfism and premature senility 
( f’l-!, *J(H. p. *Jd7). 

•j. Senile Alopecia needs no 
description. The a^c of miscl ma\ 
be reduced b\ t lie constant wear- 
ing of a bard-brimmed hat stop- 
ping the proper circulation to the 
top of the scalp, resulting in bald- 
ness of the top of the head but an 
abundance of hair below the bat- 
brim level : this applies to males 
far more than it does to women. 

;j. Premature Alopecia may be 
(a) idiopathic or (h) symptomatic. 

The former, much less frequent than 
the latter, and due to no recogniz- 
able cause except heredity, usually 
begins between the a^es of twenty 
and thirty-five : in many cases at 
the vertex, like senile baldness, 
but often at the temple, when 
it extends backwards ellipt ieally . 

Symptomatic premature baldness 
may lx* either temporary or per- 
manent. gradual or rapid, and is 
dependent upon a jjjrcat variety ol 
local or constitutional causes, in- 
cluding seborrhiva of the scalp, 
psoriasis, chronic eczema , erysipelas . . or 

ringworm, farus, lupus erythematosus, syphilis iFig. »»> ; «t >s 

other acute systemic diseases, and sometimes of a severe slmek to td e • rxous^stun 
such as may result from a sudden and unexpected bereavement or the like. When 
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occurs as a sequel to fevers, in syphilis, ringworm (except after severe kerion), erysipelas, 
and eczema, the loss of hair is usually but temporary : in seborrheea, favus, lupus erythe- 
matosus, morphcca, and folliculitis decalvans , it is generally permanent ; it is always so 
when the hair-follicles have been destroyed. 

The most important form of symptomatic baldness is that which is associated with 
seborrheea , whether of the oily or of the* dry kind. The exfoliation of dry epidermic scales 
which characterize the latter, and is attributed by Sabouraud to the action of the ‘bottle 
bacillus \ is often known as pityriasis alba. Seborrluric alopecia has the same distribution 
as idiopathic baldness. 

1. Alopecia areata, in which the hair falls out in more or less circular smooth white 
patches, is generally of irregular distribution. I sually the patches continue to spread for 
a time, and may run into others, denuded areas of irregular outline thus being formed, 
with a surface white and smooth as a billiard ball. The hairs at the edges of the patches 
are looser than the others, and among them may be scon short stumps that have atrophied 
close to the root, so that they resemble a note of exclamat ion ( f ). In rare cases the hair 
falls out not in patches but more generally and very rapidly ; and soon the whole scalp 
may be denuded, and even the hair of the whole body may be lost, and with it the nails 
of the lingers and toes. The affection with which alopecia areata is most easily confounded 
is ringworm of the triehophytie variety : the differential diagnosis between the two affections 
will be found under FYnoovs An r.e rie>Ns or tin. Skin (p. .‘>09 ). Alopecia areata may 
also be confused with another form of symptomatic baldness, namely, alopecia cicatrisata , 
the jtseudo-pclade of Brocq, in which depressed islands of baldness, round or of irregular 
shape, occur on the scalp, the patches usually spreading and coalescing into large, smooth, 
shiny areas; these arc* cicatricial : there is destruction of the follicles so that the hair is 
never restored : there arc* normal-looking hairs on the bald areas, and the not e-of -exclama- 
tion stumps of alopecia areata are absent. 'The same diagnostic features, with the addition 
of a circumpilary ring of inflammation, apply to folliculitis decalvans. The bald patches 
sometimes met with in secondary syphilis may be distinguished from those of alopecia 
areata by the co-existence of other syphilitic symptoms, by the positive \\ assermann 
serum reaction, and by the effects of specific treatment. The bald areas of lupus erythema- 
tosus arc in greater or less degree cicatricial, there is destruction of the follicles, and a 
border which is slightly or distinctly inflamed • Frm st I lore. 

BEARING-DOWN PAIN. — (See Pain, Hi: mu no- down. p. ,V29.) 

BLACK SPECKS BEFORE THE EYES are of two types : (l) Movina. (2) Fixed. 

1. Moving Black Specks are practically always due to ntusctv vulituntes. The aqueous 
and vitreous humours are not absolutely homogeneous : in both there are minute particles 
in most persons, and these throw shadows upon the retina which are referred by the patient 
to points in the visual field outside him. They seem to be in front of his eyes, interfering 
with what he wishes to look at ; yet when he tries to locate them definitely by looking 
’ ■ tlv at them, they immediately float away, as it were, from his direct field of vision 
' Jphcral part, lie can ne ver focus them, and yet he may be conscious of seeing them 
r time. Only few persons in pcrfe*e*t health are troubled in this way, for although 

mu sea* veditantes may be present all the* time*, the mind ne*glce*ts them and fails to 
dice them. A\ hen the eye is tired by e lose* work, howeve*?*, or tin* patient is suffering 
from brain-fag, worry, insomnia, biliousness, or other similar (*ondition, they inav attract 
his notice very much and make* him fear that he is developing some serious lesion such 
as a cataract. Microseopists often find them a great nuisance. After a rest or a holiday 
t hex will cease to obtrude* themselves upon the patient's notice, hut he will notice* them 
again when he ge ts overworked or run down. In a similar wav musea* vulituntes may be 
troublesome* in those* who are* suffe ring ill health due* to almost any organic e*ause*. e specially 
if it is associated with anaunia. The* wav in which the specks float away when an atte mpt 
is made to focus them is charae*te*ristie*. 

-. Fixed Black Specks. — When, e>n the* e>the*r hand, the* patient notice s a black spot or 
speits in his ficlel eif vision, always present and always in exactly the* same* relationship 
to the point upon which he is focusing his eye*- - ned floating away into different parts of 
the ficlel of vision like musea* volitantes a e*are*ful examination e>f the* eye with the ophthal- 
moscope, assisted perhaps by the perimeter te> map emt the abnormal blind sped with 
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accuracy, will generally reveal some organic lesion in the eye to account for them. An 
opacity in the cornea from old keratitis , or synechia* from adhesions due to old iritis, or 
a cataract , may he seen, or tiny white patches at the macula indicative ot incipient albumin - 
uric retinitis , of grave omen ; or a small detachment of the retina ; or a melanotic sarcoma 
of the eyeball ; or early ojdic neuritis ; or a thrombosed retinal rent : or an embolized branch 
of a retinal artery ; or a lurmorrhagc into the* vitreous ; or a scotoma from localized ojdic 
atrojdnj , such as is met with sometimes in cases ot disseminated sclerosis ; or an early 
stage of tobacco amblyopia , or the amblyopic effects of certain drugs, especially quinine. 
Special ophthalmic experience will be needed to diagnose between these? different conditions, 
although the ophthalmoscopic appearances (p. 51?) of some of them are pathognomonic. 

Herbert French. 


BLEEDING GUMS.— A spongy, bleeding condition of the gums, attaining such a 
degree that the teeth become covered by the exuberent blood-oozing tissues, w*as a 
prominent feature of scurvy , a serious and often fatal disease which used to be common 
on sailing ships when fresh food was necessarily absent from the diet for weeks or even 
months at a time. It is now rare in its full development, but is still found in a mild form 
amongst children infantile scurvy, or Harlows disease -as the result ol long-continued 
feeding with tinned milk without fresh food. Its chief features are amemia and tenderness 
of the long bones due to hicmorrhages under tin* periosteum : in severer cases, besides 
sponginess and bleeding of the gum with more or less general stomatitis, there may be 
purpura and other lucmorrhagcs. 'The diagnosis is suggested by the diet history, and 
confirmed by the benefit that follows the addition of fresh milk, and, in older children, 
fresh vegetables. A similar condition may arise in adults whose circumstances compel 
them to live on tinned foods. Then* are, however, many other causes of bleeding of the 
gums besides scurvy. The differential diagnosis is generally easy, but sometimes very 
difficult . The first point to determine is wla ther the gum condition is due to local 
changes only, or whether it is part of a more general condition. 


to General Conditions or preceded by Lesions elsewhere 


1. Bleeding Gums due 
than in the Mouth: 

Scurvy 

Splr mum (biliary leuk.emia 
Lymphut ic leuk;emi;t 
Hodgkin's disease 
1‘ermeious aineima 
Aplastic ana-mia 
Splenic an.emia 
Harnophilia 

g. Bleeding Gums due 

Injury, e.g., by tooth brush 
Dental caries 
Tart ar 

I’vorrluea alveolaris 

Papilloma 

Kpulis 

Myeloid sarcoma 
Kpit hehomu 


Purpura 

Syphilis 

Mcreuriahsm 

Iodide poisoning 

Phosphorus poisoning 

Arsenic poisoning 

Lead poisoning 


to purely Local Conditions : — 

Act inomyeosis 

Acute or chronic stomatitis 
not obviously due to any of 
the causes already men- 
tioned. e.g. : 

Aphthous stomatitis 
l leerat i ve stomat ills 
Vincent s angina 


Febrile or asthenic states 
accompanied by sordes. e.g.. 
pneumonia, typhoid fever, 
the later stages of malignant 
cachexia, general paralysis, 
acute yellow atrophy of the 
liver, and so forth 
1 )yspepsia 


Gangrenous stomatitis 
( eanenim oris, phage- 
<lana oris, noma oris) 
Tuberculous gingivitis 
Krvthema bullosum. dermatitis 
herpetiformis, pemphigus, 

affecting the mouth as well 
as the epidermis 


]. Hi.i.r.niM; (inis m i: to Gknkkai. C onditions. 

Many ot tin- above eon.litions are discussed under other and more prominent symptoms, 
so that here we need refer to them tint hrielly (see Sim.kkn. Kni.akck.mknt ok. p. 
An.kmia. p. •>:> ; I’ntmtA. p. <>7.*> : etc.). A lilooil-eount is required to diagnose or exclude 
Ir’til, <rw in or pernicious amentia. The family history may surest Ua-nmphiha. Splenic^ 
amentia, II mini, ins tlisease. and aplastic ttntrntia attract attention more on aitount of 
the enlargement of the spleen or of the lymphatic glands (p. 471), or (if the ana-mia. 
than because of spongy (turns. Purpura is itself a symptom and not a disease. 

S 1 / pit i l is , particularly in its secondary stajjc. may produce stomatitis, pharyngitis, 
laryngitis, and jtinitivit is, with blccdinj:. even when no mercurial treatment has been 
adopted ; the secondary roseola may still he present, or the history may he obvious. 
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DifYicultv arises mainlv in women and children, and when the chancre lias been ext ragem till 
(FiS- 94). Wassermann's scrum test may be tried, or the Spiroehala pallida looked for 
in scrapings from the mucous lesions. 

Mercury is very liable to cause profuse salivation and acute stomatitis, with distressing 
and painful swelling of lips, gums, tongue, and cheeks : swallowing may become impossible, 
the -dairy saliva hangs in strings from the protruding tongue and bulging lips, the mucosa 
bleeds on the slightest touch, and the patient is the picture of abject, misery. Some 

persons are far more intolerant of mereury Ilian otliers, 

hut its worst effects have occurred when the remedy has 

been employed when the teeth are carious or the mouth 
unclean, and when there is albuminuria (syphilitic neph- 
Mk ritis). The diagnosis depends upon a knowledge of the 
drugs that are being given or, in occupation eases, of the 
chemicals that the patient has been working with. 

Iodides may cause profuse coryza, due to conjunc- 
tival, nasal, and oral catarrh, but the amount of bleeding 
that accompanies it is slight. The nature ol the drugs 
bcin<r taken will suggest the diagnosis, or if there is doubt 
/■„, ,1. ITi„uu-y syphili.i, sun- on the ^ dnlRS< t|l( . unm . nm y be tested for iodides. 

Phosphorus used to produce very severe stomatitis, 
<r 0 iiu' on to necrosis of the jaw-* phossy jaw —not infrequently ending in death as the 
result of fatty degeneration of the liver and heart: this is uncommon since restrictions 
have been laid upon the use of crude yellow phosphorus in the manufacture ol matches. 
The occupation generally serves to suggest the diagnosis, though the patient may have 
been taking a rat paste or other vermin-killer containing phosphorus with suicidal intent. 

Arsenic and lead are both rare causes of bleeding gums ; occupation, or medical 
prescription, habits as regards drinking, or the possibility of arsenical administration in 
the form of weed-killer with murderous intent, may suggest the diagnosis, and there may 
be other signs of the poisoning, particularly pigmentation of the skin, vomiting, diarrluca. 
hyperkeratosis of the soles and palms, and generalized peripheral neuritis in the ease ot 
arsenic : and the symptoms given elsewhere <p. 45) in the ease of lead. Arsenic may he 
found in excess in the hair, or lead may he detected in the ficccs or in the residue from 
a bulk of urine. 

Febrile and asthenic states only cause sordcs and bleeding gums when the patient has 
already been ill some while, or when the nursing has been remiss : the diagnosis will depend 
on symptoms other than those connected with the gums. 

2. Bleeding Gums due to Loc al Conditions. 


When care has been taken to exclude general causes of bleeding of the gums, diller- 
!j,,n between the various local causes is not difficult. Some patients are alarmed by 
vmptom, when its cause is nothing more than the use of a new tooth-brush whose 
-lies have slightly lacerated gums that are accustomed to an older and softer brush. 

1 be history will" indicate other forms of local injury — an ill-fitting tooth-plate, perhaps. 
Haemoptysis may he simulated. 

Dental caries may he obvious, or it may he hidden away between adjacent teeth and 
yet he irritating the gum enough to cause it to bleed with undue readiness when the teeth 
are brushed. " Tartar is obvious on inspection. Pyorrhua alvcolaris , also known as 
'suppurative gingivitis or ttigg's disease, is the result of septic infection extending down into 
the sockets, loosening the teeth, causing the gum margins to recede by erosion, and leading 
to a purulent discharge from between the gums and the teeth. This condition may he 
present . veil when the external aspect of the teeth seems perfect : a very line probe may 
sometimes be passed painlessly down into the tootli-sockct between adjacent teeth when' 
the suppurative process has been progressing unsuspected, and out of the reach of the 
tooth-brush. An X-rav examination may he required to determine the condition of the 
submucosal portions of the teeth (Fif>s. «l-«:i. p. 4,‘i). The gums bleed on the slightest 
touch in severe eases, the breath is foul, and the constant swallowing ot pyogenic 
organisms and their products leads to dyspepsia, amemia. chronic ill health, listlessness, 
functional nerve disorders, and sometimes more acute symptoms of general pya'ima, 
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espeoiullv pvrcxm and perhaps multiple infective synovitis and arthritis. Neurasthenia 
ami depression ultimately ensue in many cases, and sometimes very severe and even 
iiital amcmia or purpura. 

The diagnosis of alveolar abscess is generally obvious, though infection of a bemgn or 
malionanl nnv uroli th rnav simulate it for a time. Microscope examination of the excised 
tumour is the only certain way of dia K nosinfj the nature of an odontoma, papilloma, simple 
epulis myeloid sarcomatous epulis, or epithelioma ot the Jtum. 

tclinomi/cosis is rare in man : hut the jaw, <rum, or check are parts most commonly 
affected. The chronic nature of that which partakes of the characters partly ol a neoplasm 
and partlv of an abscess, in a person who has had occasion to put straws, cotton, or other 
vegetable products into his mouth, may surest the diagnosis, which will he conlirmed by 
tlie lindine „f the ray funpi in the purulent discharge, or in sections from parts excised. 
Minute uriy or yellowish specks in the pus are said to he characteristic, hut they are not 
always seen, and it is by microscopical examination that the diagnosis is made with certainty 
(sec Fig. blO, p. 77 !J). 

Stomatitis in its various degrees may have a general cause, such as inercuriahsin (see 
above) : or it may be due to purely local infection with micro-organisms. It might perhaps 
be classified bactcriologically the variety spoken 
of as thrush being due to Oidium albicans, for 
instance : other cases being due to different or- 
ganisms such as Streptococcus longus ha moltfttrus . 

Streptococcus viridans, the Spirilla and Facilli fusi- 
formes of Vincent , tin* jtneumoeoecus, Kriedliindcr's 
jmcumobaeill us, Staphi/lfteoeeus aureus , Pfeiffers 
Hucillus influenza ■ : whether the Anurba buccalis 
or any of the various Strcptotbri.r species which arc 
often found to be present are causal or merely 
concomitant is undetermined : and in any east it 
requires very considerable acumen on the part of 
the bacteriologist who makes cultures to say which 
of the many organisms that turn up in the cultures 
is really the cause of tin* condition : this par- 
ticularly true of the streptococcus group. ( linically 
stomatitis is classified by its degree into acute 
catarrhal, ulcerative, and gangrenous. All these 
affect the mucosa of the cheeks, lips, tongue, and 
palate, in addition to the gums, and any of the 
inflamed parts bleed readily. The first degree is 
characterized by redness, swelling, tenderness, and 
pain, with inability to move the tongue about 

in order to eat and swallow, swelling and protrusion of the lips, foulness ol the 
breath, and very often salivation. There may or may not be localized greyish or 
white aphthous patches ; these are commoner in children. When ulcers occur, these 
are generally multiple and shallow, very painful, with more or less glazing of the 
ulcerated surface, and acute hypenemia of the margins. The gangrenous form is 
better known as cancrum oris (Fig. ha), fortunately rare, though sometimes seen in ill- 
cared-for children who have contracted measles or some other acute debilitating lever. 
The cheek is affected first, a dusky-red or black spot appearing within and without, 
spreading rapidly and leading to sloughing and perforation of the cheek, gangrene of 
the gums and jaw, falling out of the teeth, a very foul nauseating odour of the breath, 
and death from utter exhaustion. 

Tuberculous gingivitis is rare, but when it does occur it is very severe. The nature 
of the bleeding gums will be suggested by the co-existence of phthisis, and tubercle bacilli 
may abound in smears from the gum. 

Erythema bullosum , dermatitis herpetiformis, and pemphigus — -particularly the lirst— 
may affect mucous membranes as well as the skin, especially the mouth, colon, and vagina. 
The result as regards the mouth is very distressing ; the crusts and resultant inflammation 
of lips, gums, tongue, cheeks, palate, fauces, and pharynx may make it impossible for food 
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to be taken ora.., and the patient loses weight 'pitia!^ ” 

membrane everywhere bleeds on the shgh.es hmeh- a d , l)riint . s are 

is generally pyrexia. The diagnosis is. as a rule . • *> ; *' 11 ‘ Komn()1 ,h.ua, 

seldom attacked unless the skin is aheeted also (see IU I.U.. p. ^ ^ 

p. 271). 

BLEEDING NOSE.- (See Kfistaxis. p. 27:1.) 

BLEEDING, UTERINE AND VAGINAL. (See Mknokkuacia, p. -W2 : Shrvmm- 
RIIAG1A, p. 48« : and Mktiiost.vxis. p. WH.) 

BLINDNESS. -(See Vision. Dkfkcts of, p. 1*20.) 


BLISTERS.- (See in u.k, p. 12a.) 

BLOOD, COUGHING UP OF. (See hemoptysis, j>. ar.s ) 
BLOOD IN THE URINE. (See Hem vitki \ p. 


a 17 .) 


tests for lid are applied to the firm a condition spol.cn of as occult tdood ,n the stools. 


I. OBVIOUS BED BLOOD PASSED PER ANUM. 


The following list ineludes most 


„f the conditions under which this may be found : 


1. From Anal Causes— 

Piles fissure 

2 . From Rectal Causes 

Carcinoma, primary 
Polypus 

Syphilitic ulceration 
Tuberculous ulceration 

a. From Colonic Causes : 

Carcinoma, primary, of sig- 
moid colon, descending 
colon, splenic tlexurc, 
transverse colon, hepatic 
dexurc, ascending colon, 
eiceum 

Chronic divert iculitis 
Acute diverticulitis 
Polypus of the colon 
Tuberculous ulcers ol the 
colon 


Fistula 


Infective proctitis 
Invasion of the rectum by 
the following: Vesical car- 
cinoma, uterine carcinoma. 


Intussusception 
Ainobie dysentery 
Bacillary dysentery 
Acute non-uleerative colitis 
Ulcerative colitis 
Actinomycosis ol the ea eum 
Thrombosis of mesenteric 
vein 

Krnbolism of mesenteric 
artery 


Foreign body 


pelvic sarcoma. pelvic 
abscess, act inomycosis, 
Bilhar/.ia hamatobia 


Injury : («) Abdominal ; 

(/>) Per rectum, e.g.. alter 
sigmoidosci >py 
Acute summer diarrhua of 
infants 

After irritant drugs: Arsenic, 
phosphorus, calomel, ex- 
cessive purgation 
Oxvuris vermicularis 


p From Causes in the Ileum 

Intussusception Thrombosis 

Tvnhoid fever Kmlmlism 

I) VSC.lt (TV Ir ‘.i ,lr > 


After birth, if the stump of 
the umbilical cord be- 
comes infected 


o. From Causes in the Jejunum : 

Peptic ulcer 


After gastrojejunostomy 


0. From General 

Cholera 
Yellow fever 
Sprue 

Typhoid fever 


Infective or Allied Causes : - 

Intermittent fever (severe) 

Relapsing fever 

Scurvy 

Septiea-mia 


Blood diseases : Pernicious 
amentia, splci lomedullary 
lcMikaania. lymphatic leu- 
kaemia, purpura (ipv.) 

Jaundice (<pv.) 
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7. From Duodenal Causes : 

Simple ulcer In jury Carcinoma ( x cry rare) Ankylostomiasis 

s. From Castric Causes : 

Simple ulcer Injury Carcinoma Sarcoma 

9. From the (Esophagus: 

Cirrhosis of the liver 


10. From Swallowtid Blood due to: 

!\pista\is (<|.v.) Hamoptysis (q.v.) Hupturcd aneurysm 


It is dearly unnecessary to discuss each and all of the above conditions in detail : 
in many the blood per aniini will be but a minor item in the course of some illness whose 
nature is indicated by other and more characteristic symptoms. When the source of 
bleeding has been hi«rh up in the alimentary canal gastric ulcer, <r«‘Mrie carcinoma, 
duodenal ulcer, cirrhosis of the liver: or when the blood has been swallowed, from 
epistaxis, ha inopt \ sis. or a leaking aiiriirvsm the blood generally becomes so altered by 
the digest i \ e juices that, by the time it is passed per atmm. it is no longer red but black, 
and tlie different ial diagnosis of the causes of black altered blood passed per anum is 
discussed in tin* article on Mi:u:\.\ (p. fSl ) : but it is worthy of note that sometimes the 
quantity of blood lost in conditions which usually cause mclana may be so "rent that it 
reaches the amis undigested and is passed not as black tarry motions but as blood still 
recognizable by its ml colour. The other symptoms in such cases, however, generally 
indicate that the hlcediii" is from higher up than the colon or ileum. 

When definite blood, recognizable by the patient, is passed per anum and there is 
no general pvrexial illness txplmid fe\er for example, or infective endocarditis, or some 
abdominal catastrophe, such as direct injury, or the effects of thrombosis or embolism 
to account for it. the chief point that next arises for decision is : Does the blood come from 
piles or other local anal lesion, or is its source a more serious, and perhaps even "rave, 
lesion higher up ? It is seldom safe to assume that blood per anum is due merely to piles : 
careful local examination. e\ en perhaps to the extent of usin" the sigmoidoscope, is often 
re<|uired to axoid the error « if at t ribut in** to simple piles that which is really caused by a 
rectal carcinoma in an operable stn"c, but soon to become inoperable if the ease is allowed 
to drift . 

With piles. fissure. or fistula the bleeding is Generally such that the blood is passed 
uiimixed w i 1 1 1 the fa*ees. and it is not as a rule associated with much mucus : with lesions 
of the pel\ ie colon, or 1 of parts higher up, there may be no mucus, but when mucus is 
passed as well as blood the lesion is "encrnlly something more than piles. If the blood 
is mixed with the f;eees rather than passed as <l>i| >s after the motion has been evacuated, 
the lesion is Mcncrallv more serious than piles, though the converse is not true, for a rectal 
carcinoma or a polvpus max lead to blood passing in drips or ex en in pushes quite separate 
from fames. 'There is no inxariable rule to follow ; no ease in which blood is passed per 
anum can be regarded as unimportant until careful examination visual, digital, if neces- 
sary instrumental has been made to exclude the more serious troubles. 

In adults, the chief lesions to diagnose or exclude are the following : 


1 . Malignant Disease : 

Carcinoma of the rectum 
Carcinoma of the sigmoid colon 

‘J. Pol jf pus : 

Single pedunculated polypus of the rectum 
Single pedunculated polypus of the sigmoid 
colon 

JJ. Xon-malignant llcerutinu : 

Syphilitic, venereal, or septic ulceration of 
the rectum 

Tuberculous ulceration of the rectum 


Carcinoma of the descending colon 
Carcinoma higher up 


Silicic pedunculated polypus of the colon 
higher up 

Multiple polypi of the rectum or pelvic colon 


tdeerative colitis 

Dysentery : (a) Anncbic. (b) bacillary 


1 ) 
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1. Malignant Disease.- Digital examination of the rectum is essential; by its 
means one may often diagnose t lie existence of trouble more serious than piles. Rectal 
carcinoma may be obvious to the tinker : or a typical rectal polypus may be felt. ; venereal 
or septic ulceration of the rectum may be less obvious as to its nature, but it may sometimes 
be distinguished from carcinoma by the fact that it generally starts immediately above 
the internal sphincter, whereas with carcinoma there is usually an inch or more of 
normal mucosa above the sphincter before the neoplasm is reached. The remaining 
conditions generally require more elaborate investigation for their diagnosis, notably 
by means of the proctoscope, the sigmoidoscope. X rays alter an opaque enema, and 
microscopical and bacteriological examinations. The need for these will be indicated by 
such additional symptoms as true diurrhera. spurious diarrluea (i.e., frequent desire to go 
to stool but with comparatively little result), pain, constipation, loss of weight, amcmia, 
or general ill health. Carcinoma of the sigmoid colon may lie seen with the sigmoidoscope. 

Carcinoma of the descending colon or of the colon higher up may be suggested by the 
passage of blood and mucus per rectum associated with increasing constipation, and 
discomfort or pain in the left iliac fossa ; a tumour may be felt in the left iliac fossa, but 
the growth may be too high up for the sigmoidoscope to reach it. Bismuth and X-ray 
examination may serve to demonstrate stenosis of the bowel at the site of the growth ; 
and if the condition should be chronic diverticulitis and not carcinoma the fact will be 
made clearer by operation than in any other way. 

2. Polypus. Single polypi of the rectum or of the colon higher up may sometimes 
be very difficult to fed with the finger, but they may be detected with the sigmoidoscope 
when they are not too high up. Their pedicle is often an inch or more in length, and no 
thicker than string ; the globular distal end of the polypus is apt to become inflamed and 
to bleed : there may be no pain and no diarrluea to call attention to the site of the bleed- 
ing and one is apt to attribute the hiemorrhage to internal piles. The patients sometimes 
lose so much blood progressively that their appearance simulates pernicious amcmia ; 
some may be regarded, erroneously, as instances of some primary blood disease with 
general bowel haemorrhages, when sigmoidoscopy might reveal the polypus and removal 
of the latter might cure both the bleeding and the amcmia. 

Multiple polypi of the rectum or pelvic colon cause constipation with the passage of 
bloody mucus rather than profuse haemorrhage, and they tend to simulate rectal carcinoma. 
They may be felt digitally per rectum, or may be higher up and need the sigmoidoscope 
for their detection. Sometimes they are flat and sessile ; occasionally they may project 
like stunted fingers, and be so numerous as to produce partial intestinal obstruction by 
becoming tangled together. They arc uncommon, but it is a great relief when operation 
is performed for their removal, and the condition, thought primarily to he malignant, 
turns out to be thus simple. 

ti. Non-malignant Ulceration. Nun-malignant colitis, with or without ulceration, 
is of all degrees from mild, temporary, superficial, to severe, intractable, persistent, and 
:al. There is no real line of distinct ion between ulcerative colitis as it occurs in England, 
uid chronic dysentery arising abroad : but for the sake of convenience dvscnterv is a 
term generally employed for eases that derived their infection from or in the tropics, 
ulcerative colitis being the term used to designate corresponding states of affairs that arc 
not known to have had a tropical origin. 

As regards the tropical dysenteries, instances of which may arise in England even in 
patients who have never been abroad, there are two main types, namely : (a) Anm bic 
dysentery ; and (b) Bacillary dysentery. The distinction is important in connection 
with treatment, amoebic dysentery being curable by subcutaneous injections of emetine 
hydrochloride or by giving bismuth-emetine-iodide by the mouth ; bacillarv dysentery 
being influenced little by emetine, but helped towards cure by serum injections Shiga's 
or Flcxner's as the case may be. The amoebic form, moreover, is by far the more likelv 
to be followed by tropical amoebic abscess of the liver. 

Both forms present every degree of severity ; there may have been no acute beginning, 
the patient suffering from little worse than mild diarrhoea ; on the other hand, the illness 
may start violently w T ith severe abdominal pains, pyrexia, tenesmus, and constant running 
diarrhoea succeeded by the repeated passage per rectum of blood-stained munis or pure 
blood at frequent intervals. The acute phase may be fatal ; or complete cure may be 
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brought about in a week or two ; or there may be temporary improvement followed by a 
relapse or several relapses, endin'* in gradual recovery : or, instead of complete cure, a 
condition of chronic dysentery with persistent ulceration of the colon may supervene, 
this bein'* the state of affairs met with in eases who have returned, uneured, from the 
tropics. The symptoms an* then precisely similar to those of Bullish ulcerative colitis. 

There may be* chronic diarrhera, six or seven motions being passed daily with more 
or less abdominal gripin'* and tenesmus, the stools bein'* accompanied with mucus and 
at times with blood ; or blood and mucus may be evacuated on some occasions without 
faeal matter, or the patient may pass pure blood from time to time without mucus or 
faces. Sometimes then* are quiescent intervals of weeks or months, with stools that may 
be loose and rather frequent but otherwise not very abnormal, such an interval being 
followed by an exacerbation of the diarrlaea and repetition of the passage of blood and 
mucus. This type of trouble may persist for years if established ulceration of the colon 
fails to heal under appropriate treatment by emetine, serum, bowel wash-outs, or perhaps 
by surgical measures such as appendicostomy, colostomy, eiecostomy, or colectomy. The 
diagnosis is based partly on the history, especially of residence in the tropics, partly on 
what is seen through the sigmoidoscope, partly upon the results of microscopical and 
bacteriological examinations of the stools, and partly upon serum agglutination tests. 

Amobie dysentery in its chronic form is diagnosed chiefly by three methods, namely : 
(a) Discovering the Anucba histolytica or its encysted forms in the stools ; (b) Seeing the 
characteristic ulcers with the sigmoidoscope: (c) Finding that the condition is relieved 
or cured by the use of emetine, either as emetine hydrochloride given subcutaneously, or 
as bismut h-eniet ine-iodidc given by the mouth. Should there be hepatic abscess as a 
complication, the bowel infection is or has probably been amtrbic. There are no charac- 
teristic blood changes or serum reactions. 

'Fhe Anucba histolytica is a large* motile protoplasmic body with a relatively small 
nucleus ; each aiim ba may measure from do to 10 mm. in diameter, and it is seen best 
when an emulsion of the stools is examined fresh under the low power of the microscope, 
a warmed stage being employed. It requires expert knowledge, however, to distinguish 
it from the harmless Anucba cali : though if red corpuscles are seen to be engulfed in the 
anueba it is more likely to be histolytica than cali. The encysted forms are even more 
difficult to distinguish at sight than are the motile types. It assists the examination if 
a little met h\ leiie-bhie solution is added to the heeal emulsion, for the stain is taken up 
by pus and epithelial cells at once and not by the living anurba*. which stand out as light 
retractile motile bodies by contrast. 

'I’lie sigmoidoscopie appearances of amo bie dysentery differ from those of bacillary 
dysentery and of ulcerative* colitis, in that, instead of quite irregular and widespread 
ulceration, with general angry reddening of the mucosa that is not denuded by the ulcera- 
tive process, there are usually a number of relatively small separate well-defined ulcers 
with reddened margins and pitted liases: once seen, these characteristic amtrbic ulcers 
can often be recognized at once in subsequent eases, and tin* diagnosis may be bast'd upon 
t heir appearances alone. 

The therapeutic test by emetine applies only to amtrbic dysentery: the drug is of 
slight value in dysentery or in colitis due to other causes. Amtrbic ulcers and other 
amo bie lesions may be cured completely by its use. 

HaciUury dysentery is probably caused by a greater number of different bacilli than 
have yet been differentiated or discovered : the best known organism causing the disease 
is Shiga's bacillus, which is doubtless the cause of most cases of dysentery coming from 
India, Kgypt, Japan, (hina, and other Kastern countries ; it may also be the chief cause 
of dysentery in some epidemics in Fast, West, and Central Africa, the West Indies, Panama, 
and Central and South America ; but on the other hand it is quite possible that different 
bacilli, yet to be differentiated, may also cause dysentery in these places and elsewhere : 
b'le, ntcr's bacilli may be specific*, or, like* the varieties of typhoid and paratyphoid bacilli, 
they may be but subvarieties of the main genus. These things we do not yet know : but 
it is certain that though Shiga's bacilli may be typical in many cases of bacillary dysentery, 
there* are many other cases of apparently similar dysentery in which the bacteriological 
findings reveal organisms which do not conform strictly to the Shiga type. Though the 
cases are grouped together as instances of ‘bacillary dysentery,' the fact that the causal 
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bacilli arc not necessarily identical in different eases and in different countries has three 
important hearings upon diagnosis : (a) The bacteriological findings in the 4 stools niav leave 
one in doubt as to whether they prove that the ease is bacillary dysentery or not ; (fr) 
Whereas in typical eases the patient's blood-serum gives a positive* agglutination with 
cultures of Shiga's bacilli, and thus helps to establish the diagnosis, the* absence of such 
agglutination test does not prove the* contrary, any more* than a negative Widal's se rum 
test to typhoid fever pmves that a patient, suffe ring clinically from enteriea, is not infected 
by paratyphoid A e>r paratyphoid It : (r) Whe*re*as certain eases of bacillary dysentery 

may be eure*d, almost as by a spe*eitie, by the use of Fle-xncr's or othe*r ant id vse*ntcrie* 
serum given subcutaneously, intravenously, or by the bowel, other e*ase*s are* not helped 
much by the* serum treatment, and yet the fact that they are* not helped does not exclude 
their being bacillary eases. 

When, however, a ease is pre tty sure ly tropical dyse nte ry, and no ameeba* are* found 
in the* ste>e>ls, and the sigmoidoscope re*ve*als, not the* elise*re*te* pune*he*d-out disseminated 
ulcers of the* amoebic dise*ase, but a me) re diffuse*el, irre*gular, angrie*r ulceration of the 
colonic mucosa, the* diagnosis of bacillary dysemtery be*e*ome*s highly probable* even though 
the* stool-cult tires are* inele*te*rminate* and the* patient s blood-serum eleu*s t 1 e > t give* a positive* 
reaction with Shiga's or Flexner's bacilli cultures. 

I leerative colitis presents appearance’s, symptoms, and prognosis ve ry similar to those* 
e>f persistent bacillary elyse*ntery, The* e*hie*l point ed elist ine*t ie>n is ge*e>graphie*al. 'I'll < * 
malady may e'xtenel ejve*r years, with tvinissienis ; but unle*ss tivatmemt bv antiseptie* 
enernata e»r by surgical measures is fe>rt unately sue(*e*ssful, the* patient generallv Income's 
reeiueed to a progressively lowe r le*vcl by e*aeh e'xaevrbat ion. and elie*s e > f the* be>we*l elise*ase* 
and its efh*ets, one ol whie*h may be* the* development <d pre)gre*ssive* amemia simulating 
pernicious amemia, ane>the*r the* ele*ve*le>pme*nt e > f larelae*e*enis elise*ase*. Fre*ejue*nt ae*tion <d 
the be»wels, ueeompanied by local e »r general abdominal pain of a colicky nature*, by 
tenesmus, and often by the* passage of abundant mucus and variable* amounts of blood per 
rectum, constitute’ the* chief symptoms. So-ealleel mueenis e-olitis is ejuite* a elilTerent 
disease. There* are no ulcers to he* seam in the* be>\ve*l in the latter, hut in u lee* ra t iv c eclitis 
the sigmoidose*e»pe* reveals an angry, blood-oo/.ing mue*osa with irregular diffuse* ulce ration 
similar te> that se*en in bacillary dysentery. Tlie history and the* look of the stoob and tin* 
sigmnidnscopic appe*aranees give* t lit* diagnosis: there is no positive serum test that is 
generally applicable, and the* therapeutic tests by emetine or by ant id \ sent eric serum 
eh) ned apply. Many eases doubtless have* a mierobie* causation, and the* eonelition mav he* 
epidemic, as in asylum dysentery: but the* bacteriology ed' ulcerative* colitis as distinct from 
tropie*al dysentery is lar from clear. Some ease*s may result from the* overuse* of purgative* 
drugs, notably e*alomc] : others follow seve*re* microhic illness clscwhece. and mav be 
pneumoeoeeal afte*r )>ne*ume>nia, stre*ptoe*oeeal alte*r e*rysipe*las. and so on. but this is not 
certain : a se*ve*re* form is met with in the* late* stages ed’ chronic tubal neplirit i*-. where* it 
mav perhaps lie* the* re*sult ed e*xe*retion into the* bowel <d prote-in products that irritate*, 
me. and eicstroy the* unaeeust otne*d bowel mucosa. Some e*ase*s mav re*prese lit change's 
ilu* bowe*l mucosa allied to e*e*/e*ma in the* skin, j < » r certain skin elise*a*-e*s. nolablv pem- 
phigus and allied bullous de*nnatoses, may he* assoeiat(*d with ulee*rat ive* colitis in a wav 
which suggests that whateve r e*ause*s the* skin tre>uhle is also the* cause* <d the* e*olitis and its 
ulceration. When one* has diagnosed ulcerative* colitis one has only aelvanced one stage : 
it is still he*\ ond us, as a rule, t < > assign the* ulcerative* colitis to its precise* cause in 
individual e*ase*s. 

Syphilitie* proctitis is much rarer than ed' yore : few cuse*s are* seen now. The condi- 
tion is chronic. and although it may trouble* the* patient to some e xtent by reason e>i' the* 
diarrlia*a and tenesmus it produces, and by the* blood and mucus that may be* passed, it 
mav. em the* othe*r hand, Icael to surprisingly little* inconvenience* until, in the* process <d‘ the* 
healing of the ulce*rs. stenosing e>f tlie* ree*tum is brought about. Them severe and inereas- 
ing constipation is far more* trouble than was tlie previous diarrheia. r |'h< * ulceration 
may simulate carcinoma ed’ the rectum, but is distinguished by the* facts that it starts 
immediately above* tlie* anus, where*as carcinoma generally leaves a belt of unaffected 
mucosa be*t\veen tlie* anal ring and the* growth : that it is di Heron t in appe*aranee* \vhe*n see*n 
witii the })roetose*ope ; that it lasts longer than carcinoma does ; and that it tends to heal, 
especially under the influence of mercury, iodide, and salvarsan. It is distinguished I’min 
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ule*e*rat ive* colitis by the fae*t that the upper margin of the ulcerated area is limited, the 
ulcers seldom extending more than six inches upwards, generally less, the mucosa higher 
than this being perfectly normal. 

Tuberculous ulceration of tlu* rectum is uncommon far rarer than similar ulceration 
of the ileum and ca*cum. When it does occur it may simulate carcinoma, or venereal 
ulceration, or ulcerative* colitis ; the fact, however, that the character of the* ulceration as 
seen through the proctoscope* or the sigmoidoscope is peculiar, and not typical of other 
forms, will lead to swabbings from the* ulcers be-ing taken, when tubercle bacilli will generally 
he found in the films made from them ; or tuberculous trouble may he discovered in the 
limes or elsewhere* to give* the clue. Tuberculous ulceration of the rectum, unlike elyscn- 
terv, ulcerative colitis, or syphilitic proctitis, tends to a fleet and dest roy the anal mucosa 
by direct extension, and to invade the adjacent skin to a decree which may at once surest 
t he diagm »sis. 

The Passage of Blood per Anum in a Child. This calls for special comment. 
Soon after birth an infant may temporarily pass bright blood with the stools without the 
cause being more serious than septic infection of the umltilicul coni : the amount of blood 
passed is but small, and the condition transient as a rule. A much more serious condition 
is mehrna neonatorum , discussed on p. IK1. 

When the infant is a few months old. especially about the ace of eight or nine months, 
acute i nt nss uscept ion is a condition to be suspected if blood, with or without mucus, is 
passed per anum. The infant will indicate* that it is in pain by sen-amine and drawing 
up its lees ; there will be vomiting ; and after an initial evacuation of the normal contents 
of the lower bowel no true fa*ees will be passed, the diapers becoming reddened by the 
bloody mucus that passes in small amounts at intervals. There is no time for delay if the 
infant's life is to be saved by operation : a palpable abdominal lump is to Ik* felt for, if 

need be under an ana*sthetie. Although the intussusception starts at or near the ileoea*eal 

valve, as a rule the right iliac fossa is tin* least likely place for the lump to be felt in. for 
as the invagination of the bowel procresses the hardened distal end of the intussusception 
travels alone the colon so that it may be felt under the liver, in the epigastrium, or on 
the left side of tla* abdomen; it may even be felt by a finger inserted gently into the 
rectum. for some reason acute intussusception is commoner at about nine months old 
than at any other time, and therefore the passage of blood and mucus by an infant of 

this ace merits tin* most careful attention. At later aces intussusception is much less 

likely, and when the condition occurs in an adult it is usually not acute but subacute or 
chronic, lending to abdominal pains, constipation which may not lx* absolute, associated 
with a state of affairs which leads to laparotomy, the precise diagnosis being made as a 
rule only after the abdomen has been opened. 

When tin child is a year or two old prolapse of the anal mucosa may be the cause* of 
passage of blood per anum. It is a fairly common condition, due apparently to the effects 
of straining at stool when the child is left too long continuously sitting on the chamber. It 
is associated with constipation but not necessarily with ill health; it is recognized by 
inspection. The prolapse may not lu* obvious by the time the child is brought to the 
doctor, but the mother recognizes it. and is alarmed by the globular red swelling which 
she sees projecting from the anus when she takes tla* child up from the chamber. Adults 
may develop a similar condition in association with piles and constipation, necessitating 
a troublesome process of * pushing the bowel back ‘ after each evacuation. 

Alarm lest intussusception may have* occurred may arise* when older children pass 
blood per rectum in association with acute zymotic diarrhea , especially common in summer 
time. Doubtless many of the*se* ease-s develop acute e*nterocolitis with ble>od-oo/.ing from 
the inhumed mucosa : but the* condition docs not leael te> ulceration. Vomiting may be 
as marked as the eliarrhera : the*re may be* cramp-like attacks e>f abdominal colic and 
pouring diarrhu-a, the* motions often assuming a grass-green colour. The* eliarrhera and 
vomiting may be* very se rious, ofte n fatal, but the eiccurrcncc e>f blood per anum ele>es ne>t 
niake* the* prognosis worse*. The* abelomen will be* e xamined leer the possible tumour ed* an 
intussusception, but the fact that fa*cal material is passed, even though in small epiantities 
only afte*r the* first few evacuations, will sugge*st that ente*re»ce»lit is and ne>t intussusception 
L the* diagnosis. 

Henoch's purpura is a striking malady, the nature ed which may be obscure in the 
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first attack : when, however, the child has recurrences from time to time as the years go 
by the diagnosis becomes easy, and the trouble generally ceases before adult life is reached. 
It seldom kills. In a typical attack the little patient is seized, when previously in good 
health, with a ]>rost rating illness associated with pyrexia, vomiting, abdominal pains now 
here, now there, and sometimes diarrhoea, sometimes constipation ; very soon purpuric 

spots develop in the skin, recurring in successive 
crops, and possibly affecting all parts of the limbs 
and trunk (Fig. :h‘t7, p. V2H). A severe case might 
he described as a combination of cyclical vomiting 
with generalized purpura. 'Flic attack may last a 
week or wicks, passing off gradually ; good health 
may be maintained for a variable* interval : then 
there is a recurrence of precisely similar sym- 
ptoms : and during the years between 5 and 15 
th(‘ patient may have anything between two or 
three and a dozen or more bouts, ultimately ceas- 
ing to be subject to them. Many of the eases 
exhibit no more than the purpura associated with 
the gastro-intcstinal upsets, but a few go further 
and |>resent other luemorrhages besides purpura 
epistaxis. luematemesis. hamoptvsis. haniaturia, 
mehena, blood per atium. The latter is never a 
solitary symptom, however, and the diagnosis 
depends not on it but upon the other phenomena 
of the disease. Sometimes there is extensive 
luemorrhage into tin* submueosa of the bowel, with violent abdominal pains comparable 
with those of mesenteric embolism or of intussusception: indeed, the cessation of peri- 
stalsis in a short length of bowel affected by submucosal luemorrhage may cause the 
active bowel above to drive the lncmorrhagie part by invagination into the part below 
and produce an actual intussusception as a complication of what is primarily Henoch's 
purpura. Such violence of the malady is fortunately 
rare, but it needs to hi* borne in mind as a possibility 
in eases in which the passage of blood per rectum in 
association with absolute constipation has become a 
pronounced feature of the attack. 
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causes for the 

but both important, namely : (1) Parasites, especially 
Tlilharzia hwmatabia , O.rifuris vermicular is. Ankylosto- 
ihmdenalc ; and (2) ( last rn- intestinal irritant (/rags 
' hemicals, especially calomel and arsenic. 

1. Parasites, liilharzia fuematobia. known also 
and more correctly as the Schistosoma /avmatobinm , 
may occur in the rectum, though less frequently here 
than in the bladder. Its presence gives rise to the 
passage of mucus and blood per anum. There may be 
discomfort in the rectum and frequency of deftrea- 
tion. infection is contracted abroad, especially in 
Egypt a fact which may lead to a suspicion of the 
presence 1 of the affection in patients who have resided 
out of England. Diagnosis depends on finding the 
ova of the parasite in the fsrees or in the urine. Their 

well-known shape— oval with a pointed spike at one end (Fig. ?)<>), or rare ly at the side 
renders them unmistakable under the microscope. 

In children the presence of thread-worms {(Jjcyuris vermicular is) in the rectum may 
lead to the discharge of small amounts of mucus coloured by a trace of blood. The worms 
will be seen readily on inspection of the child’s motions. They art* white, about as thick 
as coarse thread, and \ to £ in. long. 




J'vj. 1»7. . I iikijliistnniinn tiu<> 

with hook'-;; R T;iil; C I'.i 
(Loir fiotrtr .) t I'nnn I Ixli.ul 
Mithiids, liy 1 'rf‘Hch : 1 1 ■ • i Nuthull.i 


lit <■ worm. 



BLOOD PER ANUM 


103 


Infection by Ankijlostnmum duodenal? (Figs. 97 00) ankylostomiasis is characterized 
by pronounced amcmia simulating pernicious amcmia, associated with asthenia without 
obvious cause ; though patients may harbour ankylostomes without exhibiting any sym- 
ptoms at all. Blood occurs in the stools, but it is seldom obvious ; generally it is detected by 
the tests for occult blood given below. Blood-counts in bad cases may exhibit most of the 
characters exhibited by those of patients with per- 
nicious amcmia, even to the occurrence of a high 
colour index, but with this very important differ- 
ence*. namely, that Kokinoimiii.ia (p. 271) is often 
marked in ankylostomiasis cases and is very rare* 
in pernicious amcmia. Kosinophilia in a e*ase* of 
supposed pernicious amentia should always lead 
t < » a search for cv iehmee* of parasitic infection, 
especially by tape -worm, aiikylostoruc. or bilharzia. 

Ankylostomiasis may 1 ><* suggested by former resi- 
dence* abroad, particularly in Egypt, South Africa, 

South America. Mexico, India, Assam. or Siam, 
though eases occur in European countries to which 
the infection has been introduced from overseas 
fe»r instance*, in the* ( ornish lead mine epidemic* and 
in the St. (iothard tunnel workers ; the* diagnosis 
is established by detection of the parasites or 
their ova in the stools, notably after the* aelmin- 
istration of an ant helmint ie* such as thymol or 
ciirboii tetrachloride, the* latter in gO-minim doses 
being almost a specifie* lor the cure* of the* disease*. 

*2. Gastrointestinal Irritants of a chemical 
nature* are* nume rous, but the* majority cause blood 
pe*r auum only when administered for suicidal or homicidal ]>urposcs for instance, 
sulphuric* acid, nitric aeiel, by drochk trie acid, corrosive sublimate* the* diagnosis then 
depending upon the* collate ral evidence* in the* cast*. Two. however, that may cause* blood 
per auum. sometimes even when the dose has been within therapeutic limits, arc arsenic 
and calomel. 

Arsenic is well known as liable to upset digestion when ust-el in the* treatment e>f chorea, 

pernicious amcmia. certain skin diseases, and so forth: 
sometimes it has been administered with felonious intent b\ T 
murde rers in the* form of wccd-killcr. the* symptoms pro- 
duced in the* patient being attributed to gastric ulcer or to 
liberalise* e-olitis; in either ease* the diarrhoea may’ be ac- 
compamcel by the passage e>f blood and mucus in the stools ; 
epigastric pain and tenderness, vomiting, rapid irregular 
pulse*, clammy colei swe ats, and recurrent bouts e>f collapse 
may be* prominent feature s e » f the* case, the nature* of which 
may bailie diagnosis unless the re* is knowledge that arsenic is 
being take n. or unle ss analy se s of the* vomit e>r of the* stools 
lead to the* elctcctieui of arsenic by Heinsch's or Marsh's test. 

( ahnncl is usually a harmless purge, but sometimes, 
particularly' in e*ase*s that are* already se*ptie*, it hauls to 
definite* and even fatal colitis : when the* latter is extreme 
ble>< ul v mucus is passed pe r re*ctum. and ne>t a few e*ase*s of 
fatal ulcerative colitis have been started by the giving of 
e*alomcl in doses that would orelinarily’ be* regareb'el as within 
therapeutic limits. The* diagnosis depends upon knowledge 
of the* administration e>f the* elrug. 

II. BLACK BLOOD IN THE STOOLS, 

Bor this condition see Mku*:n'a, p. 481. 
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HI. OCCULT BLOOD IN THE STOOLS. 

Most of the conditions described above may sometimes lead to the passage of so little 
blood in the stools that it is not obvious unless special lests are applied to the motions for 
its detection— under which circumstances the state of affairs is labelled ‘ occult blood in the 
stools'. Nevertheless, the occurrence of such occult blood merits special discussion because 
it may be of particular importance, notably in our attempts to decide whether there is 
activity in connection with a gastric ulcer, a duodenal ulcer, or a gastric carcinoma. 

It will be important, of course, to exclude lesions of the colon, such as colitis or new 
growth, by sigmoidoscopy. X-ray examination, a careful scrutiny of the history : parasitic 
infection by examining the stools tor ova or worms, and the blood lor eosinophilia ; and 
so on; but when it has become a question as to whether the patient may have merely 
visceroptosis, hyperehlorhydria, functional dyspepsia, on the one hand, or an ulcer ol the 
stomach or duodenum on tlu* other, examination of the stools for occult blood may be an 
important factor in the differential diagnosis. It is essential to exclude foods containing 
hicmoglobin or chlorophyll before the tests can be relied on : and tin* following routine, 
though it may appear elaborate, is wise before the tests are applied, first, the diet should 
be restricted for the time being to items that contain no green vegetables, and no meat or 
meat products, even gravv soups, beef tea. and bovril being excluded : secondly, steps 
should be taken to see that the stool examined dates from a time that is certainly subse- 
quent to the last partaking of meat products or greens. After tin* special diet has been 
started one should wait until the next stool has been passed : then two tcaspoonfuls of 
powdered charcoal should bo taken three times in the da\ lor one da\ . and the subsequent 
stools should be observed until those containing the charcoal have been seen : then, the 
special diet being continued, the next stool subsequent to the last one containing charcoal 
should be the first one taken to be tested for occult blood. If occult blood is then 
definitely present the probability is that the patient has definite ulceration of the stomach 
or duodenum, if upon other grounds the diagnosis lias been narrowed down to being either 
this or a less serious one of simple indigestion. With these pros isos, the occurrence of 
occult blood in the stools has very real diagnostic significance. 

Testing for Occult Blood.— The methods employed for the detection of occult blood 
in the motions arc various : in some* cases it may suffice to place a smear <>1 the stool 
upon a piece of lint, drop a few drops of tincture of guaiacum over the stool smear, and 
then pour a few drops of fresh o/onic ether over the whole, the occurrence of a bright 
blue stain at the margins of the mixed ingredients on the lint being definite evidence 
that blood derivatives are present. More often it is essential to use more delicate 
methods, and to extract any blood pigments that may be present by the following 
procedure : A portion of the stool, about the size of a large pea, is rubbed up into an 
emulsion with a small amount of water, preferably distilled ; a glass rod in a test-tube is 
convenient for doing this: one may then apply either: (1) The spectroscope test ; (-) 
,,M - guaiacum test ; or (If) The benzidine test. 

, g. Ttic Spectroscope Test nod the (imuocmii Test. I liese may be taken together. 
;i convenient amount of the emulsified stool one adds half as much glacial acetic acid, 
,ud as much pure ether as acetic acid ; the mixture is shaken well, and reshaken several 
times ; it is then allowed to stand until the ether separates from the water as an upper 
layer which can then In* decanted into a fresh, clean test-tube. The ethereal solution may 
be divided into two parts. The first is examined spectroscopically for the bands of either 
ox vluemoglobm (Fig. 17, p. Id) or acid luematin (Fig. 21, p. Id), indicative of blood or its 
derivatives ; the second is tested by the addition of a drop of fresh tincture of guaiacum 
followed by several drops of either ozonie ether or of a d per cent solution of hydrogen 
peroxide, the development of a greenish-blue or of a definite blue colour indicating that 
blood derivatives are present. 

3. The Benzidine Test . -—The emulsion of stool is first boiled in its test-tube and then 
cooled : an equal amount of saturated solution of benzidine in glacial acetic acid is added : 
the mixture is shaken up, and a 3 per cent solution of peroxide* of hydrogen is added drop 
by drop, watch being kept for the development of a greenish-blue tint if minute quantities 
of blood are present, or of a decided blue hue as evidence of definite occult blood. 

Herbert French. 
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BLOOD, VOMITING OF. (Sec l O:\iatkmi. sis. p. :m.) 

BLOOD-PRESSURE, ABNORMAL. I tlood-pressure cannot Ik* gauged accurately 
with the finder, hut is determined by oik* or other of tin* ninny forms of sphygmomano- 
meter now in general use. The maximum sifslalie arterial pressure is the easiest, to measure ; 
it is given by the reading of the inaiioincter when the pulsations ol the radial artery just, 
cease to he perceptible to the palpating linger at the wrist. Measurement ol the minimum 
diastolic arterial pressure is made less readily by the palpation method than it is by 
auscultating the brachial artery with the stethoscope at the bend of the elbow whilst the 
pressure in the bay is raised steadily by the hand-pump; a certain amount of practice is 
required in using this method. When the sound ot the blood-tlow ceases, the leading of 
the manometer gives the maximum systolic pressure ; wlien th(* air is now let gently out 
from the bag, the sound begins to be audible as the blood-tlow through th<* artery returns, 
and it increases in loudness up to a maximum : a reading of the manometer taken at the 
time the sound has just reached 1 1 1 is maximum gives what is considered to be the diastolic 
pressure. 

The difference between the systolic and the diastolic pressures is termed the pulse- 
pressure : and the average between the systolic and tin* diastolic pressures is termed the 
mean arterial pressure. 

It does not follow that if the systolic pressure is high the diastolic is also high, though 
it mav be. In a ease of aortic regurgitation, for example, the systolic pressure may be 
!(>() mm. Hg, the diastolic 70 mm. Hg, giving a pulse-pressure of h<) nun. Hg, but a 
mean pressure of 11.7 mm. Hi;; in a case of arteriosclerosis the* systolic pressure may be 
•jlO n ,in.. the diastolic 100 mm. Hg. the pulse-pressure being then *J0 mm. Hg and the mean 
pressure l'OO mm. Hg. There is no constant relationship between systolic and diastolic 
pressures even in health, but an average in anyone under thirty years of age would be 
about 1-J0 mm. lie systolic pressure, with a diastolic of about 00. Prolongation of the 
lirst sound at the impulse, or a ringing accentuation of the aortic second sound, may serve 
to indicate that there is a high blood-pressure when no instrument is at hand to verify 
the fact . 

There is a great dial to be learned still about the clinical significance of diastolic 
pressures and pulse pressures ; from a practical point of view, what we know most about 
is the importance of the maximum svsfolic pressure. This may be ahunrmallif loic or 
afnnu tnu/f if hiiih. but no stress should be put upon any but considerable departures from 
the normal. Healths individuals who have not been kept in bed have an average pressure 
in tails adult life of 1 JO to ldO mm. Hi:. Children have less than this, though at this 
earls age it seldom happens that anything is to be learned by measuring the blood-pressure. 
As years advance, the blood-pressure tends normally to rise, so that at fifty or sixty a 
read ini: of 170 or 100 mm. Hg. or thereabouts, which in a y ameer person might indicate 
disease, mas be normal, and it is a rough-and-ready rule to allow a patient a systolic blood- 
pressure indicated by putting 1 before his age without calling a reading less than this 
abnormal. 

Abnormally high blood-pressure mas reach Injures such as ,TJ0mm. IIu, and any- 
thing from 170 mm. Hg upwards is essentially abnormal, whatever the ajjc of the patient. 
A patient who is kept in bed tends to hast* a diminution in the blood-pressure, and this 
applies to arteriosclerotic patients as well as others : a person may have a blood-pressure 
of J70 mm. Hu or more when up and about, and yet when he is kept in bed the pressure 
mas fall to 170 mm. Ilg to rise again when he returns to active life. 

There are various conditions which cause raised blood-pressure, some fairly well under- 
stood, some quite obscure ; at one time it was thought that the finding of a systolic 
pressure of ISO mm. Hg or over was necessarily a point of grave omen, but more experience 
has shown that many such cases live long without necessarily suffering from any symptoms 
at all ; lisas have been spoiled by restrictions imposed without intrinsic benefit or need, 
and all the other circumstances of each ease should be taken into lull account before hv per- 
piesis (high blood-pressure) is interpreted as indicative of a state of affairs which is to bt 
labelled really serious. On the other hand, it is always difficult to say that the existence 
of a high pressure does not indicate the* insidious onset of arterial or renal disease ; and 
for this reason it is of much importance in connection with life insurance : most companies 
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require measurement of the blood-pressure as part of the routine medical examination 
now, and they are chary of accepting lives if the systolic pressure is above the normal 
maximum for the age. 

The two main serious conditions causing high systolic blood-pressure are : (1) Arterio- 
sclerosis: and (2) Chronic nephritis : and the three chief dangers are: (1) cerebral hicmor- 
rhage ; (2) failure of cardiac compensation : and (2) impairment of sight from albuminuric 
retinitis, retinal haemorrhage, or haemorrhage into the vitreous. Quite a number of eases 
first come under observation as the result of seeing an ophthalmic surgeon for sight troubles ; 
the tortuous or thin wiry appearance of the retinal arteries may suggest the nature of the 
trouble. On the other hand, the patient may have seemed to be in perfect health until 
stricken suddenly by an apoplexy : or he may have been short of breath on exertion, fearing 
a cardiac lesion for which he sees the doctor ; or. again, he may have had no symptoms 
whatever, the high blood-pressure being discovered solely as the result of a routine medical 
examination. Pressures as high as ,‘120 mm. Ilg art* met with occasionally, but these are 
very uncommon, and anything over 200 mm. Ilg, if persistent, is a sign of dangers ahead. 
There are, however, patients in whom the blood-pressure varies so much on different days, 
or at different times on the same day, that it is extremely difficult to determine what the 
precise significance of some of the higher readings may be : they may vary from 220 mm. 
Hg to 150 mm. Ilg within a few hours : we have yet to learn what the various chemical, 
nervous, endocrine, emotional, and fatigue factors are that may be responsible for this 
sort of condition, and the course of the ease will sometimes prove that arteriosclerosis or 
renal degeneration, suggested when the high reading is lirst found, are not responsible. 
In some such cases treatment by small doses of thyroid extract will help the patient much, 
but even when this is so it is uncertain whether one can attribute* the occasional hyper- 
piesis to hypothyroidism. The difficulties of interpreting the significance of the occasional 
high readings in some such cases, particularly in women of middle age, are* at present still 
beyond our powers of solution. It is noteworthy that some cases of acromegaly present 
remarkably high blood-pressure* at times, the readings varying greatly e ven in the* course 
of a single day; the- figure* may be* 200 mm. Hg at one* time-. Kid mm. Hg at another 
time a few hours later, and the- variation takes plae-e- without any evidence of it on 
the patient's part. Pituitary vagaries may he* responsible for analogous variations in 
individuals who are ne>t clinically acromegalic. 

Contrary to what might be expected, the* maximum systolic blood-pressure is ofte n 
higher than normal in cases of he*art failure such as re sult fmm mitral stenosis , even when 
the pulse is so irregular and feeble that it can only he- felt with certain be-ats, and whe n 
one would have thought that there must be a fall in the blood-pressure* ; the- cause for 
the rise in such eases is probably the partial asphyxia acting upe>n the vasomotor centre- : 
similarly, a rise of blood-pressure, even te> 220 mm. Ilg e>r more-, may accompany the 
asphyxial attacks of Raynaud's syndrome. Cases of melancholia have* abnormally high 
^ od-pressures ; when the- melancholia improves, the* pressure falls, and may re turn te> 

oal when the patient recovers from the* mental symptoms. The chief importance of 
.gh blood -pressure is, however, in diagnosing arterial or renal degeneration, with eonse- 
quent tendency to apoplexy or te> chronic heart jail are. 

Abnormally low blood-pressure of moderate degree may be observed in many different 
circumstances associated with asthenia ; it is not uncommon in those* who have reside*d 
long in Inelia or either tropical lands: in those who have* some* debilitating malady in 
phthisis, for instance, it may often be below 100 ; it is apt to accompany Craves ' disease ; 
and excessive smoking, particularly of cigarettes: but in itse-lf a low maximum systolie* 
blood-pressure is seldom of diagnostic significance excepting in Addison's disease. In a 
case in which the degree of pigmentation of the skin e>r of mucous membranes may le-ave 
doubt as to whether Addison's disease is the diagnosis or ne>t, a blood-pressure so low as 
80 or 70 mm. Hg would be confirmative of the diagnosis, although there are eases of 
Addison's disease in which the blood-pressure may be no lower than 120 nun. Hg. 

Herbert French. 

BLUE SCLEROTICS.— (S< *c Fkacti ri:, Spontaneous, p. 20 1.) 

BLUE-BRAIN. (See Dead Finoi as, p. 202.) 

BOILS. (See Pustules, p. 081.) 



BRADYCARDIA 


107 


BONE, SWELLING ON A. (Sec Swkmjno on a Bonk, p. 817.) 

BONES, SPONTANEOUS FRACTURE OF. (See Fkacti hi;, Si'ONTANKors, ]>. 404.) 

BORBORYGMI are gurgling noises in the abdomen produced by peristaltic move- 
ments of the bowel acting upon the mixed gaseous and fluid contents. With the stetho- 
scope applied to the abdomen they may be heard in all normal persons, varying in intensity 
at different, phases of digestion. When a meal has been taken after a period of fasting, 
the passage of the intestinal contents through the ileocieeal valve may be heard distinctly 
with the stethoscope placed over the right iliac fossa some six hours or less after the meal ; 
but it is seldom possible to decide what precise portion of the bowel is responsible for the 
production of borborygmi heard elsewhere. 

Normally, these sounds should not be audible either to the patient or to other persons ; 
but occasionally even in health they may be heard quite loudly, becoming even annoyingly 
obtrusive in some* individuals who may nevertheless be in perfect health apart from liability 
to various purely functional disorders. The sounds arc* apt to be loudest when the ali- 
mentary canal is relatively empty: for instance, when a meal is overdue: or when the 
patient, often a functionally nervous woman, cats inadequately at meal-times, or when 
a person is beginning to get over-hungry. They may be associated with flatulence and 
either constipation or diarrlnea, though by no means necessarily so. Fermentation of 
carbohydrates is suggested when the borborygmi are increased by carbohydrate foods. 
Less frequently they result from chronic inflammation of the bowel, in association, for 
example, with the after-effects of dysentery or with ulcerative colitis: or they may be due 
to the powerful peristaltic waves of a bowel that is hypertrophied above a constriction 
caused by a band or a carcinoma of the colon. The sigmoidoscope, bacteriological 
examination of the stools, or X-ray examinations after a bismuth meal or enema may 
be required in cases of doubt ; pronounced borborygmi are more often due to functional 
disorder than to organic disease. 

Borborygmi arc* apt to be increased in asphyxial conditions, and may be very marked 
in eases of heart failure* with cyanosis. 

The absence of borborygmi may sometimes be important, for one of the* first effects of 
peritonitis is to inhibit peristalsis: without peristalsis borborygmi cannot be produced, 
and therefore, if peritonitis is suspected, the presence of well-marked borborygmi on 
auscultation e »f the* abdomen is an argument against there being general pe ritonitis, whilst 
complete; silence of the abdomen is in favour of this diagnosis. Herbert French. 

BRADYCARDIA, e>r undue* sle>wness of the pulse-rate, is compatible with health, 
s< uue individuals hav ing a normal pulse-rate of 50, whilst in a few it does ne>t e*xeeed 40 or 
even .40 per minute* (Fit*. 100). Occasionally bradycardia of this kind is found in more 
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than one member of the family. It is important to auscultate the heart to exclude the 
possibility of the rate of the pulse as felt at the wrist not being the same as the rate 
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phenomena of wlii< li arc sync-opal attacks associated with epileptiform convulsions, coma, 
stertor. and cyanosis, the rate of the heart -heat being found to have dropped to half or 
even to less than half of that which is natural to the patient. I he underlying cause- is 
difficulty in the transmission of the contraction-stimulus from auricle to ventricle along 
the -mrieulo- vent rieular bundle of His. The inhibitory factor is not the same in all eases, 
and sometimes it is a transient effect of the action of miembic toxins during levers, 
passim' off as the cardiac- musculature recovers from the cloudy swelling or other 
eham'es that the febrile illne ss has caused : but is often associated with graver degenerative 
eh-nmes in the bundle of Ilis. together with arteriosclerosis, myocardial degeneration, and 
at he-roma or to the effects of svphilis of t he bundle of II,s. c,r to destruction ol that bundle 
I , v a minima. sarcoma, or carcinoma. The- phenomena of St ekes- Adams disease do not 
re sult '"when the heart -bloc k is complete as in Fill. IO 1. where- the patient's ventricles were 
beatim- at their own constant rate epiitc independently of the auricles: but rather when 
the- block is of less degree-, so that at times most of the auricular beats pass on to 
the ventricles but at other times fewer get through: it is when the sudden change 
Iron, mam beats to few beats occurs that the- epileptiform phenomena of Mokes- Adams 
disease are most pmnoune-cd. The- diagnosis is apt to be that of epilepsy until the fact 
has been established that the pulse-rate- falls during all attack to about half the- normal ; 

| ait when this observation has been made, the- difference- between Stokcs-Aelmns disease 
and ordinarv cpilepsv is e-le-ar. The- phe nome na are those of * hca rt-bloe k the- diagnosis 
winch in its lesser degre-e-s cannot be- made without e-areful instrumental records of the 
xenons ami arte rial pulses and of the cardiac- movements. made- either by means of the 
polygraph, or better still the- elect roca rd iogra ph (Fills. 101. MW. »U1). The first indication 
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in an electrocardiogram that the re- is partial he art -block is an increase- in the distance 
between the auricular wave* P and the- ventricular wave- R. This P R interval should not 
exeee-.l ' second in health: when it is longer, as in Fill, lob it affords cvide-ncc of defective 
e-ondue-t ion from auricle to vent rich* and the refore of impending lie-art -block. 

C onsiderable- slowing of the- pulse -rate- has also been noted in some cases of unrtuiu. 
e-ve-n without hca rt -block : both in the* chronic* type* of the- affection and during ura-mie 
e-oina. Itradv eardia is by no means constant in ura-mia howe v e r. 

Increased intracranial pressure- sometimes causes bradycardia in eases ot cerebral 
furtuorrftuilc. tumour. or abscess, and in the e-arly stages of tuberculous mcniniiitis: in other 
f () rnis of meningitis, and in the- later stages of tuberculous meningitis, the- initial brady- 
cardia changes to tachycardia. If in a give n ease* there- is otitis media or some- other local 
infective- locus which might produce- a cerebral abscess, pyrexia with a pulse*-! a t e- of .»(), 
or (»0 is an argume nt in favour of intracranial abscess : the- othe r complications of otitis 
media, especiallv lateral sinus thrombosis, mastoid abscess, or suppurative- meningitis, 
produce a rapid' pulse-rate instead of a slow one-; the- reverse is not true, for it is not 
possible- to exclude cerebral abscess me-re-lv on the- ground that there- is no bradycardia. 
Cerebral tumour can generally he dist inguishe-el from cerebral abscess by the greater length 
of the- history, the- more- pronounced optic neuritis, or the absence ol predisposing cause- to 
cerebral abscess, sue-h as otitis media or bronchiectasis: whilst cerebral h.cniorrhuge is 
more- rapid in its onset, is less likelv to have marked optic neuritis, and if there is pyrexia 
it is apt to he extreme, reaching the- le vel of hyperpyrexia : generally the patient is an 
elderly man who has either high blooel-pre-ssure, albuminuria, or other evidence* o 
degenerated arteries or granular kidneys. 

In mtf.rtvdema the pulse-rate is seldom fast, and it may be- abnormally slow. 
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Certain drills are apt to slow the heart markedly when they have been administered 
in full doses over a long period, the three most important being digitalis, stroph<mthus % 
and sodium s(dia/tate ; the diagnosis depends on knowledge* ol‘ the medieine the* patient 
is taking. 

Jaundice is generally staled to eause marked slowing of the pulse-rate : it is I rue that 
artificial introduction of bile salts and pigments into the circulation in animals slows the* 
heart, but clinically in man it is rare to tind jaundice and absolute bradycardia associated. 

The Kastcrn malady phlcbotomous fever may be accompanied or followed by extreme* 
bradycardia. 

Partial starvation extended over a long period, or the long-continued effort to live 
on inadequate forms of food, leads to the various phenomena of what has been termed 
‘exhaustion disease*' or ‘war (edema.' in which it is common to find a pulse-rate of f() 
to T8 in association with polyuria, a tendency to general swelling or actual (edema 
simulating that of acute nephritis but without albuminuria, aimnia. poikilocytosis, aniso- 
evtosis, and a liability towards the end to ascites or pleural and pericardial effusions. 
The bradycardia may precede the other symptoms by weeks. Herbert French. 


BRADYPNCEA, or undue slowness of breathing, is not a very common symptom, 
but it may be met with in marked degree under various conditions, of which the following 
groups are the chief : — 


1 . 


As an Effect of certain Drugs or Poisons : 


Chloroform 
Dpi urn 
Morphia 
Alcohol 


Chloral 

Chloral hydrate 
Butyl chloral hydrate 
Veronal 


Sulphonal 

Trional 

Tetnmal 

Medinal 


Aconite 

Antimony. 


Cerebral Compression resulting from : 


Depressed fracture of 
the skull 

Meningeal luvmorrhagc 
Cerebral hamorrhage 


Pontine ha morrhage 
Cerebral tumour 
Cerebral abscess 
Cerebellar tumour 


C erebellar abscess 
Osteoma of the cranium 
(iumniu of tin* meninges. 


,‘J. Shock or Collapse from : 

Severe injury 

Sudden onset of acute illness 
Operat ions 

Excessive* loss of fluid from choleraic 
diarrh(i*a 


Severe blood-loss, as from wounding 
ha-rnatemesis or ha moptvsis, or inter- 
nal bleeding from duodenal ulcer, rup- 
tured ectopic gestation, or typhoid lexer. 


1. Caseous Bronchial Glands. 


5. Functional Conditions : 

Hysteria j Kpilcpsv Catalepsy j Trance. 

<>. Uraemia. 


Diabetes Mcllitus with impending Coma Air-hunger ’). 


Although bradvpnua may result from any of the above causes, it is not constant in 
most of them, and in the majority it is an incident which, even if present, is not of 
diagnostic importance. This applies particularly to the conditions mentioned in Groups 
1 and ‘J, in many of which the patient is likely to Ik* at least stuporous, and perhaps 
completely comatose (see Coma, p. I5d). The cerebral lesions will be indicated by associ- 
ated headache, vertigo and vomiting, and confirmed by the discovery of optic neuritis 
(Fins. II 8, fib, p. 518). 

Now and then, in the ease of a child suffering from tuberculous meningitis, one comes 
across a curious type of slow breathing, in which two or perhaps three short respirations 
occur in quick succession, followed by so long a pause that the patient max appear to Ik* 
dead. This type, known as Biot's breathing, does not resemble Cheync-Stokes' breathing 
(p. ]d8) clinically, but it is probably related to it pathologically. It occurs in those who 
are approaching death, but may be present for a day or more before death actually occurs. 

If the bradypnnea is due to a poison , the circumstances of the case mav suggest this, 
and it may be confirmed bv chemical analysis of the gastric contents or of the contents 
of adjacent bottles ; though there may be the same diflieulties of deciding whether the 
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patient is ‘drunk or dying' as arc discussed on p. 151. One* important point is not to 
conclude forthwith that the presence of sugar in the urine indicates diabetic bradypncea 
and coma, for numbers of patients suffering from deep alcoholism have sugar in their urine 
for the time being : generally, however, without acetone and in a low specific gravity 
urine. 

In eases of shot/: or collapse the existence of bradypncea will be overshadowed by the 
other symptoms in the ease*, and it is not in itself important. 

The slow breathing that results sometimes from caseous bronchial glands differs from 
most of the above in that it affects patients, generally children, who are not acutely ill ; 
though delicate, they may even be going to school, and yet their respiration-rate- may be 
as slow as 1 ‘J or even 10 to the minute for weeks or months. There is generally tachy- 
cardia at the same time. .Many such children shake off their delicacy in the course of 
a year or two, for the majority of rases with caseous bronchial glands get well without 
being diagnosed : the relationship between this bradypncea and affection of the glands 
has been shown in patients dying from accidents. During life the diagnosis may be estab- 
lished by finding the shadow of the caseous glands in the thorax with the X rays {Fig. 155, 
p. IS?). 

Little need be said about the functional conditions in which bradypncea may occur. 
Old people tend to breathe more slowly than young unless there is shortness of breath from 
emphysema, bronchitis, or myocardial affection. Epileptics breathe normally between 
their attacks; but during a sci/.urc they cease breathing altogether for the first twenty 
seconds or so the tonic stage* and then their respirations start slowly and stertorously ; 
the bradypnoa may then cease* suddenly, or it may persist in minor degree* during the 
period of post -epile pt ie stupor. Ht/slcria may product* almost any symptom ; bradypncea 
is possible, though tae hypmea is more* common : the diagnosis depends upon other features 
of the* ease (p. 570). ('atalepsi/ and trance are* both mental conditions, diagnosed by 
watching the* case* or by the* history ; in catalepsy the movements of respiration may be 
very slow, but they art* obvious ; in trance, on the other hand, the* breathing movements 
may be* apparently absent altogether for days or weeks, the patient lying motionless like 
one dead. The chief difficulty is to exclude actual death; the thermometer’ helps the 
body does not become* cold ; the heart -sounds may be* just audible* even though the pulse 
cannot be* felt : and the* fact that some* respiration is taking place may be* recognized by 
holding a bright mirror close to the* nostrils and mouth, when a slight dimming from con- 
densation of expired air may be* seen. In very except ional eases. however. death is 
simulated so closely that the* patient has been upon the* verge* of burial before* the* mistake 
has been discovered. 

I'ratnia may be associated with breathing that is either rapid, or normal, or slow ; 
the latter is exceptional : but in some* case's of uremic coma bradypneea is pronounced. 
( erebral compression by a hemorrhage, absecss, or tumour may be simulated, and a 
knowledge* that the* urine e*ontains albumin and tube* casts, and that the* blood-pressure is 
high, will not always decide be*twe*en them. Recurrent convulsive* se*i/.ure*s would joint 
to ur.emia to some e*xte*nt. but they may also occur from gross brain lesions, and oj>tic 
neuritis may also be common to both. To clinch the diagnosis of uncinia it may be* 
necessary to test the blood or ecivbrospinal iluiei to se*t* if it contains e*xce*ss of ure*a. 

Diabetes mcllitus is liable* to cause* the* most characteristic brndypneru of all the 
‘air-hunger* of diabetic coma. This is not a dyspnera. as tlu* name* might suggest, but 
a condition of ext mnely deep slow breathing with a maximum respiratory excursion both 
in the* intake* and in the* output of air. The ‘hunger* for air is one* of getting the 
maximum e > f air in and out with each de*e*|> slow breath, rather than one of getting in as 
many breaths as possible* in a given time*, 'flu* patient becomes inere*asingly drowsy, and 
generally complains e>f pains in the* uppe*r half of the* abdeunen. The breathing-rate* begins 
te> fall from 18 t e > I(>, te> 11. and progressively down te> perhaps only (> te> the minute. 

There* is a long pause between e*ae*h breath, and then inspiration starts and, without any 

hurry, the stuporose patient goes on drawing air deeper and deeper inte> his chest until 
he* cannot expand it to take in any more ; the head is often thrown slowly back during 

the* process, the* mouth slowly opens wider and wider as the head gees back ; then there 

is a pause at the* height of ins)>irutiem before an cejually deep, sle>w, solemn expiration 
follows, and the head comes forward and the mouth closes partially until the next slow' 
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deep inspiration is in progrevss. The* patient seldom lives nmeh longer than forty-eight 
hours after this onset of air-hunger and diabetic coma, hut the air-hunger is sometinu's 
seen in east's not yet comatose. It may then pass otT tor a time, or may he relieved it 
insulin is given, hut it is always a sign of grave danger, and it is the most characteristic 
of all the forms of bradypneea. Herbert French. 

BREAST, DISCHARGE FROM. (See l)i sc n Ainu: i kom tin: \im.i:, p. '2'1 7.) 
BREAST, PAIN IN. (Set* Pain in rni: Bkkast. p. 

BREAST, SWELLING OF. (St •c Swki.i.imi. Mammaiiv. p. .s:!7.) 

BREATH, FOULNESS OF THE. 'Phis is due to one or other of four main groups 
of conditions, namely: septic or putrefactive changes within the mouth, nose, or nasal 
sinuses; septic or putrefactive changes within the lungs; smoking or the ingestion of 
substances, such as garlic, onions, or paraldehyde, whose products are excreted by the 
lungs or saliva; severe toxic conditions, especially those affecting the alimentary canal 
or peritoneum. 

When the foulness of tin* breath is not habitual, but occurs as I lit' result <>f recent 
illness, there will be symptoms of the latter which point to t lu diagnosis <juite apart from 
the condition of tin* breath, and one need merely indicate as possible causes such things 
as typhoid fever, general peritonitis, post-puerperal sepsis, intestinal obstruction, and a 
host of other conditions of this kind in which, even though the mouth be clean, there ma\ 
be foulness of the breath, such tendency being greatly exaggerated if sordes have been 
allowed to collect. 

Foulness of the breath due to the ingestion of foodstuffs such as onions or garlic is 
familiar enough ; there are certain drugs, for instance gnaiacol or paralrfchig/c, which may 
produce a similar symptom without the patient's friends realizing why the breath should 
be so tainted. 

Foulness of the breath due to lung conditions will nearly always be indicated either 
by the abundant and putrid sputum, or by tin* abnormal physical signs in the thorax. 
The condition may be due to ]>hthisis with secondary infection of tin* cavities l>\ p\ogenic 
organisms, fatid bronchitis . bronchiectasis , gangrene of the lungs, cm jn/ennt (see Fig, 1 lu.p. 1 d*J ) 
or other abscess which has ruptured into the lung. The cases which give rise to most difli- 
eulty in differential diagnosis are those in which an empyema has been situated deeply, for 
instance between the lower lobe and the diaphragm, or between two lobes, without reaching 
the surface ; there may be absolutely no abnormal physical signs, and the diagnosis has to 
be made from the symptoms and history. The patient lias generally had some obscure 
febrile illness, possibly with cough, but without much expectoration, until one day, after 
a particularly severe bout of coughing, a large quantity of pus perhaps a leaeupful or 
more -has been brought up suddenly, since when, at intervals of hours and days, there 

been similar expectoration of quantities of putrid pus. Occp-scntcd empyema 
■ limit abnormal physical signs most resembles bronchiectasis or bronchiolectasis. but is 
istinguished by the sudden way in which the lirst large* quantity of purulent expectoration 
came on. In both eases there may be clubbing of the lingers, the sputum contains pus- 
corpuscles and pyogenic and non-pyogenie micro-organisms other than tubercle bacilli, 
but no elastic fibres indicative' of Jung destruction. X-ray examination may reveal an 
abnormal shadow within one or either lung, e*orrcsponding to the deep-seated e mpyema. 

(iangrcnc of the lung produce's an unmistakable- ste-ne-h of the- worst kinel ; the dried ion 
of elastic fibres in the sputum, after boiling with caustic* soda to destroy other tissue 
elements, clinches the- diagnosis. 

Phthisis with cavitation may proelue-e foulness of t lie* sputum, but hardly ever the* ste*ne*h 
of gangre ne*, unless gangrene has supervened, it is distinguished from bronchiectasis and 
from hidden empyema by disc*ovcring tubercle bacilli in the sputum. The ehie*f dillieullv 
arises when the tubereuilous part of the* malady has e*ease*d, the* e*avitie*s forme rly e*xenvate*d 
by the tuberculous process hav ing been usurped by se*conelary pyogenic organisms. 

Fend breath is due in the* great majority of e*ase*s to local decomposition in the* mouth, 
often diagnosable on simple inspection in the form of tartar, septic gums, carious teeth with 
decomposing food partie*le*s in them, jnjorr/nra alveolar is , or stomatitis ; or it may be* that 
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t Ik* nose or throat is at fault rather than the mouth, as the result of syphilis , necrosis of 
the nasal hones, purulent , hypertrophic , caseous , or atrophic rhinitis , chronic post-nasal catarrh , 
chronic pharyngitis , ozivna , septic tonsillitis or other varieties of Sour: Throat (p. 757), 
sepsis of the antrum of Highmore, frontal, ethmoidal, or sphenoidal sinuses ; very vile 
foulness of the breath ooeurs with I7wrr///\v angina (p. 700), and with squamous-celled 
carcinoma of the mouth, tongue, pharynx, tonsil, oesophagus, or larynx, with endothelioma 
of the antrum, or with a sloughing fibrosarcoma of the nasopharynx ; in children the 
possibility of some foreign body having got impacted in the throat, nose, or nasopharynx 
should not bo forgotten. 

It is only when all such local conditions have* been excluded, and when there is no 
acute illness or any lesion of the lungs, that one can attribute foulness of the breath to 
consti potion or to dyspepsia. It is sometimes very dilheult to find out why the patient's 
breath is not sweet, and indeed then* are some persons in whom all the functions of the 
body seem to be normal, and the mouth clean, and yet the breath is foul. If there lire 
any symptoms of gast ro-intestinal disorder, especially flatulence or constipation, one is 
inclined to attribute the condition of the breath to the stomach or the bowels ; but when 
then* are no symptoms of error in these, it is more than likely that the trouble is due to 
some condition not discovered on ordinary inspection, particularly putrefaction of food 
particles which may become* impacted between the teeth even in persons who list* both 
tooth-brush and mouth-wash daily. X-ray examination of the teeth may be required 
before one can exclude periodontal or apical infections of one or more of these, particularly 
perhaps in association with old crowns which may superficially appear clean and sweet. 

Herbert French. 

BREATH, SHORTNESS OF. It is dilheult to define precisely what should be 
implied by the term ‘shortness of breath’, for it has many degrees — from the temporary 
panting produced by a brisk run to the extreme dyspinca of a patient suffering from 
mitral stenosis in the later stages of failing compensation : as, however, the different 
causes of pronounced difficulty in breathing are dealt with in the* article upon I)ysi»nu:a 
( p. *2 M»). the present article confines itself to minor degrees of the symptom, and particu- 
larly to the* type of east* in which the patient complains that he is comfortable when at 
rest but that he suffers from shortness of breath on exertion. The kinds of conditions 
under which this is the complaint may In* summarized as follows : 

1 . Age : Kxtremr \outh. Old age. 

*2. Being out of Condition as the Result of : 

Sedentary life Clmmie toxamia. from such 

Over-eating obesity things as: Dental sepsis. 

Over-indulgence in alcohol septic tonsils, intestinal tox- 

Tobaeeo smoking a*mia, eoli haeilluria, ehole- 

l nder feeding: poverty, indi- cystitis, latent or chronic 

gestion, gast reetasis, gastric pht hisis, t reneh fever, insidi- 

or duodenal ulcer oils infective endocarditis. 

Having been ill convalescence plumhism 

d. Anaemic States of any Kind (see An.i:mia, p. *25). 

1. Polycythaemia (p. (»50). 

5. Altitude: 

hiving at heights Ascending to heights: Climb- Coming from depths to normal 

Descending t < > depths ing ; aeroplane work levels. 

<». Sulph&>moglobinaemia. 

7. Methaemoglobinaemia. 
s. Living in Vitiated Atmosphere, 

9. Cardiac Conditions : — 

D.A.1I. (disordered action of Myocardial affections of tin 
the heart, soldier's heart) heart 

Valvular disease of the heart 


Atheroma of the coronary 
arteries 

Adherent pericardium. 


Sexual over-indulgence 
The effects of gas fumes, petrol 
fumes, gases used in manu- 
facturing process 
Drug habits - morphia, cocaine, 
heroin, acetanilide, etc. 


l) 


8 
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10. Pulmonary Conditions: — 


Emphysema 

Eronchitis 

Asthma 


Phi hisis 

Latent pleural effusion 
New growth of long 
New growth of bronchus 


New growth of mediastinum 
Aneurvsm of the aorta affect- 
ing the lung. 


11. After Injury to the Chest. 


Deformity or Fixation of the Chest : — 


Rheumatoid art hrit is 
Lateral curvature of the spine 


Former rickets 
Spondylitis deformans. 


little need to discuss all the above in detail : the history, the state of the 
results of physical examination will lead to the correct diagnosis speedily in 
The chief diilieulties arise when it becomes a question of deciding whether 
the cause is of minor or of major significance-- simple obesity, lor instance, 
or grave myocardial degeneration or coronary artery disease ; or again, 
in tobacco, or carcinoma of the lung : and so on. One can only come to 
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tlll> lit /if 


Kb Exophthalmic Goitre. 

I I. Functional Nervous Conditions. 

There is 
blood, the 
most eases, 
in a given case 
or emphysema 
over-indulgence 
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clinical intuition and experience. and 
oven with these one is ollen wrong, 
serious trouble underlying some eases 
that at first seem trivial, and nothing 
material happening in others that lor a 
time seem grave. 

The difficulties are lessened if all 
methods of diagnosis art employed and 
nothing is left to chance ; physical ex- 
amination of the heart and lungs is 
admirable up to a point, hut negativity 
of abnormal physical signs does not 
signify normality of the int rat horacic 
organs, and it is important not to omit 
skiagraphie examination of the chest 
both antcroposteriorly and laterally in 
any ease in which there is the slight- 
est doubt : one may thereby detect 
sometimes latent phthisis, unsuspected 
aneurysm, or new growth ; f'/g. 

for example, is from a ease of obscure 
ill health with shortness of breath on 
exertion in which there were practically 
no abnormal lung signs to suggest that 
there was so large a primary carcinoma 
of the lung ; the diagnosis, suggested 
by the skiagram, was confirmed by 
histological examination. 

The greatest diilieulties of all arise 
when it has become a question as to 
whether, when shortness of breath on 
exertion is complained of, the cause is 


the heart or something else. It is easy to comfort the patient by assuring him that his 
heart is all right and that his symptoms are due merely to indigestion or to wind round 
the heart, hut the frie nds have fault to find when the patient falls dead in the street a 
few weeks later ; on the other hand, it is even worse to tell the patient that his heart is 
so affected that he must have a carrying chair to take him up to bed, when all that is 
wrong is over-smoking and lack of exercise, the patient living an invalid s life perhaps 
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lor twenty years or more before Ik* < I it\s of something else with a perfectly normal heart. 
From the patient's point of view the latter type of error in diagnosis is the more to he 
deprecated, hut it is no easy thing; sometimes to he sure which view* of the two to 
take does the heart-state matter or does it not Y Electrocardiographic records may 
he of assistance in deciding; (see Pn.si: Iititr.oi i .\a, p. Wilt) ; so also may skiagrams, 
which serve to give the precise si/.c of the heart far better than do any methods of 
palpation or percussion. Even so, however, all difficulty is not overcome, for a patient 
may have serious disease of the coronary arteries and yet yield normal electrocardio- 
graphic tracing's and exhibit no skiagraphic evidence of abnormal size of heart. There 
is no easy way of being; absolutely certain, but one would say in general that the older 
the patient and the more recent the symptoms the greater should be the respect, from 
a cardiac point of view, that one pays to the significance of the symptom of shortness 
of breath on physical exertion; whilst, conversely, the younger the patient, and the 
longer-standing* the symptom, the less serious need be the view' that one takes. 
Disordered action of the heart (I). A. 1 1. or soldier's heart) was very common in the 
army ; it is really almost as common in civil life, but it is brought, out less markedly 
wh< n then* is not tin* stress of war to reveal it ; it may result from intrinsic nervous- 
ness, or from minor causes of upset of the sympathetic nervous system such as wonv. 
fear, toxic state s, recent illness such as influenza or trench fever ; but it does not kill, 
does not need cardiopathie treatment, and does not indicate heart disease or call for its 
restrictions. It is often associated with precordial pain, a pulse-rate that is above the 
normal and easily accelerated : but electrocardiograms are normal, skiagraphy indicates 
a heart of normal size, and any bruit that may lie present is of a dubious type and not 
forthwith indicative of organic valvular disease. Experience helps much in relegating 
eases of shortness of breath on exertion due to this type of condition to the proper 
category, but there is grave danger of giving the patient the impression that the heart 
is "weak', ‘flabby', ‘dilated', or otherwise really wrong when it is not. 

On the other hand, in patients who approach the age of sixty whose health has hitherto 
been perfect, the fact that there is beginning to be trouble when a walk is taken up 
an incline, though walking on the flat is still easy enough, merits great respect : for it 
may be the earliest indication that there is grave myocardial change- fibroid or fatty 
recognizable perhaps by electrocardiography or skiagraphy; or of coronary artery 
disease, which is more difficult to exclude. Such eases leave one with a sense of anxiety 
even when one can find absolutely nothing wrong, and it is from this group that so many 
instances of sudden death, or of death in sleep, are derived. One is bound to treat with 
respect each ease in which, in advancing age. shortness of breath on going up an incline 
begins to be mure and more a trouble to the patient ; whilst on the other hand in young 
persons complaining of the same symptom one may safely tend to regard the condition 
as due to ncurocardial rather than to valvular or myocardial changes unless then* is 
some potent sign or clinical evidence to the contrary. 

'resting t lit* effort syndrome is often helpful; broadly speaking then* is an average 
difference of about five beats per minute between sitting and standing : the effort of 
walking briskly up a flight of stairs and down again may increase this difference to some 
where about fifteen or twenty beats a minute, though in D.A.1I. eases and in tobacco 
smokers the increase may be more ; whilst the patient sits still in a chair after the 
exertion a reasonably healthy heart should resume its resting frequency in about three 
minutes. Nervousness, however, may influence some eases so much that even the effort- 
syndrome test is not easy of interpretation ; during lift* insurance examination, for 
example, the proposer may be short of breath from coming up the stairs, and may 
have a pulse-rate over 100 per minute throughout the examination without there being 
anything wrong with the heart at all. There is no fixed rule that applies to all 
eases. 

If exertion removes an irregularity of rhythm observed during resting, it is generally 
safe to assume that tin* heart is museularly in a reasonably good state of health. 

Short of actual failure of compensation, indicated by other features of the case, 
patients suffering from organic valvular heart disease exhibit shortness of breath on 
exertion to a much less degree than might be expected ; often not at all, and almost 
invariably to a less degree than do patients with D.A.II. Herbert French . 
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BREATHING, CHEYNE-STOKES. (S,i C'm:vM:-SroKi:s Hkspiuation, p. B18.) 
BREATHING, SLOW.-- (Sri* Hkadypnik y, p. no.) 

BRITTLE BONES. (St *c Fuvc ti in:, Spontanmoi s, p. 001.) 

BROMIDROSIS. — ( St- f Swl'.ATlNC, AllNOKMAl.lTlHS Ol', |). N(Kt.) 

BRUITS, CARDIAC . — Wlien a murmur is heard to accompany or follow one or 
other of the eardiae sounds, its significance ran only he determined by noting the place 
and time at which it occurs, and the other evidences of disease that accompany it. Mur- 
murs heard in the neighbourhood of the heart may be: (I) Exoeardiac ; (II) Cardiac. 

I. EXOCARDIAC BRUITS. 

Apart from the sounds of pericardial friction, seldom described under the title of 
murmurs, the chief clinical importance of these exocardiac sounds rests in their liability 
to be mistaken for signs of cardiac disease. Their actual origin is uncertain. There is 
sonic reason to think that the card io- respiratory murmur, perhaps the commonest type 
of exoeardiac bruit, is a sign of pleurisy, being in fact a kind of pleuro-pericardial friction. 
The loud k slate-pencil' squeaks sometimes heard over the lower precordium are almost 
certainly set up by roughenings of the endothelial surface of the pericardial sac. The 
sharp clicks heard over the various parts of the heart originate, perhaps, in the alveoli 
of Rattened and collapsed lung-edges bordering on the precordium ; and some of the 
exocardiac bruits heard at the base of the heart in children also appear to be due in some 
way to pulmonary collapse. But it is very seldom indeed that the discovery of an 
exoeardiac bruit contributes materially to the diagnosis of any of these lesions. Never- 
theless, a recognition of their origin in such lesions is of real help in distinguishing between 
exoeardiac and true cardiac bruits. 

Generally, however, it is by observation of its inherent characteristics that we dis- 
cover the exoeardiac origin of a murmur: (1) They vary notably with respiration. If a 
murmur is heard clearly in inspiration and not at all in expiration, its exoeardiac origin 
is certain. (2) They vary also with the posture of the patient, "true mitral murmurs 
arc almost always louder when the patient is lying down than when he is standing up, 
but the reverse is usually true of exoeardiac murmurs. (IJ) Exoeardiac murmurs often 
arise at an anomalous point in the cardiac cycle. This is especially so in those that 
arise during systole ; they arc apt to begin quite late in the systole, just before the second 
sound, in fact. (4) They are sometimes heard very clearly over a limited area, yet not 
at all in the neighbourhood of that area. This sharp transition from char audibility to 
"libility should arouse suspicion as to the exoeardiac nature of a murmur. (5) 'there 

o n a superficial quality about such murmurs that almost defies analysis, but may 
pirhaps be expressed by saying that they sound nearer to the observer's car than the 
heart-sounds. 

Among the whole group of murmurs that conform to these generalities, certain 
particular types can be more or less clearly distinguished. The commonest of these 
is the eardio-respiratory murmur, so often heard over a heart that is beating quickly. 
It is always systolic in time, and loudest during inspiration. In its most typical form 
it occurs two or three times to each inspiration and sounds like a series of jets or puffs 
synchronizing with the heart's beat. Usually it is louder when the patient, stands up 
than it is when he lies down. It is heard best at the apex of the heart, also over the 
edges of the precordium, and below the inferior angle of the left scapula. More often, 
perhaps, than any other kind of exoeardiac murmur, it is mistaken for a sign of organic 
disease, since it simulates the apical systolic murmur of mitral incompetence. During l he 
war this mistake must have deprived the British Army of battalions of able-bodied men. 

The other kinds of exoeardiac bruits are less likely to be mistaken for signs of organic 
disease, except for the systolic murmurs sometimes heard over the pulmonic area in children 
with a collapsed and partially retracted left lung. These may be wrongly interpreted 
as evidences of a congenital hypoplasia of the pulmonary artery ; but they are heard 
only over a limited area, and vary much with posture and respiration. 
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Pkrkardiai. Friction. 

This kind of ‘limit’ is in n category of its own. It arises neither in the heart itself 
nor in st met ures separate from the heart ; its particular qualities are different from those 
of the generality of exoeardiae sounds on the one hand and of endocardiae murmurs on 
the other ; and its recognition has a positive as well as a negative clinical value. Briefly, 
its chief features art* its obviously superficial * ncar-to-ear ’ origin: its brushing, rubbing, 
or creaking? quality ; its distribution, over an area that never exceeds that of the preeor- 
dium, and may be limited to small parts of it, particularly over the aortic and pulmonic 
areas ; and its time-relations. Characteristically it is a ' to-and-fro sound, heart i in both 
systole anti diastole, so that it may occasionally simulate the bellows murmur of aortic 
disease. Sometimes it is heard only in systole, seldom in diastole only. Its most con- 
stant time characteristic is that it is separated from the true sounds of the heart, first 
and second sound alike, by a little interval; as if it were trying hard to keep step with 
the cardiac sounds, but always just failing. Often pericardial friction may be intensified 
bv pressing the chest -piece of the stethoscope firmly down on the thoracic wall. 

II. TRUE CARDIAC BRUITS. 

These may be general or local, i.e., their origin may lie in some general cause operatin'? 
on the heart as a whole, or in some lesion or malformation of the heart. 

General Cardiac Murmurs. The two principal causes are amentia and toxa*mia : tor 
example, pernicious amentia and enteric fever. Such murmurs as these, like their causes, 
are g?ene*ral : that is to say, they are heard all over the heart. Observation of this fact 
alone should arouse suspicion as to their nature. Other points of value in diagnosis are 
their soft and blowing character, and the fact that they are as a rule louder at tin* bast* 
than at the apex of the heart. Often, also, similar bruits art* to be heard over tin* <?re*at 
vessels of the neck. The diagnosis is clinched by observation of other symptoms of the 
causal disease, and by failure to discover other evidences of structural disease of the heart. 

Local Cardiac Murmurs are very valuable sig?ns of organic disease of the heart : and 
it is because thev arc thus valuable, and because a diagnosis of cardiac disease* is so 
ominous, that it behoves us not to accept it until the alternative possibilities discussed 
above have been adequately weighed. But if this has been conscientiously done, and the 
bruit cannot be dismissed as exoeardiae or general, the next step is to discover in what 
part of the heart's channel the vibrations, heard as a bruit, are formed. Acquired disease 
of the left heart is responsible for a vast majority of true endocardiae bruits, and we may 
therefore consider these first. 

Mitral Murmurs may be systolic or diastolic or both. The mitral systolic is the 
commonest of nil cardiac murmurs, even after we have excluded the exoeardiae murmurs 
that imitate it and the general cardiac murmurs of which it is but a part. It is caused 
by incompetence of the mitral valve, which fails to prevent reflux from the* left ventricle 
into the left auricle during ventricular systole. This incompetence lies in tin* lailure of 
the valve curtains to come together during ventricular systole* ; either because the* curtains 
themselves are deformed and shortened by disease*. e>r because* the Ie*lt aurie*ulo-ventrie*ular 
rim? is st re*te*he*d so wide- that they can no longer g?uard the- whole* of it. \\ hiedie ver the 
cause, the* intrinsie* characterist ie*s of the murmur are* that it is he*arel with maximum 
intensity at or close to the* point of maximum impulse, diffusing thcne*e to the left rather 
than to the rig?ht ; and that it is truly systolic*, following close after the first sound, which 
it mav inde*e*d larg?e*lv re*plaee. Instinediv e*lv , also, we* reeog?nize that the* murmur arise*s 
at the same* depth be-low the* ehe*st wall as the* cardiac sounds themselves. In pite*h and 
inte nsity it may vary wielcly, from a scarcely audible whisper to a loud hiss or buzz : and 
in duratieui, from a me*re* softenin'? of the* end of the* first sound to a series e>f vibrations 
which only die* down just before* the* second sound is hearel. Neither loudness nor duration 
is proportional te> the* severity of the disease. Disappearance ol a mitral systeilic murmur 
is sometimes due* to cnfccblcmcnt of the ventricular muscle lessenin'? the force ed the 
regurgitant How. Mitral systolic* bruits are usually loueier during? expiratiem than inspira- 
tion, presumably be*cause inspiration, expanding? the lung?, bring?s it forward between the 
heart and the chest-piece of the stethoseeipe. Possibly for a similar reason, the mitral 
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systolic bruit is louder when the patient lies down than when he stands up ; and it is 
louder when he lies on his left side than when he lies llat on his back. 

There is no feature of the murmur itself by which we can determine whether the 
incompetence is muscular or valvular, except that it is probably the latter if it is very 
harsh. The diagnosis between the two conditions can only be made by diagnosis of the 
general state of the heart. Indeed, the truth is that a diagnosis of ‘mitral incompetence' 
is no more satisfactory than a diagnosis of glycosuria'. Each is often the leading feature 
of a case ; but the true diagnosis takes account of causes rather than symptoms. Mitral 
incompetence may be a feature of cardiac rheumatism, cardiosclerosis of senile or hyper- 
pietic type, endocardial ulceration, and so forth ; and the establishment of its existence 
is but a step to the diagnosis of the lesion that has caused it. 

It is simulated by : — 

1. Exocardial bruits, especially of the eardio-respiratorv type. This mistake is often 
made, and to realize this is to avoid it, for it will lead to examination of the patient lying 
dow r n as well as standing, and to observation of the effects of respiration on the bruit. It 
must also be realized that the eardio-respiratorv murmur is often audible below the angle 
of the left scapula, so that it is a fallacy to regard ‘transmission' of an apical systolic 
murmur to the back as a proof of its organic origin. A diagnosis of mitral disease should 
never be made on the basis of an apical systolic murmur alone ; there must be other 
evidences of change in the structure of the heart. 

2. General or ‘hiemie' bruits : but these are so often louder at the base than at the 
apex than it is not an easy mistake to make. 

H. The murmur of patent interventricular septum. This, however, is heard with 
maximum intensity well to the right of the point of maximum impulse, and nearer to 
the left border of the sternum than to the left mammary line. 

4. The tricuspid systolic murmur, which also is more centrally placed than mitral 
murmurs generally are. 

Mitral diastolic murmurs are, speaking in general terms, due to obstruction of the 
stream flowing through the left auriculo- ventricular channel, by fibrous changes in the 
mitral curtains drawing them closely and inseparably together. They arc heard best at 
or immediately internal to the point of maximum impulse, and usually over a narrowly 
restricted area. The murmur may be mid-diastolic only ; or it may be heard only 
immediately before the next following first sound, or it may run right, through from the 
mid-diastolic point to the end of diastole. A diagram (Fig. 106) will serve to make this 
variation clear. This shows that the different types of mitral diastolic murmur arise 
from different phases of that mitral fibrosis which is so constant and dominating a feature 
of cardiac rheumatism. The most characteristic phase of that process is ‘mitral stenosis' 
in which the auriculo-vcntricular channel is reduced to a narrow chink ; and flu* most 
characteristic sign of that phase is the mitral presystolie murmur. This consists of a 
■■fries of loud, coarse vibrations leading up to and ending in a loud sharp first sound, 
heir intensity appearing to increase progressively to a climax, reached as they disappear 
into the first sound. This murmur is so striking a sign of disease that its recognition is 
a matter of the first importance. It may therefore be well to give a little attention to 
the mistakes commonly made in its detection. 

a. It is not looked for in the right place. If the apex beat is carried out to the 
axilla by morbid enlargement of the heart, the presystolie murmur will go with it ; and 
it is useless to search for it in such a case in the neighbourhood of the nipple, particularly 
as it is as a rule audible over a limited area only. 

b. The patient is examined standing up only. Often a presystolie murmur, not heard 
under these conditions, becomes distinctly audible when the patient lies down. Some- 
times it is only found when the patient lies down on his left side, while in others a short 
spell of exercise will render audible a murmur about which there had previously been a 
legitimate doubt. 

c. Often a presystolie murmur is wrongly thought to be present, when there is in 
fact no more than a blurring of the first sound accompanying rapid action of the heart. 
This is a very serious mistake, and one which should never be made. The only way to 
avoid it is to examine the patient carefully in all positions, and in particular to search 
for other signs of mitral stenosis, if there is neither accentuation of the first sound at 
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the apex nor of the second sound at the base, a diagnosis of mitral stenosis ought not 
to he made. 

d. A good many mistakes arise* from an imperfect realization of the fact that the 
presvstolic murmur is, though undoubtedly the most characteristic, yet by no means the 
only kind of diastolic murmur arising at the mitral orifice. This is already displayed 
in V*7g. 1 0(i, and one need only repeat that bruits at the mitral area may be continuous 
from diastole into presystole, or may not begin till presystole; that in either of these 
varieties the characteristic crescendo form is present ; but that in other eases the bruit 
may end before presystole is reached, remaining limited to mid-diastole. On the other 
hand, this mid-diastolic bruit may represent a phase of mitral disease* earlier than that 
in which the characteristic presvstolic murmur is heard. Such murmurs are commonly 
associated with reduplication of the* second sound at the* apex. Often they are cpiite* short 
in duration and limited in are*a, and 
therefore are* difficult to catch. As 
the* valvular fibrosis pre>gresse*s the 
murmur lengthens, though in many 
instances it ne*ver reaches into the 
presvstolic phase why, it is not 
e*le*ar. On the* other hand, pre*senee 
of a mitral diastolic with absence of 
a presvstolic murmur may represent 
an advanced phase* of disease* : when 
asseiciutcd with total arrhythmia, it 
always means that auricular systeile* 
has failed, and with it the* vibrations 
that it is apt to cause at a enli- 
st ricted mitral opening. 

c. There* remain theise* difficult 
and controve*rsial epiestions that have 
arise n over the* cei-cxistcncc e»f a pre*- 
systolie* apical murmur with aeirtie* 
re*gurgitation. Firstly, an aeirtie elia- 
steilie murmur may be* heard leiw down 
at the* mitral area, sei late* in the* 
e*areliae* cycle* as tei imitate* the* mitral 
pre\systeilic murmur. Secondly, in 
eareliae rheumatism aeirtie incompc- 
te*ne*e e»fte*n e*ei-e*xists with mitral 
steneisis. Thirdly, in a few instances 
a true* presvstolic murmur has been 
heard in the presence of aortic in- 
ceimpedencc where* nei mitral steneisis 
existed ; this is the Austin Flint mur- 
mur, but it is ve*ry rare*, and ne*arly all the sei-called Flint murmurs belong tei one e>f the* 
other two classes. The* broad rule te> feilleiw is tei recognize* every murmur that is Veally 
presystolie* as e*v ielenee* eif mitral ste*neisis, except when the* nature eif the* disease makes it 
unlikely that the* mitral valve* is fibrosed ; for instance, in eareliae syphilis. The more 
nearly the* murmur approaches te> that heard ill Phases IT I and Ilia eif Fig. 100, the 
meire* likely it is tei be* elue* tei true* mitral steneisis. Murmurs such as theise elepicted 
in Phase s II and I la may be heard at the apex in connection with aortic reflux. 

Aortic Murmurs may alsei be* systolic e>r diastolic, or both. 

Systolic murmurs heard at the aortic area may signify: (1) Neithing definite; (-) 
Aeirtie atheroma with roughening eif the cusps ; (,'i) Aeirtie steneisis ; and (4) Aeirtie 

aneurysm. 

Neither (0) nor (4) should ever be eliagneised on the* strength eif an aeirtie systolic 
murmur alone, nei matter how loud it is. ()the*r signs eif the lesions eemcerned must be 
feiund in eirele*r tei justify such a diagnosis. But when it ceimcs to nice distinctions between 
(1) and (2) eir between (2) and (il), the lender the bruit, the further it carries into the 
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on rot ids and subclavians, and tho more clearly it is hoard in the intorsoiipular region, 
tlu» creator the possibility that it arises from ‘•toss disease of the aortic cusps. 

If there is a diastolic as well as a systolic bruit at the aortic area, it affords very 
strong evidence of the origin of the latter in disease ol the* aortic valves. I he ultimate 
diagnosis, however, is not anatomical only but also etiological. If a murmur is hoard at 
the aortic area, are there any other signs of cardiac disease ? If not, the murmur may 
be disregarded, unless it is very loud and gross, when other signs of disease should be 
watched for carefully. If there are other signs, do they point to a diagnosis of cardiac 
rheumatism, cardiac syphilis, or cardiosclerosis ? It is impossible to discriminate between 
these possibilities by reference to the characters of the bruit alone. 

These ‘generalizations are true also of aortic <hastohc manual's : with this dillcrencc, 
that the presence of an aortic diastolic murmur is sure evidence of organic dise*ase* ol the 
aorta, of its demilunes, or of both. Because it is so it is well to take a goexl deal of 
trouble before making up one's mind as to the* presence or absence ol an aortic diastolic 
murmur. The patient should be examined in all positions. Sometimes an aortic diastolic 
bruit can only lx* heard when the patient stands : occasionally it becomes audible only 
when he leans forward : and it may even be necessary to put him in a knee-elbow position 
to render his aortic diastolic bruit audible. 

It is often heard, not at the aortic area itself, but down the left sternal margin. 
Indeed, the aortic diastolic bruits of rheumatic heart disease are more often heard here 
than at the second right interspace. The reverse is true of cardiac syphilis ; in this 
disease aortic diastolic bruits are usually heard loudest at the* aortic area it sell . 

As a rule the* true aortic diastolic murmur has a curious distant quality, and it is 
this softness that sometimes makes it dillicult to hear. It may follow or replace the 
second sound at the* base. Tlu* further down it is followed towards the e*ardiae apex, 
the later in the* diastolic phase is it heard. Bare ly, it is heard at the cardiac ape x only ; 
its aortic origin can then be* determined only from the* presence* of other signs ol aortic 
<lise*ase. 

Aortic diastolic murmurs are* simulated by (a) perie-ardial frie-tion. (b) the* diastolic 
murmur of pulmonary regurgitat ie>n. 

Neither of these errors is ve ry likely to be* made*, anel a dise*ussion e»f means of avoiding 
them is academic rathea* than practical. What is e>f me>re* importance is to insist, em the 
nee*el tor searching carefully lor the; cause of any aortic* eliastolie* murmur that may be* 
heanl. Is it due to cardiac rheumatism, to endocardial ulceration, to careliac syphilis, 
or to ae>rtic athe*roma ? The* first two lesions only cause* incompetence by a direct action 
on the* aortic cusps ; the* other two may render the* valve incompetent, either by a similar 
direct action on the* cusps or by injury te> the* aortic wall anel stretching e>f the* aeirtie ring, 
or both. Yet it is not safe te > rely on this generalization to distinguish between the* one* 
and the* othe-r kind of lesion : for in cardiac rheumatism le*akage through the* aortic valve* 
mav establish a elvnamic dilatation of the aorta, so that the* e , o-e*xiste*nce* < *1 aortic* dilatation 
th aortic* leakage may appear here* as in aortic syphilis and atheroma. It is by remem- 
i, trine that we* have no right te > re*st content with a diagnosis ed’ ‘aortic* incompetence* 
merelv. anel forcing ourse*lve*s to search i lit e > every ie*ature ol the* ease*, that we* shall se*e*ure* 
an etiological diagnosis on whie-h to base* prognosis and treatment. 

Tricuspid Murmurs. Bruits arising at the* valvular e>rilie*e* of the right side* e>f the* 
heart art* far less often ene*ountcred. Neither systolic nor presystolic bruit should he 
ascribed te> disease or disorder of the tricuspid valve unless it centres very definitely em 
the* tricuspid area and away from the mitral area. So often bruits that arise* at the* 
mitral area are audible as far as and even beyond the tricuspid area, but in these 
the maximum intensity of the vibrations is discovered to lie at or near the* mitral are*a. 
If, however, it should be found to lie very definitely at the* tricuspid area, i.e.. 
immediately to the left e>f the base of the ensiform cartilage, a suspicion e>f its trieuspiel 
origin may reasonably be entertained. Bond bruits of tricuspid origin, whe the r systolic* 
or presystolic*, are sometimes due to actual tricuspid fibrosis, not so ofte-n as one* 
might expect to stretching of the valve*. This latter, though ofte n found post mortem, 
rarely produces vibrations that can he distinguished clinically. 

Pulmonary Murmurs. Si/slolic hi aits are often audible at the* pulmonic* cartilage*. 
Most of them are lurmic ; some* are exocardiac*; a few are due to conge nital hypoplasia 
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of il h- pulmonary artery. These last lire to he separated from the others by the rules 
already laid down for the diseovery of hamie and exoeardiae murmurs; that is to say, 
unless* there is the most obvious evidence of congenital malformation of the heart, no 
pulmonary systolic bruit should be accepted as evidence of disease until these alternative 
explanations have been adequately considered. The louder the bruit, the further it 
penetrates to the left clavicular, supraclavicular, and suprascapular regions, and the 
more obvious the thrill that accompanies it. the more likely it is to owe its origin to a 
malformation of the pulmonary artery ; but it is seldom safe to make a diagnosis of 
malformation unless, in addition to the murmur, one can discover evidence of imperfect 
aeration of the blood, or of enlargement of the right ventricle (Figs. 107. 108, 100), 

or of the presence of some other congenital malformation of the heart. 

ruin, (man) diastolic munnurs are exceedingly rare: as a result of disease of the 
pulmonic semilunar valves they are so rare that it would scarcely ever be justifiable to 
ascribe a murmur to this cause. More often they arise as a result of mitral obstruction 
forcing up the pressure in the pulmonary artery to a point at which its valves are compelled 
to leak. Ihit it is a great mistake to suppose that every basic diastolic bruit heard in 
a patient with mitral stenosis arises in this way. A majority of such bruits, owe their 
existence to the fact that the same rheumatic process that is responsible tor causing 
mitral obstruction also sets up cicatricial changes in the aortic valves. The amount of 



aortic leakage thus induced may be only just enough to cause a faint aortic diastolic biuit. 
heard as is the rule in cardiac rheumatism down the left sternal border, and not 
enough to alter the form of the pulse wave : and this bruit is often misinterpreted as 
evidence of pulmonary leakage. It is doubtful whether a diagnosis of secondary pulmonary 
regurgit a t ion is ever justified except where there are obvious signs oi extreme oxerloading 
of the lesser circulation as a result of mitral obstruction. 

Murmurs at Abnormal Intracardiac Orifices. The chief of these murmurs result 
from putennj of the interventricular septum at the pars membranacea, which may occur 
alone or in connection with imperfect development of the pulmonary artery. The murmur 
characteristic of this anomaly is heard over the middle of the prccordium, the centre of 
its area of propagation lying near to the inner end of the fourth left interspace. It is 
usually systolic, hut may run on into the second sound. Often it is accompanied by a 
thrill. Though loud at its point of maximum intensity, this loudness decreases rapidly 
as one passes away from that maximum point towards the edge of the prccordium, so 
that the murmur may be quite inaudible outside a circle of two inches radius from its 
maximum point. It alters little with changes in the patient s posture. 

Interaurieular foramina are the commonest of all cardiac malformations, but they do 
not cause murmurs. That much less common anomaly, pateneff of the ductus arteriosus. 
is the source of a highly characteristic bruit. This is heard below the left clavicle and 
internal to the left scapula. It is a long-drawn rumble persisting throughout systole and 
diastole, rising to two maxima of intensity with each of the cardiac sounds. I hough 
difficult to describe, it is easy to recognize and reliable as a basis of diagnosis. 
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The Course and Development of Cardiac Murmurs must be noted. As a rule there 
is no great. change in organic* murmurs even when they are watched lor a considerable 
time, and marked alterations should prompt a suspicion as to the organic basis of a murmur. 
In fact, organic murmurs only undergo abrupt change when the lesions that cause them 
change abruptly, as, for example, when a diseased aortic valve that has hitherto caused 
little^or no abnormal vibration bursts under some sudden stress and a loud systolic or 
diastolic murmur is immediately noticed. In the writer's experience, the tendency to 
change that is said to characterize the murmurs of ulcerative endocarditis is seldom of 
actual diagnostic value; the only exemption being the addition oi an aortic diastolic 
murmur to already existing signs of mitral disease. This, il accompanied by the toxic 
and embolic svmptoms of endocardial ulceration, may be of value in diagnosis. 

In conclusion, one or two aphorisms as to the general place of bruits in the diagnosis 


of cardiac disease mav be added : 

1. The patient should always be examined lying down as well as standing up; 
usually, also, in the left lateral as well as in the supine position. 

o All the other physical signs and symptoms must receive due consideration. It 
is a wholesome exercise to attempt diagnosis of cardiac lesions without using the stethoscope 


at all . 

3. If there is any doubt as to the meaning of a murmur, more than one examination 

should be made before the patient is told that he has cardiac disease. Carey Coombs. 


BULL JE. A bulla is literally a water-bubble : it is synonymous with bleb or blister ; 
it differs from a vesicle only in its size, which may be from half an inch in diameter to that 
( ,f a tangerine orange or more. Almost any vesicular skin disease may be of bullous degree 
occasionally ; there are certain diseases in which bulla* are characteristic ; and there are 
yet other affections in which, although bulla* are not always present, they may occur 
sometimes in a marked degree. The following are the chief conditions under which bulla* 
are, or may be, a prominent feature of the ease : 


1. Conditions in which Bullae are usual:— 

Pemphigus Herpes gestationis Pemphigus neonatorum 

Krvtlieniu bullosum Krythcnm iris Chciropompholyx 

Dermatitis herpetiformis Kpidcrmolysis bullosa Ilydroa sestivale. 

Local application of vesicants, such as eantharidcs, arnica, rhus toxicodendron, croton oil 
nitric acid, scalding water, hot solids ; or from exposure to extreme cold, as in frostbite 
or after freezing with carbon-dioxide snow. 

Local friction by splints after fractures; or by boots, oars, tools, etc. 


2. Conditions in which Typical Bullae may occur, though they are not usual:— 


Lrysipclas 

Impetigo contagiosa 

lodism 

Hromism 


Syphilis 
Syringomyelia 
( iangrene 

ltavnaud's disease 


Infants with maladies which 
in adults would be vesi- 
cular ; e.g.. Herpes zoster 
(/*7g. 110). 


( .landers 


Scurvy 


Kxtrcme (edema from Bright s disease or heart failure. . 

Workers amongst turpentine, chrysarobin. \arnish, aniline dyes, and other chemicals ; tar 
products, resin, volatile oils; satin-wood, primula obconica. and some other plant 

products. .... 

Poisoning by large doses of certain hypnotic drugs, notably veronal, antipyrin, acetanilide, 

espeeiallv towards the* end of a fatal ease. 


The diagnosis is sometimes obvious : for instance, herpes gestationis — also known as 
hvdroa gestid ionis, erythema gcslat ionis, and dermatitis pruriginosa polyniorphn reeurretis 
graviditalis is probable when a bullous eruption develops in a pregnant woman : and the 
diagnosis is certain if there is a history of former pregnancies associated with a similar 
eruption, with complete freedom from the complaint between the pregnancies. The 
eruption itself is precisely similar to that of dermatitis herpetiformis, described below, and 
there is generally eosinophilia (p. 127). In most eases the trouble begins in the later months 
of pregnancy, but tends to develop earlier in each successive pregnancy ; and whereas in 
most eases il subsides rapidlv when the child is horn, in a few instances it may last into 
the puerperium, or even develop only during that period. The most troublesome part 



124 


BULL.14 


- . i • » - 4i wl itr»hin«T aiifl irritation, which often ninount to actual pain. A 

pregnancy. 'whilst the occurrence of the bullous eruption solely m iiswk-wI ion with |>u-u.m< > 

,,,,lk ltullx in^nLd^encmlly receive the term firm pit iff us neonatorum, but 
is not related to ordinary pemphigus. so it is a pity the word pe.np h.fius is «'mplo> t d a a . 
There are tw,, distinct Varieties, namely : (1) That in which the bulla- are elnclh on th, 
hands and feet, one of the manifestations of a severe and Generally latal type of eonj-endal 
syphilis in which the eruption appears almost immediately alter birth mstcai o a u a 
£ v d « f days or weeks/, is in other eases : and (t>) That in which there ,s an ndeet ,on o 
the' skin of the nature of impetigo generally staphylococcal, but ... some cases due to less 
usual organisms such as the Bacillus /»;/««•/ /aaais produc.ua India- mstea.l of the nmn 
“ a i, ll„. hitter i„ .. ..I -t ri.-l s ..,.<„r.,n U ... 

r:r r, .wiv ««■ 

midwife, and fortunately rare nowadays. 



Chnmron'i’hol,,,- may generally be r.-coani/.cl at once. It is a , ysidrosis. and th- 
sweat-'dands of th,'- palms and soles are most affected, thou,!, those ol the on head, chc . 
and back may sometimes he affected too. As a rule the sweat retained m tin- .lands 
produces subcutaneous vesicles that arc barely larger than sa^o era, ns : as the superlie ul 
epidermis wears off the little sweat-cysts reach the surface, a process assisted b> ti e 
scratching that usually results from the acc,.n,panyin» irritation. Alter each evst bu.st 
.... is desquamation which may simulate that of scarlatina. The malady occurs m 
weather, or in tropical climates, cspcciallv in those who perspire frcch . 
lilisteis produced by vesicants are diagnosed readily when it is known that any app hea- 
„,n is I, ein< r used. Diliicultv arises mainly in two classes of persons, namely : ID In t wise 
who live in houses upon which the Uhl's laciaalnalraa is crown as a vii-.ma creeper, he 
nature of the ease beinu discovered usually from the fuel that the patient is alwnxs nllcctcd 
when at home, and never when away : and CJ) In hysterical patients, or in inahiuteieis. 
who produce the skin eruption surreptitiously. If the latter is suspeeted ,t is cemra My 
possible to place the patient under conditions which preclude self-application. «h,n I n 
disappearance of lesions confirms the diagnosis : or the actual vesicant employed may »c 
discovered, liquor cpispasticus for instance, or some other preparation ol cunt ha rides : 
croton oil : capsicum ; carbolic acid : mylabris : iodine ; or one ol the strong mu.eial 


acids, especially nitric acid. 

The relationship of occupation to a bullous dermatosis may 
way the skin trouble recurs whenever any particular work is 
indicates the kind of occupations that are liable to produce it ; 
bulla* far less often than they do a vesicular dermatitis. 

Extremely (edematous tissues are easily blistered, and on 


become obvious from the 
resumed : the list above 
nearly all these produce 

tli is account one must be 
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diary of diagnosing anything hut simple blisters when bulla? develop upon (edematous legs 
or other parts in association, for instance, with II right's disease , or in chronic heart cases with 
failing compensation. The same applies to the blebs arising on the skin of fractured limbs , 
and also in the? region of a local gangrene ; or necrosis of the soft parts due to such causes 
as frostbite , Raynaud's disease , or scurvy. The diagnosis in these cases will nearly always 
be clear enough, and so will it be in cases of simple blisters due to friction. 

Having thus excluded the more obvious cases, there remain : pemphigus, erythema 
bullosum, dermatitis herpetiformis, erythema iris, epidermolysis bullosa, erysipelas, impetigo 
contagiosa, iodism, bromism, glanders, syphilis, and syringomyelia. Of these, acquired 
syphilis is so seldom bullous that it would not be diagnosed unless there was strong collateral 
evidence of the nature of the complaint. Syringomyelia is rare also, and bulla* occur in but 
a small proportion of the cases ; should they do so they will attract attention from being 
confined to a local area, the lingers and hands for instance, leaving the rest of the person 
free. The diagnosis is continued by finding cutaneous sensibility natural, though the 
patient cannot distinguish pain from touch, or heat from cold, in the affected parts. The 
cutaneous affections of syringomyelia are known as Morvan's disease. The lesions arise 
because the skin is insensitive* to things that are painful or hot enough to produce sores 
and blisters. 

The patient's occupation may suggest the malady in a case of bullous glanders : a horse 
with which the patient had to do might be known to be affected with the complaint. The 
skin eruption is sometimes quite a late manifestation of a prolonged and obscure febrile 
illness when the glanders infection has started internally, for instance in the lungs. The 
Hactllus mallei may be found in direct smears from the contents of the bulla*, or in cultures 
from them. Bacteriological methods afford the final criterion of glanders. 

Both bromides and iodides may produce various types of skin eruptions. The 
commonest is simple acne-like pustules without the blackheads of ordinary acne vulgaris ; 
but there may be a patchy erythema with cutaneous infiltration or nodular swelling 
studded with yellow points from which thick puriform fluid can be expressed ; or a con- 
fluent furuncular lesion: or a true bullous eruption or hydroa. The latter is decidedly 
rare, but its occurrence should be borne in mind, and inquiry made* as to any drugs that 
the patient may be taking. In the case of iodides the urine gives a bluish-green colour 
with the guaiaeum test, though no blood is present, and if there is still doubt a quantity 
of urine may be evaporated down, and either bromine or iodine detected by ordinary 
chemical tests. Bromide and iodide eruptions have been recorded in infants at the breast 
when the mother has been taking tin* drug without presenting any cutaneous symptoms 
herself. 

Bullous impetigit contagiosa is a variety of impetigo. Fluid accumulates in the infected 
spots so quickly that at first it does not appear to be purulent, but rather to take the form 
of big vesicles or bulla*. These often become pustular, and as they dry up the crusts over 
them have a characteristic* yellow honey-like appearance. The condition can be diagnosed, 
as a rule, from the fact that other parts of the body present the typical lesions of ordinary 
impetigo ; there may lx* other patients affected in the same house or school, and the condi- 
tion is as readily curable by antiseptic measures as is impetigo. There is a very rare and 
extremely grave disease described as impetigo herpetiformis in pregnant women; but this 
seems to be an aggravated form of dermatitis herpetiformis or herpes gestationis that, has 
become purulent and contagious. It is found in Austria, but not, apparently, in England. 

Erysipelas is a familiar cause* of bulla*, and when blebs are present upon the typical 
tender, slightly raised, and well demarcated red skin at the height of the affection, in 
association with the constitutional symptoms and pyrexia, there can seldom be difficulty 
hi the diagnosis. It is when the erysipelas is subsiding or has subsided, whilst the bulla* , 
or the remains of them, are still obvious, that difficulty might arise. Streptococci may 
he detected bact eriologically . 

If all the above conditions can be excluded, and the patient is suffering from a disease 
of which bulla* with more or less erythema are the chief manifestation, then the diagnosis 
has been narrowed down to one or other of the following : pemphigus, erythema bullosum, 
dermatitis herpetiformis, erythema iris, and epidermolysis bullosa ; there is evidence to 
show that these are closely related in some respects, the different names applying to affec- 
tions that differ more in type than kind. If the patient develops bulla* on various parts of 
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the trunk and limbs without any erythema, or at any rate without any erythema until the 
bull® have been present a longer or shorter time, the condition is described as pemphigus. 
If the bullae develop, not on normal-looking skin, but upon places where there has already 
been erythema, associated with more or less itching, or even pain, before the bull® develop, 
and if the whole eruption consists of this combined condition <>1 erythema and large bull®, 
the name used to designate it is erythema buUosum. If the bulla- tend to dry up at t u-ir 
central parts and then to be followed by a secondary ring of vesicles or blebs around the 
original one, these secondary vesicles being followed in turn by others upon a yet larger 

* rino outside them, the condi- 



I'l,/. ! 11. Hydro.! 1 show ini/ tin* ilMVi-tivr brown t<-<th rissociatfd with 

thin condition. 

(fly hind I'cnnissimi id th> * Qnarhrlf/ Journal oj Midicim \) 


tion is referred to as herpes 
iris or as erythema iris , ac- 
cording as there is little or 
much erythema before the 
first vesicles or bulla- appear. 
When the bulla* are apt to 
develop on any part of the 
body from a degree of rub- 
bing or scratching which in 
the ordinary individual would 
be quite unlikely to produce 
blisters, this undue tendency 
to blister formation from 
what ought to be inadequate 
causes is spoken ot as epi- 
dermolysis bullosa* a condition 
which may persist throughout 
life without necessarily had- 
ing to any other untoward 
symptoms : it is probably 
related to factitious urticaria. 
Dermatitis herpetiformta is a 
polymorphous eruption, ot 
which bulla* form but a part : 
the trouble begins with itch- 
ing of tin- skin, and more or 
less general disturbance, part 
of which arises from the loss 
of sleep entailed by the irri- 
tation. In various parts of 
the body or limbs erythema- 
tous and urticarial patches 
supervene, some ot which sub- 
side without further devel- 
opment, whilst upon others 
clusters of vesicles quickly 
appear. Many of the clusters 
contain twenty or thirty ves- 
icles upon a single inllamed 


base ; some, fewer vesicles of larger size ; others develop into typical blebs varying in 
area from that of a sixpence to that of a half-crown. No region of the body is exempt. 
The characters of the lesion arc precisely similar to those found in pregnant women 
suffering from herpes gestationis, but there must he a difference in causation, for the 
latter, though it occurs with every successive pregnancy in the same woman, remains in 
complete abeyance between the pregnancies, whilst dermatitis herpetiformis - Diihring's 
disease or liydroa— may occur in either sex and at almost any age, though it is less 
common in children than in adults. It is probably due to the action of some poison 
circulating in the blood, derived perhaps from the food in some eases ; it is possible for 
two persons to be taken ill after partaking of the same food, one with acute gastro-intestinal 
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symptoms, such as diarrhoea and vomiting, the other with acute pemphigus ; it looks, 
therefore, as if pemphigus and its allies may be related to the acute urticaria that is so 
familiar in certain eases of shell-fish poisoning. 

Jh/dma astivide is a peculiar and rare congenital condition in which the patient’s skin 
develops India* like those of pemphigus, hut only during the summer months, the eruption 
being on the exposed parts ; purpuric spots often appear between tin* bulla*. The hydroa 
may In* the only evidence of idiosyncrasy, but sometimes the same individual exhibits 
porphyrinuria, with a tendency to brown pigmentation of the bones and teeth (Fig. 111). 

Any one of the bullous dermatoses may be either acute, subacute, or chronic ; in any 
of these degrees there may be practically no constitutional disturbance on the one hand, or 
the patient may be so ill with pyrexia (Fig. 112) and anorexia as to require to stay in bed ; 
not a few such eases prove fatal. In all the bullous dermatoses the eruption may be 
restricted to the cutaneous surface : but the bulla* may also occur upon mucous membranes, 
especially of the mouth, palate, (esophagus, nose, colon, rectum, and vagina. Even when 



/,, ii/. | t | f , ■ '.'Hi in i ( i f chronic jh-mij.Im.'ii*.. TIi<- \voin:m h:i 1 li:nl Un- cniptmn on an* 1 otT 
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temporary recovery has taken place there is a tendency for subsequent attacks to occur. 
There is also a tendency to ha*mat oporphy rinuria during the exacerbations. 

Finally, it may be emphasized that although it is often stated that many skin diseases 
may be associated with eosinophilia, as a matter of fact few skin diseases other than the 
bullous dermatoses produce any marked degree* of eosinophilia, so that a differential 
leucocyte count mav afford valuable* diagnostic evidence. The absence of eosinophilia 
by no means excludes pemphigus or erythema bullosum or any other bullous dermatosis, 
but the presence of eosinophilia in a doubtful case increases the probability of the condition 
being one of these* ; it is noteworthy that whereas eosinophil cells may abound in the 
contents of the natural bulke, those which occur in a blister produced artificially in 
the same ease present no such eosinophilia. Herbert French . 

BUZZING IN THE EARS.- (Sec Tinniti s, p. 877.) 

CACHEXIA literally means ‘a bad habit,’ and is an ill-detined term used to include 
almost any depraved condition of the body in which nutrition everywhere is defective. It 
is generally applied to patients who exhibit change of complexion in the direction of sallow- 
ness or actual aiuemia in association with progressive loss of weight; but actual weight- 
loss is not essential, for in cachexia strumipriva , or myxeedema, there is nearly always 
considerable increase in bulk and weight together with debility, amvmiu, and general 
ill health. The word is generally prefixed by a qualifying adjective, such as cancerous , 
syphilitic, malarial , tuberculous , or tropical , the diagnosis being indicated by other sym- 
ptoms or by the history. In many cases the cause is an ill-defined mierobic-toxie state of 
affairs, such as that which is so apt to accompany pyorrhoea alvcolaris , intestinal stasis , 
chronic pyelonephritis , col i bacilluria , chronically inflamed tonsils and adenoids , bronchi- 
ectasis ; and it may be associated with other microbic-toxic lesions such as rheumatoid 
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other varieties of cachexia that may he given special mention, ami which, if 

armetite seen in hot climates and especially aiming mgroes , * , * i,, 
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CACOGEUSTIA. (See Tastk. Ahnoumai.it i is of. |». «.*»«.) 

CAMMIDGE’S PANCREATIC REACTION ^The ^TZZ 

and animal experiments m( . ta bol!sm arising from deficiency of 

presumptive evidence of d* ' ti ;. ularlv when a pronounce.! reaction is obtained 

the internal secretion of tli I anert s.part ^ ^ oshil) j lin p other evidence of panerea- 

with the fasting urine. _ 1 „ js , f acutt . or chronic pancreatitis is in.licatcd : 

tie disease gives a pos.tni result, a .... - . . rjs( . t(( sitni lar defects of 

hut as functional disturbances due to nth. • ta , . g ^ ^ r( . liun( . ( , |s pl on the 

•arb.ihy.lrate n^etabohsni.^i^nus i^en^opim.^ ^ ^ r , at i lof; „omonio of pancreatitis ; 

1 'reLits^iVthe test need to be considered in conjunction with the cluneal symptoms 

» !unBr«rrio”k,.»is 

ir' nf +h f * urine blood, and faeces that a correct diagnosis can la re.uhul. 
analysis „. in ereatic reaction does not exclude chronic pancreatitis, or rather the 
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CAM MIDGE'S PANCREATIC REACTION 


129 


the pancreas, too, is associated with a positive reaction in only about 25 per cent of 
cases, the presence of the growth apparently not preventing an adequate formation of 
the internal secretion of the gland in the remaining 75 per cent. 

The pancreatic reaction depends upon the fact that the urine of patients suffering 
from pancreatic inllammat ion contains dextrin-like bodies, which, when hydrolysed by 
boiling the urine with dilute 11(1, yield a pentose that may be recognized by converting 
it into an osazonc by treatment with phenylhydrazine. The golden yellow lloeeulent 
deposit of hair-like crystals produced in this wav is very characteristic when examined 
with the microscope, but as glyeuronie acid, which is set free in many urines during the 
hydrolytic process, also gives a crystalline compound with phenylhydrazine, it is removed 
by treating the still acid urine 1 with tribasie lead acetate* after the exe*ess e >f 11(1 has been 
neutralized with lead carbonate. In e>rde*r to e»btain a dean result, the* lead which goes 
into solution is removed by e*onve*rting it into an insoluble sulphate or sulphide, and 
filte ring, before* the* pheny Ihydrazine* test is applied. 

A more reliable method of carrying out the 1 test, which gives quantitative re*sults by 
which one- e*ase* may be* compared with anothe*r or the* e*ffe*e*ts of treatment may be* followed, 
is to determine* the* * iUffcrntce value' of the* urine*, that is te> say, the* difference between 
the* mincing power e » f the* urine* 


be* fore* anet after hydrolysis with 
efilute* IK 1 , suitable precautions be ing 
take*n t < > e*\e*luel<* glveuroiiie* ae*ie|, 
etc., prior to the* del erminat ion being 
made*. Normal urines gives no dilTct*- 
e * n e *e ■ value*; in e*ase*s e>f pancreatitis 
readings of 20 to (JO units pe r e*e*nt. 
with a total of 100 to 500 units, are* 
usually obtained. 

These* methods cannot be* applied 
sat isfaedorily t e > urine s containing 
sugar, and. for such, a modification 
has been devised in which a hydro* 
e*hlorie ae*iel solution eif the* precipi- 
tated lead salt from the* basie* lead 




acetate solution is submitted t e > ste am / n;. . .\,, r/ „,,*. /*,,. m 

distillation. The* eiuantitv ed furfur- . , .. . 
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aldediyde* formed is e let ermined by \ .;u. - i >• tw.-. n tL< n* n-ni.ii .mi a • m ••immi- iMn.-n-.inu-. 
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treating the* distillate* with soelium \ . . r , i f ,| i. -j. i i i„. 

bisulphite* anel then titrating with a 

standardized sedution of iodine*. Nume rous experiments have shown that the* ” iodine 
en efficient' <d’ normal urine's is nil. anel that euie* unit by this metheiel e*e>rre*spe>nels t e > thre*e* 
units e m the* eli fTe*re*iu*e* value* se*ale*. so that when there* is inllammat ie>n ed' the pancreas 
the* iodine* e*oe Hie*ie*nt rise s to 20 en* more* per e*e*nt . with a tedal for the* twe*nty-fe>ur hours' 
urine* ed' 100, 200. en* e »v e*r. Case's w ith simple* elige'stive* anel hepatic elisturbanees mav 
give* a slight iex line* e-oeflieient , but it rarely e*xe*e*eds 1-0 tee 1*5 per e*e*nt. Many cases ed 
e*ane*e*r ed’ the* panere*as give* a negative* ieidine* e*oeflie*ient anel eliffe*re*ne*e* value*, but in some* 
25 per e*e*nt similar reaelings te» those found in cases of simple* pancreatitis are obtained. 

Other point s te> be* nedie*ed in e*xamining the* urine* in suspe*ete*el eases e>f panereatie* 
elise ase* are* : 


1. The* prese*ne*e* of e*ale*imn oxalate crystals (se*e Oxam hia, p. 52.1) in the eentri- 
fugalizeel ele*posit : these* are* me t with in (>.1 pe*r c'cnt ed' case's e>f chmnie pane*reatitis, or 
7.1 pe r e*e*nt if jaundieeel e*ase*s are excluded. 

2. A pat hulogical e*xe*e*ss e>f urobilin (Fig. .122, p. MMJ) ; this is a very constant 
indication e>f ediolangit is, anel a particularly useful sign e>f gall-stemes in the common 
bile'-e 1 ue*t , whether aee*ompanieel by jaundice e>r not. 

*1. A well-marked indiean reaction : pointing t e j a catarrhal condition of the intestinal 
mucous membrane, with abnormal putrefactive changes in the cemtents of the intestine. 

4. Kile* pigment in the* urine : showing that there is some obstruction to the free 
flow* ed* bile* into the* intestine*, elue* te> impacted gall-stones, gripping e>f the common bile- 

j) 9 
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duct by the inflamed head of the pancreas, which surrounds the duet in (»2 per cent of 
eases, malignant disease of the head of the pancreas, or a growth in the common bile-duct. 

Examination of the blood gives even more reliable indications of disturbances of 
carbohydrate metabolism due to deficiency of the internal secretion of the pancreas than 
does analysis of the urine. When samples of blood are taken from a finger-prick in the 
morning, fasting, and at hourly intervals after breakfast for 1 to 5 hours, the percentage 
of sugar rises for the first 2 or 3 hours following the meal and then gradually drops back 
to the fasting level in a normal person, while the difference* value never e*xce*e*ds about 
0-004 to 0 005 per cent (E7g. 113) : but when a similar series of analyses is carried out 
with the blood of a patient suffering from insufficiency of the inte rnal see-retion of the pan- 
creas very different results are obtained. Vnlevss the patient is a diabetic, the* blood-sugar 
curve follows the usual course, but the fasting difference* value* is always higher than 
normal, ranging from 0 050 to 0150 per e*ent in the eases coming under the writer's obser- 
vation ; after the meal it sinks as the percentage of sugar rises, and increases again as 
the blood-sugar falls, so that when the respective values are* plotted out in a graph the* 
sugar curve anel the difference value curve move* in opposite directions (E/g. 11 1). This 
relationship appears te) be characteristic of elcficicney of the* internal secretion of the* pan- 
creas, anel is constantly found in cases where* there is active* inflammation e>f the* gland, or 
where sclerotic changes e>f suflicient extent to impair its functional e*nicie*ne*y have occurred. 

For the purposes of further differential diagnosis the* results e>f a qualitative and 
quantitative analysis of the faces are most important. In earrying out the* analysis the* 
points to be noticed particularly are* : 

1. The presence or absence of stercobilin : in gall-stone* obstruction, traces at least 
are nearly always met with, whereas in malignant disease e>f the* head of the* pancreas 
total blocking of the ehu*t is the rule, although the* soft growths oe*e*urring primarily in 
the common duct usually allow some* bile* to filter through se> that traees of stcrcohilin 
are met with in the* faces. 

2. A positive reaction fe>r biliverdin : this indicates excessively active peristalsis in 
the* upper intestine, with catarrh e)f the walls, anel when associated with the* presence of 
occult blood is suggestive of duodenal ule*er. 

3. The* percentage e>f unabsorbed fat : in cancer of the* pancreas this is always \e*ry 
high, 70 to 80 per cent : it is usually somewhat less in growths of the* common duet, 
averaging 00 te) 70 pe*r cent, and varies from a subnormal percentage* in early catarrh e>f 
the pancreas te> as much as 50 or, rarely, even 80 per cent in advanced e*hronic pancreatitis. 

4. More important still, however, is the* relation e»f the * unsaponified ' to the* * saponi- 
fieel ’ fats, for whereas the former are* in e*xe*css in dise*ase*s that interfere* with the* digestive 
functions of the pancreas, sue*h as cance*r of the* gland and advanced chronic pancreatitis, 
the latter predominate in obstruction of the* common eluet by gall-stones without pancre a- 
titis, and in malignant growths ne>t involving the* pancreas. It must be* borne* in mind, 
howe ver, that owing te> the abnormal activity e»f fat-splitting bacteria in the* lowe r bowe l, 
such as is me t with in some case*s of intestinal catarrh, an excess of sape>nifie*el fat may be* 
found in cases e>f e*hremie* pancreatitis whe*re the dise*ase* is elue to an infe*e*tion spreading 
from the* duodenum. A similar excess is often met with in early catarrhal pancreatitis, 
owing probably to an increased Hem of panereatie* juice* analogous te> the* salivation me t 
with in parotitis. 

5. Microse*oj)ie*al examination of the fa-ees for fat globules, fatty acid crystals, undi- 
gesteel muscle* libres, and connective tissue should not be omitted ; a large excess of fat 
globules and lree fatty ae*id crystals, with numerous isolated undigested muse-lc-h bre*s, 
point to cancer e>f the* pancreas or advanced cirrhosis of the gland, whe reas muscle* 
associated with connective tissue* points to defective gastric digestion. 

0. An acid reaction of the fre*sh stool is in favour of a diagnosis of pancreatic disease : 
in simple* gall-stone obstruction the faces are usually alkaline. 

7. Occult blood, when constantly present in the faces (see p. 101), is suggestive e>f 
malignant or, me>re rarely, advanced pancreatitis, in which it is now well known that 
there is a haemorrhagic tendency ; while the discovery of blood intermittently peiints te) 
a gastric or duodenal ulcer, which may be invading the pancreas and setting up pancreatitis. 

By carefully considering all the facts thus obtained, and interpreting them in the 
light of the clinical signs and symptoms, it is possible, not only to diagnose correctly the 
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existence of' diseuse of the pancreas, hut also to arrive at a satisfactory conclusion as to 
its probable cause. Affection of the pancreas is much commoner than is generally 
supposed, and many trying cases of chronic indigestion, recurring or persistent jaundice, 
and obscure affections of the upper abdomen would be explained, and satisfactorily 
treated, if investigated as above. Undiagnosed and consequently untreated pancreatitis 
is probably the most common cause of diabetes. If this were more widely recognized, 
much might be done 1 to stay the further increase of that disease. p. ./. Cammidge. 

CARDIAC BRUITS. (See Hums, Cardiac, p. 1 Mi.) 

CARDIAC IMPULSE, DISPLACED. (See Hkakt Imiu i si;. Disci, p. :m>.) 
CARDIAC THRILLS. (See Tiirim.s. Pm.e oimi.vr. p. 8?/>.) 

CASTS IN THE URINE. (See Ai.ur.MiNi ria. p. t.) 

CEPHALALGIA. (See IIi;ai>uim:, p. Will.) 

CHARCOT-LEYDEN CRYSTALS were at one time supposed to consist of spermin, 
but now there is considerable doubt as to their exact chemical nature. Their chief import- 
ance from a clinical point of view is that they are more common in certain conditions than 
in others. They may be found in t lit* sputum, the* blood, or the stools. They need the 
high power of the microscope for their detection. Each resembles an elongated diamond 
with clear-cut. edges without colour, but with a slightly yellow appearance when seen 
obliquely. They stain with eosin, and are soluble in hot water, in mineral acids, and in 
alkalis, so that for their detection a fresh specimen is required. 

In the sputum they are commoner in asthma than under any other circumstances - 
true spasmodic asthma, such as also gives rise to IV ascii Manx’s Siukai.s (p. MM ), and eosino- 
phil corpuscles in the sputum. In determining whether a given case is one of paroxysmal 
dyspruea, cough, or bronchitis on the one hand, or true asthma complicated by bronchitis 
upon the other, numbers of ('hareot-Lcydcn crystals in a fresh specimen of sputum are 
evidence in favour of the latter. Small numbers of the crystals may be found in bronchitis 
and in association with bronchiectasis . but in true asthma their numbers may be quite large. 

The occurrence of Charcot -Leyden crystals in the blood is of little diagnostic value. 
They are seldom found in fresh blond ; but when the latter has stood for some time in bulk 
they develop, particularly in leulavmia. Some have tried to draw important clinical deduc- 
tions from the development of these crystals in blood, but it is doubtful whether they really 
have any significance of value. 

Charcot-Leyden crystals have been found in the stools in a great variety of diseases, 
but whether or not clinical deductions can be drawn from their presence is doubtful. It 
is stated that, when they abound, the patient is probably suffering from an animal parasite ; 
but it affords no indication of the nature of the parasite present. Their occurrence should 
lead one to examine the faces for parasites or their ova with even greater care than usual. 

Herbert French. 

CHELOID. A cheloid is a new growth of fibrous tissue in a scar. Although a 
spontaneous variety is described, it is probable that then* has always been some preceding 
trauma of the skin producing sear tissue, such as that left by chicken-pox. an acne pustule, 
or a slight wound, perhaps caused bv the wearing of a pendant or a bracelet, which has 
been forgotten or unnoticed by the patient. In ordinary eases cheloid occurs in obvious 
scar tissue* such as that of a burn or scald, a vaccination sear, an operation wound, or in 
scars following abscesses or other traumata of the skin, especially when healing has been 
delayed. The new cicatricial tissue, instead of contracting, takes on a new activity and 
forms a raised, flat, rather tough tumour of a pinkish colour, which spreads at the edge 
by claw-like* processes and is often attended by severe pain. It is distinguished by these 
from an ordinary hypertrophic scar, which has no processes and does not spread beyond 
the margins of the original cicatrix. The other eemdition likely to be mistaken for cheloid 
is morphera. This can generally be distinguished by its smooth, flat surface, ivory colour, 
and regular outline. The so-called acne cheloid, or dermatitis papillaris capillitii, in 
which small projections of fibrous tissue occur on the back of the neck, is not a cheloid 
in the proper sense of the term. Ernest JJore. 
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CHEST, BLOODY EFFUSION IN.- When, on needling « pb-unil eiwity 

fluid, this fluid is found to be obviously blood-stained. the fact is su^s n v o <>u< <> ■ 

things : that the pleurisy has been exceedingly acute ; that the cl cst has a ad> > 
tapped not long previously, so that there has been ha-morrhage ...to the —dual Hind, 
or tlmt there is malignant disease involving the pleura. 

Tl„. of tlu. ,„:,y that lha "»■" '“a. " 

acute, the symptoms being of short duration, with mm i i>>it xia. In j ( . r< ticallV 

albuminous of hi<di specific gravitv, coagulating spontaneously. an . 

exhibiting 'numerous poly morphomich ar cells an.l lymphocytes, abundant re.l corpuscles, 
hut no particles of growth in the eentrifugah/.ed deposit. 

If blood is found in pleuritic lluid at a second tapping when 1 1 wt' s ' p. 

first, the fact by itself is of little value in differential diagnosis, lor lh< ‘ 

ablv been caused by the act of paracentesis. t-mpiim 

“■ -ssr 

stained at a first tapping m a ease that 
has not run a very acute course one should 
he suspicious of new growth, and an early 
opportunity should he taken to liaye the 
thorax X-rayed. The abnormal shadows 
revealed ( Fig. 120. |>- 130 : Fill- 10'-. P- 1 1 1 > 
may give the diagnosis of new growth very 
much earlier than is feasible by any other 
means, though sometimes the nature of the 
ease has been cleared up by linding large 
neoplastic cells or even particles of new 
growth in the cent rifugali/.ed deposit from 
the lluid itself. In not a few eases there 
have also been comparatively large num- 
bers of coarsely granular eosinophil cor- 
puscles in the effusion at the same time, 
and such eoxinophilia in a pleural exudate 
is suggestive of iicyv growth. Without a 
skiagram it is often impossible to he sun 
of the diagnosis until the progress of 
the ease has been watched, sometimes for 
yveeks : pleural effusion, like that of a 
simple ease, may he the only sign for a 
long time, but sooner or later one yvill 
expeel to find evidence of obstruct ion to 
a bronchus or to the superior vena cay a 
as the growth spreads : or alternatively 
a primary growth, at first unsuspected or 
not found, may he discovered clscyvherc. 
for instance in connect ion with a hone, the 
rectum, pelvic organs, thyroid gland, and 
• in most eases it is primarily a lymphosar- 
coma of the nu’di^tiiml glands hnxdving the pieura by direct extension. Hahn! Fm„-h. 

CHEST, DEFORMITY OF.— (See Di.ioumity oi mi. C im.st, p. 2 (>H.) 

CHEST, PAIN IN. (See 1*A1N in ini'. < ni.sr. i>. mill.) 

CHEST PUS IN.— When, on needling the chest, pus wells up into the exploring syMiige, 
the^ diagnosis rest at that ; but rather to regard it as a symptom and tr> 



l in. II'* 

i .l! -1/.. . 

,c -kl:i-i,ili 
1 1 1 1 1 1 I ■ t lb 
troll I , .tin 


•.Him' 


Tim 
■ t)|.r 


-|iot'in_ r .in nit i , rliiti:i r 
in ;i! nioriihi I | • 1 1 \ -kmI si'-Mt- Hi i !>< 
tun -tit.-.-. !v 1 If ' 1,1 

g>|, tin t Inn I rig'l.i ini >•! . o- 1 .tl 
I -4 1 ; i r t ' I I ur. 'I -mvi.'.illt . 


r Phe primary growth is seldom pleural 


( IIKST, PUS IN 



its cause. It by no means follows, of course, that when the exploring syringe fails to 
detect pus, an empyema is not present, for sometimes it is situated either between the 
lower lobe and the diaphragm, 
in front of the lung or between 
the lobes, or in some other 
position in which it is diflicuit 
to hit it off with tin* needle. 

When pus is found but the 
amount is only quite small, 
there may be* some doubt as 
t < » whether it came from an 
empyema outside the lung, 
from a bronchus, or an abscess 
cavitff in the Inn g substance . 

The nature of the ease* may 
remain undecided until a sub- 
sequent puncture , or a resection 
of a rib, conclusively discovers 
intrapleural pus. Kvcn when 
pus wells up in the exploring 
syringe, it is possible to mistake 
for empyema a collection of pus 
which is below the diaphragm. 

A suf/(tinf>hnicmatic abscess ( /'Vg. 

1 Hi) and an abscess xcithin the 

. . / !■/ 1 it.. - I i in, ■ iji iu m:' ih' .ij>|i«Mt.in< < - in ,i <• i - 1 o: -iii »• i i.j | 'In ,i jim.ii 1 1 

hit T are the two conditions I. nil ru. r ■ i * 1 0 -t i- . Ill* rulil < Mi I >I li ,1 I>1 III* ii;i|.hr.ij'ni J" pieii" ! 11|'. 
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most I in I ilc to simulate <-ni|>\ i-liiu -| „ i i., „,U,i 

in this way. If, however, the < /> u .../ . o 

history, the symptoms, and the 

physical signs do not serve to distinguish between these different conditions, it will 



physical signs do not serve to distinguish between these different conditions, it will 

generally be necessary to 
evacuate the pus, and the 
surgeon's linger inserted 
through the wound will 
be able to feel whether 
the diaphragm is above 
or below the collection. 
Kvcn then there is one 
possible source of error 
namely, when there is pus 
both above and below 
the diaphragm. A sub- 
diaphragmatic abscess, 
secondary perhaps to 
appendicitis upon the 
right side, or to a leaking 
gastric ulcer upon the 
left, may have infected 
the pleura through the 
* diaphragm, causing first 
a serous and then a puru- 
| lent effusion, separated 
from that below the dia- 

/’/</. II.”, Kaily |.|il lil'-i-. -Imwin:' iml\ a sll!/li! lUt/P'' <*! 1 1 1 * »( T ! < ■< i at pliraglll merely l)V tllC 

tin- ;iii« \ ol tin- rii/lit liiiii/, tin- p- ! Imiiu; clmi. Tin- omtuni rtoit .tuu-. I IuIht.I.- * . , r ' * , 

I*. I. nil. thickness of that muscle. 

It may be very diflicuit 

indeed to be sure of this condition, even at the time ot operation, the nature of the 
ease not bring fully cleared up until, when one of the pus-containing cavities has been 
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evacuated, the abnormal physical signs persist, and a sect mil collection of pus, above or 
below the diaphragm as the case may be, is found at a subsequent exploration. The 
X rays may be of considerable assistance sometimes in showing whether the diaphragm is 
above the pus or below it, though a screen examination is better than a skiagram some- 
times, because the up-and-down movement which may be visible on the screen may help 
to define the situation of the diaphragm in a way which is lacking in a photograph. 

If the physical signs, symptoms, and the result of needling, all prove conclusively 
that the chest contains an empyema, it is still necessary to decide as far as possible the 
nature of the latter. Its commonest cause is pneumococcal infection, nearly always 
preceded by lobar pneumonia in adults, in children sometimes by bronchopneumonia, but 
not infrequently arising insidiously. It is probable that many of the so-called latent 
empyemata of children have really been preceded by undiagnosed bronchopneumonia. 
Difficulty often arises from the fact that the amount of pus present is not great, so that 
though it compresses the lung sulli- 
ciently to render the alveoli airless, 
the bronchial tubes still remain 
patent, and there is no complete 
dullness at the base or 
the empyema may be ; 
the affected area there* 
bronchial breathing and 
rales, instead of 
breath-sounds and 


wherever 
and over 
may be 
crackling 
the absence of 
of voice-sounds 



that usually accompanies empyema 
in adults. If there is doubt as to 
the nature of the empyema as 
judged by the history, bacterio- 
logical examination of the pus will 
often indicate its origin. The com- 
monest organisms to be found 
are pneumococci, streptococci, and 
staphylococci, though liar HI us roli 
communis , typhoid bacilli, Pfeiffer's 
influenza bacilli, Friedlandcr's pneu- 
mobacilli, and the Bacillus jti/o 
cyancus also occur, and even other 
organisms, such as those of gaseous 
gangrene, may be present in some 
instances. The mode of infection 
"» morally either via the lung, or 
ii beneath the diaphragm : and 
• ireful inquiry into the history and 
symptoms will generally indicate 

which of these two paths has been the more likely. When infection from any peritoneal 
condition such as appendicitis, leaking gastric or duodenal ulcer, infected gall-bladder, or 
subdiaphragmatic, perinephric, or hepatic abscess, can be excluded : when there has 
been no injury of the chest with broken rib. or a wound communicating with the 
exterior; and when there is nothing to indicate whether the infection has succeeded 
pneumonia or is itself pneumococcal, suspicion will arise that the patient has been 
suffering from phthisis, which has caused a pleurisy that was at first noil-purulent, 
but which became converted into an empyema as the* result of secondary infection with 
pyogenic organisms, especially if there is a tuberculous family history, or if the patient has 
himself been weakly for some time. The sputum should be examined with particular care, 
and X-ray examination is often helpful ; for even when the compression of the lung by 
empyema has led to marked opacity at the base, it may still be possible to make out that 
apical mottling which is almost pathognomonic of phthisis (Figs. ]17 119). 

Rarer causes of empyema than those mentioned above, for instance a foreign body 
in a bronchus, epithelioma of the oesophagus or a bronchus, infected emboli causing 
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infarction of Hit* lung from phlebitis, otitis media, or after child-birth, or the results of 
seven* injury to the thorax, such as gunshot wounds or crushing* causing luemothorax 
and subsequent suppuration of the blood-clot, will generally have been accompanied by 
other symptoms, or by a history which suggests the nature of the ease. Herbert French. 

CHEST, SEROUS EFFUSION IN. —When exploratory needling of the chest dis- 
covers clear serous fluid in the pleural cavity, it is important to regard the fact merely as a 
symptom, for there are many different causes to which it may be due, and, whenever possible, 
one should decide what is the actual cause in each particular ease. In the first place, the 
effusion may be either inflammatory or merely a transudate ; the pleuritic must be distin- 
guished from the pleural effusion. Clinical points indicating that the effusion is inflam- 
matory rather than passive* would be: its being unilateral, not bilateral and symmetrical; 
pyrexia ; and the non-existence of the more common causes for passive effusion, particu- 
larly chronic heart failure* or nephritis 
with general anasarca. Physical, 
chemical, and microscopical analyses 
of the fluid may also serve to indicate* 
whether the effusion is active or 
passive (see* Asciti:s, p. 5b). There 
are ease*s. of course*, in which there 
may be* eloubt, but it is generally 
easy to determine* whether the effu- 
sion is due* te> pleurisy or not. Pleural 
effusions not due to pleurisy e>ocur 
late*, and the* diagnosis will have been 
made already from the* existence of 
prominent symptoms earlier in the 
disease, lor instance*, Aun mini iu.\ 
(p. t). 1 ) ysi»n<i:a (p. 2P»), (Em ma 

(p. 511), and so forth. 

Pleuritie* effusion, on the other 
hand, may be* the* first and most 
prominent symptom in the ease, and 
it is not always easy to determine 
its cause. It should be an invariable 
rule* to have the* effusiem examined 
microscopically, both for e*ells and 
lor micro-organisms, and sometimes 
to have a guinea-pig injected with it 
in oreler t o see whether in six weeks’ 
time the inoculated animals have 
developed general tuberculosis. The 
commonest cause for apparently idio- 
pathic’ pleuritie effusion is latent or 
undiagnosed tuberculosis of the lung. 
There may be no sputum ; X-ray 
shadows may be indeterminate: there may be no abnormal apical physical signs; there 
may be too few bacilli for them to la* detected on direct examination of the deposit, 
even when it has been most carefully eentrifugalized : and yet inoculated guinea-pigs may 
develop typical tuberculosis and thus indicate the nature of the pleurisy. The time-factor 
in the guinea-pig test may be shortened to about a fortnight if the animal has been 
sensitized previously by a particular degree of X-ray treatment. When lymphocytes arc 
the predominant cell in the eentrifugalized deposit from the fluid, tubercle should always 
be [suspected ; when polymorphonuclear leucocytes are the prevailing cell, some other 
micro-organism, such as the pneumococcus or the streptococcus, is more probable, and 
it may be revealed by cultural methods. 

Jntrathorucic ncx v growth, whether of the mediastinum, lung, or pleura, is fortunately 
uncommon, but when it occurs the symptoms and physical signs to which it gives rise 
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arc often difficult to interpret. The growth may obstruct- a bronchus and give all the 
physical signs of fibroid lung. with or without bronchiectasis ; it may cause a hip mass, 
bodily displacing the lungs and heart ; it may cause multiple nodules which, unless they 
obstruct the superior vena cava and produce obvious varicose veins on the chest wall, may 
give rise to no very definite signs or symptoms at all ; or. what is not at all infrequent, the 
growth may lead to pleuritic effusion which may at first seem to be simple, or even be taken 
to be tuberculous, growth not being suspected until tlu* recurrence of the effusion, repeated 
tappings, and rapid downhill course of the* disease ultimately suggest its nature. Micro- 
scopical examination of the centrifugali/ed deposit of the pleuritic fluid sometimes leads 
to the detection of particles of new growth which clinch the diagnosis, whilst if the fluid 
in a case which is not absolutely acute is blood-stained at a first tapping, this by itself 
is highly suggestive of neoplasm (p. 132). The X rays often assist materially in making 
the diagnosis (F/g. 120; see also F/g. !().*>. p. 11 I). 

Acute rheumatism is a common cause of pleurisy with effusion, particularly between the 
ages of five and twenty. It may occur when there have already been joint pains or other 
symptoms of acute rheumatism, such as chorea, recurrent tonsillitis, pericarditis, endo- 
carditis followed by valvular disease, skin affections such as erythema multiforme. 

erythema nodosum, peliosis rheumatica, or 
subcutaneous nodules. In such cases the 
diagnosis is not difficult ; it is less easy 
when the pleuritic effusion is itself tin* 
main symptom. The youth of tlu* patient, 
the absence of aiuemia or of previous ill 
health, the absence of abnormal apical 
lung signs, of a family history of phthisis, 
the presence of a cardiac bruit, the occur- 
rence of heart disease, acute rheumatism, 
or chorea in other members of the same 
family, the rapid onset of the disease, and 
the almost equally rapid resolution of the 
effusion, are points in favour of acute 
rheumatism rather than tuberculosis. 
AV'hcn in doubt, the negative results of 
guinea-pig inoculation would point in the 
same direction, and von Tirquct s skin 
reaction (p.t>32) would be negative. There 
are. however, many eases of pleuritic 
effusion in young people in which it is 
impossible to allocate tlu* cause either to 
umatism or phthisis, and such cases are sometimes spoken of as * simple' ; doubtless most 
|h esc are c ither tuberculous or rheumatic, many ultimately proving to be the former. 

Pneumococcal lesions of the lung generally' produce pleurisy : lobar /ntcmnttn ia . indeed, 
never occurs without it, though bronchopneumonia, even when it is pneumococcal, often 
does. It is also possible for pneumococcal pleuritic effusion to occur without definite 
lobar pneumonia or bronchopneumonia preceding it — -primary pneumococcal pleurisy, the 
diagnosis being confirmed by tlu* discovery of pneumococci in the fluid. It is difficult, 
however, to say' where pneumococcal serous effusion stops and pneumococcal empyema 
begins, the two merging into one another, and the same cast* often exhibiting clear fluid 
at one exploration, cloudy fluid a few days later, and pus later still. 

HrinhCs disease may cause either a passive effusion from heart failure in chronic eases, 
or simple accumulation of (edema fluid in the pleural cavities without heart failure in eases 
in which the general (edema of Bright's disease is extreme ; or actual pleurisy with serous 
effusion, probably* the result of intercurrent infection by some organism, corresponding 
with the peritonitis with ascites and the pericarditis that may also occur in these eases. 
The diagnosis will be indicated by the Ai.tjlmini kia (p. 4) associated with renal tube- 
casts ; and if there is bilateral effusion without universal oedema, hut with the signs of 
heart failure in the form of orthopnuea, oedema of the legs, and perhaps ascites, the effusion 
is passive ; it belongs to the second category if there is universal (edema ; whilst if the 



lliL'hfc 

J'i'j. l‘J". Skiagram >1 
MVoiiilury to sarcoma or a 
UL'rtl ] \ \rurs. GG, Via — - 
lower mark G point-, m tl 
jrow tli. Put tli*- lim- Pa- no( 


L. ft. 

ip-oma of 1 Pc limit lun r 
TP*- pal i* lit \\ a- a riiil'f. 
new u'row i P. H. Hoait. TP*- 
iircci ion of the lower ina— ot 
icen projonm-. | >-o mr as to tPr 


iOW lllL.' 
k Plum 


clow of tpc growth. ( Hu hr. ( Th'nattut 1/niitttul. i 


CHEST, SEROUS EFFUSION IN 


137 


effusion is inflammatory it will probably be unilateral, or else more marked in one side of the 
chest than in the other. In a few eases an extensive pleuritic effusion in a middle-aged or 
elderly person is the first indication that there is anything renal the matter, the diagnosis of 
red granular contracted kidney being confirmed by the urinary changes, big heart, ringing 
aortic second sound, high blood-pressure, or by albuminuric retinitis. 

Any of the severe blood diseases, particularly Hodgkin's disease, hpnphadettoma , leuk- 
aemia, splenic amentia, jtseudolettktentia infanttun , and to a less extent pernicious unaotiia, 
may give rise to inflammation of any of tin* serous membranes, and thus lead to ascites, 
pericarditis, or pleurisy with effusion. The latter is seldom an early symptom in such eases, 
however, and the diagnosis will generally be known already from the presence of pronounced 
An.mmia (p. 2.>), Em. \ iee; i:m knt or tin-: Lymphatic (.lands (p. 471), or Km.aiu;i:mi:nt 
oi Till', Sri.r.KN (p. 77 1). with or without pathognomonic blood-changes already discussed 
under these various headings. 

StjphiUs is not a common cause of pleural effusion, but it is the basic factor in some 
eases, especially of the recurrent and apparently idiopathic type. The effusion develops, 
as a rule, as a late tertiary phenomenon, in middle age or later : and it is often associated 
with syphilitic gummatosis or fibrosis of the mediastinum, with obstruction of the superior 
vena cava resulting in varicosity of the veins of the chest wall, and other phenomena 
which might point more readily to growth than to syphilis. The prolonged course of the 
ease may be the only wav of distinguishing the diagnosis: for even if the patient's 
Wassermann reaction is strongly positive it does not follow that such intrathoraeie troubles 
as he has may not be sarcomatous instead of syphilitic. The X rays will not differentiate 
between the two, unless perhaps the shadows found at a first examination are seen to have 
lessened appreciably after a course of ant isy philit ie treatment. 

Pleuritic effusion may sometimes be secondary to infection of the pleura’ front inflate - 
matortf chanties behnv the diaphratltn : thus appendicitis may lead to micro-organisms tracking 
up behind the ascending colon to reach the diaphragm, there perhaps producing a small 
suhdiaphragmat ie abscess, or a local inflammation which, stopping short of pus formation, 
ultimately subsides. The bacteria in contact with the lower surface of the diaphragm can 
pass through the latter and infect the pleura without there being actual perforation of 
the diaphragm ; it is noteworthy that passage of micro-organisms in the reverse direction 
is so rare as to be almost negligible : acute peritonitis often produces acute* pleurisy, but 
the latter, or even empyema, seldom produces peritonitis. Any inflammatory mischief 
below the diaphragm may lead to dry pleurisy, pleuritic effusion, or empyema. One need 
not enumerate all such e*ase*s, but they should be* borne* in mind as possibilities. There 
may have* been acute general peritonitis, or a me»rc loe*al inflammation of the* pe ritone um 
tracking in the manne r already described in connection with appendicitis. This is possible 
when the re is leaking from a gastrie* or duodenal ulcer : loe*al infection from the gall bladder : 
pyosalpinx : pelvic pe ritonitis due* to whate ve r cause* ; perinephric inflammation secondary 
to renal calculus or injury, acute* ascending nephritis, tuberculosis of the kidney, cedi 
baeilluria, pyelitis : hepatic abscess or either inflammatory changes in or about the liver, 
suc h as infective cholangitis, suppurative* pylephlebitis, or the softening and breaking down 
of new growth, gumma, or hydatid cyst. When the* possibility e >f a pleuritic effusion 
be ing secondary to an abelominal lesion of some kind is borne in mind, the* diagnosis of the 
ease is generally indicated, at least approximately, by the* preceding history and symptoms. 
If the* fluid obtained smells as though it we re* infected with Jiacilhts coli connnunis , it is 
an additional argument in favour of some* suhdiaphragmat ie* cause. 

J nfarction of the lata*, whether thrombotic* or embedie. is apt to cause dry pleurisy ; but 
if the infarct has been extensive, or is due* to embolism from some septic source such as a 
lateral sinus or jugular ve in thrombosis in connection with otitis media, or other similar 
lesions causing venous clotting, the* inflammation of the* pleura tends to go further and 
produce* an effusion which, at first se*rous, may late*r become purulent. The diagnosis is 
sometimes obvious ; but when after an operation, perhaps for excision of an inllamed 
appendix, the* patient a few eiays later eleve-lops pleurisy with effusion it may not occur to 
one that a possible* explanation of the* trouble is that a vein in the region of the right iliac 
fossa has become inflamed and thrombosed, and that portions ol the clot have been 
detached and carried to the* lung, where* multiple* infected emboli have led to pleurisy and 
serous effusion, without going so far as to produce e*ither abscess in the lungs or empyema. 
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Should lurnioptysis occur in such cases, as it. sometimes does, phthisis may he feared : 
but it will he excluded by the absence of tubercle bacilli on repeated examination of the 
sputum. 

Occasionally the fluid obtained on needling the chest is distinctly chylous* in which 
ease the first suspicion is that there has been some interference with the thoracic duet, 
either by injury or by an intrathoracic nnv growth. Sometimes, however, this rare sym- 
ptom is due to remoter causes, such as chronic nephritis or leuktvmia , just as these may 
occasionally produce chylous ascites (see p. 7*2), or Jijxrniia ; in a few instances a chylous 
effusion into the chest, has cleared up after tapping, no ascertainable cause being found. 

V holcstcrin crystals have been found in some cases of pleuritic effusion, their presence 
being suggested immediately when the fluid presents a scintillating ‘gold paint* appearance ; 
the crystals arc recognizable at once under the microscope (Fig. 2(>d, p. d17). The occurr- 
ence of ‘gold paint* effusion is not distinctive of any one cause, for the crystals have been 
found in tuberculous, staphylococcal, neoplastic, and other effusions indiscriminately, just 
as in the ease of corresponding ‘gold paint* pericardial effusions. They appear to result 
from secondary chemical changes in the fluid apart from its primary cause. 

Multiple serositis or polyorrhomenitis is a term used to express any condition in 
which there is recurrent inflammation and serous effusion into more than one serous mem- 
brane. It generally affects the peritoneum, pericardium, and both pleura* either simultan- 
eously or successively. It is not a disease in itself, so that t he differential diagnosis of the 
cause of the combined effusions has to be made upon tin* same lines as that described for 
each separately. There lire cases in which, even when the patient dies, the precise nature 
of the multiple serous inllammat ions and effusions is obscure : it is very possible that Un- 
original microbial cause has disappeared, leaving behind it so much fibrotie thickening of 
the membranes that even the normal secretions are unable to drain away as fast as they 
should, with the result that recurrent tapping at comparatively short intervals becomes 
necessary, the patient ultimately dying of exhaustion, nothing being found post mortem 
except fibrous thickening of the peritoneum, pericardium, and pleura*, with more or less 
extensive perihepatitis, perisplenitis, adherent pericardium, and chronic mediant ini t is. 
The general opinion is that the primary cause* in these cases has been acute rheuma- 
tism, tuberculosis, or syphilis. Sometimes secondary malignant disease affects more than 
one of the serous membranes at the same time and produces a clinical picture which at first 
simulates chronic simple polyorrhomenitis; there are generally symptoms due to the 
primary growth, but occasionally, especially in connection with diffuse carcinoma of 
the stomach- * indiarubber-bot tic ' stomach the primary growth causes no symptoms, 
and the nature of the multiple serous effusions may be obscure unless particles of new 
growth can be detected in the eentrifugalized deposit, or secondary masses can be 
found in the liver or lymphatic glands, such as the left supraclavicular (Fig. 77, p. (><>). 
Sometimes the diagnosis is not arrived at until a post-mortem examination is made. 

Resides chronic tuberculous, rheumatic*, syphilitic, and malignant polyorrhomenitis, 

mlar condition may be due to Rright's disease or any of the severe amemias ; the 
i Cerent ial diagnosis of tin* serous effusions to which these may give rise has been discussed 
above. Careful examination of the blood and urine, together with estimation of the blond- 
pressure. examination of the optic discs, and routine physical examination of the various 
body systems, are essential before the correct diagnosis can be arrived at. Herbert French . 

CHEST, VARICOSE VEINS ON. — (See Vi a ns, Vakicosi: Tiiokach, p. mo. ) 

CHEYNE-STOKES RESPIRATION, or periodic breathing, consists in the oci •urrcnce 
of a series of inspirations, beginning with a hardly perceptible movement, increasing to a 
maximum, and then declining in force and length until they cease in a period of apna*a of 
sonit' seconds' duration, during which the patient may appear to be dead, but at the end of 
which a low inspiration, followed by one more decided, and then others of increasing depth, 
mark the beginning of a new ascending series of inspirations, which in their turn, when 
the maximum has been reached, become progressively smaller again, to end in another 
period of apncea ; and so on with more or less periodicity (Fig. 121 ). The duration of each 
period varies from half a minute to two minutes or even more. There is a peculiar variety 
of periodic breathing in which, instead of a waxing and waning sequence, only two or perhaps 
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three* rapid deep breaths are made at a time, with long periods of apnera between them — 
a variety of periodic breathing which is sometimes spoken of as Riot’s. 

Periodic breathing may occur during sleep in the very young and in the very old without 
there* being actual disease*. (he-yne* -Stokes breathing in persons who are awake is gener- 
ally a late* phe*nome*non, having be*e*n pre*e*e*ded by otbe*r symptoms, particularly uraunic 
or cardiac; but in cases of progressive softe*ning of the* medulla oblongata secondary to 
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arterial degene-rat ion it may be* an e*arly and salient symptom: seldom is it purely func- 
tional. though the re* are* instances in which the* ordinary breathing of the* individual has 
been of ( hey ne-St oke s type* for so long, without any furthe*r e*vidcncc of disease ele*ve*loping. 
that one is e*ompe*lle<l to attribute* the* phe*nome*non to purely functional causes. Rroadlv 
speaking, one* ma\ elassifv the* e*bie*l causes of periodic bre*atbing as follows : 


1. Arterial, especially with Degenerative Changes in the Medulla Oblongata: — 

\ rt eiiuselrmsis, with or without granular kidney 
Senile degene rat ion 
S\ philis. 

*J. Urff‘mic, in e*ase*s of : 

Acute* nephritis | Tiibe*n*ul< >us kidney Cystic kidneys 

( hronie nephritis Ascending nephritis, acute * »r Carcinoma of the kidney 

Calculous disease* of t tie* kidne*y | elironie Sarcoma of the kidney. 


Chronic Depart Failure — 

Seeoiielarv to chronic* ohst ruction in t tie lungs, 
especially from emphysema and bronchitis, 
or fibroid lung 

Associated with very high systemic blood- 
pressure. 

t. Narcotic Poisoning, especially from : 

Morphia Chloral Ve*ronal 

Opium Butyl chloral hydrate* Sulphonal. 


Secondary to valvular heart disease 
Secondary to myocardial elege*ne*ratioii. e*s|»e*ei- 
ally fatty or fibroid heart 


a. Macroscopic Lesions of the Brain or its Coverings : 


Meningitis, t ube*re*tilous, suppurativa*, posterior 
basal, eere-brospinal 
Hvdroee*phahis 

Tumour of the* brain, especially of the pons 
or me*dulla 


I Lemorrliage 

Softening of the brain secondary to: 
Chronic arterial degeneration 
Syphilis Caisson elisease 

Kmbolism (ie*ueral paralysis. 


Malaria 

Infect ive endocarditis, 


6. Acute Specific Fevers, such as : 

Pneumonia Diphtheria 

Cholera Typhoid fever 


The eliffe*re*iitial eliagnosis e>f these various eeuiditious will be indicated by symptoms 
and signs othe*r than the* (’heyne-Stokcs respiration, for the* latter will have occurred late 
in the great majority of case's. The urine will be* examinee!, the* ble>e>d-prcssure measured, 
the physical signs of the heart noted, the retina examined for retinitis, optie neuritis, or for 
choroidal tubercles, and careful inquiries will be made into the history. Where narcotic 
poisoning is suspected, the* gastric contents may be recovered and analyzed, bottles 
found under suspicious circumstances may be* examined in the same way, or evidence of 
hypodermic injections sought for e>n the patient's body or limbs. When Cheync-Stokcs 
respiration e»eeurs as the main symptom in the case, the great probability is that there are 
degenerative change's in the* medulla oblongata, nearly always secondary to arterial degener- 
ation, either senile, syphilitic, or sclerotic. When there have been obvious symptoms of 
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some other kind before C'heyne-Stokes respiration develops, the latter is far more important 
from the prognostic than from the diagnostic standpoint. It is a sign of evil omen, though 
in a few cases it has persisted for many months before the end came, and in a few it has 
disappeared entirely for the time being;, even after it had been well marked for days or weeks. 

Herbert Freneh . 

CHILD-BIRTH, DIFFICULT. (Set* Dystocia, p. 250.) 

CHILLS. —(See Kioons, p. 7,‘iO.) 

CHOLURIA. (See J .U Nini'K, |>. 405: and l 'kini-:. Aknohmai, Count ation ok, p. 

CHORDEE. —A condition in which, during; erection, the penis, instead of remaining; 
straight, becomes curved like a banana, either downwards or to one side. Its chief causes 
are gonorrhoea and injury. The differential diagnosis will depend upon the history and 
the existence or otherwise of a urethral discharge containing gonococci. The condition 
itself is due to inflammatory effusion into one corpus cavernosum, or the corpus spongi- 
osum, as the case may be : or to blood extravasation from a burst vessel, the result of 
a blow, perhaps, or of fracture of the penis during resisted coitus, the diagnosis depending 
on the history and the break that is palpable in the penis during erection. Herbert Freneh . 

CHROMIDROSIS. (See S w i .ATI n ( i . Ahnohm \i.tti r.s or, p. NOT) 

CHYLURIA.— The passage of milky-looking urine, due to the admixture with it ol 
emulsified fat, is known as chyluria. It is not likely to be mistaken for phosphaturia, 
even when the latter, especially after the largest meal of the da\, causes the urine to be 
almost like thin milk from the spontaneous deposition of the* excess of phosphates whilst 
the urine is still in the bladder. The opacity in the latter case disappears on the addition 
of a drop or two of acetic acid, whilst the fat droplets of ehyluria do not clear up with 
acids, are obvious under the microscope, and may be brought out still more clearly by 
the use of special fat stains, such as osmic acid, Sudan III, or saffranin. As a rule the 
urine coagulates on standing, and subsequently liquefies again, when it throws up a fatty 
scum and deposits a sediment. The fat is most plentiful after meals which contain fat ; 
the degree of ehyluria consequently varies considerably in tin* same patient, and may 
sometimes be almost absent. 

The commonest cause for the symptom is infection by Filurid sanguinis bom inis in 
the tropics, adults being affected more often than children, and females more often than 
males. There may or may not be elephantiasis at the same time ; the diagnosis may be 
suggested by eosinophilia and confirmed by the discovery of the embryos in the blood 
(Fiji. bfW, ]). 770). 

Chyluria may also occur, however, in those who have never been abroad, and it is 
"(times associated in some way that is not yet fully understood with subacute 
mritis ; there may be chylous ascites (p. 72) or lipiemia at the same time. The diagnosis 
.» pends upon the history, the general (edema, the amentia, cardiac hypertrophy, and 
upon the discovery of an abundance of albumin with renal epithelial cells and lube-casts 
in the centrifugal ized urinary deposit, as well as fat droplets in the supernatant fluid . 

Sometimes ehyluria develops quite .apart from any renal lesion, either spontaneously 
or as the result of abdominal injury ; and it has generally been found in these rare eases 
that there has been either rupture of the reeeptaeulum elivli, or else a blockage in the 
thoracic duct. The latter sometimes results in cases of malignant disease, especially 
carcinoma of some intra-abdominal organ with secondary deposits in the glands in the 
posterior mediastinum. The development of ehyluria in such cases would be a late 
symptom, and the diagnosis would probably have been made already on account of other 
symptoms, especially the discovery of a primary tumour. It is important not to forget 
rectal and vaginal examination, lest the growth should be pelvic, Herbert Freneh. 

CLAW-FOOT (Pied-en-griffe) {Fig. 122) is much less common than (Yaw-hand, but 
it may arise from similar causes. The internal popliteal nerve, which supplies the intcrossei 
and lumbricals of the foot through its external plantar branch, is homologous to the ulnar 
nerve in the upper extremity. Its buried course in the leg does not, however, expose it to 
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the* same chances of injury as is the ease with the more superficial ulnar nerve, and conse- 
quently (‘law-loot, is not often the result of trauma. Disease or injury of the first and second 
sacral segments of the spinal cord or of the corresponding spinal nerve roots may produce 
the characteristic deformity of the toes, in which ease there would probably be disturbances 
of sensibility in the corresponding cutaneous areas. In acute poliomyelitis affect ing those 
segments the diagnosis depends on the history of onset, as 
in the ease of claw-hand of similar origin. 

In penmcul atrojdu / (Tooth's paralysis) the diagnosis 
depends on tin* symmetry of the affection, the insidious way 
it starts, the affection of other members of the family, and the 
preceding or concomitant atrophy of the leg muscles, gener- 
ally beginning in those supplied by the peroneal nerve (Figs. 

SI, 82, p. 7t>). K. Fan/nhar Buzzard. 

CLAW-HAND (Main-en-griffe) is tlu- name used to 

describe a hand characterized by a elaw-like position of the 
lingers (Fig. 12 1). The finders are extended at the metacarpo- 
phalangeal joints and flexed at both int crphalangea! joints. 

This position is the result of the over-action of the extensor 
communis digitomm and flexorcx digitorum when unopposed 
b\ the normal antagonism of the interossci and lumbrieals. 

It is not symptomatic of any particular disease, but results 
from any morbid condition which produces atrophic paralysis 
of the intrinsic hand muscles so long as the long extensors of 
the finders remain intact. Frftgrcssiic muscular ufro/dn/. ulnar 
paralysis. sffringomffcliu. cervical puchfpncui agif is. acute polio- 
mpclilis , (//// i/otrofih ic lateral sclerosis , and supern umcrurif ribs 
are union"; the conditions which may give rise to claw-hand to 
a lesser or greater decree. In any particular ease the diagnosis of the underlying condition 
depends on the results of further investigation. 

In ffmiirrssii'c at oscular atmphif (Fig. 12:t). wasting of the intrinsic hand muscles is often 
an early symptom, and a claw-hand may develop before the Ion" extensor muscles of the 

fingers have become involved in tin* disease. All lour 
lingers are usually affected to an approximately equal 
extent, and there is often marked wasting of tilt* thenar 
and hypothenar eminences. When the abductor pollieis 
is also involved the thumb tends to come into line with 
the lingers and gives an appearance to tin* hand re- 
sembling that of the ape (ape's hand), a condition also 
seen in dementia prorar, though without t hi* muscular 
atrophy in the latter malady. The flexors of the wrist 
often become involved before the extensors, with the 
result that the wrist is hyperextended, and a ‘preacher's 
hand' results. The absence of pain and of all sensory 
disturbance, the gradual onset, and the general exagger- 
ation of the deep reflexes, serve to distinguish this 
condition from some of the other causes of claw-hand. 

In ulnar paruli/sis the claw-position is more marked 
in t lie rin" (Fig. 85, p. 82) and little fingers than in 
the middle and first, fingers, owing to the fact that the 
two outer lumbrieals an* supplied by the median nerve. 
The adductor pollieis is the only thenar muscle to 
suffer, but the hypothenar eminence is wasted. If the 
injury to the nerve is above the point where it gives 
off the branch to tin* flexor carpi ulnaris the latter muscle will also be paralysed, and 
flexion of the wrist will lx* carried out with a leaning towards the radial side. In ulnar 
paralysis the palsy is limited to the muscles supplied by the ulnar nerve, and there is 
usually some sensory loss in the area of skin innervated by the latter. 
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The claw-hand of s,,ringow>idia (Fig. 124) resembles that of progressive muscular atrophy 
in general appearance,' and may show the modifications to winch the terms ape s hand 
Lnd Arrcaehcrs hand' have been applied. The muscular atrophy is not honied to the 
distribution of a single nerve, but involves the musculature innervated by the eight , et-mea 
an<l first dorsal spinal segments- segments in which the gliosis frequently begins, flu 
dh mo is depend on the presence of dissociative a.uesthesia, troplue ,md vasomotor 
U ‘ r 1 disturbances such as whitlows, glossy skin (penu lisse). 

main succulentc, and is often corroborated by the 
oeeurrenee of oeulo-pupillary phenomena, nystagmus, 
scoliosis, and evidence of spastic paralysis m the leg 
of the same side. 

Cervical jxichffmeninilitis only leads to a claw-hand 
when it interferes with the function of the eighth 
cervical and first dorsal anterior roots and leaves 
uninjured the sixth and seventh cervical roots. The 
condition is generally bilateral with some asymmetry, 
and it is usually associated with pain and ill-defined 
disturbanees of sensibility in the two arms. 

An acute paliamifclitis (Fu*. !-•») nllccting the 
eighth cervical and first dorsal segments, and leaving 
intact the sixth and seventh cervical segments, is 
uncommon. The history of acute onset, with consti- 
tutional svmptoms such as headache, lever, vomiting, 
and convulsions, affords a 
clue to the diagnosis. The 
absence of sensory loss, 
and the possible presence 
of atrophic palsies in other 
parts of the body, lorm 

Fig. Syringomyelic claw-haml. additional data ill these 

eases. 

SupernmncriiTji rcrvicnl ribs may lead to the production of 
a claw-hand when they cause ncuritic changes in the trunk 
formed by the eighth cervical and first dorsal contributions to 
the brachial plexus. The muscular atrophy is preceded by 
pain in the arm and neck, and sometimes by vasomotor 
changes and diminution of the radial pulse. Analgesia in the 
distribution of the eighth cervical and first, dorsal root areas 
may also tie detected, hut the diagnosis may depend mainly on th< 
f the rudimentary libs (f’l’g.v. HO. ttl. p. .> tt). 
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CLONUS, ANKLE.— (See Anki.k-Ci.om s. p. r>4.) 

CLUBBED FINGERS, or bulbous enlargement of the soft parts ol the terminal 
phalanges, with over-curving of the nails both transversely and longitudinally, are seen 
characteristically in morbus ca rulcus, and also in association with fibroid lung. I hc\ 
are distinguished readily from enlargement due to bony changes, such as those ol 
acromegaly and pulrnonarv osteo-arthropathy. 

Minor degrees mav occur with almost any disease that leads to persistent congestion 
of terminal parts, such as mitral stenosis, mitral regurgitation, emphysema, chronic 
bronchitis, pleurisy with effusion, empyema, chronic phthisis, some forms of aortic or 
subclavian aneurysm, asthma, pericarditis, adherent pericardium, mcdiiistmitis. or 
mediastinal neoplasm ; in such cases, however, the clubbing lias to be looked lor it 
does not thrust itself upon one’s notice ; it may also pass away again when the cause is 
removed, for instance when an empyema is cured by operation. 

Obvious and extreme finger-clubbing has only two main causes congenital heart 
disease with cyanosis (Fig. 120), especially pulmonary stenosis with or without a perforated 
interventricular septum ; and fibroid lung, especially if associated with bronchiectasis. 
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The distinction between these two will generally be obvious. The former dates from 
infancy and is associated with extreme cyanosis and a loud pulmonary systolic bruit and 
thrill ; the latter develops later in life, is seldom associated with such extreme cyanosis 
except when the patient is in ejtrrmis, and is accompanied by displacement of the heart 
and other signs of fibrosis of the lung. 

Difficulty may arise in those rarer eases of congenital heart disease in which then* is 
no bruit for instance when the heart 
gives off a single large vessel, the plaee 
of the pulmonary arteries being taken 
by intercostal vessels but even here 
the fact that the lividity is out of 
proportion to the dyspnuu, and the 
history that the cyanosis and the 
finger-clubbing date from soon after 
birth, afford immediate clues to the 
diagnosis. Congenital heart disease 
without cyanosis patent ductus ar- 
teriosus. for instance does not give 
list* to clubbed lingers. In lung eases 
the diagnosis is either obvious from 
the physical signs, or else, if the 
abnormal physical signs an* so slight 
as by themselves to suggest little 
more than bronchitis, the* existence 
of marked clubbing of the lingers is 
important evidence that the lung 
trouble is more extensive than this, 
and that there is really much fibrosis, and probably bronchiectasis, too deep-seated to 
permit of the usual physical signs being detected at the surface of the chest. An X-ray 
examination of the thorax will help in detecting such lesions. A moderate degree of 
clubbing of the lingers is sometimes observed in eases of cirrhosis of the liver (F/g. 1-7), 
particularly in that type which begins as splenic ana inia Banti's disease (see p. fit), and 

also in chronic pancreatitis. This sug- 
gests that the changes in the finger-tips 
have a chemical as well as a mechanical 
factor in their causation. 

One cannot always conclude that 
clubbed lingers indicate visceral disease, 
however, for instances arc* known in 
which many members of the same family, 
all in good health, have had clubbed 
fingers as a congenital peculiarity ; and 
if the condition can be familial it F 
likely that it is sometimes an individual 
phenomenon quite apart from disease. 

Herbert French. 

CLUB-FOOT, or TALIPES. Any 
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owing to the number of causes and the complit 
varieties are as follows : 


deformity of the foot not limited to the 
toes commonly goes under the name* ol 
club-foot, or talipes. The diagnosis be- 
tween the different forms is difficult, 
ated nature of the deformities. The chief 


1. Talipes Equinus. In this condition the fore part of the foot cannot be raised to 
the normal degree*. Any healthy adult is able, with the knee straight, to dorsiflex the 
ankle to such an extent that the* ball of the great toe is two or three inches higher than 
the prominence of the heel. The degree of dorsiflexion is even greater in infants, but with 
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advancing years the movement becomes limited, especially in women who use high heels, 
so that old people may hardly be able to dorsiflex the foot beyond the right angle. 

2. Talipes Calcaneus. In this condition the heel is depressed and the lore part of the 
foot elevated. Kxtension of the ankle is limited, so that the lore part of the foot cannot 
touch the ground in walking. 

It. Talipes Valgus. The foot is everted and abducted at the ankle-joint, so that 
the inner malleolus is too prominent and too near the ground. 

4. Talipes Varus. The foot is inverted and adducted at tin* ankle-joint, so that the 
outer malleolus is too prominent and too near the ground : in this condition there is in 
addition serious deformity at the mcdin-tarsal joint, at which the fore part of the foot is 
abnormally adducted and inverted. 

0. Talipes Cavus. The arch of the foot is too high or hollow. This may be due to 
depression of the fore part of the foot, of the heel, or of both. 

C lub-feet may be divided into : (1) The ('on genital : (II) The Aeptired. 

I. CONGENITAL TALIPES. 

Congenital talipes (Fig. 12N) is usually easy to diagnose because of the history of the 
presence of the deformity at birth. There are two chief vanities: (1) Kipiinovarus ; 
(2) Caleaneovalgus. 

Sometimes the history is lacking or misleading, and the shape of the feet has been 
so altered bv treatment or neglect that it is very dillicult to distinguish the condition from 

paralytic talipes, especially that due to paralysis of 
the lower neuron. In making the distinction it is 
important to remember that the shortening is usually 
much less in congenital eases, and that wasting of 
tin* muscles, apart from tight splinting, is also much 
less. 'Trophic ulcers, and cold and blue Icct. which 
are common in eases of paralysis, do not occur in 
congenital talipes. More-oxer. the toes are not hyper- 
extended at the met atarso-phalangeal joints, a 
condition eommonk present in paralytic talipes. 
The reaction of dcgcneral ion is not present in the 
congenital type, thus distinguishing it from talipes 
due to comparatively recent paralysis of the lower 
neuron. The reflexes are not exaggerated, thus dis- 
tinguishing it from talipes due to paralysis of the 
upper neuron. In congenital talipes e*< piinox arus 
the small conical heel is not only raised but also 
turned inwards in a characteristic way. and it is 
generally separated from the inner aspect of the foot 
by a deep furrow. 'There is a curious battening on 
the outer side of the foot, just in front of the 
external malleolus, where the skin is dimpled and 
/'"J- 1 on-oiM:.! .••luim.x ,.m - ;> loose. There is also a furrow on the inner side of 

1 1 * "_ r I • ■ i ' t * ■ 1 1 c.i-. . 

the foot opposite the mediotarsal joint. 'The varus 
is always worse than the eipiinus. whereas in paralytic eases the eijuinus is usually worse 
than the varus. With care the overstretched weak muscles can be shown to be capable 
of voluntary contraction. 

II. ACQUIRED TALIPES. 

Acquired talipes eases may be subdivided as follows: (1) 'The paralytic, due to: 
(a) Disease of the* upper neuron : (b) Disease* of the lower neuron : (e*) Primary muscular 
disease* : (2) Postural, e*.g., talipes valgus ; (.‘1) Due* to fibrosis of muscle* with re trae*tion ; 
(4) To bone* disease* : (5) To joint elisease ; ((>) To contracting se*ars ; (7) To hysteria. 

1. The Paralytic. 

a. In talipes which is the* re*sult of destruction of the upper neuron the re*fle*xe*s 
are exaggerates! and the plantar re fle x is extensor ; whereas in talipes elite to elisease* of 
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the lower neuron the reflexes are unchanged, diminished, or lost, Beaction of degeneration 
may Ik* present witli lesions of the lower neuron, absent with lesions of the upper. Cold- 
ness and blueness of the feet are only common in lesions 

of the lower neuron, and the same is true of trophic* ulcers, 

though both may result from changes in the cord when 
Clarkes column is involved. The shortening and wasting 
are generally much greater in lesions of the lower neuron, 
and the distribution of the paralysis is much more irregular 
than in those of the upper. When the disease of the upper 
neuron is in the brain it is usual for the arm as well as the 
leg to be paralysed (infantile hemiplegia) (Fig. 120). or both 
feet may be involved symmetrically (congenital spastic para- 
plegia). Occasionally there may be a cerebral monoplegia. 

In any ease the deformity due to disease of the upper neuron 
is almost characteristic, and is mostly cquinus, usually with 
a little valgus, but occasionally with slight varus: whereas 
when the lower neuron is affected the deformity is nearly 
always equino-\ arus or talipes valgus. In distinguishing 
\arious destructive lesions of the upper neuron the hrstorv 
and the nature of the deformity may help. In hemiplegia or 
monoplegia there may be a history of difficult labour, with 
delivery by forceps, indicating injury to the cerebral cortex, 
or meningeal hamorrhage with secondary fibrosis of the 
motor area. The deformity may not be obvious for a year 
or more after birth, and it is usually noticed first when the 
child begins to walk. In other eases it may be due to 
thrombosis of the cerebral veins following measles or influenza, 
or to rupture of some of the cortical veins during whooping- 
cough or violent fits of passion. ( 'ongen Hal spastic paraplegia 
(i'ig. 1 •'!()) is distinguished by its symmetry, and by the 
amount of spasm as shown 1 » \ the unexpected degree of / //. lni.mnN houiph vi.-i 

flexion of the ankles that can be produced by firmly pressing 'ihrV.'e i\ha' t " ! ' n,,u ' 
upwards the fore parts of the feet. Moreover, there is usually 

onie mental incapacity, and often the history of nervous disease in the family. When 

the lesion is in the spinal cord there may be a history 



of spinal injury or evidence of spinal caries, or of 
growth causing a spastic paraplegia. In amyotrophic 
lateral sclerosis there arc paralysis and wasting of the 
upper limbs of’ lower neuron type in association with 
spastic paraplegia of the legs of upper neuron type. 
Friedreich' s disease , or hereditary ataxy . is an occa- 
sional cause of talipes cquinus or equinovarus. It 
can be recognized by the ineo-ordinat ion, the nystag- 
mus, the slurring speech, the age of onset, which is 
usually about six to nine years, the absence of knee- 
jerk, and the hallux erect us. 

b. Lesions of the lower neuron may be in the cord 
(infantile paralysis) or in the eauda equina (spina 
bifida), in the lumbo-saeral cord or sacral plexus (e.g., 
carcinoma of the rectum), or in the peripheral nerves 
(peripheral neuritis, injured sciatic nerve, or Tooth's 
neuro-museular paralysis). Infantile paralysis results 
from acute anterior poliomyelitis, and is distinguished 
by its irregular distribution, reaction of degeneration, 
and its vasomotor and trophic lesions. It is frequently 
possible to show that the patient is unable to use 
certain muscles or groups of muscles, especially the 


anterior tibial and peroneal group. It is unusual for the paralysis to be limited to the 
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leg ; the thigh is often affectc*d te> some extent, and often the opposite leg. It is 
important to examine for spina bifida : talipes due to this is not neeessarilv symmetrical 
(Fig. l.'Il): one foot may he involved more than the other, and the deformity is olten 
progressive*. 1 have seen several eases of talipes ealeaneov algus associated with it, and 
also pure eavus. and one very had ease of cepiinovurus of one foot and cepiinovalgus of 

tilt* other. The foot may drop in peripheral neuritis tint* to 
diphtheria, lead poisoning, or alcoholism. In each of these 
conditions there is other evidence of the disease. In main 
eases of growth in the pelvis the foot may drop owing to 
invasion of the sacral plexus by the growth, which may 
he sarcoma of the pelvis, carcinoma of the rectum, or 
secondary deposits from growth elsewhere. Wounds of the 
thigh. or the pressure of tight splints in the treatment of 
fracture, or the forcible extension of a contracted knee, 
may lead to paralysis of the sciatic ncr\c, especially of 
its external popliteal branch. This may lead to talipes 
eepiinovarus. A similar deformity may follow injury of 
the lumbar spine with secondary hamat orachis. or growth 
anywhere in the course of the sciatic nerve. I have known 
it follow the use of a I lodi^eii extension apparatus. Tmtth's 
neu ra-m nsenlar paralysis {Figs. SI and Kg. p. Tti) causes 
paresis of the anterior tibial and peroneal muscles, with 
talipes ctpiinovarus and marked eavus, and deformity of 
the* toes. It may be distinguished from infantile paralysis 
by the symmetrical affection of both feet, by the wasting of the thenar eminences, and 
the history of similar deformity in other members of the family, and from the primary 
muscular dystrophies by the occurrences of reaction of degeneration. 

e. Primary M nsenlar Disease. In primary muscular paralysis (see Aihohiv. Mis- 
(ti.ak, p. 7S) talipes may develop late in the disease but as a rule the patients do not 
live long enough for the deformity to 
become a strikin'* feature. The family 
history assists the diagnosis, and in the* 
pseudohypertrophie* form there* is the* 
characteristic way in which the patient 
raises himself from the- supine* position by 
rolling inte> the* prone position and then 
liftin'* himself on his tens and linnets, and 
working his hands up the- fronts e >f the* 
thighs. 

*J. Postural. Talipes valgus may be 
1 ' to ) iost lire or 1 e » intrinsic* structural 
; ol the- plantar arche*s without other 
.»se of any kind (Fig. 1TJ), or it may re- 
lit from paralysis of the tibialcs muscles. 

Whe n a patient makes an attempt to ael- 
duct anel invert the* fore part of the* fbe>t 
the* tendons of these* muse*le*s can be* seen 
t < i stand out when they are not paralysed. 

The IV >< >t may be foreeel inte> a cramped 
position by tight hoots, and a form e>f 
talipes eavus may thus develop, with 
marked deformity of the teies. which are* 
hyperextended at the* metatarsophalangeal joints and flexed at the* others, This con- 
dition must not he* confounded with a similar one* due* to paralysis e>f the* small muscles 
of the foot, especially the* intcrossci and luiuhriculcs, such as may result from infantile* 
paralysis or from peripheral neuritis ; deformity may also be* elue to inflammatory soften- 
ing of the lone* plantar ligament, which subsequently stretches and fails t < » suppeirt the* 
plantar arch, as in cases of acute flat foot following gonococcal librositis of the* foot. 
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;j. Fibrosis and Contracture of the Muscles of the Calf. Wry rarely the calf muscles 
may contract as a result of an iseliaania analogous to that occurring in the forearm, 
leading to contracture of the wrist and lingers (Yolkmimn's contracture. Fig. l.Tl. p. ITS). 
'I’lie same condition mav develop as a result of cellulitis of the calf muscles, often 
associated with compound fracture of the leg. or with acute necrosis of the tibia. In all 
these conditions it is important to prevent the development of talipes equinus. 

1. Bone Disease. Injury or inflammation of the tibia near the epiphyseal lines in 
youth may lead either to arrest or overgrowth of the affected bone. This is not 
uncommonly a cause of talipes, which can be recognized if care be taken to make com- 
parative measurements and X-ray examinations of the bones. 

5. Joint Disease. In fracture's into the ankle-joint, such as Pott s and Dupuytrens 
fractures, a verv bad form of talipes cquinovalgus may form unless care be taken to 
correct the deformity and to keep the ankle moving. Talipes equinus may arise as a 
result of the maltreatment of sprains or arthritis of the ankle, either septic or tuberculous, 
unless care be taken to keep the joint dorsiflexed during treatment. 

<►. Contracting Scars. Occasionally talipes equinus follows severe burns or lacera- 
tions of the skin of the leg or foot. The diagnosis is usually obvious from the scars. 
There may be some wasting of the muscles from want of growth of the limb if the burn or 
injurs occurred when the patient had not set reached full stature. 

7. Hysteria. Ilssterical club-foot may be suspected from the associated symptoms 
and confirmed by the absence uf any change in the electrical reactions, by the variation 
of the deformity <»n different occasions, and the disproport innate amount of spasm, which 
passes off during sleep and under an amesthetic. 

Fin ills . if a normal muscle is left in one position over a long period with its points 
of origin and insertion unduly approximated it mas present Is be found to be impossible 
to lengthen it out properly again : it is in this was that contractures of muscles occur 
during the course of long febrile illnesses enteriea. for instance when the patient may 
remain curled up in bed lor weeks. II the limbs are extended passively and flexed each 
day no contracture results, but it happens sometimes that the neglect of this precaution 
is follow e I hs persistent contracture of what had hitherto been normal muscles, and one 
of the iikeis results of this is club-foot. It. I*, limcltmds. 


COITUS, PAINFUL, (See I )\ si* sum \i \. p. *j:w.) 

COLIC is a w, >rd often used loosely to include any extreme abdominal pain of a 
griping type. doubling the patient up. especially when it is of a kind which tends to wax 
and wane m inteiisits . Such pain is due to intense and maintained contractions of the 
non-striped muscles and mas be associated with disease of various abdominal viscera. 1 he 
causes mav be summarized as follow ■> : 


1 Biliary. Dm to : 

s >tmn in t lie L'aH bladder 
Slum m the evstie duet 
Stone hi the common bile-duct 
Stone in a hepatic duet 
\eute or siibaeute choices st i t is 
Mute m tlamina t ion of the 
larger bile-ducts 
Carcinoma of t he gall-bladder 
( areinoma of the evstie duet 

Renal. Due to : 

stone in t he kidnev 
Mov able kidnev ( I )ict i‘s crises ) 
Hlood-elot passing from the 
kidnev : Alter injurs : after 
renal infarction, as in in fee - 
t ive endocarditis ; from 
blood diseases, as lenka-mia. 

• I. Ureteric. Due to : 

Stone in ureter 
lilood-elot 
Acute ureteritis 


( areinoina nl eommoii bile-duet 
( areinoina of ampuila of Yater 
( areinoina of the duodenum 
Secondary carcinoma of the 
portal lymphatic glands 
Secondary sarcoma of the 
portal lymphatic glands 
I ,v mphadenoma of the portal 
Is mphatic glands 

seurvv , pernicious iimuiiia. 
purpura : from tubercle : 
from growth 
Hydronephrosis 
Pyonephrosis 
( oil haeilhuia 
I * s elit is 

Coli haeilhuia 

After inst rumen tat ion (ureteral 
catheterization) 


Tuberculosis of the portal 
lymphatic glands 
Syphilitic enlargement of tin 
portal lymphatic glands 
( hronie pancreatitis 
( areinoina of tin* head of the 
pancreas 

After injury, with hamorrhage 
into ttie portal fissure. 

I*s elonephrit is 
Tubercle 
(areinoina 
Sarcoma 
Hhahdomy anna 
After pyelography. 


From obstruction to the ureter 
by adjacent tuberculous or 
calcareous gland. 
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4. Vesical.— L)ik* t<> : — 
Stone in the bladder 
Acute cystitis 
Chronic evstitis 
Coli bacilluria 
Foreign body in bladder 
After instrumentation 
Hlood-elot in bladder 
Tubercle of bladder 


Villous tumour of bladder 
Carcinoma of bladder 
Invasion of bladder by carci- 
noma or sarcoma from with- 
out. e.g., from carcinoma of 
uterus, carcinoma ot rectum, 
or carcinoma of pelvic colon 


Irritation of bladder by ad- 
jacent inllammation, e.g., 
appendieit is, paramet rit is, 
pelvic abscess, pcriproctal 
abscess, pvosalpinx 
Hilhar/iosis. 


Embolism of pancreas 
Injury 

Diabetes mellitus, especially 
when coma is impending. 

Tuberculosis of the lymphatic 
elands in the right iliac fossa 
( alcareous glands near the 
appendix. 


5. Pancreatic. Due to : 

Stone* in pancreatic duct 
Chronic pancreatitis 
Acute lucmorrhagic pancrea- 
titis 

6. Appendicular.— Duo to 

Adhesiems around the appen- 
dix 

Chronie* appenelicit is 
Thrombosis of appendicular 


Carcinoma of ampulla of \ ater 
Carcinoma of duodenum 
(.all-stone impacted in ampulla 
of Vater 

Facal concretion within the* 
appendix 

Foreign body in the* appcnelix 
Inflammation of the* lympliatie 
glands adjacent to appcnelix 


7. Fallopian. — Due to : — 

Salpingitis 

Pvosalpinx 

Extra-uterine gestation 

8. uterine.- Due te) : — 
Dvsmenorrhera (ej.v. ) 
Displaceincnt 

Adhesions 

Endometritis 

Injury 

9. Lead Poisoning. 

10. Tabes Dorsalis. - 

Gastric crises 
Intestinal crises 

11. Gastric. — Due to : 

Indigestible food 
Acute indigestion 
Hy perchlorhydria 
Adhesions 
Post-operative 
Injury 

Gastric ulcer 
Carcinoma 
Duodenal ulcer 
Alcoholic gastritis 

Intestinal. Due to : 

intestinal indigestion 
; poisoning 
lies dorsalis 
.ireinoma 

'subacute diverticulitis 
Hirschsprung's disease* 
Obstructed hernia 
Partial volvulus 
Intussusception : (a) Acute ; 

( b ) Chronic 

Colitis, whether simple or 
ulcerative 
Dvscnterx 


Tuberculous iliac glands 
Calcareous iliac* glands 
Adhesions 


Instrumentation 

fagot 

Retained products of concep- 
tion 

Carcinoma 


Riliary crises 
Renal crises 


Gall-stones 
Cholecyst it is 
Pvlorie stenosis 
VisceToptosis 

Themorrhage into mucosa, e.g., 
in acute* infections : in blood 
diseases such as lcukamia, 
pernicious ana*mia, purpura, 
Henoch's purpura 


Cholera 

Enteritis 

Tuberculous uleerat ion 
Hamorrhage into the* bowel 
wall from : Injury, Henoch's 
purpura, blood diseases such 
as pernicious amrmia, leuk- 
:cniia, scurvy, purpura 
Visceroptosis 
Ileocaeal kinking 
()ve*rloade*d ea*eum 
Chronic overloading of the 
colon 


Erot ieism 
Neurosis. 


Sarcoma 
Tubercle 
Neuri >sis 
Labour 

( horion-epit hclioma. 


Possibly other crises. 


( lironic irritant poisons, 
notably arsenic, antimony 
Lead poisoning 
Acute* irritant poisons 
Tabes dorsalis 
Neurosis 

Sheer hunger emptiness 
Atheroma of the* aorta (angina 
abdominalis). 


Impacted faces 

The overaction of purgatives, 
especially aloe*s, colocynth. 
calome l, castor oil, gamboge, 
croton oil, jalap, podophyl- 
1 i 1 1 . phe-nolpht lialein , senna, 
eascara sagrada, scammony. 
rhubarb 

Impacted gall-stone 
Mucous colic 
I lunge r emptiness 
Neurosis. 


When confronted with a ease of extreme abdominal pain in which the cause may be 
one or other of the many different conditions enumerated above, the point to determine 
first of all is whether the state of affairs is really one of colic, whatever the kind, or whether, 
on the other hand, it is one calling for immediate laparotomy. The first thing to do is 
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to obtain as rapidly as may lx* a clear account of how the attack came on, where the pain 
bewail, where it is at present, whether it is constant or intermittent, and whether there have 
been similar attacks previously. The history often helps greatly in the diagnosis. The 
knee-jerks should be tested to exclude tabes dorsalis and its ^astrie or intestinal crises ; 
the gums may show a blue line if there is lead colic, though if the teeth are clean there may 
lx* no blue line, and the exclusion of plumbism (p. !.*>) may not be easy unless there is a 
guide to the condition from the patient's employment at some trade in which lead is used. 
Meanwhile the grave things that will be running through one's mind for immediate diagnosis 
or exclusion will be : 


Acute general peritonitis, 
due in such causes as : 
iVilnrated gastric ulcer; 
perfii rated duodenal ulcer ; 
gangrenous appendicitis ; 
ruptured appendicular ab- 
scess ; perforated intestine 
from typhoid ulcer (ambu- 
latory type), carcinoma eoli. 


tuberculous ulcer ; ruptured 
pyosalpinx ; uterine infec- 
tions, possibly after illicit 
instrumentation : acute di- 
vert ieulit is 

Itupturcd ectopic gestation 
Twisted ovarian cyst pedicle 
Twisted suhpcritoncnl fibroid 
Hupturc of spleen, liver, or 


other organ from a blow or 
other injury 

intestinal obstruction from: 
Strangulated hernia, retro- 
peritoneal hernia, Littre's 
hernia 

Acute hainorrhagie pancrea- 
titis 

Acute irritant poisoning. 


I'or all these except the last urgent laparotomy is needed, and the main decision 
will at first be upon the point of whether to operate or not, irrespective of refinement in 
diagnosis. Mistakes are apt to arise more in tlx* young, and in the old and debilitated, 
than in those of middle life ; children in particular are verv deceptive in tlx* signs of 
peritonitis they may present, especially when a lull comes after the first seriousness of 
the onset ; one needs to be most cautious in diagnosing colic as against peritonitis in 
anybudy under adult age, purulent fluid being present in the abdomen sometimes when 
the abdominal wall seems perfectly supple and when a stage has been reached when the 
small patient seems to be suffering but little pain on palpation of the abdomen. 

In many cases, on the other hand, the colic nature of the diagnosis may be 
ob\ious at once: some of tlx* points to pay particular attention to are : 

The Condition of the Abdomen and its Mall. The surface of tlx* abdomen should be 
uncovered in its entirety, and it should be examined in a good light. If there is good 
movement of the whole of it on respiration one may feel happier than if it remains motion- 
l< >> s as the patient breathes. . thsenee of movement does not tell one that there is more 
than colic; presence of movement does not exclude peritonitis, and still less intestinal 
obstruction; but. other things being eijual, the less the abdomen moves the more should 
<>ne be on the alert to undertake urgent surgical measures. Distinct from mobility is 
tlx ri unlit if of tlx* wall : it may not be rigid even when there is peritonitis, especially in 
(luldren and in debilitated adults, but if the whole abdominal wall is rigid as well as 
motionless tlx* probability of peritonitis is great. There is often no rigidity in eases of 
intestinal obstruction or even of acute Iwemorrhagie pancreatitis, so that absence of rigidity 
does not mean that then* is no call for laparotomy: but a combination of rigidity and of 
non-mobility renders it impossible to be satisfied with a diagnosis of some sort of colic only. 

I here may be both rigidity and non-mobility even when colic only is the cause of 
tlx pain, however, so that other features of the ease call for attention in conjunction, with 
^ um * 1* might be thought that one would lx* helped by tlx* general state of the abdomen 

whether it looks normal, or is retracted, or is blown out. The varying degrees of disten- 
tion that may accompany both colic and the graver affections are so great that one 
cannot place much reliance on it in coming to a decision. There is often retraction of 
tlx- abdomen in tlx* earlier stages of peritonitis, followed by progressive distention ; with 
intestinal obstruction or luemorrhagie pancreatitis there soon will be distention, hut it 
may not be apparent when the patient is first seen ; with colic conditions, especially intes- 
tinal colic, there may be enormous distention almost at the very lirst. and yet on the other 
hand then* may he no distention at all. 

II there is dullness in the Hanks, shifting when the patient is rolled up to one side, this 
indication that fret* fluid is present shows that colic is only part, of the diagnosis ; and if 
by chance a friction rub is to be detected over the liver or the* spleen one has direct evidence 
<>1 the existence of peritonitis. Such peritonitic rub is heard only exceptionally, however, 
even when acute peritonitis is undoubtedly present. 

i) 
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Examination of the Hernial Orifices. This is very important, lest thee he a lum 
that has become obstructed or strangulated; femoral, inguinal, or umluheal hernia- « ill 
generally be obvious, though sometimes the amount of bowel or omentum strangulated 
mav be so small that it can he recognized only when the greatest care is taken in palpation. 
Obturator and retroperitoneal hernia- may be impossible of recognition until operation is 

Pfrt T/if W.(f-rnff. This will often afford crucial evidence in deciding whether to operate 
or not It is not so much the actual pulse-rate at the time that counts, as the progressive 
change in the pulse-rate when it is counted at ten-minute intervals. In cases of pure 
colic the pulse is generally not unduly fast, but it may be very rapid i« the patient is 
excited or flustered : in eases of peritonitis or obstruction the pulse may not be \er\ rapn 
when the patient is first seen ; but when the ease is watched for a little while the pulse- 
rate in a ease of colic will tend to diminish in rapidity at successive ten-minute counts, 
whereas it will generally rise progressively when there is a more grave condition calling 
for surgery. It is most important to record the pulse-rates at short intervals when the 
diagnosis is in doubt ; a progressively rising rate is an indication of grave danger for 
which speedy surgical help will generally be wanted. The following figures are typical 

examples : — 


PROGRKSSIVK Pl'LSK-HATKS. 




3. |t» 

3.40 

3 3o 

1 .0 

l.lo 


110 108 90 

90 

90 

90 

88 

Steady recovery 

88 91 90 

100 

98 

10’J 

no 

Operation 


Acute intestinal colic 

Acute appendicitis, with i 
early general peritonitis i 

The Temperature. This helps less than might he supposed ; with many forms of 
colic there is no rise of temperature at all ; but there may he no pyrexia, or even a sub- 
normal temperature, in the earlier stages of intestinal obstruction, or with pentomtis if the 
patient is collapsed ; on the other hand, especially with biliary or renal coin- where there 
is infection as well as a stone in the gall-bladder or kidney respectively, there may he 
pyrexia and even a rigor, though the condition is colie and not peritonitis. he pulse- 
rate is a better guide than is the temperature chart in making the differential diagnosis. 

Vomitins. This is another symptom which is common both to colic and to gra\er 
intra-abdominal lesions, so that relatively little reliance can he placed upon it as a means 
of differentiation. Biliary colic may he associated with severe and recurrent vomiting 
fully as severe as that caused by general peritonitis ; other things being eipial. howexer. 
the' more persistent the vomiting the more prone should one he to entertain the idea ol 
performing laparotomy. 

The Eaeies of the Patient. The patient s facies is sometimes of the greatest importance 
in helping one to diagnose between colic and peritonitis ; the Hippocratic anxious drawn 
it peritonitis may be almost pathognomonic, though the absence of such facial i-xpres- 
i, does not serve to exclude acute peritonitis, especially in the dangerous soim-quiesccnt 
■ base of the latter so apt to follow the initial severity, especially in children ; deluding 
one into thinking that there is real improvement when in fact the time for saving hie >\ 
laparotomy is slipping by. The facies is much more anguished, as a rule, with peritonitis 
than it is with colic, but the absence of an anguished face should not count for much ll 
there is a rising pulse-rate and a rigid abdomen. Experience is the main factor in helping 
one lo a decision in many cases in which one is guided more by the look of the patient 
where there is clearly some serious abdominal trouble. 

The quiescence nr general physical activity of the patient may sometimes help one much 
in diagnosis. With peritonitis he generally lies quite still, generally on his back, and 
often with the knees drawn up : with colie, especially in the exacerbations, he often throws 
himself about moaning and groaning, possibly turning over to press his abdomen across 
a pillow, doubling himself up in active pain, or squeezing a hot bottle firmly against Ins 
abdominal wall ; the quieter the patient lies the less likely is the condition to be colic 
only ; the more he throws himself about or presses things against bis abdomen the less 
likely is the lesion to be peritonitis. 
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Tin* bowels may act naturally, frequently, or not at all, and their behaviour helps 
hut little in the differential diagnosis except in connection with acute intestinal obstruc- 
tion ; in the latter there may be an initial evacuation from the bowel lying below the site 
of obstruction, but thereafter there will be no result from cncmata or purgatives — a fact 
which will at once arouse suspicion that there is obst ruction calling for laparotomy ; the 
need for t he latter will become increasingly obvious if vomiting persists and if the abdomen 
becomes distended and peristalsis visible ; and yet there are curious eases of acute colic 
associated with what appear to be all the typical signs of acute intestinal obstruction, even 
to the extent of extreme meteoric distention of the abdomen and fiecal vomiting, in which 
no organic cause is found when the abdomen is opened, the patient recovering without 
any exact diagnosis being arrived at. 

The mine may afford help in diagnosis ; the existence of luematuria, albuminuria, 
pyuria, nr bile in the urine may help to decide in favour of renal or biliary colic as against 
peritonitis or intestinal obstruction, i hematuria is probably the most important ; albumin, 
pus, or bile may be present in association with graver lesions than colic. Frequency of 
micturition is suggestive of a renal or vesical lesion, but should not be attributed to such 
too lightly, for analogous frequency may result from peritonitis, especially from periton- 
itis that has started from some inflammatory lesion near the pelvis appendicitis, for 
example, or pyosalpinx or parametritis. 

Jaundice may result from peritonitis : but occurring in a ease in which colic is a 
likelihood it generally points to biliary colic from cholecystitis or from gall-stones. It 
is not, however, an early symptom with these; more often the difficulty of diagnosis 
is to-day, and the occurrence of jaundice to-morrow or next day. wlun the gall-stone is 
passing down the common bile-duct and gives rise to jaundice which serves to clinch a 
diagnosis which may have been in grave doubt when the pain in the abdomen began or 
was at its height . 

Rectal ami vaginal <\nnn i nat ion should be resorted to whenever practicable; digital 
examination of the rectum in particular may sometimes afford valuable evidence in assist- 
ing the diagnosis. A tender bulging appendicular swelling may be felt ; or a ballooned 
bowel if there is obstruction ; or a sense of free fluid in the pelvic pouch of the peritoneum 
may serve to indicate that there is something more the matter than sonic variety of colic. 

The knee-jerks and the pupil rejUwes should be tested in all such cases, lest tabes dorsalis 
be the cause of gastric or other abdominal crises simulating peritonitis or intestinal obstruc- 
tion ; the gums should be examined for a bine line , and the occupation of the patient 
inquired into lest plnmbism be the cause of the severe abdominal colic. The absence of 
a blue line does not exclude plumbism, however : nor is it impossible for either a tabetic 
or a plumbic case to have a perforated gastric ulcer or acute appendicitis, and it is clear 
that, notwithstanding all the many points there should be to guide one, clinical experience 
is all-important in making the diagnosis in many of these cases. 

Referred Rains in the Abdomen constitute another group of difficulties in diagnosis 
that need to be borne in mind in certain cases. Hroadly speaking, such referred pains 
come from two sources, namely: (1) I ntrathoraeie ; (2) Sjdnal. Very acute abdominal 

pains may result from either source, but it may suffice to enumerate these without entering 
into full discussion of each : 


1. / ntrathoraeie Causes of Referred Abdomitud Rains tlnd map be mistaken for Colic : 


Acute lobar pneumonia 
Acute pleurisy 

Infarct of the lower lobe of one 
lung 

Acute dilatation of the heart 


Aortic aneurysm 
Fpit iielioma of t he (esophagus 
Atheroma of the lower thoracic 
aorta causing * angina abdo- 
minalis ' 


Myocardial degeneration, espe- 
cially fibroid heart 
Dissecting aortic aneurysm 
Atheroma of the coronary 
arteries. 


2. Spinal (\tnses of Refe 
Tuberculosis of the spine 
(Pott's disease) 

Carcinoma, secondary, in the 
vertebra* 

Sarcoma, primary, in the ver- 
tebra* 

Sarcoma, secondary, in the 
vertebra* 


ed Abdominal Rains tlnd map 
Myeloma of the vertebra* 
Spondylitis deformans 
Infective arthritis of the 
spine 

< )stco-urt hrit is of the spine 
Actinomycosis of the spine 
(■uinina of t he spine 


be mistaken for I'olic : 
Pachymeningitis of the spina 
cord (generally syphilitic) 
Spinal meningitis 
1 hematoma after injury 
Fracture of the spine 
Aortic aneurysm eroding the 
spine. 



COLIC 


Certain fasealar Lesions within the abdomen may give rise to the greatest dillicultv 
sometimes in diagnosis, as between themse lves on the one hand, or e ither aeule eolie or 
acute peritonitis on the other ; fortunately they are relatively rare, but they include 


Thrombosis of mesrntem* vein brandies 
Thrombosis of inferior vena cava 
Dissecting aneurysm of the aorta 


Acute * angina abdominalis ' from atheroma 
of the abdominal aorta. 


Thrombosis of mesenteric rein branches is probably not very uncommon, lor phlebo- 
Iiths are found frequently in the course of routine post-mortem examinations : the diagnosis 
of the actual thrombosis is seldom possible at the time, however, unless there is either a 
pulinonarv embolism, or an acute abdominal attack followed by the passage of blood awl 
mucus per anum, as a complication. Many infra -abdominal thromboses remain entirely 
unsuspected, but they are the commonest cause of the catastrophic sudden deaths that 
may occur about the tenth day after abdominal operations that have been apparently 
successful. 

Thrombosis of the inferior vena cava is much rarer but nmeb more serious. 1 be 
patient, is seized with violent abdominal pains, vomiting, and collapse: hi' may seem 
to have developed acute peritonitis from, for example, a perforated gastric ulcer: but 
with so much collapse that it may be deemed inadvisable to operate, the diagnosis being 
in doubt until autopsy is performed. In less severe eases the abdomen may be opened 
and. to the surprise cif all, nothing to account for the symptoms may be found : if the 
patient survives, the nature of the trouble may never be known unless, if the inferior vena 
cava is much stenosed bv the clot or entirely blocked by it. extreme u-dcma of both legs, 
thighs, lower abdomen, and back to halfway up the loins, ensues and draws attention 
to the vascular nature of the lesion. In milder eases in which the clot, forms a coating 
only to part of the inside of the vein, symptoms may not be severe enough to call lor 
laparotomy, and the ease may be regarded vaguely as some form of colic, recovery resulting 
after a variable degree of recurrent abdominal pain for which the actual cause may remain 
permanently obscure. 

Dissecting aneurysm of the abdominal aorta is extremely rare, but when met with it 
is found to simulate an extremely urgent surgical abdominal ease ; generally associated, 
however, with so much collapse that no operation is done and the diagnosis is made at 
autopsy. 

Angina abdominalis is similar in the urgency and severity of its symptoms to its 
analogous angina pectoris, except that the acute pain and distress are referred to the central 
and upper parts of the abdomen instead of to the preeordial region, left shoulder and arm. 
It results from senile, alcoholic, or syphilitic atheroma of the abdominal aorta. The lirst 
attack will almost certainly be diagnosed either as acute colic gastric, intestinal, or biliary 
or as a perforated gastric ulcer, or as some analogous intra-abdominal lesion. Laparo- 
tomy may be performed and nothing be found. The attack passes off, generally only after 
have been eolie-like exacerbations for days whilst the patient is confined to bed ; 
an interval there will be a precisely similar bout, and then others : and it will be 
,i,d that the attacks do not lit in properly with any of the better recognized forms of 
, olic. Vomiting is common, yet the pains do not point clearly to stomach, or to intestine, 
or to gall-bladder, or to kidney. The age of the patient, his blood-pressure, and the 
condition of his heart and arteries may then suggest an arterial cause, and the diagnosis 
of angina abdominalis may be arrived at more by surmise than from any direct or positive 


Having come to the conclusion that other things can be excluded, find that in a given 
case of severe abdominal pain the cause is eolie of some kind, the next step is to diagnose 
whether the pain is biliary, renal, ureteric, vesical, pancreatic, appendicular. Fallopian, 
uterine, gastric, or intestinal. It would require a volume to go into all the points that 
help one "to decide between these and between the different possible causes in each case. 
The most important points at the outset are t he patient’s story and the site of maximum 
pain. With these to guide one, it. will often be the reverse of difficult to locate the site 
of the colic: and then the differential diagnosis of the various causes resolves itself into a 
search for evidence for and against each of the conditions enumerated in the list given 
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above. Colic which is now here, now there, is generally intestinal ; other types are more 
often constant in position. Without jaundice it may be dillieult to decide in favour of 
gall-stones and against duodenal ulcer, unless there is X-ray evidence of the latter ; with 
jaundice, colic is more often biliary than not, though both pains and jaundice may result 
from duodenal ulcer or from chronic pancreatitis, and each of these may be mistaken for 
gall-stones until laparotomy is performed. Pancreatic colic is always dillieult to diagnose 
unless sugar is present in the urine to guide one, although other pancreatic tests (p. 128 ) 
may assist, the diagnosis. Of all forms of colic, perhaps the one most liable to be mis- 
diagnosed is ureteric colic on the right side, the result commonly of cither coli bacilluria 
or of a small ureteric calculus, generally mistaken for appendicitis. Coli bacilluria is far 
commoner than calculus, and chronic appendicular colic should not be diagnosed until 
eoli bacilluria has been excluded by urine culture. Herbert French. 


COLOUR BLINDNESS. (See Vision, Du i :cts of, p. 920.) 

COMA is a state of unnatural, heavy, deep and prolonged sleep, often accompanied 
by slow stertorous or irregular breathing, and frequently ending in death. It may be 
due to a large number of different causes, which may be classified into two main groups, 
namely : (A) Cast's in which coma is not a prominent symptom early in the malady, but 
only in a late stage, when the nature of the disease has already been suggested by other 
symptoms : and (H) Cases in which coma comes on early and may be the most prominent 
feature of the case. 


droop A includes 

1 . Certain Severe Fevers 

Typhus fever 
Typhoid fever 
Cholera 
I )yscnterv 
Measles 
Scarlet fever 

2. Acute Inflammatory 

Acute encephalitis 
Suppurat i vc meningitis 
Tuberculous meningit is 
Posterior basal meningitis 

it. Certain Less Acute 

Cerebral tumour 
Cerebral abscess 

4. Diseases in which 

Criemia 

Diabetes mcllitus 


in which coma may occur 

Rheumatic fever 
Yellow fever 
Hlaekwater fever 
Malignant malaria 
I nfect i vc endocarditis 
I )ipht heria 

Lesions of the Brain or the 

Epidemic cerebrospinal nienin 
git is, or spotted fever 
Knccplialit is lethargiea 

(* sleepy sickness 

esions of the Central Nervous 

Post-epileptic state 
(General paralysis of the insane 

General Metabolism is probably 

Chohemia 
Addison's disease 


s a terminal phenomenon : — 

Intluen/.a maligna 
Spirochrctosis ieterohainor- 
rhagica (Weil's disease) 
Lobar pneumonia 
Small-pox. 


Cerebral Meninges : — 

Sleeping-sickness (the cerebral 
stage of trypanosomiasis). 

System : — 

Disseminated sclerosis 
Syphilis of the brain. 

at Fault : — 

Raynaud's disease 
Mvxadema. 


5. Late Stages of certain other Maladies that exhibit prominent symptoms other 
than Coma before Coma supervenes : 


Acute yellow atrophy of the 
liver 

T.N.T. poisoning 
Phosphorus poisoning 


Pernicious amentia 
Lcukauiia 

Cirrhosis of the liver 
Kala-a/.ar 


Aeroplane-dope poisoning 
Botulism. 


droop li includes — 

1. The Results of Head Injury : — 

Compression by meningeal Concussion 

ha*morrhnge Depressed fracture 


Fracture of the base of the 
skull. 


2. Vascular Lesions of the Brain : — 

Embolism Thrombosis: (a) Arterial : (/>) 

Hicmorrhage Of a venous sinus, such as 


the superior longitudinal or 
the cavernous. 
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3. The Acute Effects 

Alcohol 
Opium 
Morphia 
O m no pon 
Heroin 

Carbolic acid 
Oxalic acid 
Carbon monoxide 
Coal gas 
Absint lie 
Chloral hydrate 
Veronal 


Drugs, particularly : 

Sulphonal 
Chlorodyne 
Chloralamide 
Phenazone 
Phenaeet in 
Py ramidon 

Petrol fumes, or the products 
of incomplete combustion of 
petrol in garages or motor 
boats 

Fire damp, in mines (marsh 
gas) 


Sewer gas 

Carbon dioxide (e.g., in disused 
wells, after-damp in mines) 
Trional 
Tet ron a I 
Bromides 

Chloroform and other nines- 
t lietics 
My rt ol 

iMicalyptus oil 
Camplior 
I anninal. 


4. The Chronic Effects of Chemicals, especially plumbism (saturnine encephalopathy). 

5. The Effects of Extremes of Temperature: Heat stroke Excessive cold. 


0. Excessive Loss of Blood from : 

Huptured tubal gestation Ihemateinesis Intestinal bleeding 

Postpartum lurmorrhagc Duodenal bleeding Huptured aneurysm. 

I hemoptysis 

7. Stokes- Ada ms' Disease. 


8 . Sudden Nervous Shock. 


9. Hysterical Trance. 

Although it is generally possible to make a broad distinction between the two groups 
enumerated above, it is necessary perhaps to point out that some conditions which usually 
give rise to other symptoms before they produce coma sometimes pass unrecognized until 
coma supervenes. This applies, for example, to certain eases of diabetes mellitus, unemia, 
suppurative meningitis, or cerebral abscess or tumour : whilst, conversely, some conditions 
which usually exhibit coma early may not do so until after there have been other 
symptoms to indicate the nature of the ease. It is not necessary to enter into the 
differential diagnosis of those conditions in which other prominent symptoms have 
preceded coma. 

When coma is either the first or the most prominent symptom in the ease, it is 
important to arrive as near the correct diagnosis as possible at the earliest moment, 
the ease being relegated to one or other of the following four classes, which differ from one 
another radically as regards treatment : — 

1. Cases in which immediate trephining is required, e.g., for meningeal lurmorrhagc. 

2. Cases in which active treatment by lavage of the stomach or by the administration 
of antidotes is required, as in opium or other poisoning. 

3. Cases in which active medicinal or physical treatment is required : for instance, 

< coma requiring the administration of alkalis and insulin, nr unemia requiring 

((•lion, or coal-gas poisoning requiring the administration of concentrated oxygen. 

4. Cases in which absolute rest is indicated, especially in cerebral hieinorrhage, or in 
iraeture of the base of the skull. 

When investigating a ease, notiee first whether there is any evidence of unilateral 
paralysis : the pupils may he markedly unequal, one cheek may he more puffed out on 
expiration than the other, one arm or leg may fall more limply than the other ; there may 
he differences between the two knee-jerks or the two plantar reflexes ; there may he 

conjugate deviation of the eyes. If there is distinct evidence of unilateral paresis or 

paralysis, there is almost certainly a cranial or intracranial lesion hemorrhage, embolism, 
fracture, tumour, abscess, thrombosis, or meningitis. Next, examine the head with 

particular care to sec* if there are any signs of injury ; the presence of a seal]) wound or 

even of a fracture does not of course prove that this is the primary cause of the coma, for 
the patient may have become unconscious, from a cerebral hieinorrhage for example, and 
in falling may have struck his head, in which ease the injury is due to the coma, and not 
the coma to the injury. Some of the greatest difficulties in diagnosis arise on this account, 
particularly when the patient has previously taken sufficient alcohol for his breath to smell 
of it, and to suggest that he is drunk. Careful observation for several hours may be 
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required before the diagnosis can be set tied, and even then errors are sometimes unavoid- 
able. A clear history is generally lacking, blit if available it often assists materially in 
deciding the nature of the ease. The ears and nose should be examined with care to see 
whether cerebrospinal fluid or blood is corning from either, as an indication that there is 
a fracture at the base of the skull ; blood coming forward into the subconjunctival tissue 
mav afford similar evidence. 

( 'erehral luemorrhage is much more common in an elderly than in a young person, 
whilst the reverse is true of embolism. The latter may occur instantaneously, whilst 
luemorrhage produces coma rather more gradually : and thrombosis, syphilitic or other- 
wise, often leads to hemiplegia so gradually that no coma occurs. The presence of albu- 
minuria with casts, with a high blood-pressure as measured instrumeiitally : the history, 
in an elderly man. of a previous seizure* of a similar kind with definite hemiplegia 
especially if there is also an enlarged heart with a lumpy first sound at the impulse, or 
perhaps a local systolic bruit there, with a ringing aortic second sound would all indicate 
cerebral luemorrhage*, associated with defective arte*ries and pe*rhaps with granular 
kidney. Albuminuric retinitis should be* loeiked for. Strong evidence in favour of 
arthral embolism would be afforded by a previous history of acute rheumatism and the 
existence of a presystolic or other bruit indicative of organic* he*art dise*asc. e*specially if 
the*re* are* signs (p. 45) sugge*sting that fungating endocarditis has supervened. 

Supposing the*re* is no evidence e >f a unilateral paralysis it does not immediately 
follow that none of the* above* conditions are* present : one* form of cerebral luemorrhage 
in particular that may cause* ne> unilateral paralysis is pontine /armor- 

r la tip' : this might be* suggested at once* by the* very small, almost d’/ 7 , _ • . ^7 j 

pin-point pupils, though similar pin-point pupils may be* due to opium \ "V ’ " ' ‘ ‘ | 

poisoning. The thermometer affords a means of diagnosis between j {: j 

these, for opium poisoning lends to a subnormal temperature, whilst j. ! 

luemorrhage* into the* pons Varolii causes the* temperature to rise even . j 

to the point of hyperpyrexia (Figs 1.4.4. 1.41). The* diagnosis of other I;, f 

varietie*s of coma due* to poisoning can scldeun be* arrived at accurate*ly j:,.-, . . } 

mi 1 e*ss the* circumstances of the case either allow of an analysis of the 

gastric contents, or else* point to the* patie nt having taken an e>ve*r- ; 77 ; ~ 

dose of one of the* elrugs mentioned in the* abe>ve* list, e*ithe*r accidentally 

or with suicidal intent. r fhe* bottle* mav be founei near the* patient. . .... „ 

Coma elue* to poisoning by carbon monoxide is senne t ime*s obvious i-inc -limoni* 

from the* patient's bright cherry-red t*< »1< mr : it is impossible te> eemvert | /.'V of 
the* carboxyhamoglohin in his blood into re*elue*e*el hamoglohin by the* r *‘i ,i,l; - v , *‘ , *'i , - V! " • 
ordinary ammonium sulphide method : anel there* is generally eiire*et 

e*vidence of the* mode* of poisoning. such as the* fact that the* patient is found in a room 
with the* windows shut anel the* gas turned on. e>r has bee*n subjected to the fumes e>f slow 

combustion from a stove. brazier, limekiln, or some other 

I 1' i 4 .Tl lire which has been burning with an insufficient supplv of 

i ! . ; VV rV~J ' 


/ m. I a 1 'i» 11 1 1 >■ 

'• of mmplu.i 1 .* » 1 


Saturnine encephalopathy is very variable in its sym- 
ptoms ; it may take the form of epileptifeirm convulsions, 
mere* e»r le*ss element ia. continued coma, acute mania, or 
severe* anel long-continued headaches with se>me degree of 
ge*ne*ral strange*ness e>f demeanour e»r behaviour : indeed, 
its imiltifennit v is one* e >f its chief features. The occupa- 


tion of the* patient may point to the diagnosis forthwith, 
or the re* may be* a blue* line* upon the* gums or other signs of lead poisoning (p. 4o). Not 
infrequently, howe*ve*r, the* nature* of the case gives rise* te> much perplexity before the 
eliagnosis is made*. It may be* worth while to collect the* urine*. e*vaporate it t e> elryness. 
anel apply the* te*sts for lead to the* rt*sielue*, e>r to test fe>r leael in the fa*c*es. I he case 
is apt to be mistaken fe>r cerebral harnorhrage, cerebral tumour, or general paralysis e>t 
the* insane*. Optic neuritis may be elue* directly to plumbism (Fig. 1.45), anel this makes the 
diffe rential diagnosis still mere* elillicult. without clear collateral evidence of lead poisoning. 

M ifxtvdema is generally diagnosed from the facies (p. 50) anel general state of the 
subcutaneous tissue*s, e>r from the* results eif thyroid treatment : occasionally, heiwever. 
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oik* meets with a cast* in which the mental symptoms so far outweigh the others that the 
nature of the malady is apt to escape attention altogether. An attack of coma is rarely 
the lirst sign, though it may be ; more often there is a loutish history of progressive 
mental slowness, sometimes with delusions, and often associated with attacks of irascible 
excitation alternating with tits of depression, or with bouts of mental lethargy stopping 
short, as a rule, of actual coma. 

Coma due cither to heat stroke or to exposure to excessive eohl is generally indicated 
by the collateral evidence, especially as regards the temperature of the patient's surround- 
ings, or his having been exposed to very strong sun's rays when at work. The chief 
diiticultv will be to make certain that there is not any vascular lesion of the brain. 
When there is doubt, the course of the case may indicate its nature, heat stroke either 
recovering rapidly or ending fatally with hyperpyrexia ; but sometimes, even in a fatal 
ease, the diagnosis may remain in doubt until a post-mortem examination has been made. 

Acute encephalitis is a disease of children rather than of adults : its general symptoms 
are those of acute meningitis: the patient becomes unconscious more rapidly, however, 
than is usual with the latter, and yet. notwithstanding the apparent severity of the illness, 
recovery may occur, either within a few days or a week or two. The diagnosis rests upon 
the course and recovery, for in the earlier stages it will nearly always have been regarded 



I'm. Oj.tir iipuriti.-' in th<- nirht eye. :in<l j/mt-niJil ofitii :iiro}-hv wi th» l>:t m 1 1 1« ■ 

patient, a case of chronic |ilumhi>ni. The while M-j/miuf oi atrophy in the left optic hi-.* result- hum 
degeneration of tho-e fibres which conic tiom the macular rcj.rion. the i emainitie optic hbiv.-. not he 114: atrophe . 

as acute meningitis. Th<* same applies to acute thrombosis of the superiitr longitudinal 
sinus . tlie diagnosis between which and acute encephalitis or meningitis is generally one 
of opinion only, unless operative measures are resorted to, or a post-mortem examination 
dc. Optic neuritis, as well as headache, vomiting, and general convulsions, may 
m all three. 

Thrombosis of the cavernous sinuses may simulate encephalitis or meningitis in the 
.illy stages, but generally leads to increasing exophthalmos or proptosis with variable 
strabismus, these last two symptoms, particularly the progressive proptosis, making the 
diagnosis clear in what might otherwise be a very obscure cast*. 

As regards encephalitis lethargica (‘sleepy* sickness), the diagnosis may be very easy 
or very diilicult according to the clinical symptoms of the case. The common type is that 
in which the patient becomes increasingly drowsy in association with more or less febrile 
disturbance apathy is followed by somnolence, general lethargy, stupor, coma without 
abnormal physical signs in the systemic viscera ; there is often paresis of ocular or facial 
muscles ; the cerebrospinal lluid may show no abnormality on lumbar puncture ; optic 
neuritis, though found occasionally, is generally absent ; death may ensue, and the 
diagnosis be confirmed by skilled histological examination of the mesencephalon. On the 
other hand, after days or weeks of stupor or coma the patient may recover slowly, and 
either completely, or with ocular or facial paresis, or with long-continued diminution of 
mental acumen. It may require very special clinical knowledge to make the diagnosis 
in other cases, however ; and sometimes, if the patient recovers the nature of the case 
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will remain permanent I y one of opinion only; this applies particularly, perhaps, to 
abortive eases in which drowsiness without any cranial nerve* paresis is the only symptom, 
cerebrospinal fluid and optic discs remaining normal, and the patient recovering in two 
or three weeks : or to other cases in which, besides the* stupor or coma, rhythmic tremors 
of the head and n<ek or arms may temporarily simulate paralysis agitans ; or when 
cerebe llar ataxia or nystagmus may at first suggest disseminated sclerosis ; or when 
definite hemiplegic symptoms develop and suggest an intracranial hemorrhage <jr tumour. 
The protean character of the symptoms depends on the* variable elegree* and severity anel 
elist ribut ion of the* exudative lesions in the* mesencephalon, cerebellum, pons, and medulla, 
anel in ne>t a fe w e*ase*s the* diagnosis ran emly be* established by histological post-mortem 
examination : te> the* naked e ve* the brain tissues may ne>t appear abnormal even at 
autopsy. Convulsions may occur, but they are* generally absent. Somnolence, stupor, 
iinel coma are* the* most constant symptoms ; vomiting is rarely a marked feature, unless 
perhaps in the* earlier stages of t lie disease* ; and in many instances the* diagnosis is guessed 
at because* of the* sleepiness e>r stupor of the* patent, who clearly has some intracranial 
lesion, but one* which elocs not cause changes in the* optic* discs anel cerebrospinal fluid 
that we mi lei be* likely t < » accompany alternative* lesions sue*h as cerebral tumour or acute 
or t ubereuh mis meningitis. 

(irncnil jntraltjsis of the insane elocs not as a rule* give* rise tee coma and epile*ptife)rm 
convulsions until the* nature* of the* ease* has been inelieated alreaely by the* mental and 
phvsical changes particularly the* ideas of granele*ur, the* Joss of liighe*st e*e*re*bral control 
in one* way or another, the* changes in elisposit ion. anel the* inability to pe*rform the* fine*r 
movements re*ejuireel for writing, dancing, playing the* piano or violin, painting, and se> 
forth, in which the* patient may at seune time previously have* been an adept. Occasion- 
ally, however, vied withstanding seune* altcrat ieuis in the* mental characte*r, the* diagnosis e>f 
general paralysis may not have* e*nte*re*el one*’s mind in a given ease* until a sudden syncopal 
se izure*, with or without ceuiv 1 1 1 s i< ms. attracts partie*ular notice to it. It is not impossible* 
that such a ease* may even then be* mistaken for e>ne* of severe* e*e*re*bral hiemorrhage, anel 
it may be* treated as sueh until it is found that the* coma, se*ve*re* though it may have 
I >ee*n , passes off rapidly in a way that we mid not have* been the* case* had it been a 
haniorrhage* of e*orre*sponding severity. The* reeurrenec of the*se* attacks will make the* 
eliagnosis certain, e ven if it remains in doubt tor a time, and examination of the* eerebro- 
spinal fluid for e*\e*e*ss e»f lymphocytes or for Wnsscrmnnn's scrum react iem will serve* to 
clinch the* diagnosis in most e*ase*s. 

('ulna elue* to malaria is apt to be* mistake'll feu* other things unless circumstances 
suggest the* iuvel for the* e xamination e>f blood-films. in which the* malarial parasites will 
be* found : cerebral malaria may simulate* insanity of maniacal, melanchedia, or dementia 
type s be fore actual coma se ts in : or coma may develop without previous mental symptoms 
if the* numbers of malarial parasites are*, as they may be*, so great as virtually to plug the 
ce re bral capillaries. 

Severe hivmorrha*zv other than e*e*re*bral as a cause for coma is usually inelieateel at 
<uie*e* by the* sudden extreme* blanching, ned emly of the patient's cheeks, but alse) of his 
lips and mucous membranes. The* pulse-rate rises to 100. 120, e>r even 150. acce>rding 
to the* amount of blood that has been lost : if there has been external evieienee of the 
hamorrliage*. the differential diagnosis will be arrivcel at as discussed uneier such headings 
as 1 1.i:vi.v i i:vn:sis. 1 Lt:moi*tysis. Mi rimitmi veUA, e*te. If the bleeding lias been internal 
in a healthy person the* eeunmemest cause is duodenal ule*t*r in a man. pelvic hirmatooele 
or ruptured tubal gestation in a woman : similar blanching in eases of typhoid fever would 
point to intestinal Me*e<ling. The coma in sueh eases comes on suddenly, but it does not 
long remain profound. It is often preeeeleel by amaurosis, anel may be accompanied by 
epileptiform convulsions. se> that acute iinrmia may be simulated. 

When an aortic aneurysm ruptures into a bronchus, the ersophagus, trachea, stomach, 
e >r bowel, the* amount ed’ blood-loss seldom leads to coma, but rather te> sueieien death ; 
sometimes, lmwevcr, when the l>lee*eiing is into some elosee! space sueh as the medias- 
tinum e>r retroperitoneal tissue*, the bl ood -escape is cheeked te> some extent, and acute 
blanching with coma precedes further bleeding and death. Kupture of an aortic aneurysm 
into the pericardium cause's sueieien death before* the amount of blood lost has been 
sufficient to produce marked blanching. 
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The phenomena of Stokes- Adams' disease are described on p. H»«. 

Hysterical or functional trance is an affection of young women. and it is not very 
common : the diagnosis is arrived at by a process of exclusion, and until the ease ms 
been watched for some time its nature may not be obvious unless there have been other 
hysterical symptoms previously <p. 570). It is a dangerous diagnosis to make unt il ex crx 
other possible cause for coma lias been considered and satisfactorily exclude! . or i is no 
difficult to jump to the conclusion that coma in a girl or young woman, really arising 
perhaps from a cerebral tumour or abscess, is due to a neurosis. It is most important 
to examine the optic discs with great care, lest there should be optic neuritis, the latt.r 
never being functional. Ilirturt In mi. 

CONJUNCTIVITIS. (See Kyi.. Atm. Ini i. amm ation or. p- -**>•> 


CONSTIPATION. 


I. CHRONIC CONSTIPATION. 


Most of the indigestible residue of a meal normally reaches the pelvic colon m less 
than sixteen hours, and in defa-eation all the contents of the pelvic colon are evacuated. 
Some of the residue of a meal taken eight hours after defa-eation should be excreted at t a 
next defa-eation in individuals whose bowels are opened every twenty-four hours. It. 
however, the bowels are only opened on alternate mornings a condition which is not 
necessarily pathological forty hours instead of sixteen would elapse before some ”1 the 
residue of the meal would be excreted. Constipation may therefore be defined as „ am, hlmn 
i„ which mmc of the rcsiilnc of a meal, taken cifiht hoars after ilcfa cation . is e.eerete, within 
fort a hours. Constipation thus defined can be recognized by giving three charcoal lu/.eiiges 
xvitii food eight hours after defa-eation : if a blackened stool is not passed within the next 
forty hours the patient is constipated. 

'Pile abnormal action of the bowels in constipation max manliest il-eh m three 
different ways : 

1 . Defaration may occur with insufficient frequency. A dailx aeti.m <»1 uw bowels 
merely a matter of convenience, and many people in perfect health onl\ delaeatc once m 
two or three days. As a rule, however, an indi\ idual may be regarded as constipated d 
his bowels are not opened at least once in fort> -ei^ht hours. 

•J. The stools won he insufficient in quantity anti a certain amount of fares is retained . 
although the bowels may be opened once daily or more often. 'Ibis condition (eiimulat i\ e 
constipation) can be differentiated readily by the charcoal test from that m which the 
bowels are properly emptied but the faces are very small in quant. t> ow.im to the diet or 
to the unusually active absorptive power of the intestines. 

The bowels waif be opened daily, yet the fares are hard and dry. owinX to probate, l 
retention before excretion : the deficient «|uantit\ of water in the stools also renders them 
less bulky than normal. The stools may be similar in character when an o\rcsM\c 
on intitv of fluid is lost by other channels, as in diabetes. B\ means ot the charcoal 
i. ,-asy to determine whether constipation is also present. 


After constipation has been diagnosed, it is necessary to determine its cause. 1 he 
,rst essential is to distinguish between two «:reat classes ot constipation : that in which 
the passage through the intestines is delayed whilst defalcation is normal Intestinal 
Constipation : and that in which there is no delay in the arrival of laces in the pelvic 
colon, but their final excretion is not performed adequately Tetri-rectal Constipation or 

Dysehrziu. 

A. DIAGNOSIS HETWEKN INTESTINAL CONSTIPATION AND DYSCIIKZIA. 

A rectal examination should be made in the morning, after an attempt lias been made 
to open the bowels without, the assistance of medicine, encmata. or suppositories. II 
more than a very small quantity of fa-ees is found in the rectum, dysehc/.ia may be 
diagnosed. If the rectum is almost or quite empty, the constipation must, be due to delay 
in the passage through the intestines, except in the uncommon eases of dyschc/.ia in which 
there is inahilitv to pass fa-ees from the pelvic colon into the rectum. The latter condition 
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can hr rccou'iii/nl on rectal cxaminat ion, il‘ the pelvic* colon is jell through the front wall 
of the rectum to he filled with solid fares ; the presence of fact's in the pelvic colon can 
also he proved hy si^moidoseopie examination made at mice, without preparation of the 
patie nt hy washing out his bowels. 

At the same time the abdomen should he palpated. If scvhala are felt in any part 
of the colon, intestinal constipation must he present. This is, however, not necessarily 
the ease if fact's art* felt in the iliac or pelvic 
colon, as the rectum in dysehe/.ia may he so 
full of fa ‘ccs that retention occurs secondarily 
in the pelvic and iliac colon : such a con- 
dition would he recognized hy the rectal 
examinat u >n . 

When a patient feels that there is some- 
thing in his rectum which he cannot expel at 
all, or that alter dcfacation the relief is in- 
complete. dysrhr/ia is probably present. The 
absence of this sv mptmn does not exclude the 
possihilit v ot dv sehe/.ia, as the rectum is o ften 
so insensitive in such cases that no sensation 
is experienced, even when it is greatly dis- 
tended with faces. 'The frequent passage of 
verv small pieces of hard fa-ees ( fragment a rv 
constipation), or the occurrence of pseudo- 
diarrlnra in which small fluid stools, some- 
times containing hard fragments of faces, arc 
passed, althouiih the charcoal test shows the 
presence of constipation are both sv mptonis 
siiLTL'cstivc of dysehe/.ia. 

Some indication, which is not. however, absolutely reliable, can he obtained from 
the results of previous treatment. Patients who have found that diet and mild aperients 
readilv uivr them relief are in all probability siitferiim from intestinal constipation. Those 

who have obtained better results with enemata. and 
particularly with suppositories, probably have dys- 
ehe/.ia. Dvsehezia is of course also present in those 
patients who have to d i l» out the faces from the 
rectum with their tinkers. 

Examination with the X rays is the only method 
hv which the two classes of constipation can Ik* 
separated with absolute certainty, and by which the 
predominant condition can be discovered in eases in 
which both are present together. Four ounces of 
barium sulphate mixed with porridge are taken at 
breakfast, and at intervals durini: the next two or 
three days observations are made of the shadow 
produced on the fluorescent screen. The colon should 
be emptied as completely as possible by aperients 
and enemata lor two or three days before the ex- 
amination is bc«run. but no medicine should be ^iven 
the day before' the examination, on the morning of 
which an enema must be* used if the bowels have not 
acted naturally. During the period of observation 
no aperients or enemata are to be five'll, and the 
patient should be allowed to continue his usual occu- 
pation and to take his ordinary diet. In intestinal 
constipation, delay is observed in the passage 
through some part or all of the colon, and occasionally tin' small intestine : in dysehe/.ia 
there is no delay in the intestines, but the act of defa-eation does not empty the pelvic 
colon and rectum completely {Figs. K‘J(>. KIT). 
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jf. DIAGNOSIS OF THE CAUSE OF INTESTINAL CONSTIPATION. 

Intestinal constipation may be due to: 0) A dcjicicn, of the motor activity of the 
intestines • or (2) The requirement of an excessive force to carry t/u J(t((s t / 

o in be first group of eases aperients are generally much more effective than m 
iS seecl ; in the latter there may be a history that purgatives are P"H«ue.ng 
less effect than formerly, or that they now completely lail to act, >u ia . < | K,I .‘ k ‘ 

Still siv U ,„.n. or k» «.«**»>• mm*. >"<■ .. 

in their attempt to respond to the excessive demands in the second class oltui had 

to colic. 

1. Deficient Motor Activity may he due to 

a. Weakness of the Intestinal Musculature. When constipation has existed from 
infancy, especially if it is present in several members of the family. it is hkelv to be c u. o 
^ 1 ‘ congenital hypoplasia of the intestinal musculature. Con- 

stipation developing gradually as old age approaches is 
generally due in part to senile intestinal hypoplasia. 
When constipation occurs in amende girls, in cachectic 
conditions, in rickets, and in fevers, it may generally he 
assumed to he due to weakness of the intestinal muscula- 
ture secondary to these conditions. 

The constipation of fat people is due m part to the 
inefficiency of the intestinal musculature resulting from 
fatty infiltration. 

In some of these conditions atony of the colon can he 
recognized with the X rays hy its abnormally large lumen 
in addition to the slow passage of feces (Figs. IdS and 
13 9). This is especially likely to follow severe colitis and 
dysentery. 

b. Deficient Reflex Activity of the Intestines. 

Insufficient Stimulation of Intestinal Movements. Care- 
ful inquiry should be made into the patient's diet, and 
habits, as many eases are due to too little food being 
taken, or to the food containing too little mechanical or 
chemical peristaltic stimulus, and some are due to defi- 
cient exercise. Other eases result from a -greedy colon . 
the absorption of food being unusually complete : in spile 
of enough food of a sufficiently stimulating character being 
taken, and in spite of the fact that the abdomen is re- 
tracted and no accumulation of fa-ces can be felt in cithci 
the colon or the rectum, yet a very deficient quantity ol 
fa-ces is excreted. This is the type of ease m which 
benefit results from the use of agar-agar or petroleum. 
In constipation due to an unsuitable diet or to a greedy 
colon the stools arc generally small, dark, and dry. and 
smell less strongly than normal. In (esophageal or pyloric 
obstruction constipation is usual owing to the small quan- 
tity of food-residue which reaches the colon. The other 
symptoms generally prevent a mistake in diagnosis being 
made ; but occasionally in pyloric obstruction the patient 
complains of nothing but some slight indigestion or weak- 
ness in addition to the constipation. The passage of a stomach-tube twelve hours alter 
a large meal, when the stomach should be completely empty, and an X-rav examination. 

will clear up the diagnosis in doubtful eases. 

Deficient Sensibility of the Intestinal Mucous Membrane. This is the probable cause of 
the constipation” when there is a history of excessive tea-drinking or of the long-continued 
use of large doses of aperients ; it is also partly responsible for the constipation associated 

with colitis. 


Fig. 1.18.— Diagram of tho normal 
large intestine. The numbers, in this 
and tho following figure, represent 
the hours after an opaque meal fit 
which tho diilorent parts of tho colon 
axe reached. C, Omouni : AC. As- 
cending colon ; HF, Hepatic flexur- ; 
SF, Splenic flexure ; DC. Descending 
colon; 1C, Iliac colon ; PC, l'd'n 
colon; R, Rectum; U, rinbilicus : 
p, Pelvi“. 



Fvi. 111).— l*ost-d> sent eric atony 
and paresis of the colon. Compare 
the lumen of the eolou and the slow 
passage of faiccs through it with 
l-'v:. 138. 
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Depression of the Xervons System. In neurasthenic, hypochondriac, and insane 
patients, the condition of the nervous system is the chief cause of the constipation 
which is almost invariably present ; hut an improper diet is generally an additional 
factor. 

e. Inhibition of the Motor Activity of the Intestines. This group of cases can often 
he recognized by the fact that sedatives, such as opium and belladonna, give relief, 
whilst purgatives arc required in unusually large doses, and product* an unusual amount 
of colic unless given with a sedative. The X rays show that the small intestine as 
well as the colon is traversed slowly: this is unusual in other forms of constipation. 
Inhibition may he divert, centra /, or re/te.r. 

Direct Inhibition in Lend Poisoning. The diagnosis is suggested by the occupation of 
the patient, a blue line on his gums, or other symptoms of plumhism (p. 45). 

Centro/ Inhibition. A history of a recent shock or worry is obtained. 

liejle.r Inhibition. ( 'oust ipat ion is a frequent symptom of painful diseases of abdominal 
and pelvic viscera, other than the intestines themselves. It can then he cured only by 
treating the primary condition, so that it is essential to ascertain the cause of the pain. 
Constipation is particularly liable to result from disease of the vermiform appendix, female 
genital organs, stomach, duodenum, and gall-bladder. 

d. Irregular Spasmodic Contraction of the Intestine : Spastic Constipation : 
Enterospasm. When constipation is associated with pain, especially if the pain comes on 
in attacks during which 
the difficulty with the 
bowels is increased, the 
possibility that it is due 
to spasm of the colon must 
he considered. The pain 
is situated in the course of 
the* large intestine, most 
frequently in the iliac and 
pelvic colon, but occasion- 
ally in other parts. The 
affected part of the colon 
can generally be felt as a 
contracted, tender cord, in 
which scyhala may be 
detected and the narrow 
lumen can be recognized 
with the X rays. When 
the pain is in the right 
iliac fossa, appendicitis 
may be* simulated ; the 
long duration of the attacks 
without any pyrexia, the 
occasional history of simi- 
lar pain on tin* opposite 
side, and tin* contracted condition of the ascending colon and sometimes of the umim 
(though in other east's the ca*cum may be distended and tympanitic), arc distinctive features 
of spastic constipation. When the pain is in the left side, a tumour of the descending or 
iliac colon may be suspected : the long history, the absence of visible or palpable peristalsis 
and of distention above the contracted part, and the absence of occult blood from the 
stools, are points which distinguish spastic constipation from cancer of the colon. The 
possibility of diverticulitis also requires consideration, especially in middle-aged or elderly 
patients: some pyrexia is often present, irritability of the bladder is common, and a 
barium enema reveals the presence of numerous diverticula of the iliac and pelvic colon. 
In cases of spastic constipation the stools should always be examined for mucus, as 
the spasm, especially when it occurs in neurotic women, is often only a symptom of 
mucomembranous colie, shreds or membranes of coagulated mucus being passed by 
the patient (p. 495). 

J) 



/'it/. IM. >ki:r.rr:im to show th<* arrest of bismuth l»v :i malignant stricture of 
t h< • .".or l inohc- ol 1 1n- tran-:\ or^i- colon. At the subsequent operation a very 

hard stricture <>i this exact portion of 1 1n* transverse colon was found and excised. 
Tin 1 lullin' o! the condition was quite unsuspected until bismuth and the \ ra\s wore 
cmplo\ t-d ; LM-tii'- trouble, possibly ,-ui ulcer, was thoiiL'hl probable previously. 
Male, a_'e if„ (onplete arre-t of lood in transverse colon twenty-seven hours 

after it. \\:is L'iven b\ mouth, y hi/ hr. ('. 1 hursUm Ito/lmtJ.) 
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2. Constipation due to the Requirement or Excessive Fouce to cakky the 
Faeces to the Pelvic Coeon may be due to : 

a. Obstruction by Faeces. — Dry, hard kcecs, which require abnormally strong peri- 
stalsis to carry them to the pelvic colon, result from : (i) Insiinicient consumption of 

water— a common cause of constipation in women ; (ii) Excessive loss of water by other 
channels —one cause of the constipation of diabetics, and of individuals who perspire 
freely and are only constipated in hot weather. 

b. Narrowing of the Intestinal Lumen. 

Organic Stricture. — Unless this is due to a palpable tumour it may be very difficult 
to distinguish from constipation due to less serious causes. More or less colic is generally 
present, and its situation often gives a clue to the localization of the obstruction. An 
X-ray examination, when the barium is given by mouth, rarely give s any help in the early 
stages of the disease, although occasionally the actual narrowing of the intestine is observed 

and stasis occurs in the proximal portion of 
the bowel ( Fig. 110). Much more* valuable 
information can be gained by the adminis- 
tration of a barium enema. Six ounces of 
barium sulphate are suspended in a pint and 
a half of water to which has been added an 
ounce and a half of acacia mucilage. The 
fluid is run slowly into the bowel from a funnel 
at a pressure of one foot. In normal indi- 
viduals some of it reaches the umini almost 
immediately, but except in the early stages of 
organic obstruction the passage is more* or less 
obstructed at the seat of a stricture. owing 
apparently to a supcraddcel spasm. 

Xon-mal igmmt strictures of the colon are- 
rare*, except in connection with divert ieadit is. 
If the*re* is a history of tuberculous or dysen- 
teric ulce ration, the* possibility of obstruction 
elue* to cicatrization should be* consielered. 
though this is a very unusual occurrence*. 
Hyperplastic tuberculous infiltration of the* 
intestine, especially of the* ciecum, causes 
obstruction, but the* tumour present is diilicult 
to distinguish from cancer. Obstruction to 
the* iliac or pelvic colon may follow the* peri- 
colitis which results fre>m the* inflammation 
r diverticula. If a vesico-colic fistula develops in association with chronic const ipat ie»n, 
should be remembered that pericolitis due t e » ulceration e >f el i vert ie*nl:i is a more freejue*nt 
cause of this condition than is cancer (Fig. 141). 

Organic stricture of the colon is most commonly elue* te> cancer. The* possibility of 
cancer should always be consielered when an individual above- the age* e »f forty, whose* 
bowels have been regular previously, develops constipation eif increasing se ve rity without 
change of diet or habits, or when a patient who is habitually constipated becomes me>re* se> 
without obvious reason. The constipation is at first intermittent anel may alternate* with 
diarrhoea, or rather with a frequent elesire* to go t.e> stool without effectual evacuation; 
drugs become steadily less effective, anel cncmala, which at first give* greater relief than 
drugs, also lose their effect slowly. Frequently no tumour is palpable, but an e xamination 
under an ana-sthetic reveals the presence of one in many doubtful eases. The* tumour 
may vary in size, anel even disappear after the bowels have bee n ope ned we ll, because a 
mass of faeces may become impacted above a cancerous stricture which is itse lf impalpable. 
Hence, although the presence of a tumour is an important aid in diagnosis, its absence or 
disappearance does not exclude the possibility of cancer ; only when its disappearance 
under treatment is accompanied by complete anel lasting e-ure e>f all symptoms can cancer 
be excluded. The tumour is hard, and cannot be altered in shape by pressure, as is the 
the case with fiecal tumours. Slight attacks of colic occur frequently, but they arc not 



Fi>j. 1 11. Ski;mr:un show ini' diverticula of tin- 
pelvic colon seen sifter ad minist crine an opa<|in- <-ii.ana. 
By ]>r. 1‘. ./. / irujtjs . ) 
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often se vere until the obstruction is almost complete ; the eolie may he accompanied by 
v isible and palpable peristalsis and spasmodic contractions of the intestine. The latter 
is a most important sign, as it never occurs in colie associated with lead-poisoning or colitis, 
and very rarely with obstruction due to faeal impaction. Progressive loss of weight and 
strength, anorexia, and amrmia are late symptoms, and it is important to make a correct 
diagnosis before they have appeared. The obvious presence of blood in the faces is an 
important symptom, but it is often absent. Much more frequently traces are found which 
are only recognizable by chemical tests (p. 101). In the absence of haemorrhoids and of 
haanorrhage from the mouth, throat, or nose, the presence of ‘occult blood in the faeces 
is strong evidence that ulceration is present in the stomach or intestines : when symptoms 
pointing to gastric or duodenal ulcer and gastric carcinoma are absent, and constipation 
is present, a suspicion of cancer of the intestine receives important confirmation. In 
doubtful cases a sigmoidoscopic examination should be made, as cancer is much more 
common in tin* rectum and pelvic colon which alone can be investigated by this 
method than in any other part of the intestine. X-ray examination after the skilled 
administration of a barium enema is frequently of great help, not only in diagnosing the 

existence of cancerous stenosis, but 



Fin. ] I.V- Ski:urr:ini '-liowinp a ilihton'lod 
Fbi. I'll’. Skiwrnim taken after a bismuth meal in a ra^e of 1 b“-i m, lino colon in a can 1 m which a caremo- 

<*ar<’iiioiiia of tin* lran<\eive colon just beyond ttic h«p:itic flexure. nial ous p’rowt li on t In- proximal side ot the splenic 

A, Site ot t lie new crow th. tlextire obstructed the barium enema. ( Hy Ur. 

F. ./. flntjt/s.) 

A kink of the colon is a very unusual cause of constipation. It is sometimes 
partly responsible for the constipation which is almost always present in visceroptosis. 
Adhesions should be suspected when an attack of localized peritonitis, due particularly to 
disease of the female genital orpins, appendicitis, or leakage from a gastric or duodenal 
ulcer, is followed by constipation. An X-ray examination should, however, always be 
made before adv ising surgical treatment, as, in the vast majority of eases, even if adhesions 
are present they have nothing to do with the constipation. The X rays show whether 
the delay takes place in tin* neighbourhood of the supposed adhesions, and the presence or 
absence of adhesions can also be ascertained by seeing how movable the colon is, and 
whether the two limbs of the various flexures can be separated from each other. 

Though the primary cause of Hirschsprung's disease is achalasia of tin* pel vi -rectal 
or anal sphincter, in tin* former variety a kink is also produced alter the dilatation has 
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reached a certain degree by the overhanging of the dilated pelvic colon over the undiluted 
rectum ( Fig. 145). There is always a history of constipation dating from the first few 

months of life, although sometimes the bowels 



may be opened daily but insufficiently . Soon 
after birth the abdomen becomes greatly en- 
larged, the size varying from time to time. 
The outline of the* distended colon can be seen, 
and peristalsis is often visible. The abdomen 
finally becomes enormous ; it is then tense and 
tympanitic. Attacks of obstruction are liable 
to occur, and death takes place most frequently 
between the ages of three and t ight. 

If a la tile ahdant hatl honour is present, con- 
stipation may be due to its pressure on t he colon. 

(1 ironic intussusception may cause symptoms 
similar to those produced by a stricture ; attacks 
of colic accompanied by visible peristalsis occur 
with increasing frequency and severity, and they 
are often brought on by food or aperients. An 
intussusception may lx* suspected in a patient 
not yet of the cancer age when a sausage-shaped 
tumour is palpable, especially if blood and 
mucus are passed at frequent intervals. In 
one-third of the cases the apex of tin* intussus- 
ception can be felt on rectal examination. 


C\— DIAGNOSIS OF THE C U SH OF DYSC IIKZI A. 

Dysehezia is due to a want of proper proportion between the power of expelling the 
firccs from the pelvic colon and rectum, and the force required to do this completely. It 
may therefore be due to : (1) Inefficient Dcfaeution : or (2) An Obstacle to Efficient Defecation. 

1. Inefficient Defecation may be due to: 


a. Weakness of the Voluntary Muscles of Defalcation. This should lx* suspected 
when constipation dates from pregnancy, or is associated with ascites, large abdominal 
tumours, or obesity. It is often easy to ascertain the 


condition of the abdominal muscles by simple palpa- 
tion in the horizontal position ; tlx* discovery of a 
very movable kidney or a dropped liver would also 
suggest that tlx* abdominal muscles art* weak. The 
patient should next be told to raise the head from 
‘he couch: the recti muscles contract and their 
ngth can be ascertained, and any separation 
< tween them recognized. Finally, tlx* patient, should 
be examined standing up; bulging of the abdomen 
below the umbilicus (7'7g. 140) shows that viscero- 
ptosis is present and that tlx* abdominal muscles 
are weak. The patient often complains of abdominal 
discomfort, which is relieved by lying down or by 
pressing the lower part of the abdomen upwards. 
In all cases in which a woman, whose bowels have 
previously been regular, becomes constipated after 
the birth of a child, the condition of the pelvic floor 
should be investigated, as well as that of the abdo- 
minal wall. The anus is normally slightly retracted ; 
the retraction is increased and the anus moves 



/ 1 -la.— Colon in a ruse of Hi rsehypning‘* 

(list-use. AC, Ascend iiif.r colon; TC. Transverse 
colon; DC, Descendin'/ colon; |C, Iliac colon; 
PC, l-oop of pelvic colon ; R. licet inn ; K, Kink 
at pelvi rectal junction. The riot ted line repre- 
sents the costal margins. 


slightly forward wlx*n tlx* levator ani muscles are 


contracted by making the movement which is required when it is attempted to restrain 


a commencing defalcation. If they are weak, the retraction in tlx* condition of rest is 
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absent or diminished, and on contracting the levator ani muscles, the retraction and 
forward movements art* slight or absent. On straining, the whole perineum projects much 
further than it should do, and in severe cases tin* uterus may be more or less prolapsed : 
in such ease's no further evidence is required to show that the dyschezia is partly due to 
weakness of the levator ani muscles. 

When constipation is present in asthmatic or very emphysematous people, it is partly 
due to the fact that the great rise in int ra-nhdominal pressure required in defalcation 
cannot be produced by contracting the diaphragm, as the latter is already almost as low 
as it can go. 

b. Habitual Disregard of the Call to Defalcation. When dyschezia is not associated 
with weakness of the muscles of the abdominal wall or pelvic floor, the history will 
generally show that it has resulted from habitual disregard of the call to defamation a 
very common cause in girls, and a not uncommon one in schoolboys and business men, 
who allow themselves too little time between getting up 
and beginning the day's work. The call is also often 
neglected if for any reason defamation is painful. 

r. Unfavourable Posture during Defalcation. In- 
quiry should bo made as to the height of the seat in the 
water-closet, as when this is too high it is impossible to 
assume the proper crouching position, and defamation 
may consequently be inefficient. 

WCakness of the voluntary muscles of defamation, 
habitual disregard of the call, and the assumption of an 
unsuitable position during the act, at) lead to the same 
results the loss of the defamation reflex, and atony and 
paresis of the' musculature of the pelvic colon and 
rectum. The loss of the defamat ion reflex is shown by 
the fact that the patient never experiences a desire to 
defamat c, even when examination shows that the rectum 
is full of fames. The atony of the rectum is shown by 
its abnormally large size and the very slight resistance 
offered when the finger presses upon its walls : the 
atony of the pelvic colon is shown bv tin* abnormally 
large shadow it forms when examined with the X rays. 

The paresis of the pelvic colon and rectum is shown by 
the patient's inability to defamat e by an effort of will 
when the rectum is full of fames. 

d. Primary Weakness of the Defalcation Reflex. 

This is sometimes the cause of constipation in infants : 
it is probably the ease when defamation occurs on exaggerating the natural stimulus by 
the mechanical effect of the introduction of a finger into the rectum, or by the combined 
mechanical and chemical effect of the introduction of a piece of soap. 

Organic Nervous Diseases.- When constipation occurs in tin* course of organic 
nervous diseases, such as tabes dorsalis , myelitis , or meningitis, it is due to disturbance in 
the defamation centre in the lumbo-sacral cord or the tracts connecting it with the brain. 
When constipation and difliculty in micturition appear simultaneously the possibility of 
some organic nervous disease should be considered, even if no other symptoms are present. 

/. Hysteria. When dyschezia occurs in nervous individuals it is often due to the 
patient hav ing suggested to himself that he cannot open his bowels at all, or unless he takes 
a purgative or an enema. The diagnosis can be confirmed by the result of treatment : 
if such a patient can be persuaded after a thorough examination that then' is really no 
reason whatever why he should not obtain a daily action of the bowels without artificial 
aid, he will have no difliculty in curing himself at once. 

-• Ohstaci.ks to Ki’T'ici knt Dkimxation may be due to: 

u. Hard and Bulky Faeces. When the fames are abnormally hard as a result of 
intestinal constipation or of the excessive loss of fluid from diarrlnra, luemorrhage, or 
other cause, the force* required to expel them may be so great, especially if they are bulky, 
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that dyschczia results. This condition can be recognized easily by a rectal examination, 
which shows that faeces of abnormal hardness are impacted in tin* rectum. 

b. Spasm of the Sphincter Ani. When defamation is painful it is rendered difficult. as 
well by reflex spasm of the sphincter ani. The anal canal and rectum should be examined 
with a proctoscope after the introduction of a cocaine suppository, so that any local cause 
of the pain, such as an anal ulcer or inflamed haemorrhoids, may be discovered. In the 
absence of these, the genitewirinary organs should be examined for reflex causes of spasm. 

r. Organic Stricture of the Rectum and Anus. In every cast* of constipation a digital 
examination of the rectum should be made, and in cases of doubtful origin the rectum 
and pelvic colon should be examined with a proctoscope and sigmoidoscope. ( ongcnital 
narrozvness of the final canal is recognized easily : it is ran 1 , but may give rise 1 to no symptom 
until several years after the child is born. Fibrous stricture of the rectum is an occasional 
cause of dyschczia, especially in women: it results from inflammatory infiltration of the 
submucous tissue secondary to infection of an abrasion of the mucous membrane. The 
condition is generally painful, and often associated with active inflammation and ulcera- 
tion : it can be distinguished readily from malignant stricture by means of the proctoscope. 
Cancer of the rectum or pelvic colon is a grave cause of dyschczia : when constipation 
develops after the age of forty without any obvious cause, especially if it is accompanied 
by a sense 1 of fullness in the rectum and of incomplete relief after dcfa'cat ion. b\ loss of 
weight and strength, or by discharge of mucus and blood, the possibility of cancer of 
the rectum should always be 1 considered, and a thorough examination made 1 by the finger, 
proctoscope*, or sigmoidoscope. 

( 1 . Pressure on the Rectum from Without. Pressure on the pe lvic colon and rectum 
by a gravid uterus always produces some 1 dyschczia. Apart from this the possibility of a 
pelvic tumour, such as distended tabes, cancer or fibroid of the uterus, and ovarian tumour . 
should be remembered in dyschczia occurring in women, especially if there is an\ pelvic 
pain. A rctrovciied but otherwise normal uterus cannot be* regarded as a sufficient ex- 
planation of dyschczia. 

e. Invagination. When a constipated patient, whose general health is so good that 
cancer seems improbable*, complains that after defamation he 1 feels as if something were 
still present in the rectum, especially if mucus and occasionally a little* blond are passed, 
the elyschezia mav be due to obstruction caused by the* imagination of the* mucous mem- 
brane of the* upper part of the rectum into the 1 lower part. The condition is generally 
associated with lumbar pain. The- invuginuted mucous membrane 1 can be* felt e>n digital 
examination, especially when the patient strains. 

II. ACUTE CONSTIPATION. 

Acute* constipation may be*: (A) Due to acute intestinal obstruction ; or (H) A si/mptom 
f (1) some general disease , or (2) some other acute abdominal disease. 

A. ACI TE INTESTINAL OltSTRI ( TION. 

1. Tlie following points he*lp in the* distinction between acute 1 intestinal obstruction 
and severe cases of acute constipation of other origin : (i) risible and judjmble peristalsis 
or stiffening of the intestines is never present exempt in obstruction, (ii) I (uniting is never 
faculent, except occasionally at a very late stage, in non-obstructive cases, (iii) In other 
conditions the constipation is incomplete - 

a. Flatus, and even a small quantity of faces, may be passed spontaneously. 

b. A purgative* may give a result ; it is, however, very unwise to administer purgatives 
in such e*ase*s, but frequently the patients have already tried them on their own responsibility. 

c. A rectal examination should always be made. In organic intestinal obstruction 
the rectum is empty : if it contains face*s there* may be obstruction due* to faces, but it is 
exceedingly rare: for this to produce symptoms epiite comparable in severity with those 
due to acute* obstruction. With this exception, the presence of any quantity of faces 
would slu)w that there* was no intestinal obstruction. 

d. In doubtful cases twe> cnemata should be* given, with an interval of an hour : the 
first generally brings away a certain amount of faces, ev en if obstruction is complete ; 
the second results in the passage e>f faces or flatus if there is ne> complete obstruction. 
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or if the obstruction is high in the small intestine. If there is complete obstruction the 
second enema is cither retained or escapes unaltered and with abnormally small force. 

-• HO'orc considering any other possibility, all the hernial apertures should be 
examined, even in the absence of local pain, as a strangulated hernia gives all the signs of 
acute intestinal obstruction. 

The following points should be considered in determining the cause of the acute 
intestinal obst met ion : 

i. . ige. Intestinal obstruction in the newborn is almost invariably due to a congenital 
malformation : as this is generally in the rectum (p. 7‘JN) the latter should be examined 
first, and only after it has been found to be normal should the possibility of congenital 
obstruction in the duode num or ileum be considered. In infants the common cause of 
intestinal obstruction is i nt ussusee/dion : at a somewhat older age obstruction may arise 
in connection with a Mechel's diverticulum : but in children and young adults the most 
common cause* is obstruction by bauds or (allusions resulting from local peritonitis, due to 
appendicitis, tuberculous peritonitis, or caseous mesenteric glands. Acute obstruction 
occurring in an infant or child under ten years of age. in whom there is a history of con- 
stipation and abdominal distention dating from soon after birth, is most probably due to 
// irschs/trung's disease (p. 16d). After the age of forty the possibility of cancer of the colon 
should always be remembered, and in fat patients, especially women, obstruction by galt- 
stoncs. In patients over fifty, acquired diverticula of the colon are likely to give rise to 
acute or chronic diverticulitis with symptoms and signs which may be mistaken for cancer. 

ii. Hishuff. A previous attack of uppcndicit is, or a history of tuberculous peritonitis, 
or of inflammatory pelvic disease in females, suggests the possibility of obstruction by 
bands or adhesions : the same diagnosis should Ik* considered if the patient has some weeks 
or months before had a strangulated hernia reduced. A history of biliary colic or of the 
symptoms which may result from cholecystitis indicates that obstruction may be due to 
impaction of a gall-stone. When acute obstruction follows a period of increasing constipa- 
tion in middle-aged patients, cancer is probably present. 

hi. State of the J towels. The passage of blood and mucus without any ficees in an 
infant or child is suggestive of an intussusception. In older patients it may be due to 
cancer. The passage of stools during the early stages, in spite of other evidence of ob- 
struction, indicates that the latter is situated in the small intestine. 

iv. Abdominal /deamination . 

a. Distention . (»reat distention generally means that the obstruction is in the colon: 
if present very soon after the onset of symptoms it is probably due to cancer or volvulus ; 
if it has been present to a less extent for some time before the onset of acute symptoms, 
a growth is likely ; but if it lias developed very acutely, a volvulus is more probable. In 
infants and small children gnat distention suggests Hirschsprung's disease if the abdomen 
is tympanitic: if it is partially dull, and if free fluid or irregular masses are present, 
tuberculous peritonitis is the probable diagnosis. Well-marked distention in both Hanks 
suggests origin in the pelvic colon or rectum : if in the right flank only, in the hepatic 
flexure or transverse* colon : if the flanks are comparatively undistended and the central 
part of the abdomen is most affected, the obstruction is likely to be in the ileum or the 
ciceum : distention is slight when the obstruction is in the duodenum or jejunum. 

b. l isible Peristalsis and Stiffening of the Intestine. The position and direction of 
visible peristalsis and tin* position of stiffening coils of intestine may show the localization 
<>f the obstruction. When a series of more or less parallel contracting coils is visible in 
the central part of the abdomen, the obstruction is in the small intestine ; if it appears 
to culminate in the right iliac fossa, this is likely to be the seat of disease. Stiffening of 
a length of intestine, which can be seen to rise up and felt to harden, most often occurs 
in the colon, and especially when there is a growth near its lower end. The most marked 
peristalsis and stiffening occur when acute obstruction is a sequel of chronic obstruction ; 
the V may be completely absent in very acute primary cast's. 

c. Tumour. The diagnosis of intussusception can be made with certainty only when 
the characteristic sausage-shaped tumour .situated somewhere in the course of the colon is 
felt. In acute obstruction due to cancer the tumour is often not palpable, as it is generally 
hidden by the dilated intestine ; but large tumours are felt sometimes, especially when 
present in the right or left iliac fossa : the former are generally due to cancer of the 
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ca*cum, the latter to cancer of the iliac colon and inflammatory thickening round acquired 
diverticula a condition which may closely simulate cancer. Call-stones can hardly ever 
be felt. 

v. Rectal Examination. A growth of the rectum can he recognized easily, and some- 
times a growth of the pelvic colon can he felt through the front wall of the rectum In 
infants, the end of an intussusception may he felt in the lumen of the rectum, and more 
frequently the tumour can be felt on bimanual examination. Obstruction due to pelvic 
adhesions can often be recognized by the presence of tender masses and the fixity of some 
of the pelvic viscera. The presence of more than traces of f:eccs in the rectum in cases 
of undoubted obstruction indicates that its situation is probably high up in the small 
intestine. A very ballooned rectum suggests obstruction high up in the rectum or in the 
pelvic colon, but this is not an invariable rule. 

vi. Rain. When the pain is localized, or moves in a definite direction to reach its 
greatest severity at a certain point, the latter is likely to be near the scat of the obstruc- 
tion. When the pain is situated in the middle line, the obstruction is probably in the 
small intestine if it is above the umbilicus, and in the colon if below. 

vii. limiting. - -The more frequent the vomiting and the earlier tin* onset of faculcnt 
vomiting, the higher in the intestine is the obstruction likely to be. It is most severe in 
small intestine obstruction due to bands or internal hernia : its onset is Inter and its 
occurrence less frequent and sometimes only after food in cases of growth or volvulus of 
the colon. 

viii. Rorbortfgmi are sometimes most marked over the scat of the obstruction. 

ix. Shock and Collapse are more marked the higher the obstruction. They arc also 
much greater when obstruction is accompanied by strangulation owing to bands or hernia 
than when strangulation is absent, as with gall-stones and cancer. 

R. SYMPTOMATIC 1 . 

1. In Acute General Diseases. — Constipation beginning acutely is a frequent symptom 
of a large variety of acute infective and other diseases. It is never so severe that it cannot 
be overcome by purgatives or cnemata. and the 1 other symptoms are so much more* striking 
in the majority of cast's that the presence of constipation has little influence in forming a 
diagnosis. 

2. In Acute Abdominal ('auditions. ----Constipation is a marked symptom in most acute 
abdominal conditions. Other symptoms are often so well marked that the question of 
intestinal obstruction hardly arises. Thus, the diagnosis can generally he made by the 
early tenderness and rigidity, its localization, and the early pyrexia in acute peritonitis 
due to appendicitis or the perforation of a gastric, duodenal, or other ulcer : the character- 
istic situation and radiation of the pain in renal and biliary colic, and the frequent 
hicmaturia in the former and jaundice in the latter; the* presence of a tumour when an 
ovarian cyst is twisted : the lnehcna and occasional lucmatemesis, and the presence of a 

• mary disease in tin* heart or abdomen in mesenteric embolism and thrombosis respectively. 

mie cases of acute pancreatitis are clinically almost indistinguishable from intestinal 
obstruction, but flatus is generally passed : there may also be a history of biliary colie, 
and the patient is generally fat, middle-aged, and alcoholic. The diagnosis is seldom 
made with certainty until the typical fat-necrosis is seen on opening the abdomen. In 
lead colic the constipation is not absolute, and the occupation of the patient and the blue 
line on the gums suggest the correct diagnosis. Arthur F. Hurst. 

CONTRACTIONS — Athetotic, Choreiform, Fibrillar, Spasmodic, and Tetanic — 

are all to be defined for present purposes as involuntary contractions occurring in the 
voluntary muscles. 

ATHETOTIC CONTRACTIONS, ATHETOSIS, OR MOBILE SPASM. 

Athetosis is a form of involuntary movement affecting the* fingers, hands, and 
wrists most often, less often the toes and feet, and in rare instances the face. It is 
usually unilateral, but in exceptional cases bilateral the ‘double' athetosis' of French 
neurologists. The movements are spontaneous and incessant, and may even continue 
while the patient is asleep ; in other instances they tend to cease*, but are started anew or 
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cxagge*ratcel when voluntary movement is attempted. In the hand the movements con- 
sist of a succession of slow and serpentine flexions, extensions, hyperextensions, and 
lateral motions, all combined to cause the lingers and thumb to execute the most curious 
and complex clutching or spreading movements ( Fig. 1 17). The wrist is held more or less 
flexed : the lingers may move about together, or wander each individually. Analogous 
movements are observed when athetosis occurs in the lower extremity, or the mouth and 
face. No great regularity characterizes the motions of athetosis : as a rule they are 
steady rather than violent : a large amount of voluntary control over the affected parts 
is retained. 

Frimarip idiopathic , or primitive athetosis is a rare disease of childhood or of adult 
life, in which bilateral athetotic contractions first make their appearance in a previously 
healthy person, either for no particular reason, or after a chill or a nervous shock. It 
may lie associated with epilepsy or insanity. This form appears not to be connected 
with any gross changes in the nervous system, thus differing from all other conditions 
in which athetosis is seen. 

Athetosis is common in the various spastic paraplegias of infants and children , which 
may be either congenital or acquired : in congenita / cerebral diplegia , also known as Little's 
disease when the legs an* a fleeted chiefly, the nervous structures suffer from an inherited 
taint (alcoholism, syphilis, insanity), and either fail to develop properly, or degenerate 
early in life. 'The onset of Little's disease* is gradual, and 
usually early, but it may be delayed until the child is as 
much a^ six or eight years old. The patient is backward 
or mentally deficient, probably unable* to walk, and 
afllieted with bilateral spastic paralysis. This may affect 
the legs, the legs and arms, or even the whole body, and 
may be more* marked and more spastic on one* side* of 
the body than on the other: speech is defective, optic 
atrophy common, and the gait is clumsy and stiff, ’cross- 
legged' or ‘scissor'. Involuntary movements occur in the 
affected members, and are athetotic or choreiform : tremor 
or intention-tremor is also not. infrequent. Although it may 
not appear for some years after birth, this is really a 
congenital disorder, and it is to be distinguished, for 
reasons connected with its pathological anatomy and 
etiology, from certain other forms of spastic paralysis in 
infants and children that may closely resemble it clinically. 

These an* the acqairei! cerebral paralyses of infants , the 
spastic infantile hemiplegias, monoplegias, diplegias, triplegias. paraplegia, that, result from 
more or less localized cerebral injury, inflammation, or lurmorrhagc occurring at birth or 
in infancy. Ihncnccphaltf, or the occurrence of lacuna* in the tissues of the cortex or brain, 
may be found in either the* congenital or the* acquired cerebral paralyses: it is really a 
post-mortem-room term, and requires no special consideration here. 

Acquired spastic paraplegias fall into two categories, according to their etiology: — 

1. Ilirth palsies: due to meningeal or cortical hiemorrhage caused by prolonged 
labour or the use of inst ruments. Many of these infants have been born pre- 
mat urelv. 

Acquired palsies: due to : 

bneephahfis after an acute specific lever, or infective in origin. 
Polio-encephalitis, the cerebral analogue of acute poliomyelitis in the anterior 
cornua of tin* cord. 

Cerebral embolism. 

Knccphalit is let hargiea. 

Cerebral or meningeal luemorrhage or thrombosis. 

The birth jndsies are due to injuries received in the process of birth, and the rupture 
of meningeal or cerebral blood-vessels, with the* escape of blood ; they develop at once, 
and the* history of the ease* should make* diagnosis easy. The* diagnosis of the e*xaot cause 
e>f an acquired spastic pandpsis in an infant or child may be less easy. The paralysis elue 
to encephalitis generally appears during the* first two e>r thre*e* years of life*, but may ceane 
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on at almost any age. Cerebral thrombosis in children is said to happen oftenest at about 
the age of six. Cerebral embolism is likely to be seen in infants or children with acquired 
heart disease, the embolus being derived from vegetations on the mitral or aortic valves, 
or from thrombi that have formed in backwaters of the dilated left auricle or ventricle. 
These infantile hemiplegias or diplegias are of sudden onset, and are characteristically 
spastic. Athetotic movements, with or without choreiform contractions, trophic lesions, 
and tremors, are common in the affected limbs ; the children often grow up to exhibit 
mental defect, imperfect speech, or epilepsy. As a rule, the face is less involved than the 
arm or leg, and the athetotic movements, confined to the affected parts, may not begin 
until years after the occurrence of the original cerebral lesion. 

Post-hemiplegic athetosis , which cannot be marked off sharply from post-hemiplegic 
chorea (see p. 171), is an uncommon sequela of hemiplegia in the adult ; but common 
being seen in about a third of the cases in the congenital and acquired hemiplegias just 
considered. In the adult it occurs oftenest when the lesion is situated near the posterior 
part of the internal capsule or the optic thalamus. These athetotic movements ol the 
extremities have been described already ; in the adult they may be combined with 
choreiform contractions involving the whole arm and shoulder, and the lace. The 
diagnosis should not be dillicult, as the history of a stroke will be obtained and the 
physical signs of a hemiplegia will be present. 

CHOREIFORM CONTRACTIONS. 

These are similar to the contractions seen in chorea. 'They arc involuntary and 
inco-ordinated movements, purposive in character, but aimless and incited i\e in perlorm- 
ance. Thcv are jerky, rapid, and highly irregular ; groups ol nueeles are pul into action 
successively, as if the original intention wen* given up. or changed, as soon as the complex 
movement began. They may affect one side of the body only, or both. When mild, they 
amount to no more than excessive fidgetiness, involving perhaps only the hands and arms, 
or the hands, arms, and fact*, in wriggling and grimacing. When sc\cre, they give the 
patient no rest; he is tossed about, perhaps with the utmost violence, by combined but 
irregular contract ions, in which any ol the voluntary muscles may participate, t horei- 
form contractions bear no resemblance to tremors , whether coarse or line, from intent ton- 
tremors they are distinguished by the facts that they continue when the patient is at rest, 
that they are purposive, and resemble ordinary voluntary movements misapplied, from 
ataxia they are distinguished by occurring at rest as well as on attempted movement ; 
the muscular contractions of ataxia are merely inco-ordinated, apparently ill-designed 
and clumsily executed, types of normal movements. 

Choreiform contractions art* seen in the following conditions : 

Chorea minor, or St. Vitus's dance; chronic or Huntington's chorea ; chorea major, or 
pandemic chorea ; hysteria. 

Pre-hemiplegic chorea: post-hemiplegic chorea; spastic paralyses ol infants; cortical 
sclerosis; chorea elect riea (Henoch). 

Chorea , chorea minor , acute chorea , or St. I7///.v\v dance, is a disease ol childhood or 
adolescence, commoner in girls than boys, and closely connected with a history ol rheu- 
matism, and with rheumatic endocarditis. Jake rheumatism, it is often a family disease : 
not infrequently one finds that one or two children in a large rheumatic family have had 
rheumatic* fever or rheumatism, another chorea, and another both rheumatic fever and 
chorea. It is commonly and erroneously hold that severe fright may by itscll be tin* 
cause of an attack of chorea. It may also occur in adults in connection with pregnancy, 
when it is sometimes of a severe type, and may run on into insanity chorea insaniens. 
The movements may be confined to one* side of the body hemiehorea but generally 
affect both sides ; the muscles are in general weak, articulation may lx* interfered with, 
respiration is often jerky, and the patient is often irritable and emotional. Kxcept in the 
severest cases the movements cease during sleep ; the disease tends to recovery in t he 
course of perhaps two or three months. Mild cast's in which the face is most affected 
may present a certain resemblance to the more chronic and quite unconnected disorder 
known as habit spasm , habit chorea, nr convulsive tie (set* Spasmodic < ontkac tions, p. 172). 
A tic is controlled for a time by strong efforts of the will, whereas the movements of 
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chorea will usually lx* increased by the concentration of the attention on them ; the facial 
movements of chorea are irregular, representing a succession of various purposive but 
uncompleted actions, while a tic consists in the repetition of a single definite and purpo- 
sive movement, originally designed, no doubt, to give relief to some local irritation. 

Chronic , degenerative, or Huntington's chorea , is a rare hereditary disease coming on 
at the age of thirty or forty, associated with slow and difficult articulation and ultimately 
with insanity. The involuntary movements are slower and more ataxic than are those 
of acute chorea, and they can often be suppressed for a time by exercise of the will. They 
alTcct the extremities and face, are continuous, except, during sleep, and are accentuated 
bv excitement, so that at first sight acute chorea may be imitated fairly closely. The 
diagnosis between this chronic chorea and an acute chorea that has become chronic, as 
sometimes happens, would turn on the family history, mental symptoms, age at onset, 
and the course of the disease. Chronic chorea is incurable, and may take twenty years 
or more to run its course ; mental failure occurs early, and is progressive ; and a family 
history of chronic chorea can be obtained. 

Ctiorea major , or pandemic chorea , is an epidemic hysterical manifestation occurring in 
the more emotional races of Kuropc under the influence of religious excitement. Chorei- 
form movements are among the less conspicuous of its motor phenomena : it is unknown 
in the more phlegmatic northern races. 

In hifsteria the motor phenomena are notoriously protean. Should a hysterical 
patient have had chorea herself, or should she have had the opportunity of observing it 
in others, she may reproduce its characteristic movements with great accuracy. The 
diagnosis mav be very difficult for a time, particularly if the patient's previous history 
be not known, and hysteria not suspected. Her temperament will probably lead her to 
develop other signs or symptoms that suggest the true diagnosis, such .as tremors, 
paralyses, contractures. hemi-anaM hesia of the stocking and glove distribution, exaggera- 
tion of the deep reflexes, or attacks of hysterics. Remission of the choreiform movements 
and of the local symptoms generally may occur when the hysterical patient thinks she is 
no longer under observation, or when her attention is diverted elsewhere. The hysterical 
patient simulating chorea or hemiehorea is likely to overdo the part. 

Choreiform movements may occur in connection with hemiplegia in two forms. Pre- 
hetni/degir chorea has been recorded in a few cases, twit.chings or even choreiform move- 
ments beginning in t he limbs of one side* of t he body short ly before the onset of an apoplectic 
stroke. Post-hemiplegic ctiorea is commoner, and more often seen in children than in 
adults. After a hemiplegia more or less muscular spasm and movements of one kind or 
another are habitually seen on the affected side of the body. In many patients these 
movements take the form of tremors, line or coarse ; in others they are athetotic ; in 
others again they arc ataxic, occurring only when voluntary movements are attempted ; 
and in yet others thev art* choreiform. Which of these forms of muscular contraction is 
likely to occur in any given ease it is impossible to say. 

Friedreich's atiutf is apt to be associated with choreiform movements of the hands 
and with nystagmus ; but these phenomena are not essential to the disease, which is 
characterized bv spastic paralysis ot the legs, absent knee-jerk, extensor plantar reflex 
and family incidence. 

The choreiform movements occurring in the spastic paraplegias of infants and children 
conditions that have been more vaguely described as cortical scleroses on the strength of 
their post-mortem appearances, art* to be regarded as variants ol the athetotic contractions 
already considered above. Henoch's chorea electrica is considered below : it is the muscles 
of the neck and shoulder that are chiefly involved in this rare disorder. 

FIBRILLAR CONTRACTIONS. 

Fibrillar contractions of the muscles, or fascicular muscular twit.chings, are small 
spontaneous movements visible on t he surface of muscles, rhythmical or irregular, invol\ ing 
not the whole* muscle, but only single* muscular bundles in it. 1 hey may be confined to a 
few of tlu* bundles, or may occur irregularly in any of the bundles composing a muscle. 
They are almost, always too feeble to produce visible movements at the joints , thej are 
increased in fatigue, and when the muscle is mechanically stimulated. Similar, but coaiser. 
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twitching* may be seen in normal muscles wlirn they are 1 e>ver-fatigueel, or on exposure to 
cold. The iinest librillar contractions art* said to occur only in eases of organic disease in 
the central nervous system. They are seen most freely in muscles that sire degenerating 
or undergoing atrophy, or are shortly about to atrophy, as the result of disease in the lower 
motor neuron ; they cease to appear when the muscle is much wasted. They are most 
evident in the extremities and tongue. 

From a diagnostic point of view, fibrillar contractions are important because for 
practical purposes they do not occur in the myopathies or primary muscular dystrophies 
that are due to lesions in tin* muscles themselves and not in the spinal cord. In only a 
few recorded cases have these 1 fibrillations been seen in cases of myopathy where lesion of 
the central nervous system could be excluded. Primary myopathy has become burdened 
with an elaborate classification and nomenclature ; tin* condition generally has been 
described as primary progressive myopathy, progressive muscular dystrophy (Frh), idio- 
pathic muscular atrophy and hypertrophy, primitive progressive myopathy, muscular 
dystrophy, myopathy : special forms of it have been raised to the dignity of ‘types', the 
chief of which are the : 

Simple atrophic (Krb) Facio-scaptilo-hiuneral Mixed and transitional 

Pseudo-hypertrophic (Landou/.y and Pcjcrine) (Leyden and Moebius ; 

Juvenile (Krb) Distal (Cowers) Zinunerlin). 

Myotonia atrophica 

Distinctions between these various forms must be sought in special manuals. Their 
importance for present purposes consists in this that fibrillary contractions may occur as 
a rare exception in most of them. 

Contrariwise, fibrillar contractions are observed habitually in the course of the pro- 
gressive muscular atrophies of neuropathic origin , variously known under such names as 
amyotrophic lateral sclerosis (Charcot), progressive bulbar paralysis, progressive muscular 
atrophv, toxic degeneration of the lower motor neuron, Wcrdnig- 1 loflmann progressive 
muscular atrophv of infants, according to their special characters. In all of these the* 
lower motor neurons arc* primarily at fault, exhibiting slow or rapid degeneration: in 
main’ eases the upper motor neurons are also affected, either simultaneously, or tie fore or 
after the lower. Occurring in infants or children , this neuropathic muscular atrophy is 
generally of the Werdnig-lloffmann type, affecting the* legs first, and spreading upwards 
to the body and arms ; the hands and feet, are affected late, and the deep reflexes vanish. 
The* condition may at first sight resemble* rickets, but in rickets there is no real muscular 
atrophy, the deep reflexes are retained, and fibrillar contractions do not occur. Jt may be 
indistinguishable* from one of the* primary myopathies: but the occurrence of fibrillar con- 
tractions would make* the diagnosis of neuropat hie muscular atrophy the more probable. 

In adults the disease may conform to one of several types, according to the distribution 
of the* atrophv. In some instances the lower motor neurons of the hand. arm. and neck 
are attacked, when the ( i aw-iiand (p. Ill > may result : in others the lower extremities 
may first show the degeneration. Charcot's amyotrophic lateral sclerosis is charaet cri/.ed 
•pasticity of tin* legs combined with atrophy of the muscles of the upper or lower 
* milies. In making the diagnosis of neuropathic muscular atrophy it must be remem- 
red that the onset is gradual, that fibrillar contractions are present, that the atrophv 
proceeds pari jmssu with the loss of power, and that sensation and the sphincters arc not. 
involved. The electrical changes in the muscles are of assistance, too, flu* partial Hkaction 
of Dfufnfiiation (p. 724) being exhibited : the nerves react normally to faradism, and 
to galvanism so long as there are muscle-fibres left to respond to the stimulation. 

Bulbar paralysis is due to a similar degeneration of sonic of the cranial lower motor 
neurons, those mainly affected being the fifth, seventh, ninth, tenth, eleventh, and twelfth. 
In other eases ophthalmoplegia is observed as well. It is only in the chronic eases of 
bulbar paralysis that fibrillar contractions are seen, particularly in the tongue, which 
has been described as looking ‘like a bag half full of worms '. The main symptoms arc 
dilliculty in articulation, phonation, mastication, and. most of all, in swallowing. 

SPASMODIC CONTRACTIONS. 

In general parlance, the epithet ‘spasmeielic' implies suddenness and she>rt duration. 
These charueteristie*s are ne>t implied by the weml as it is usee! clinically. lienee it is 



CONTRACTIONS 


173 


necessary to distinguish between spasmodic contractions or muscular spasms of three kinds, 
according as they are : (1 ) Short and single — the muscular twitch ; (2) Short and repeated — 
clonus or clonic spasms ; (3) Tetanic -commonly and improperly known as tonic spasms ; 
these are long-sustained. 

1. Single Spasmodic Contractions of a muscle or group of muscles, over in a fraction 
of a second, may occur in normal jwrsons who are stifle ring from great fatigue, overwork, 
or nervous exhaustion. For no apparent reason, and frequently just as the person is 
going off to sleep, a sudden violent twitch in one or more of the limbs occurs, and wakes 
him up. In other east's these sudden starts may occur when the patient is resting by 
day. In abnormally nervous or excitable patients such sudden spasms are seen more 
frequently, and often result from some sudden and unexpected sensory impression — a 
sound, sight, or touch. The diagnosis of such spasms in nervous or jumpy patients should 
not be difficult, the affection being very chronic, and no doubt familiar to the patient and 
the patient's entourage. Coming on suddenly, this jumpiness may be a minor sign of 
various nervous disorders, such as hysteria, acute chorea, delirium tremens, general 
paralysis, or Craves' disease. 

Single twitches of muscles or of groups of muscles form the outstanding feature of the 
simpler forms of a series of affections known as habit spasms or spasmodic ties. A habit 
spasm consists in tbe involuntary repetition of some ordinary co-ordinated purposive act. 
In many instances the tie was at first, a natural voluntary act, designed to allay some 
transient irritation. Thus a blinking tie may have been initiated by tin* pain caused by a 
foreign body in the eye, or conjunctivitis ; a smiling tie by some temporary itching about 
the nares, or it may be associated with the presence of adenoid growths in the nasopharynx : 
a shoulder-shrugging tie by sonic irritation of the neck due to a tight or rough collar. Ry 
voluntary repetition such an act ultimately becomes automatic, when it is spoken of as 
a habit spasm or tie. These motor ties exist in great, variety, oftenest affecting the fact 4 , 
less often the jaws, neck, or limbs : they are so common as to escape comment in their 
minor manifestations mannerisms and stereotyped acts being set. down merely to 
‘individuality'. Most ties can be controlled by mental effort with some distress, are 
increased by emotion, cease during sleep, and are curable only with great dilliculty when 
well established. 

More violent and shock-like muscular spasms are seen in the rare condition known as 
myoclonus or paramyochmus multi pier. Myoclonic movements are particularly sudden 
and violent, occurring bilaterally, or first on one side of the body and then on the other: 
they are painless, but may give rise to much inconvenience by their violence. They are 
increased by emotion and erase during sleep. They may be single, but more often art' 
clonic, repeated perhaps fifty or a hundred times in a minute. In paramyoclonus multiplex 
there art' no mental, sensory, or sphincter changes, and this rare disease 4 is described as 
both familial and hereditary. Myoclonus is far more commonly observed as a prominent 
symptom of epidemic encephalitis. This disease is so irregular in its onset, course, sym- 
ptoms, and physical signs that it is impossible to describe it in a few lint's. As an inflam- 
mation of the central nervous system it is capable of producing disturbance of any of the 
functions of the brain anti even of the spinal coni, the clinical picture varying with the 
incidence of the process on any particular region. For instance, when the inflammation 
is most acute in one cerebral hemisphere then* may be hemiplegia, hemiana'sthesia. or 
hemianopia. In another case the basal ganglia are chiefly affected, with the result that 
the patient, presents the features of the Parkinsonian syndrome. Other eases are character- 
ized by disturbances of function in the territory of the cranial nerves. Myoclonus may 
be an early and transitory symptom, or may develop at the height ot the disease and 
persist for months and even many years after the acute illness has disappeared. Fpidemic 
hiccough is possibly an example of mild encephalitis with diaphragmatic myoclonus. As 
an early symptom myoclonus is common in a particular group of encephalitic patients. 
Those complain of pain in a specified area, often the abdomen, associated with localized 
muscular contractions which arc increased in frequency and violence under the influence 
of emotion. They may cease after a few days or persist- with gradually decreasing severity 
for many years. In certain ran* forms of epilepsy , the* so-called myoclonic epilepsy, these 
paroxysmal, asynchronous, bilateral lightning-like movements have been recorded ; the 
diagnosis will be easy here, as the patient exhibits the phenomena of major epilepsy -loss 
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of consciousness, relaxation of the sphincters, etc. in addition to the sudden and forcible 
myoclonic movements. In certain cases of minor epilepsy , or petit mat , the affection .may 
take the form of spasmodic twitches of the muscles of a limb, or of the face, associated 
with a brief absent-mindedness or a few seconds oi loss of consciousness without loss ol 
automatic control over the body generally. Regional jerks are common manifestations 
of epilepsy and are of great diagnostic importance in that they may precede the onset 
of any major or minor attack by months or years. They consist in sudden violent jerks 
affecting a limb ami frequently occur when the patient is in bed in the early morning or 
when he is dressing. The jerk of an arm may fling the brush from his hand to the other 
end of the room, or a similar spasm in a leg may upset his balance and cause him to fall. 

2. Clonic Spasmodic Contractions, clonic spasms, or clonus, arc in reality inter- 
rupted tetanic contractions, consisting in rhythmical and more or less rapid icpetitions 
of the single brief muscular spasm or twitch. A typical clonus ol muscles in the arms oi 
legs may often be produced in health by the adoption and maintenance of some strained 
position. Thus ankle-clonus is soon produced if a normal person sits in a chair and strains 
the heels up while the toes are held pressing on the floor. 

Pathologically, clonic spasms are seen typically in the second or clonic stage of major 
epilepsif , where they succeed the initial tetanic (or tonic) stage. Here the\ are universal 
and bilateral as a rule, although one side of th<‘ body may be involved more than t he other, 
or the arms more* than the legs. C onsciousness is lost, and the sphincters are often relaxed. 
Mild and limited clonic spasms of a few muscular groups, without loss oi consciousness 
and lasting for only a few seconds, may be seen in patients with major epilepsy, and are 
often described by them as * warnings'. Such attacks arc ident ical with those of minor 
epilepsy. In certain epileptic patients they seem to be to some extent under control, so 
that their threatened onset can be prevented if the pat ient can sit or lie down, for example, 
or can press on or constrict the limb in which the spasms are about to appear. r I he diagnosis 
of hystero-epilepsy is sometimes made in these pat ient s ; but the term is not a good one, and 
is often misleading. Very similar convulsive seizures may be met with in patients with 
chronic nephritis ( uraemic convulsions) and in pregnant women (eclampsia). I he clonic 
stage of epilepsy may be imitated unconsciously by patients with hysteria, or frankly 
mimicked by the malingerer. In hysteria the onset of the fit is gradual, not sudden , 
consciousness is impaired, not lost; the pupil reacts to light, and is not immobile as in 
epilepsy ; screaming and purposive movements occur throughout, and the fit is often pro- 
tracted ; the sphincters are not relaxed, and the tongue is not bitten. 1 he mail nget ei is 
red and heated by the effort of producing the clonic spasms, his consciousness is fully 
preserved, and he reacts to painful stimuli that leave the epileptic unmoved. Hoth the 
hysterical patient and the malingerer show quivering of the eyelids, and are likely to resist 
attempts to open the eyes. 

In Jacksonian epilepsy , clonic convulsions occur without loss of consciousness ; they 
:ire usually unilateral, starting in some given muscle and spreading thence by a regular 
Mjireir to the rest of the limb in which the twitehings begin, thence to the other limb 
>1 the same side until both limbs or half the body are convulsed, transient paresis from 
exhaustion may be noted afterwards in the affected muscles. In severe or long-established 
cases the whole body may be convulsed, or a tetanic stage may occur after the clonus ; 
in these instances consciousness may be lost. Jacksonian or local epilepsy may result 
from any form of local irritation of the motor cortex trauma, ha-morrhage, new growth, 
the effects of syphilis, chronic inflammation, or encephalitis lethargiea. 

As the names imply, the very rare conditions known as myoclonus and paramyoclonus 
multiplex exhibit typical clonic contractions. The* clonus occurs in single muscles or muscle- 
groups, such as the biceps and supinator longus, the quadriceps femoris and semitendin- 
osus ; rarely in the face : from 50 to 150 contractions a minute may occur. Henoch's 
chorea electrica is the same as myoclonus. It is said that animals from which the para- 
thyroid glands have been removed may exhibit identical spasms. ( Ionic spasms ol the 
neck muscles, particularly the sternomastoids, are common in torticollis or wry-neek. 

3. Tetanic Contractions, tetanic or tonic spasms. Physiologists and clinicians both 
make use of the two terms ‘tetanic' and ‘tonic', but unfortunately employ them in different 
senses. Physiological ‘tetanus' is the apparently steady state of muscular contraction 
exhibited by the voluntary muscle at work, maintained by the fusion of separate muscular 
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twitches or spasms due to a rapid succession of nervous stimuli. It may he seem in a 
single muscle or in many together. Clinically, however, ‘tetanus' or ‘tetanic contrac- 
tions' have come to he* associated witli pain, besides being of some* duration, and the 
terms are used only when a large number of muscles are involved simultaneously ; tetanus 
of a single* muscle is refe rred to clinically as a C hamp (p. 1 HK), allhough it may occur in eases 
of true infection ‘tetanus'. To the physiologist, the* normal resting muscle is already in a 
state of ‘tonic coni raet ion \ and exhibits ‘tonus'. This muscle-tone is maintaine d partly 
by local or peripheral stimulation (mechanical tension, the venosity of the blood, drugs such 
as digitalis or veratria), and partly by nervous impulses that re*ach the muscles more or less 
continuously from the motor neurons of the* central nervous system. This e*entral element 
of muscular tonus is really of rellcx origin and associated with posture, the maintenance of 
an attitude : the motor impulses descending in answe r to aseeneling impulses ree*e*ived by the 
Ventral nervous system from the muscles and joints concerned. Hut the clinician applies 
the terms ‘tonus' and ‘tonic ce attract ions * to the* severe* and pathological muscular con- 
tractions seen, for e xample, in the* first stage* of major e pile psy, which are physiologie-ally 
and scientifically speaking tetanic, not tonic. This clinical misuse* e>f the wend ‘tonic 1 
is we ll-e stablished and t ime -hemeuire el, but only se rves to pronmte confusion. The* terms 
tonie* spasm' and ‘tonie* eoiit rae*t ion ' should be* reserxed feu* state's of muse*le*-tone* that 
are* raised emly within physiological limits, and are* not pat he>le>gie*al. The e-ontractions 
or spasms that the* e linie ian e*alls ‘lemie** are* almost always patheilogical. and in the* inter- 
ests of uniformit \ should be* de*se*ribe*d as ‘tetanie* . not temie* . Kxaggcrated state's of 
physiologieal tone* and the* milder degrees of pathologically heightened muse*ular temie-ity 
are* described clime-ally as spastic state's e>r spast ie*it y, falling short of tetanus in ele*gree*, 
and differing from both te tanus aid cramp by being painless. The*y are derailed under 
the* heading ( om uac n m.s (p. 177). 

Typical tetanie* (or tonie ) spasms are* seen in tetanus. Here the* patient has become 
infect cel by Jtaeillus tetani through some* known or unknown wound. He first notices 
stillness of the* neck aid jaws; soon increasing tetanie* spasm e>f the* muscle's of 
mastication brings on trismus or leiekjaw. Spasm e>t the* facial muscle*s ne*xt brings 
on the* painful grin known as the* visas sarduuieus. aid pre*se*ntly paroxysmal tetanie.* 
spasms of great violence* oecur in prae*tie*ally all the* voluntary muse*le*s, althenigh in 
mild eases in e hildre n the* spasm may proceed ne> further than the* muscles e>f the fae*e. 
If the* spasms are* strongest, in the* e*xte*nse>rs of the* bae*k, the* bedy is are*he*el backwarefs 
till, perhaps, the* heels tone'll the* heael (opisthotonus). If tlu* flexors e-emtraet me>st power- 
fully, the bodv is bent forwards (e*mprost hotnnus ) : in some* e*ase*s the* boely remains straight 
and stiff (orthotonus) when the* fle xors and extensors are* balanced. These acutely painful 
paroxysms last for perhaps a fe w seconds, aid recur at varying intervals on any kind of 
stimulation ; t hex may cause* eleath by asphyxia e»r heart failure. In the intervals 
betwee n them a milde r but still painful tetanie* (the sei-called temie) contraction of the 
muse'les is maintained : eu*, in milde r e*ase*s, nothing meire* than an exagge* rate*el ph\ sio- 
logieal musele -teme*. In mild e>r chronic e*ase*s e>f tetanus the signs anel symptoms will 
be* far le*ss se vere* than tlmsc described above ; but trismus anel painful museular con- 
tractions will still occur. In semic ehremie cases the* chief sign may be a recurring but 
transient risus sardonicus, pe*rhaps with some* stiffness of the neck ; not. a fe*w of these 
patients have* been tre*ate*d lor habit spasm e>r hysterica / grimacin'* fe>r a time, until the 
suspicion e >f tetanus arose*, e > r spreael e>f the* tetanie* spasms to the trunk-muscles nude the 
eliagnosis more* eibxdus. The* eliagneisis e>l tetanus may have* to be* made in othe*r instances 
freun impacted icisdom tooth ; e > r fmm muscular rheumatism , which may cause* stiff-neck 
but is hardly like-ly to se t. up trismus ; e»r from spinal meningitis , in which there* is fever, 
while* the* tetanie* spasms occur on exertion, anel ele> ne»t primarily a fleet, the muscles e>l* the 
jaws, anel gre*at pain is felt. e>n moving the* head anel ne*e*k : e»r frenn inflammatiem in the 
joint < >f the* maidible*. 

In strychn i ne jtoison ing trismus is abse*nt e>r eiccurs very late*, the extre*mities aie 
first anel me»st markedly affe*e*te*el, the* muscle*s are* ejuite* re*laxe*el be*twe*e*n the pareixysms, 
anel the* svmptenns ele*ve*le>p rapidly within an hemr e>r t.we> e)f the aelministratiem eif the 
elrug. In tetany (pp. ‘J, 18h) the* distribution anel duration e>f the tetanie eontractiems should 
suflie*e* te> pre*ve*nt. any confusion with tetanus. In hydrophobia there* should be a history 
of a bite* by se>me* animal, most ofte*n a eleig ; mental symptoms are prominent, and the 



176 


CONTRACTIONS 


spasms affect the muscles of respiration and deglutition most, while trismus is absent. 
In hysteria a patient may exhibit trismus, tetanic spasms, and opisthotonus ; but no true 
picture of tetanus will be presented, and other evidences of hysteria will be found on 
examining the patient, or will develop if tin* case be kept under observation. 

SPASTICITY OR SPASTIC STATES. 

These terms arc* applied to those* parts of the* musculature which art* more nr less 
permanently affected by a pathological increase of tone, resulting from lesions of the upper 
motor neurons, with or without other efferent tracts in the central nervous system. In 
all spastic conditions the muscular tom* is unequally distributed, with the consequence 
that the part affected tends to adopt and maintain a certain posture. In ordinary eases 
of hemiplegia resulting from a lesion of the internal capsule the affected upper limb will 
gradually develop flexor spasticity. The upper arm is adducted and internally rotated 
at the shoulder, the forearm Hexed and pronated at the elbow, the wrist and lingers are 
Hexed. Attempts at passively altering the position arc met by an increase of tone in the 

hypertonic muscles, and prolonged force may be neces- 
sary to overcome this involuntary resistance. In the 
sam<* patient the affected leg will be in a stale of 
extensor spasticity or spastic extension, with inversion 
of the foot and adduction at the hip. 

In casts of double hemiplegia, such as the cere- 
bral diplegias of children, the lower extremities adopt 
the saint* posture, with the result that walking is 
difficult, cross-legged, or impossible. 

Transverse lesions of the spinal cord, due to 
myelitis, compression by tumours, vertebral caries, 
or trauma, lead to flexor or extensor rigidity of the 
limbs and are sometimes associated with flexor spasms 
capable of causing great pain. Other lesions of tin* 
central nervous system, such as tumours in various 
situations, disseminated sclerosis, combined sclerosis, 
Friedreich's ataxy, syringomyelia, haniatomvclin . 
amyotrophic lateral sclerosis, lab's syphilitic para- 
plegia, and encephalitis Icthargica. may be productive 
of spasticity affecting the face, trunk, and limbs. In 
Fvj. lis. a cusi ot ]'ri«*.irri<‘ii\ ;itaxv. all these cases the spastic condition is accompanied 

exhibit uur pronouno'i j kvj.huMS or sojIu*- * 1 

kyphosis or tin dorsal spin. . by changes in the reflexes - exaggerated tendon- jerks, 

diminution of abdominal reflexes, and extensor re- 
sponses on plantar stimulation. In tin* case of all bilateral lesions there is interference 
’.hinder control in the form of precipitancy, incontinence, or retention. 

■pastieity, of whatever origin, may, in the long run, lead to shortening of muscles 
.ii. i tendons, with joint changes. When this has taken place contracture may be said to 
be present, but it would be a mistake to apply this term to spastic contraction until such 
structural changes have been established. 

In Friedreich's disease, a familial disorder beginning usually between the* ages of seven 
and seventeen, and seen oftenest in males, characterized by ataxia, intention-tremor, 
nystagmus, and hesitating or syllabic speech, spasticity sets up scoliosis or seolio-k vphosis 
{Fig. 148). pes varus or equinovarus, and ‘main bote* a deformity of the hand with 
hyperextension of the terminal phalanges, analogous to talipes in the foot. 'These defor- 
mities are partly due to muscular atrophy, partly (in the case of the foot) to changes 
in the pyramidal tracts ; the heel is drawn up, the dorsum of the foot arched, the* sole 
hollowed out, the toes are flexed at the interphalangeal joints and by perext ended at the 
metatarsophalangeal ; prominent hypertrophy of the extensor longus hallucis has been 
found. 

In subacute combined degeneration , spasticity of the lower extremities is a common 
and early clinical feature. The earliest symptoms are paresthesia of the hands and feet ; 
but the patient, usually an anaemic adult in the second half of life, presently develops 
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spastic ity in his legs. The limbs tend to draw up as he* lies in bed, from llexor spasm ; 
the gait becomes spastic, and walking is difficult or impossible -the condition becoming 
one of spastic paraplegia. The deep reflexes are increased, and Babinski's sign is present ; 
segmental areas of amesthesia can be made* out, and control over the sphincters is weak- 
ened. After sonic* months, this spastic stage* gives place to flaecidity, control over the 
sphincters is lost, and the patient rapidly runs downhill. Some of these cases have 
definite pernicious amentia ; others develop the* cord changes first and pernicious amcmia 
later : othe rs die* of the effects of the spinal-cord changes and the ir results without per- 
nicious amentia becoming apparent : but there* is a definite relationship betwe*c*n pernicious 
amentia and at least some* e*ase*s of c‘e>mhine*d se*Ie*rosis of the* Corel, and in both there* is 
absence of the* hydrochloric acid from the* gastric* juice. 

In cases of transverse at pel it is or transverse lesions of the core/, and in certain cases 
of hantatompdia of insidious onset, in which the* luemorrhage* perhaps takes plac*c inte> an 
alnaelv dilated central canal, spasticity with increased eleep refle*xe*s, loss of sensation, 
and loss of eontrol over the* sphincters is the* rule*. The* eliagnosis is facilitated by the* 
fact that no symptoms occur in parts of the* body innervated from above* the cord 
lesion ; at the* level of the* lesion there* may be girdle pain and hypcncsthcsiu. 

CONTRACTURES. 

In the consideration of spastic states it lias been pointed out that contract ures may 
result wheat rigiditv of posture lias been long-standing and unopposed by any remedial 
measure s. More commonly e-ont rae*t ure*s 
de\ clop in cases of damage* to the lowe r 
motor neuron*', either at their origin in 
the central nervom s\st<*m or in their 
course through the peripheral nerves. 

'these e*e»nt rae*t ures arise either freun the 
unbalanced action of the* mtiseles that 
normallv antagonize those that have* 
atrophied, or from late shrinkage* of the 
paralysed muscle s t lie-nisel\ e*s : and a 
spinal curvature may come on I re an the* 
adoption of some* posture that facilitates 
locomotion o|* llie e x *c *11 pa I iolts of life* W lie It 
the* spinal muscles are* intact. Aeute anel 
e hidtiie jtolie»m\ e litis neuritis, ami lesiems 
of tiler nerves have* to be* e 1 iseussee I in this 
connection. Aeate poliampi litis, e »r in- 
fantile* paralysis ( I'ig. 1 19 ), be gins Mieldcitlv 
with malaise. pains. anel an acute* febrile* 
attack: flaccid paralysis appears early, 
and e-ont raet ure s be gin te> show themselves 
within a few memths. The limbs are* the 
parts most involved, isetlated mtise le s e»r 
gre tups of muscles being paralysed ; anel it shoulel be* noted that the paralysis is elis- 
tributed in accurelancc with the nuclear gremping of the* muscles in the* anterietr cornual 
re gions of the* e*e»rel. Sensibility is not affee*te*el, anel after the* first lew elays there is net 
disturbance e>f sphincter control. If many muscles in a limb are* paralysed, its growth 
is much impaired. Contractures are* le*ss common in chronic pohompehtts anel the* various 
forms of progressive muscular atrophp of neuropathic origin , the hands and fe*e*t being 
mainly involved, with the* production etf various forms etf club-foot anel claw-hand ; 
fibrillar e*ont raet ions can be* seen in the degenerating muscles, provided that they are not 
cove-red too thickly with subeutane*ous tissue*. The onset is insidiems. and the disease 
occurs most ofte*n in middle* age* ; the commonest- type* is that in which the hands are 
first and most involved, hut in either cases the* legs, and in others the upper arm and 
shoulde r, first give* e*vidence eif the* disease. Contractures are more freepient in alcoholic 
neuritis etf the* meitor type*, and alset in arsenical neuritis , talipes eepiinovarus or llexor 
cemtructuro of the wrist, with excessive muscular hvpenrsthcsia, being noted (Fig. 150); 
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such deformities are rare in other forms ol neuritis, such as those due to lead, diabetes, 
influenza, diphtheria, etc. Secondary contracture of the muscles on the affected side in 
Hell's facial paralysis may occur, and give rise to the impression that the sound side of 
the face is paralysed while the face is at rest, for the iaee as a whole is pulled o\er 
to the affected side (F/g. 4G5, p. GO t) : on voluntary movement, however, the healthy 

side will be found to move normally, 
while the paralysed side remains com- 
paratively still. Contract ures usually 
follow severe injury °f nerves unless 
appropriate measures are taken to pre- 
vent them. 

('untract arcs from disuse may occur 
ill otherwise healthy subjects who for 
any reason may have been kept too long 
in one position. Patients who have lain 
on their backs in bed for long periods 
mav have a temporary talipes e<|uinus 
when they get up a contracture due to 
thi‘ weight of the bedclothes resting on 
the toes and keeping the feet, extended. 
Fractured or injured limbs that have 
been splinted and kept too long in one position often exhibit contractures when the 
splints are removed (c.g., Yolkmann's ischiemie contracture of the forearm. F/g. 151). In 
some eases the contracture is due to fixation of the muscles, tendons, or muscle-sheaths 
bv inflammatory products that have become organized, in others to adhesions or bony 
deposits that have formed in or about the joints, while in others mere disuse, without 
inflammatory changes, may underlie these contractures : all of 
these would be avoided by the timely use of massage and 
movement. 

Paralyses occur in perhaps 25 per cent of all patients with 
hysteria , in two main types : the rarer flaccid, the commoner 
spastic, and often marked enough to produce active contracture. 

In hysterical contracture the affected muscles art* not wasted 
except in severe cases of long duration ; the deep reflexes 
are increased ; a spurious tinkle-clonus may be present : but 
Rabinski's sign is not observed. The limbs are most affected 
(hemi-, mono-, or paraplegia), less often the muscles of the face, 
eyelids, lips, or tongue. Pertain attitudes are characteristic of 
hysterical paralyses ; the elbows, wrists, and fingers are kept 
flexed, the arms adducted : the hip and knee are extended, 
and the foot is held in a position of talipes cquinovarus : ptosis 
!>< simulated by spasm of the orbicularis palpebrarum; 
i.ollis by contracture of the sternomastoid. In the less 
\ ere eases the stiffness and paresis are neither complete nor 
marked enough for the condition to be referred to as a con- 
tracture. The deformity produced is the result of active 
muscular spasm, and in severe eases it cannot be overcome 
by the application of mechanical force. The contracture often 
persists during sleep, and is abolished only by deep amesthesia 
—a character distinguishing hysterical contractures from those 
due to organic disease. Hysterical contractures often last 
for months, or even years, and, in eases of long standing, muscular atrophy and struc- 
tural changes about the joints may establish permanent passive contracture from disuse. 
Highly characteristic of hysterical contracture is the patient s use of antagonistic 
muscles to prevent passive* or active correction of the deformity exhibited. If, for 
example, the arm is semiflexed by contracture* of the biceps, the triceps can be felt 
to contract and re*sist the movement when the* attempt is made to flex the arm further. 
A similar contraction of the triceps can be fe lt or seen if the patient is aske*el to bend the 
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joint herself ; with the* result that the joint, remains unmoved, although all signs of great 
effort to bend the arm may be displayed. Rain and tenderness in the contracted muscles 
are usual ; and other hysterical stigmata such as hcmiaiursthesia, pancsthesia, elavus 
or globus hystericus, and the hysterical temperament generally, will not be wanting. 
Special forms of hysterical contracture may 
give rise to great trouble in diagnosis by 
imitating definite conditions or disease's. Thus 
a painful 'hysterical hip* or hysterical knee’ 
may pass on from surgeon to surgeon, until 
one is found to ope rate upon the* normal joint 
for tuberculous arthritis; hysterical spasm of 
some* of the* abdominal muscles may lead to 
the diagnosis of pregnancy or new growth 
pseudoeyesis or phantom tumour: hysterical 
contracture ed’ muscles in the neck or shoulder 
may be diagnosed as new growth, the* palpable* 
tumour vanishing only when the patient has 
bee n ana st be t i/ed and is on the* ope rating- 
table* awaiting incision. 

Torticollis , e >r wry-neek, in adults, is a 
disease* of unknown origin, ve*ry rare*lv asse»e*i- 
ated with any permanent contracture e>f the* 
a licet eel muse*le*s. The* muscles chiefly involved 
are* those* supplied by the* spinal aee*e*ss< >ry 
nerve*. Its clonic* varie ty is e*asy te> eliagnose* : 
but where the* spasms are* tetanic* (or tonic) 
rather than clonic, the diagnosis must be* made* fre>m sued conditions as cervical caries, 
rhe umatie* myositis, or dee p inflammat ie»n in the* glands of the* ne*e*k. i'ongcnital torticollis 
elates from birth, usually affects the* right sterile unustoid muscle*, and is often associated 
with fae ial asymme try when it is pe*rhaps due to ecngenital defect of the centres in the* 
bulb. 'I he* faec is smalle r e»n the* siele* of the* affected st e rnomastoiel . (ungciiitnl torticollis 
is (list inguisheel from the* form of wry-neck produced in infants by rupture of the* sterno- 
mastoid muscle* at birth during de*livc*ry, by the* fact that in the* latte r a callus is to be 
felt at the site of the* rupture*. 

Other Contractures are* due* to affections of the* hones, joints, e>r soft tissues 
that mechanically obstruct correction of the* deformities they produce. The contracted 

limbs can be* straightened only by surgi- 
cal measures, or by manipulations severe 
e*nough to rupture the* obstructions. 

Contractures may re sult fremi the me»st 
varied local organic diseases of the affee*te*ei 
parts. Dupui/trcn' s contract a re of the* palmar 
fascia, leading to elelbrmity ed' the little and 
ring fingers (Figs. 1.VJ, is so edutracter- 

istie* that it can seldom be* mistaken. It is 
prone* to eicctir in gouty subjects anel in 
those* whose work entails repeat cel strain on 
the* palms ed the*ir hanels, as in the case* of 
ceiachmen and theise whe> use spades, e*tc. 
In eliseases e>f the* j(dnts, such as rheumatism, 
rheumatoid arthritis, spondylitis deformans, 
tuberculosis, goneirrhera, etc., the patient 
niay lie* in bed e»r go abeuit for weeks e>r months in some bent or eentorted position 
that invedves the* minimum e»f eliscomfort : ankvlosis of the* affected je>ints often results 
frenn the* growth ed' aelhe*sions, e*e*e*he>nelre>se*s, e > r e*xostoses in anel abeait the* e*elge*s of the* 
joints, that permanently limit their range* e>f movement, Ceirrespeuuling shortening will 
take* plucc in the muscles that are* relaxeel, and a passive* e*emtracture results. The 
growth ed' a tumour in e>r abeuit a joint may produce identical results. Traumatic or 
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inflammatory lesions about tin* muscles or their tendons may establish inflammatory 
products locally that permanently limit the movements of these structures. Large 
superficial sears due to extensive burns or losses of skin and the superficial tissues, 
being composed mainly of fibrous tissue, may contract, and so bring about marked con- 
tractures (Fig. 154). 

Spondylitis deformans , a chronic malady of the spinal column (p. TOO), often results in 
contractures and partial ossification of the ligaments and muscles of the back ; and extreme 

deformity may arise from myositis ossi/icans. 
a rare but easily diagnosed a licet ion in 
which the muscles all over the body gradu- 
ally become rigid from calcification; the 
patient has generally been normal up to 
adult life, and then becomes the subject of 
acute attacks of pain in various muscles, 
accompanied by local myositie swelling and 
some pyrexia : after the local inflammation 
subsides, calcium salts are deposited in the 
site* that has been inflamed and the a (Tee ted 
muscle becomes stilt and hard. Weeks or 
months may elapse between successive 
attacks of this kind, but the number of 
calcified muscles slowly mounts up, until 
in extreme instances the patient is rigid 
almost from head to loot the ossified 
man'. 

The diagnosis of the cause of a contracture will obviously depend upon the results 
of the physical examination of the affected part, and upon the success with which a true 
history of the onset and course 1 of the ease can be elicited. /.. h'an/uhar Htnzunl. 

CONVULSIONS or CONVULSIVE SEIZURES, are pamwsins of involuntarv 
muscular contractions. They may be divided into two classes, according as thev are loud 
or general: load convulsions have been considered under the heading (onikvitions. 
Spasmodic (p. IT *J), and the following account deals mainly with general convulsions. The 
general convulsions without loss of consciousness that constitute Hn.oits arc described 
under that heading (p. Tflfi) ; with this exception, general convulsions arc almost alwavs 
accompanied by loss of consciousness, excepting in some few cases of partial epilepsy and 
of hysteria. 

In most cases of convulsions, both sides of the body face, neck, arms, trunk, and 
legs are convulsed equally. Hut it sometimes happens that though their cause is 
apparently general, the movements are unilateral, or much more marked on one side ol 
the body than the other; for present purposes such convulsions may still be termed 
general. Usually convulsions arc clonic, less often tetanic or tonic. 

'Fits* may be defined roughly as any sudden paroxysms or sci/.urcs occuring in the 
i 1 of any disease. In common usage*, however, a 'lit' is a convulsive fit. or fit of 
-avulsions, and if unqualified, the term usually means an epileptic fit, but not alwavs. 

Certain clinical features are common to almost all convulsive seizures in which 
consciousness is lost. Jf the onset is sudden, as it usually is. tin* patient is apt to fall down 
and injure himself unless already recumbent, if the- muscles of the- mouth and jaws art* 
involvcel and saliva is secreted freely, the mouth foams ; if the tongue or cheeks are bitten, 
the foam becomes stained with blood. Clenching e>f the* jaws will make the breathing 
laboured, stertorous, anel ineffectual. If the muscles of respiration are greatly affected, 
cyanosis, with congestion of tin* face, neck, and exposed parts, will be observed. The 
cemvulsive movements arc typically clonic, limited in range, purposeless, and accompanied 
bv mejre or less rigiility. If the rigidity is marked, the amplitude of the movements will 
be reduced correspondingly, so that the condition may even become one of stiffness and 
tetanic (or tonic) spasm. It is characteristic of epilepsy that the lit should consist of a 
brief tetanic stage followed by a longer stage of clonus ; but convulsive attacks of every 
sort may occur in epilepsy, and either the tetanic or the clonic stage may be absent or so 
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brief as to pass unnoticed. Control over the organic reflexes of micturition anel defalcation 
is often lost, the bladder and rectum bring emptied involuntarily. As a rule the reflexes 
cannot he obtained while the convulsions last, and are lost or diminished for some hours 
after they are over, or are unequal on the two sides of the body. When the fit is over and 
the patients have recovered consciousness, they often complain of headache and lassitude, 
showing diminished sensibility to all impressions, mental hebetude, and great sleepiness. 
Less often, the patient becomes excited or terrified after a fit, or even maniacal, and he 
may also exhibit automatism for hours or even days : in none of these conditions will he 
be responsible for his actions. The duration of general convulsions is commonly to lx* 
measured in seconds or minutes ; but in seven* eases they may go on for hours if untreated, 
and in the status epilept icus may last for days with only brief intermissions. Prolonged 
convulsions due to any cause may raise the temperature several degrees : when they are 
unilateral, the temperature is raised more on the affected side than cm the other. Albumin- 
uria after a fit is very common, and may last for a day or two : it is by no means necessarily 
e vidence that the fit was uncmic. 

The morbid conditions in which local or partial convulsions, and in rarer instances 
general convulsions also, occur without loss of consciousness, have been considered under 
( uvni\( tions, Scvsmodk (p. 17-L. but may be recapitulated:-- 


Pat iglie 

Ner\ <»us exhaust inn 
Habit spasm 
spasmodic tie 
M v nelnlilis 


1 1 ysteria 

Jacksonian epilepsy 
Chorea elect riea (Henoch) 
Tetany 
Tet anus 


1 lydrophobia 
St ry eh nine poisoning 
Camphor poisoning 
Malingering. 


The convulsions commonly accompanied by loss of consciousness may be grouped 
under the following heads: 


1 . General Convulsions of 

Hereditary syphilis 
Congenital heart disease 
( erebral paralysis 
( hi set of acute level's 

*J. General Convulsions of 

Lpilepsv . minor and major 
Jacksonian epilepsy 
Kpilept ifortn eonv utsioiis : 
l ra-mia 
Piegnam \ 

Se\ ere heart disease 
Asphyxia 

d. Unilateral Convulsions, 

Apoplew i 

Intracranial growth 


Infants and Children seen in 

Meningit is 
1 )rug poisoning 
Kii larged thymus 

Adolescents and Adults, seen 

Stokes- Adams* disease 
Sat it mine encephalopathy 
t erebral lesions : 

Apolexy 
Meningitis 
P.nccphalit is 
Intracranial growth 

seen in : 

Meningitis 

Lpilepsv. major and minor 


Idiocy 

Pickets 

Lpilepsv, minor and major, 
in : — 

General paralysis 
Chronic alcoholism 
Cerebral syphilis 
1 Hsscminated sclerosis 
Hysteria 
Malingering. 


Jacksonian epilepsy 
I hsscminated sclerosis. 


1. General Convulsions of Infants and Children. Among the commonest of all eon* 
\ ulsivc seizures are those occurring in children of tender age. known as infantile convulsions. 
The sexes are affected equally ; about a third of the eases take place during the first year 
of life, two-thirds during the first two years ; and they art* rare, apart from epilepsy, after 
the age of live or six. 'They are of more serious import in infants under six months than in 
older children, and also in amende and weakly infants. In hereditun / syphilis convulsions 
ma\ prove fatal during the first week of life. For the* rest, in about half the patients rickets 
is the predisposing cause ; in inanv of the others some local irritation, such as inflammation 
ol the gums in dentition . diseases of the nose or ears, tilt* presence of irritating food or worms 
in the intestine, renal or vesical calculus, or phimosis, can he found ; while convulsions at 
the onset of acute infectious diseases, such as scarlet fever, pneumonia, measles, whooping- 
cough, or during their course*, and in nephritis, are not infrequent. Overdosing with drugs 
strychnine, atropine, santonin, morphia or with alcohol, may bring on convulsions, 
fright and over-strung emotions are* included among tlu* causes ot infantile convulsions; 
inheritance*, the* neMirotie or neuropathie* taint, is rcspe_msiblc tor some. The»v occur in 
children with enlargement of the thymus glunel, the so-called status lymphaticus , and 
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in these not infrequently a tit 1ms a fatal issue. Finally, tits in any child may he early 
evidence of epilepsy, or of organic disease of the brain. Their diagnosis demands a very 
careful examination of the child, and also of its diet and the hygiene of its daily life. They 
may he due to congenital heart disease , when there will he enlargement of the heart, a 
eardiae murmur or murmurs, and some decree of cyanosis, in children with organic 
disease of the brain ( porencephalus , congenital or acquired cerebral paralysis , spastic para - 
jdegia , etc.) there will he paralysis, spasm, and muscular atrophy, and probably mental 
defect. If the convulsions are due to the onset of some acute infections disorder , they will 
come on suddenly in a child previously well, and will he accompanied by fever and followed 
by the characteristic rash. Similar convulsions and fever may occur in meningitis , usually 
towards the end of the disease. They are not rare in whooping-cough , particularly in 
rachitic infants, being precipitated by the asphyxia resulting from the whooping, and 
occasionally causing death. The diagnosis of (its due to drugs or alcohol , taken either by 
the child, or by the mother if the child is being suckled, will depend upon obtaining an 
adequate history of the case. In what way enlargement oj the thymus brings about con- 
vulsions is not known : the condition is fortunately rare, and is hardly ever diagnosed 
during life. The lits occurring in hydrocephalus and the various degrees of mental defect 
need only be mentioned. 

It is to rickets that one* must look for the explanation of most convulsions occurring 
between the ages of three months and four or live years. The nervous system is unstable 
in all young children, the power of cerebral inhibition not being acquired for several years. 
In rickets this instability is much increased, and finds expression in irritability, tits of 
screaming, restlessness, inability to sleep well at night, and in the more serious troubles of 
tetany, laryngismus stridulus, and convulsions a state of affairs sometimes designated 
spasmophilia : any child with (its should be examined for evidence of rickets exaggerated 
curvatures in the long bones, the rickety rosary, a Harrison's sulcus on the sides of the 
chest, the large and bulging rickety head, thinness of the hair on the back of the head (due 
to head-rolling), a tumid and flaccid abdomen, lateness in the closure of the anterior 
fontanelle. and very often unhealthy fatness with general muscular debility. Inquiry 
should be made for other symptoms common in rickets that will come under the observa- 
tion of the mother or nurse — -tenderness of the bones and skull on handling and washing, 
head-rolling due to tenderness of the skull, sweating about the head in sleep, broken slum- 
ber, proneness to gast ro-intcstinal upsets, constipation and mucous stools or constipation 
alternating with diarrhcea, unusual liability to coryza and bronchitis, or catching cold. 
The feeding and hygiene of the child must be gone into : in low life rickets is mainly due to 
deficiency of fat and protein in the diet, with excess of carbohydrate food, whereas in high 
life the diet is more likely to err by lack of freshness due to too careful sterilization or to 
the use of patent foods : rickety children suffer from want of enough exposure to fresh air 
and sunshine. Hut if rickets is the main predisposing cause of infantile convulsions, it 
must be remembered that they may be actually brought on by some secondary exciting 
cause, such as a gastro-intcstinal disturbance with diarrhoa or vomiting, or rcllex irrita- 
tion of any sort. Whether dentition is in itself enough to account for convulsions is 
doubtful, although that ‘teething-tits' do occur is one of the things that everv woman 

I.jfilcpsy is one of the last causes of infantile convulsions that should be thought of, 

J » t when the fits occur for the first time in tolerably healthy children more than three 
; four years old. A bad family history of fits or of insanity would make epilepsv more 
probable ; so would the occurrence of an aura before the lit, and tin* division of tin* lit into 
a tonic and a clonic stage, with biting of the tongue or checks. Tin* repetition of fits for 
which there is no local or general cause such as those described above would be in favour 
of epilepsy, particularly if the sequence extended over a long period of time. Hut one fit 
undoubtedly facilitates the occurrence of another soon afterwards, so that the recurrence 
of convulsions for a few r days or weeks in a rickety child is not enough to justify the 
diagnosis of epilepsy. 

2. General Convulsions of Adolescents and Adults. The convulsions of epilepsy, 
including both the major and the minor forms, are very variable in extent and duration. 
In the minor degrees, or petit vial, there is usually brief tonic* or tetanic spasm, with loss of 
consciousness, but without clonus or convulsions. In severer cases this is known as tetanoid 
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epilepsy, a tetanic spasm convulsing the* patient for some seconds, or even for a minute or 
two, with risk of death bv asphyxia. In partial epilepsy the convulsions are confined 
to part of the body the face, perhaps, or the arms and face. Midway between minor 
and major epilepsy comes epilepsia media, in which there is muscular spasm of tonic 
character, without the clonic spasm which follows when the tonic spasm is more severe. 
In major epilepsy the typical picture is as follows : after experiencing an aura or warning of 
some sort for a few seconds, the patient is seized with a general tetanic spasm, erics out, 
and falls to the ground, this tetanic or tonic stage lasting for from five to thirty seconds. 
This then gives place to the clonic stage, or convulsions, with foaming at the mouth, and 
clonic jactitations that are often unequal on the two sides of the body. After a few' minutes 
the clonus dies away and the patient is left comatose or stupefied, with a headache that is 
slept off in tin* course of the next few hours. Consciousness is always lost in true epilepsy ; 
the extent and duration of the convulsions, however, are highly variable, though one may 
sav in genera! that the longer the tit lasts the less likely is it to be epileptic. The fits 
of daeksonian epilepsy are rarely generalized. In true epilepsy there is no known organic 
lesion of the brain : the loss of consciousness and the convulsions are due to some unknown 
functional disturbance of its action ; but apparently identical fits may occur in the course* 
of a number of disease s in which organic lesions are present either in the brain or else- 
where. and to the se the- name epileptiform eonvulsions is given. They are seen most often 
in anemia . in which the- kidneys are- severely diseased and toxa-mia results; the patient- 
exhibits the characteristic picture- of advanced renal elise*ase-, with headache, high blood- 
pressure , hypertrophied heart, albuminuria, probably retinal changes, and aniemia ; e>r 
mav have a stricture- of the urethra or an enlarged prostate with secondary ascending 
nephritis : or may be- the subject « if re nal tuberculosis pe rhaps. It. must not be forgotten 
that transient albuminuria is commonly present after fits elue* to any cause whatever. In 
the intervals between ura-mie- convulsions the- patient may re-main unconscious. 

'Hie* convulsions occurring in e-omuct ion with pregnancy are- known as eelamptie Jits, 
the condition as e< lampsia . The- majority of such convulsions come on before labour, some 
during labour, and la or *J0 per cent during the- first week afte-r parturition: any fits 
oee-urring afte r this are- probably elue to some* cause ura-mia. for example other than 
pregnancy or parturition. In many eases the fits oe-eur suddenly' and without any warn- 
ing, e » r alter no more- than a brie I perioel of headache- e»r rest le-ssiiess. or after vomiting. 
Ke-lampsia appe ars t«» be- an aiito-intoxieat ie»n accompanied by a profounei disturbance of 
the- prote in metabolism : its primary e*ause- is in the- plaecnta. Its diagnosis can rarely be 
dillie-iilt . The-rc is ne arly alway s albuminuria, and seunc observers regard puerperal 
eclampsia as one- variety of ura-mia. 

Kpileptifbrm eonvulsions may oecur in severe heart or lung disease . and. indeed, in the 
terminal stages of many disorders, elue- in part te> asphyxia, in part to tox;emia. Like 
certain obstinate infantile' conv ulsioiis, the y may eefte-n be- stopped by the administration 
of oxygen. 

In Stokes- Adams' disease (p. 10S) assoe-inted with heart-black . epileptiform or apoplecti- 
form convulsive seizures occur from time to time. no doubt due- to the cerebral amemia 
resulting from te-mporary diminution e»f the- lie-art s rate* of action. The- radial pulse n 
habitually slow in this disorder. but becomes suelde-ulv slower at the- time- of the attacks*, 
heating perhaps forty or thirty or even emly twenty times to the minute: the cardiac 
auriele-s, e>n the* othe-r hand, be-at at the* neirmal rate*. The patie-nts are* usually’ arterio- 
sclerotic people in the- second half of life : the ir convulsions seen lor the* first time may 
readily suggest a diagnosis of apoplexy, but this will he corrected later when it is found 
that the- attaek le-ave-s no paralysis or paresis behind it. that similar seizures have occurred 
before-, and that the- pulse- becomes excessive ly slow during the seizures. 

Le ne-ral conv ulsions elue* to direct irritation or disease of the brain may result from 
a numhe-r of eerehral lesions, unilate-ral or hilate-ral. most commonly the latter ; in most 
of the*s<* the*re* will he* other signs or symptoms of elist-ase*. especially* optic neuritis, that 
should sulliee to e-le*ur up the diagnosis. Such convulsions may* be seen in meningeal* 
subdural* or araehnoid luvmorrhoge ; in meningitis due to the* 11. tuberculosis, W eiehselbaum s 
mcningoeorcux* e>r <>the*r mierobt*s ; in eerebntis, encephalitis* and encephalitis lethargmi , 
in conge nital anomalie*s of* the brain such as poreneephal us* hydrocephalus* and the abnor- 
mality's me*t with in idiots and mentally defective children generally ; and in cerebral or 
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cerebellar abscess , tumour , or aneurysm , when suflieieiit growth lias taken place to raise 
the intracranial pressure generally. In another group may be placed those eases in which 
extensive degenerative changes have taken place in the brain : tits are common in tin* 
second and third stages of general paralysis of the insane , when other signs, such as defective 
memory and judgement, grandiose ideas, inequality or rellex immobility of the pupils, 
blurred speech, tremors of the tongue and face, loss or exaggeration of the deep rcllcxes, 
and muscular weakness may be looked for ; in the insanity of chronic alcoholism, with its 
tremors and inco-ordination, its marked sensory perversions, and its paramnesia or illusions 
of memory ; and in cerebral syphilis, where the lesions may be either vascular, gummatous, 
meningeal, diffuse, or a combination of any or all of these, and the main symptoms are 
headache, insomnia, attaeks of aphasia and hemiplegic or epileptiform convulsions, 
paralysis of cranial nerves, and dementia in the diffuse cases, ('/ironic plumhism may 
produce cerebral symptoms of the most varied kind (saturnine encephalopathy), from 
simple headache to acute mania, and amongst the phenomena, convulsions of epilepti- 
form type may be prominent. The diagnosis is based upon tin* history, the occupation, 
the other symptoms of lead poisoning (p. 4,“>), and perhaps upon t lie discovery of lead 
salts in the urine or in the stools. 

Lastly must be mentioned the genera! convulsions of the hysterical and of malingerers. 
In hysteria the fits are noisy and protracted performances, the movements more or less 
purposive and quite unlike clonus ; the patient becomes red in the face rather than blue 
or white ; consciousness is not lost, attempts to open the eyes arc resisted, pressure into 
the supra-orbital notch causes withdrawal of the head, the sufferer's hand is withdrawn 
if pressure is made between a nail and its matrix : the sphincters arc not relaxed, and the 
tongue or cheeks are rarely bitten. The convulsions are brought on by some emotional 
upset, and tend to cease when received unsympathetically. The malingerer may display 
no little art and skill in his convulsions, which arc modelled on those of epilepsy ; here 
again the sufferer is red in the face rather than blue, although he may breathe stcrtorously, 
and, with the help of a little soap, foam at the mouth : consciousness is not lost, the 
corneal reflex is present, the head and hand are withdrawn from painful impressions ; the 
sphincters are not relaxed ; perspiration is usual : it is said that in epilepsy, if the hands 
are clenched, the thumb is buried in the palm, whereas the malingerer clenches it outside 
the fingers ; on the detection of its character, the simulated fit ends as suddenly as it began. 

3. Unilateral Convulsions.- The convulsions in apoplexy arc habitually limited to one 
side of the body. The onset of apoplexy, more* often gradual than sudden, is generally 
preceded by headache, dizziness, and tingling or weakness in some part of the body: and 
it is more marked in cerebral luemorrhage than in embolism or thrombosis, 'fin* loss of 
consciousness comes on earlier and persists longer in cerebral luemorrhage than in the other 
two conditions. When the convulsions arc prominent tin* case is described as one u\‘ epilepti- 
form apoplexy. C erebral luemorrhage is commoner in middle life, in persons with high blood- 
pressure and hypertrophied hearts, and in the subjects of arteriosclerosis ; cerebral embolism 
is associated with endocarditis or intraeardiac thrombosis, and occurs oftenest in young 

nts with heart disease ; cerebral thrombosis is seen in syphilitic patients, and in those 
a vascular disease, and is characteristically of slow onset after premonitory warnings. 

With cerebral abscess and cerebral tumour convulsions are not very common, and they 
usually appear only after the diagnosis has been made* clear by the occurrence of such 
cardinal symptoms as headache, vomiting on change of position, optic neuritis (choked 
disc), and localizing signs pointing to intracranial tumour ; but it may happen that an 
epileptiform fit with unilateral or bilateral convulsions is the first sign that anything is 
wrong, or at any rate the first thing that makes the patient consult a medical man. The 
headache that follows a convulsive seizure is likely to be very severe and prolonged. Of 
the two. cerebral abscess is the more likely in patients with chronic suppurative disease* of 
the ear or nose, or of the facial and frontal sinuses. Meningitis especially tuberculous 
meningitis in its later stages— often exhibits unilateral or bilateral convulsions, squint 
and other local paralyses, more or less coma or mental apathy, gast ro-intestinal symptoms, 
Chcyne-Stokcs breathing, and irregularity of the pulse-rate and temperature : lumbar 
puncture and examination of the cerebrospinal fluid (p. 382) may be required in establish- 
ing the diagnosis and in distinguishing between the tuberculous, the suppurative, and the 
epidemic cerebrospinal — * spotted fever' — forms. 
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The unilateral convulsions of Jacksonian epilepsy art* rarely diflieult to diagnose. The 
patient usually gives a history of’ head injury, and often a cranial sear or irregularity is to 
he found. There is no loss of consciousness during the attack, except in very severe and 
inveterate eases ; usually only one limb is involved, anti an aura of some sort generally 
precedes the convulsions, which exhibit a characteristic 'spread' beginning in a single 
muscle or group of muscles, and spreading thence to the muscles whose cortical areas of 
representation adjoin that of the muscle first involved. In Jacksonian epilepsy there is 
almost always an irritative lesion of the motor cortex or its immediate vicinity, due to 
trauma, syphilitic meningitis, or new growth ; paresis or paralysis of the affected muscles 
follows the convulsions, and in the course of time becomes marked. The 'spread' is 
frequently characteristic : if the face is involved first, the arm follows, and then the leg ; 
if the hand is attacked first, the convulsions spread up tin* arm, then to the face, last 
to the leg. In the severer eases, where the whole side of the patient is convulsed, con- 
sciousness is lost, and then the convulsions may become bilateral. 

Unilateral conv ulsions do not occur often in epilepsy or infantile convulsions . or epilepti- 
form convulsions , and when they do there is a danger lest tin* diagnosis of apoplexy or 
some focal organic lesion of the brain be made. There is nothing in the character or 
distribution of the convulsions in these cases to enable a diagnosis to be made, and it is 
only after they are over, and it is found that no evidence of organic cerebral mischief is 
left behind, that their functional nature can be established. They are not followed bv 
any permanent paresis, paralysis, or atrophy of the muscles on the affected side. Unilateral 
convulsions, the so-called 'apoplectiform' convulsions, may occur exceptionally in some 
of the conditions detailed under Group 2. 

In disseminated sclerosis . hemiplegic apoplcct ifortii attacks like those seen in general 
paralysis are not rare, often accompanied by aphasia. These attacks are both transient and 
recurrent. The patients are likely to exhibit other evidences of disseminated sclerosis 
a childish and optimistic mental attitude, optic atrophy, nystagmus, impaired articulation, 
intention tremor, undue muscular fatigability ; the deep reflexes are commonly increased, 
Habinski’s extensor plantar retlex is present, sensation is but little affected, and control 
over the sphincters is rarely lost until late in the disease. A. ,/. Jej-liluke. 

CORNEA, ULCERATION OF. (See Uic i.a.vTioN or tiii: (ohm. a. p. 800.) 
CORYZA. (See I )is( ii viu.i:. Nasal, p. 22.‘h) 

COUGH. Cough is a signal that something is irritating the cough centre in the 
medulla oblongata, or a branch of the vagus nerve, or the phrenic nerve which has afferent 
sensory fibres as well as the motor fibres responsible for the movements of the diaphragm 
and is. in fact, nature's effort often ill directed to remove that something. 

The branches of the vagus are as follows : 

(1) A small meningeal branch, of no interest as causing cough, though it may possibly 
account for vomiting in meningitis ; (2) Arnold's branch to the lobule and external meatus 
of the ear a cause of cough, though a rare one, due to affections (wax, eczema, etc.) of 
the external ear ; (It) Pharyngeal branch a frequent source of cough : (t) Superior 

laryngeal branch sensory to the bast* of the tongue, part of the pharynx, and the larynx — 
a frequent source of cough, with or without visible changes ; (5) Inferior laryngeal branch 
motor for the action of coughing, not a cause of cough, but of inefficiency and other 
peculiarities in the act of coughing; (<») Cardiac branches -indirect causes of cough 
through circulatory failure; (7) Pulmonary branches concerned in the cough of gross 
pulmonary or pleural disease : (8) and (11) (Esophageal and pericardial branches possible 
but most rare causes; (10) Gastric branches -responsible for the 'stomach cough' of 
dyspeptics. 

The irritants to which the surfaces of the distribution of these nerves are exposed 
may be classified into: (1) Foreign bodies, e.g.. dust, food, tobacco smoke, fumes; (2) 
Excess of natural secretion; (J) Pressure*: (■!■) Inflammation; (5) Increased irritability, 
e.g., after influenza or other similar illness, or in nervous subjects functional cough, or 
cough neurosis. 

In dealing with the treatment, there is no better division of coughs than into those 
which arc* helpful and those which are not, and the same division is most useful in arriving 
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at a diagnosis of the cause’ of a cough ; for if the cough succeeds in its object the removal 
of the offend in*; material — we can see, or at least inquire about, its nature, and this will 
at once give a strong clue to the locality of the irritable point, and very possibly also to 
the morbid process going on. Hence the first questions to ask a patient with a cough are : 

Do you bring anything up ? " ** What do you bring up ? " 

Cough without Expectoration. — If the answer to the first question be, No, the 
cough is just a troublesome dry cough, with no expectoration at all," we at once begin to 
think of the purely reflex coughs produced by an irritant which the cough itself is powerless 
to remove : and though we may often make a short cut to a diagnosis by other means of 
investigation or observation of the general condition, the following routine should be 
followed if no prominent clue offers itself : 

1. Kxamine the external ear for wax, eczema, etc., although these should not be 
accepted as explaining the cough until other, especially intrathoracie, causes have been 
excluded. 

2. Kxamine the tonsils, anterior and posterior pillars of the fauces, the pharynx, and 
the condition of the posterior nares with thorough care ; in children chronic infection of 
tile tonsils, especially when associated with adenoids, is responsible for recurrent coughs 
which may seem to the parents almost incessant only stopped when the tonsils have 
been enucleated and the adenoids removed. Tonsillar trouble as a cause of cough is not 
confined to children, though the chronic septic foci in the lower poles of the superficial 1 )' 
normal -looking tonsils may not be detected if the tonsils are not examined with thorough- 
ness in a really good light. Syphilitic pharyngitis may be suggested by the snail-track 
ulcers on the post -pharyngeal wall, and the diagnosis clinched by finding the Wassermann 
serum test positive. More serious lesions such as sarcoma or epithelioma of one tonsil, 
epithelioma of the pharynx, and fibrosarcoma of the postnasal fossa are relatively rare, and 
found mainly in adults, but their chief symptom may be only a worrying persistent cough, 
analogous to the much commoner state of costermonger's, stockbroker's, or clergyman's 
‘ sore throat \ which is due to a state of chronic pliaryngo-laryngitis produced by repeated 
over-use of the voice -a state of affairs suggested by the patient's occupation, the condition 
of granular pharyngitis seen, the absence of any evidence of worse trouble, and by the 
improvement that results from non-use of the voice. 

3. Inquire whether any ordinary irritant, such as tobacco smoke, etc., brings it on ; 
this, of course, at once raises the suspicion that the nasopharynx or larynx is unduly 
sensitive, and should lead to a careful examination of the region, whereupon a cause may 
be detected at once, such as chronic inflammation of any sort, or a long pendulous uvula, 
somewhat (edematous, or showing other signs of inflammation. Conditions of undue 
irritability without anything to see may remain for months after influenza or whooping- 
cough has passed away ; such a cough is often complained of when convalescents go 
into a cold bedroom, or get into cold sheets at night. 

4. Ask the patient to eougli voluntarily : the curious barking or rough cough of 

1 " it is or of pressure on the trachea from aneurysm or growth, also the very striking 

of paralysis of the vocal cords, at once betray themselves. 

Kxamine the chest carefully for heart disease or early phthisis ; the cough of both 
^.e conditions is commonly dry ; so too is the cough of the early hours of an oncoming 
bronchitis or pneumonia, but these can scarcely fail to give other indications. C hildren 
often suffer from very troublesome dry cough, sometimes persisting for months, as the 
result (if reflex irritation from caseous or inflamed bronchial glands ; the latter may be 
impossible of diagnosis from physical signs, but they can often be seen with the X rays 
{Fig. 155). Any mediastinal mass that irritates cither the phrenic or the vagus nerve may 
produce most troublesome and persistent cough — big heart, mediastinal sarcoma or lympho- 
sarcoma, aortic aneurysm ; the cough is, as it were, nature's effort to get rid of the irritating 
mass ; and the diagnosis is sometimes quite obscure until the chest has been X-rayed. 

6. Intestinal worms may be a cause of incessant and persisting cough, particularly 
in children, though adults are sometimes affected by the same cause. It would seem that, 
especially in the case of Ascaris lumbricoides , the ova derived from the adult worms in the 
bowel or swallowed in food infected from other individuals, hatch into embryos which pass 
into the blood-stream and have their habitat for a time in the lung tissues, causing per- 
sistent cough and even haemoptysis, the cause for which may not be thought of at the time. 
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7. If no cause reveals itself by now, the stomach must be thought of, and its functional 
and physical conditions inquired into and examined ; not merely the stomach itself, more- 
over, but also many of the abdominal organs from which infection may spread to the 
under surface of the diaphragm perihepatitis, perisplenitis, cholecystitis, gall-stones, tropical 
liver, coli bacilluria with perinephritis, gastric ulcer, duodenal ulcer, appendicitis ; only 
after negative results from all these inquiries and procedures may we think of a simple 
hysterical cough, though there* arc* individuals who suffer daily from recurrent bouts of 
coughing, in whom no cause for these can be found and no further development or ill 
health ensues, and in whom, therefore*, one becomes impelled ultimately to diagnose that 
their coughing bouts are little* more* than a bad habit or a sheer neurosis. 

Cough with Expectoration. Expectoration generally makes the* task of diagnosis 
much easier ; the very sticky sputum of any acute inflammation in its early stages, the 
rusty sputum of pneumonia, the stink of abscess or gangrene of the lung or of bronchi- 
ectasis, the nummulation of phthisical sputa, the* frothy sputum of bronchitis, arc often 
unmistakable*. Small blood-clots or streaks make us apprehensive of early — but well- 
marked phthisis, or of mitral stenosis ; profuse luemoptysis almost diagnoses acute 
phthisis in the absence of signs of an aneurysm or growth. Pus is a factor common to 
all inflammation of mucous membranes, and therefore* in itself is of but little* diagnostic 
value, though its quantity, colour, and odour may be* 
suggestive of a phthisical cavity eir of an hepatic abscess 
ruptured into the lung, of gangrene e>r stinking empyema. 

With hepatic ahse*css the* sputum sometimes has an almost 
pathognomonic anchovy -sauce appearance. 

In any rase of cough with sputum the* latter should 
be* examined microscopically for tubercle* bacilli : discovery 
of the* latter eline-hes the diagnosis. Their absence does 
not exclude phthisis, and the examination may need to 
be repeated several or many times before* reliance can be 
put upon negative* returns. It is ge ne rally wise* to have* the* 
sputum t cste*d for clastic fibres too, for these* when present 
point to sonic grave* h*sie>n with actual destruct ion of pul- 
monary tissue-s. It is often advisable to investigate* the* 
gene ral bacterial llora of the* sputum by culture also, e ve n 
in phthisical e*ases, to determine the* nature e »f secondary 
infecting germs Streptococcus pyogenes, Staphylococcus 
aureus or citrcus , jtnetnuococcus, Fricdliindcr's pneumo- 
hucillus, or e ven diphthe*ria bacilli, influenza baedli. or the 
organisms of Vincent's angina : in ejuite* rare* cases aspe r- 
gillosis or aedinomyceisis may thus be discovered in the* 
course of routine inve stigation. 

In no e*ase* in which there* remains a doubt should 
X-ray examination e>f the theirax be* emiitted when skiagraphy is obtainable. X rays do 
ne>t. replace physical examination, but they are* of very great value in checking one's 
opinion about. chest cases. 

The Ace of the Patient. In babie s and epiite* young children most of the more unusual 
e*ause*s of cough can be e*xe*lueled at e >iit*e* e>n the mere fae*t of age*, but the* presence e>f a 
foreign boely in the larynx is out* of the unusual ernes to be* remembered, (‘specially if the 
cough has e*ome on suddenly in the* mielst. of health. Bronchitis, bronchopneumonia, 
tubercle, pne umonia, whooping-cough, unel diphthe ria are far anel away the most common 
causes in these young subjects, anel owing to the absence of expectoration they do not reveal 
their prese*ne*e* without careful examination e>f the* chest anel throat. From infancy to 
middle life, the age* e»f the patient gives but little assistance in determining the diagnosis ; 
but about middle age chronic bronchial troubles, quiet pleurisies, growths, aneurysms, 
become increasingly obtrusive, giving rise te> a persistent cough, and only careful routine 
examination of the chest will reveal their presence. 

How lung hare you had the cough ? Much information may he derived from the answer 
to this question, for a cough that lias only lasted a few days, but in that time has become 
suflieicntly severe to cause the patient to seek advice, is practically certain to belong to 
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the group caused by acute trouble, detectable when the ehest is examined carefully, 
whereas, on the contrary, a cough that has lasted some months, and yet seems to the patient 
uncertain in its causation, is very likely to be due to some of the obscurer conditions 
pressure of aneurysm, new growth, or glands, etc. which need care to discover. The X rays 
are valuable in detecting thoracic aneurysms and new growths, and they are also of service 
in demonstrating phthisical and other lesions in many cases. Skiagraphic evidence is 
sometimes misleading, however, and the plates may be misinterpreted unless the shadows 
shown in them are taken into account, not by themselves alone, but always in conjunction 
with the other clinical data and physical signs. The so-called ‘ root -shadows ’ and the 
* radial striations from the roots ' are so common in healthy people, and so variable in 
their degree in different individuals, that much caution is needed before interpreting them 
as evidence of existent disease. Mediastinal masses may necessitate a picture being taken 
in the semilateral oblique position of the patient before they can be seen. 

117/17/ does the cough come on ? A cough in the morning only is suggestive of bronchial 
catarrh with accumulation of secretion during sleep. A cough on getting into bed suggests 
laryngeal irritability or a long pendulous uvula ; but one that wakes the patient after he 
has gone to sleep makes one apprehensive of phthisis in the absence of other indications 
of obvious acute chest changes. A cough on exertion suggests heart trouble, and in 
determining the presence of this, the finest discrimination is required in auscultation, for 
these are typically the cases of morbus cordis without a bruit in which frequency of rhythm 
and good differentiation of the lirst and second sounds art* all-important for a diagnosis. 
Shortness of breath will generally be a marked symptom associated with the cough in these 
cases (see Rkf.atii, Shortness of, p. 1 1 : i ) . 

Has the voice altered since the cough appeared? Laryngeal inflammation, tuberculosis 
of the larynx, syphilis of the larynx, epithelioma of the larynx, paralysis of a vocal coni, 
or compression of the trachea by a large* goitre or by an aneurysm or mediastinal new growth 
are suggested by an affirmative answer, and the larynx must be examined carefully, the 
more carefully the more nearly the patient is approaching to the period of life* when growths 
are more common. 

Congh and I omiting . — These two complaints art* not infrequently made together by 
patients, and there is a very useful but often forgotten question to put. viz., ** Are you 
sick independently of the cough? or do you cough till you arc sick ? ” Yes to the first 
suggests stomach trouble : yes to the second suggests whooping-cough, chronic bronchitis, 
fibroid lung with bronchiectasis, empyema ruptured through a bronchus, hepatic abscess 
ruptured into a lung, phthisis with large cavities, mediastinal masses such as huge heart, 
new growth, or aneurysm, or subdiaphragmatic irritation such as a subphrenic abscess 
might cause. Herbert French. 

CRACKLING, EGG-SHELL. — This is a condition closely allied to ( iti:mrs <p. ll><»): 
if subcutaneous emphysema, arthritis, and tenosynovitis can be excluded, it is nearly 
.always a symptom either of osteosarcoma, if it occurs in connection with a long bone, or 
droccphalus or eraniotabes in the case of tin* occipital or other cranial bones. The 

,\v mav assist the diagnosis; if there is a tumour connected with the end of 
• *ng bone which exhibits egg-shell crackling with or without pulsation, it is almost 
certainly an osteosarcoma or a myeloid sarcoma. llertnrt French. 

CRAMPS are involuntary tetanic muscular contractions accompanied by sharp pain 
in tin* voluntary muscles involved. Temporary paralysis of movement, partial or com- 
plete, is often associated with cramp. Similar painful spasms of the involuntary muscles 
are referred to as Colic (p. 147). In most instances, cramps result from (tver-e ration of 
the affected muscles. The cramp conics on at once, or after a short delay, or when the 
attempt is ne\t made to use the muscles involved. The most striking example of this is 
sivimmer's cramp ; in this the victim is overtaken suddenly by painful spasm and paralysis 
of tin* muscles of the leg or legs, or of the legs or arms ; he is likely to drown unless help 
is speedily forthcoming. Similar but less extensive cramps are not rarely experienced by 
persons taking part in the more violent of outdoor games football, hockey, lacrosse, etc. ; 
some particularly sudden or violent effort may be followed by cramp in the thigh- or calf- 
muscles. Similar cramps of the legs are familiar to rowing men and ballet-dancers. 
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Certain people have a great proclivity to cramp during the night, and it seems to return 
with less and less provocation the more often it is experienced. Stokers and iron-founders 
who do heavy bodily work in a much overheated atmosphere are liable to heat cramps, 
severely painful spasms in the muscles of the limbs and abdomen, in attacks lasting for 
many hours ami followed by great weakness. The diagnosis of cramps due to over-exertion, 
directly associated as they are with a definite history of muscular strain, should not be 
difficult. They rarely become so severe as to pre vent their victims from continuing to 
take* part in the occupations that provoke* their occurrence. 

It is quite otherwise, however, with patients who are afflicted with the so-called 
professional cramps or occupation neuroses that result from chronic strain and over-use 
of certain groups of muscles. They occur in such persons as writers, typists, telegraph 
operators, compositors, painters, tailors, seamstresses, dairymaids (from milking cows), 
pianists, flute-players, violinists, ‘cellists, drummers, blacksmiths, file-makers, cigarette- 
rollers, and so forth. In all these employments, particular groups of muscles arc in con- 
stant and special employment. If they are overworked they may become the seat of 
cramps and aching pains professional cramps as soon as they are used ; their movements 
!( jsc their delieuev, and become inco-ordinated and spasmodic. A fine tremor is very 
commonly to be observed in the affected limb. It is probable that over-use alone is not 
enough to set up these cramps. Anxiety, ill-health, local injury or disease, and the inherit- 
ance of a neurotic temperament, all contribute to the establishment of professional cramps. 
These cramps have also been recorded m other occupations, and as affecting other groups 
of muscles : in trcadler’s cramp, the hamstring muscles and glutei arc affected : in cornet 
player's the tongue, in watchmaker s the orbicularis oeuli, may be attacked. As a rule, 
the diagnosis of a professional cramp is not hard, but it is necessary to make sure that 
neither organic nervous disorder nor local disease is present. I hus the physical signs, 
though hardlv the svmptoiiis. of writer's cramp max be present in such diseases as paralysis 
agitans, disseminated sclerosis, tabes, general paralysis ; brachial neuralgia might simulate 
tlie neuralgic forms of occupat ion neurosis, but it is free from cramps. Again, affections 
of t he joints or of the tendons at the wrists, such as chronic rheumatism, rheumatoid 
arthritis, tenosynovitis, tuberculous infection, max all give rise to pain in, and interfere 
with, the mo\ ements of the hand. Again, writer's cramp may be so much feared by nervous 
patients that the right hand may become so stiff, or weak, or painful, that they can no 
longer write : objective signs of tin* cramp, however, are lacking in such cases, which are 
cured b v the re-establishment of the patient s self-confidence. 

( ramps are the main feature of tetauf/, a disease characterized by the occurience of 
parowsmal or continued tetanic spasms of the extremities, and increased excitability of 
the nerves and muscles to electrical or mechanical stimulation. Tetany occurs in many 
different conditions, and at any age. In infants and young children it is a complication 
of rickets, improper feeding, and acute gast m-intest inal disorders, either with or without 
diarrlma and vomiting. Kpidcmies of tetany in young adults, probably resulting from 
food -poisoning, have been described on the Continent, though not, apparently, in (beat 
Britain. In nursing women tetany may follow prolonged lactation, or it may develop 
during pregnanev and recur in successive pregnancies. It may result trom the removal 
of too much or all of the thyroid gland in either sex. Tetany complicates a certain pro- 
portion of the eases of gast rcctasis, occurring whether the dilated stomach has been washed 
out or not. A few instances are on record in which tetany followed the acute specific fevers, 
enteric feve r, or poisoning by chloroform, lead, or ergot. I he cramps of tetanv arc 
mainly in the- extremities, and paroxysmal : they may continue, however, for hours or days, 
and arc* very painful. During the spasms, the* fingers are extended at the terminal and 
flexed at the* metacarpophalangeal joints and pressed together, while the* thumb is adduct ee 
and flexed into the palm, so that the so-called ‘ ace-ouchcur s hand' (Fill. B P- -) ^ pro- 
duced. The* wrist and elbow are flexed, the* arms being usually folded over the* chest : 
exceptionally the elbow may be extended stiflly. The* te>e*s are* drawn together and l cxed, 
the foot is arched and turned inwards, and the ankles anel knees are extended. I sually t u* 
limbs only are* involved, but in severe* cases cramps occur in the* face, ne*e*k. and even t u* 
trunk, when respiration may be* embarrassed seriously. 1 he* rigid muscles aie vci> 1 U( 1 ** 
to the touch. Three special signs are present in the* intervals between the attacks o 
tetany, and are* valuable* in diagnosis : these arc Trousseau s sign, or reproduction ol the 
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paroxysm by manual compression of the nerves or blood-vessels supplying the affected 
parts : Erb's sign, or hyper-excitability of the motor nerves to electrical currents (0*5 to 
2*0 milliamperes) ; and Chvostek's sign, or reproduction of the spasm in the facial muscles 
by tapping either on the muscles themselves or on the facial nerve. I ctanv must be 
diagnosed from tetanus, in which the spasms begin in the head and neck, and trismus is 
an earlv symptom ; and from strychnine poisoning, where the spasms arc clonic rather 
than tetanic, and affect the whole body, and not the extremities primarily or principally. 
In the carpo-peda l spasms of rickety children or of infants with severe gast ro-intest inal 
catarrh, the cramps are similar to those of tetany, but are transient, and perhaps affect 
the hands only, or the hands and arms. Such spasms may justly be regarded as identical 
with mild tetany. Hysterical tetany occurs, and is to be distinguished from true tetany 
by its association with other hysterical stigmata on the one hand, and on the other by 
the absence of Trousseau's and Chvostek's signs. Hysterical tetany may also, perhaps, 
be distinguished by its failure to respond to the exhibition of calcium salts ; the most 
recent view of true tetany regards it as the expression of hyper-excitability of the nerve- 
cells due to lack of calcium salts, and connects it with the parathyroid glands by supposing 
that they control the calcium metabolism of the body. 

Reference may again be made to the fact that cramps are prone to occur in patients 
debilitated by the acute fevers or enteric fever : severe cramps in the legs and arms are 
often a highly troublesome feature of the convalescence from cholera. In many chronic 
diseases nocturnal cramps may give rise to no little distress, or may interfere seriously 
with sleep ; in gout , chronic It right's disease, anemia , alcoholic neuritis , and almost any 
chronic wasting disorder, complaint of cramp is not infrequent, but in such instances more* 
serious signs or symptoms of disease will be evident. . 1 . ./. Jcj-Iilafic. 

CREPITUS is a term generally used to denote the grating nr crackling sensation and 
noise produced when two ends of a broken bone grate together. It is the most conclusive 

sign of a fracture ; but it causes 1 1 it* patient so much 
pain that whenever the X rays can be employed attempts 
to obtain crepitus should not be- made with any vigour. 
Apart fre>m fracture- of a bone-, crepitus is also to be* fe*lt 
and heard in joints affeete-d by dendritic synovitis, < »r 
still more- so in case-s of osteo-arth nt is : the* te-rm ’silke-n 
crepitus' has been use-el for the- sensation felt on moving 
such a joint, comparable to the- rubbing toge-the-r between 
tlie- finge-rs of two pie-e-e-s of stemt silken ribbon. Teno- 
synovitis. espe-cially around the- flexor te ndons at the- wrist, 
max also produe-e* a marked fee-ling of crepitus, especially 
in e-ase-s where the- tendon-sheaths contain melon-seed 
bod ie*s. 

When there is an enlargement of a beme without 
fracture, and when on palpation a feeling of crepitus or 
egg-shell crackling is ohtuincel, it is an indication that 
the- tumour is a deposit of sccemdary carcinoma or a 
primary rarefying osteosarcoma or myeloid sarcoma, which 
may sometimes be felt to pulsate also. The diagnosis 
max be assisted by the- use of the X rays (Fig. 1. *><>). 

Rarefaction of the- bones of the skull, e ither as the- 
result of syphilitic lesions in adults, or of hydrocephalus or 
craniotahes , espe-cially in the occipital region of conge-nit al 
syphilitic and rickety infants, may make- the- skull bones 
so thin that they readily bend on pressure, and sometimes the* result is a sensation of 
crepitus. The diagnosis is generally obvious. 

Quite apart from bony, arthritic, e>r synovial changes, a characteristic feeling of 
crepitus may be felt beneath the skin when gas or air has accumulated in the subcutaneous 
tissues as the result of surgical Kmpiiysmma (p. 25 1*). Herbert French. 
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CUD-CHEWING.— (See Mkhvcism, p. 185.) 

CURSCHM ANN’S SPIRALS consist of a highly rcfractilc central fibre with a 
sinuous wavy sheath of mucus. They may be half an inch in length, but they are very 
slender. They occur in the sputum of patients suffering from true spasmodic asthma, 
and they may be* associated with eosinophil corpuscles and Charcot-Leyden crystals. 
They are pretty objects, best seen in fresh sputum, but their diagnostic significance is very 
limited, first because they are so often absent in cases of undoubted asthma, and secondly 
because they have been found in bronchiolitis without asthma. They seem to be casts 
of the finest bronchioles. It is probable that, if there were doubt as to whether a given 
ease were one of primary emphysema and bronchitis, or of spasmodic asthma that had 
led to emphysema and bronchitis, the occurrence of typical ( urschmann's spirals would 
point to the latter. There are, however, other means of arriving at the same conclusion, 
particularly the history, the age at which the first attack began, and the presence or 
absence of Kokixoimiii.ia (p. -71). Hcrttert French. 


CURVATURE, SPINAL. The first thing is to distinguish between lateral and 
antero-post erior deformities. Lateral curvature (scoliosis) of the spine is generally 
postural, seldom the result of tuberculosis or other serious organic bone disease : whereas 
antero-posterior deformity forwards (kyphosis) is suggestive of tuberculous, cancerous, 
or inflammatory bone disease, and similar deformity backwards (lordosis) suggests either 
nerve disease or congenital dislocation of the hips. This generalization is of considerable 
importance, for by no means every lateral curvature of the spine merits the drastic 
treatment by long rest in the supine posture sometimes ordered, though it is true that 
in a certain number of cases scoliosis or lateral curvature is complicated by antero-posterior 
deformity, kyphosis or lordosis, as well, and in a few instances of angular kyphosis due to 
caries there is some lateral deviation which is generally much more* abrupt than is the 
curve of scoliosis. A good way of demonstrating lateral curvature is to pencil the skin 
over the spinal processes. 


LATERAL CURVATURE — SCOLIOSIS. 


The billowing are the most important causes of lateral curvature : — 


Inequality in the lengths of the lower limbs 
Weakness of tin* muscles of the baek associated 
with had habits of standing or sitting 
Carrying heavy weights with one arm or on one 
sh< adder 
lliekcts 

Wry-neek. or other cause of asymmetry of head 
and shoulders, e.g., Sprengel's shoulder 


Paralysis of the muscles of the baek, as in infan- 
tile paralysis, peripheral neuritis, especially 
that following diphtheria, and some of the 
muscular eiyst rophies 

Shrivelling of one side of the chest as the result 
of empyema or fibroid lung 
1 lysteria. 


Imijual itff of the lengths of the burr limhs is one of the commonest causes of lateral 
cur\ature : therefore it is very important to find out at once if the kgs are equal. Tin* 
most reliable and ease method of determining this is to get the patient to stand up W'iLi 
both knees straight and without resting a band upon anything. The observer then stoops 
m front of the patient and places lus thumbs, with their extremities upwards, exactly 
upon the prominence of each anterior superior spine. The eye can then detect even a 
slight difference in the level of the two spines. This method is far more reliable than 
measurement from the anterior superior spines to the malleoli. Moreover, the latter 
method does not show shortening due to flexion and adduction of the hip-joint. I urt her. 
the foot may be fixed in a position of talipes equinus, which may make a short limb 
apparcntlv longer than its fellow, so that the anterior spine on the corresponding side 
may be elevated . When the anterior spines are on a different level the trunk leans 
towards the lower spine, but in order to maintain the creel position the upper part ol 
the bodv becomes flexed to the opposite side : the spine* in the lumbar region consequently 
developing in a curve* with its e*e»nve*xity to the side* ol the* short limb. LateTul cur\ature 
due to k shortened limb, in its early stages, is e*orrected at once* by compensating the 
shortened limb, and it also disappears when the* patient sits em a flat level smlac*e. 

In the absence* of ine*quulity of the limbs, muscular iccakness is by far the most common 
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cause of lateral curvature. The spine does not become straight when the patient sits on 
a flat level surface ; hut in the early stages of the deformity the shape can he corrected 
somewhat by muscular effort. 

Asymmetry of the ehett following upon empyema or fibroid lung is detected easily by 
ordinary physical examination of the thorax. The shrivelled side is generally less resonant 
on percussion, and there are other signs of pulmonary disease. 

Scoliosis secondary to wry-neck is usually slight, and limited to the cervical and dorsal 
regions. 

Jn growing youths the carrying of heavy weights with one arm or upon one shoulder 
is a common and important cause of scoliosis, and it is therefore necessary to go into the 

question of occupation and habits. For instance, 
nursery maids and butchers' boys are apt to develop 
lateral curvature as the result of carrying burdens 
upon the right arm. 

The lateral curvature due to rickets is recognized 
by the unusually early onset, during the first or second 
year, and the signs of rickets in other parts, especially 
thickening of the lower end of the radius. 'The direc- 
tion of the primary curve is somethin s explained by 
the pressure of the arm of the nurse who carries tin- 
baby too exclusively on one arm. 


Actual paralysis of the spinal 
muscles is a rare cause of scoliosis, 
and is to be recognized by the wasting 
of the spinal muscles, especially when 
is more marked on one side, 
sinking of the muscles due to 
Nation of the spine must not be mis- 
taken for wasting. There is usually 
paralysis of other muscles, especially 
those of tin- leg. Scoliosis is often 
seen in the various primary muscular 
atropines (p. (>2f). and in Friedreich's 
hereditary ataxy (p. <>24). 

Peripheral neuritis as a cause is 
nearly always due to diphtheria or 
sore throat. The history may indicate 
this, or there may have been other post-diphtheritic paralyses, notably that of the soft 
palate, with nasal voice and regurgitation of fluid through the nose. Cultivations should 
be taken from the throat, and the Klcbs-Lblllcr bacillus (Fig. h()H, p. 779) may he found 
if sought early enough. Occasionally the abdominal muscles may also he paralysed in 
these cases, and this is a contributory cause of the curvature. 
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ANTERO POSTERIOR CURVATURES. 

These* may take the lorin of: (I) !\ tfphnsis ; (*J) Lordosis. 

1. Kyphosis or * Hump-back.’ This means a bending lorward of the upper part of 
the back on tin* lower. The curve may be (a) Angular* limited to a small portion of the 
back : or (h) Diffuse, or even 
general, extending from the 
eoeeyx to the cranium. 

a . Anui'i.ak Kyphosis. 

The* causes of angular 
kyphoses are: (i) Tubcreu- 
lous caries of the vertebra’ : 

( ii) (bowt h of t he spine : 

(iii) Hydatid disease of the 
vertebra*. 

i. (’(tries is by tar the 
commonest cause, and it is 
very important to recognize 
the disease before the defor- 
mitv becomes well marked. 

{ nlbrtunatelv it may be 
treated for a lonjj time as 
stomach-ache or intercostal 
neuralgia, because the pain 
i> referred to the abdomen 
and the intercostal regions. 

I > 1 1 r i n lz its active stages it is 
easy to reeojjni/.e it from its 
classical s\ mptoins and si«.uis. 

The pat lent a\ oids all jerkv 
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movements, walks with a stoopine "ait. and grasps with the 
hands any e*e>n v e nient article of furniture. 'The spine is 
tender on percussion, also on pressure upon the head or 
shoulders. Local rigidity of the back is noticed when the 
patient attempts to stoop. In later eases paralysis of the leus 
may complicate the deformity. In the quiescent stages the 
diagnosis is based on the characteristic local deformity and 
riiriditx. Skiagrams, especially those taken from side to side, 
may afford material help by showing evidence of destruction 
of the bodies of the vertebra* {Fig. f,»l, p. aba). In some eases, 
lateral curvature as well as kyphosis may complicate or follow 
caries, and then the diagnosis is not easy. 'Flu* disease may 
have affect eel the* boelies e»f the* vertebra* unevenly, lending to 
some* lateral de viatiem. which is usually rather abrupt anel 
asseieiated with the local ri«rielity e*harae*tcrist ie* of caries. 

ii. Urtnvlh of the spine is a rarer cause* of angular curva- 
ture*. Hapidly developed curvature* in a patient after middle 
aee* may be* elue* te> secondary carcinoma in the bodies of the 
ve*rtchne. and hearing this possible cause in mine! the surgeon 
should go carefully into the* history, and examine* every possible’ se>urcc ol* primary carcin- 
oma, particularly the* breast {Figs. 157, 158). Primary e>r sceeaidary sarcoma may also 
JJ 13 
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lead to deformity of the spine, and in some eases X-ray examination may give evidence 
of the absorption of the vertebra*. 

iii. Hydatid disease is a rare cause of spinal curvature, and it is usually not limited to 


the spine. The diagnosis may 
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muscular dystrophy. In all of 


be impossible unless there is collateral 
evidence of hydatid disease elsewhere 
in the patient ; the condition would 
most likely be mistaken for tuber- 
culous caries or for new growth. 

X-ray examination of the spine is 
not distinctive. 

h. Dim sr. Kyphosis. 
may be bent forwards in 
curve extending from the 
the cranium. This variety is com- 
mon in rickets, owing to the premature 
assumption of the sitting position 
when the bones an* soft and the 
muscles of the back are weak. When 
the patient is lying prone the de- 
formity can be corrected by raising 
the legs. Moreover, then* are other 
signs of rickets, such as enlargement 
of tilt* lower end of the radius, bead- 
ing of the ribs, and delay in the 
eruption of teeth. A similar deform- 
ity arises from museular weakness 
due to other causes, such a** idioex . 
congenital spastic paraplegia, primary 

these there is an entire absence of rigidity of the spine. 
An extensive* and uniform <*ur\e, affecting the 
cervieo-dorsal region, is common during adolescence, 
and is due to muscular weakness, lazy habits, and 
the carrying of heavy weights. In its early stages 
the deformity is easily reducible, and as a rule is 
compensated by a marked lordosis in the lumbar 
region, and some* tilting backwards of the occiput. 
It is often associated with lateral curvature, and in 
some eases may be partly due to shortness of sight. 
The condition is distinguished from caries by the 
diffuseness of the curvature, the absence of pain 
and local tenderness, and the comparative supple- 
ness of t he back. 

K \ phosis due to spondylitis deformans or to 
osteitis deformans {Figs. 159 and 190) is of a more 
uniform character without complicating lordosis, 
and the deformity is irreducible. There is generally 
evidence of the disease in other parts, such as 
ost co-art hritis, or the bending of the legs, thickening 
of the tibia* or other long bone, and increase of the 
size of the head, which are due to osteitis deformans 
( Fig. 191). Porters carrying heavy weights on the 
upper part of the back prematurely develop the 
kyphosis which is usually associated with old age. 
They frequently have a bursa over the seventh 
dorsal spinous process (Fig. 192). 

2. Lordosis, or Hollow-back. — This is common 
lumbar and lower dorsal regions. The natural hollow of the loin is 
and usually there is either primary or compensatory kyphosis in the 



Fill. 1<U. — A ease of coni'fnitJil disloraf ion of 
tie* hips, showing the stance and pronounced 
lordosis. { Fhntmjraphi i kindly supplied by hr. 
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ceTvico-dorsal region (Fifix. KM mid 104). Lordosis is rarely primary, but it may be 
so in tin* early stage of lumbar or lumbo-dorsal caries in children, when the real 
cause of the deformity is apt to he overlooked. The abdomen is prominent, and the 
back is not only hollow, but rigid and tender. Pressure upon the head causes pain 
in the back. In some eases the deformity is exaggerated by induration or suppuration 
in the psoas muscle which complicates this disease. Lordosis is not uncommonly due to 
weakness or parahfsis of the muscles of the bac k (Fig. KM). It is important to look for other 
evidence of primary muscular dystrophy. The upper part of the back is then thrown back- 
wards to facilitate the maintenance of the e rect position. Lordosis is otten secondary to the 
flexion <>f /"/' disease, whic h must not be overlooked. Limitation of movement especially 
of rotation of the hip-joint and wasting of the thigh, sc*rve* to demonstrate the* existence' 
of this disease. Lordosis and the waddling gait may be the first indications of congenital 
dislocation of the hij> (Fig. 101). In this condition, one almost confined to the female sex, 
the erect position is maintained only by throwing the* shoulders backwards to an unusual 
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degree* in order to bring the trunk in a line* with the* heads of the* femora, which are* disloc*ate*d 
backwards. The suspicion of congenital dislocation of the hip may be* confirmed by 
skiagraphy (Fig. Ida), by the* gliding movements of the head of the femur upon the* 
pelvis, the unnatural width of the hips, the hollow appearance of Scarpa’s triangle, and 
by palpation of the* head of the* femur upon the* dorsum ilii when the thigh is flexed, 
stronglv adducted . and inve rted. Contortionists usually have a good deal of lordosis owing 
to the* unnatural supple ness of the lumbar spine and the elongation of the hamstrings. In 
all these conditions the back is supple*, and can be* restored to its natural shape by placing 
the* patient in the* supine position and Hexing the thighs. It. P. Itmc/anels. 

CYANOSIS, EXTREME. Extreme evanosis, blueness, or lividity is generally most 
marked in the* face ; next in the* extremities, especially the hands, feet, ears, and penis ; 
and least in the trunk. Cases in which it is a prominent symptom may be divided into 
two main groups, according as the* cyanosis is present at or soon after birth, or occurs 
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lator in the life of a patient originally free from it. Congenital cyanosis of extreme decree 
is nearly always due to malformation of the heart , particularly pulmonary stenosis (Fit*. 1<W). 
Patent septum ventriculorum may also produce the symptom, though not in so marked a 
decree, wliilst patent ductus arteriosus , when it occurs by itself, is generally not associated 
with cyanosis at all. These three conditions all give* rise to loud universal bruits, of which 
that due to pulmonary stenosis is purely systolic, with its maximum intensity in the second 
left intercostal space Close to the sternum: that due to patent septum vent riculorum is 
also systolic, but has its maximum intensity lower down the sternum, usually between 
the two third spaces or fourth ribs ; whilst the bruit of patent ductus arteriosus is not 
purely systolic, but continues through both systole and diastole, with its maximum 
intensity at the time of the second sound, and it is best heard in the third left intercostal 
space, about half an inch out from tin* sternum : all these bruits may or ma\ not be accom- 
panied by a corresponding thrill, the latter generally being least marked with patent 
septum ventriculorum. Extreme l u mnv; 01 Tin: Kinokks and of the toes accompanies 
the cyanosis in most cases (Fig. TJti. p. 1 b*f). In addition to these three types of congenital 
heart disease there arc other cases in which extreme cyanosis, with or without clubbing 
of the fingers, occurs without any definite bruits, and the diagnosis of the nature of the 
lesion can only be guessed at. There may or may not be transposition of tin gnat 

vessels or of the viscera at the same time. Sometimes 
there* is a single' large ve*sse*l, the pulmonary arte*ry 
coming off from the aorta : or t he* re* may lx* onlv one 
ventricle, or a single* auricle*. It is almost impossible 
to decide between the* various possible* lesions unless then* 
is one of the definite bruits just dese*ribed. Anomalous 
cases seldemi survive*, but some* eases of pulmonary 
ste nosis or patent septum ventriculorum reach adult 

life, and patent eluctus arteriosus often gives little 
inceuive*nicnee* to the* patient at all. It is to be remem- 
be*re*d that patent foramen ovale* is ejuite* undiagnosablc. 
that it causes no symptoms and is present in a large 
percentage* e if normal pe ople. 

Cyanosis de*ve*loping in children or adults who have* 
hitherto been healthy is generally due either to laryngeal 
or tracheal obst met ion. to lung lesions, cardiac failure, 
obstruction to the superior vena cava, or to some* 
alteration of the hlood itself. siie*h as is found in 

r mi. II. t,. ,\j on »u~> •fM-mon ; im .u 

t>ulmoiMr\ -p tio-ir, w ito . \m m- < v;mo sple*nome*galic pol vevt lianiia, me*t hamioglobinanua. siilpfi- 

ha*moglobina*mia . or the* later stage's of disease's assoei- 
ateel with e*xtre*me loss of fluid from the* tissues, especially e*hole*ra maligna. I he* 

differential eliagnosis is usually easy up to a ee*rtain point : not a little* evanosis mav 

result from taking certain drugs e*ither in large* epiantities at a time*, or in less epiantities 

,‘inuallv veronal, trional, sulphonal, phenazone, phcnacct in. and acetanilide* in 
ilieuiar {Fig. 1(>7). r rhe urine* in these case*s often minces l’ehling s solution, and 
nav e*ontain methicmoglobin, recognizable* by the* spe*etre»seope*. 'The* diagnosis depends 
on a knowledge of the* drug that is being taken. Cases of panereatitis often e xhibit a 
peculiar cyanotic hue. The fact of laryngeal obstruction is generally obvious from the 
st Helen*, and from the way in which the* larynx moves fore-ibly up and down with 

respiration. The* cause of the* obstruction may be* le*ss easy te> determine. In a e*h i lei , 

a digital examination < if the* back of the* mouth should not be* omitte*d, le*st the* re* be* a post- 
pharyngeal abscess e>r a foreign body ; in the* abse*nce* e>f this, the* most probable* cause* is 
diphtheria ; though it may be difficult to diagnose forthwith between laryngitis with 

intermittent spasm , laryngismus stridulus , acute obstructive laryngitis , and diphtheria. 
Swabbings shoulel be* taken from the* throat as far back as possible*, and examinee! 
bacteriological Iv. The bacillus of diphtheria {Fig, HOH, p. 779) may be found on 
direct examination e>f films stained by Neisser s method : but sometime*s they e*anne>t 
be found until cultivations have* been made*, and this take*s upwards of twenty-four hours. 
If there has been no obvious cause for catarrhal laryngitis, such as the inhalation of 
irritant gases or a recent attack of acute bronchitis affecting the large* tubes, it is better 
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to assiinu* that thr condition is diphtheria until it is proved not to be so. 1 lie occurrence 
of other cast*s in the same house, or in the neighbourhood, may assist the diagnosis. 


Another condition which may 
simulate diphtheria from the 
extreme dyspmra and cyan- 
osis that result is the inhala- 
tion of a foreign body. such as 
a button, small shell, piece of 
food, a tooth, and so on : or 
obstruction to the trachea 
bv a bulging caseous gland 
(Fig. 1(><S). In an older per- 
son, aente suffocatin' laryngitis 
due to pneumococci or strep- 
tococci is associated with 
extreme cyanosis of rapid 
onset. Tracheotomy is neces- 
sary, and the diagnosis is 
arrived at upon bacteriolog- 
ical grounds. When similar 
acute infective changes occur, 
not in the larynx only but 
in the root of the tongue as 
well, thence infiltrating the 
deep structures of the neck, 
as in angina Ludoi id. cyan- 
osis and dyspmra may be 
very marked : the diagnosis 



is suggested by the acute 
brawny swelling of the neck 


and by the changes in the 
floor of the mouth and 



exophthalmic, or malignant : the attacks 
may be paroxysmal even though the 
thvroid gland itself does not seem to 
varv in si/.e : or the cyanosis and dys- 
pnua may be continuous when there 
has been rapid enlargement of the gland 
from rarities such as hiemorrhage into 
it. acute suppuration in it. or from pro- 
gressive and extreme fibrosis of the 
organ such as is seen in ligneous thyroid- 
itis. or Riedel's disease (see Tiiviiom 
( » l.A M > , Em.aiiokmknt or. p. HTh). It 
is difficult to inspect the vocal cords in 
a child : but in an adult this is easier, 
and direct examination serves to dis- 
tinguish between acute or ulcerative 
lesions of the larynx and laryngeal 
paralysis : the latter, sometimes the 
result of syphilitic degeneration of part 
of the vagal centre in the medulla, is 
apt to produce bilateral abductor paralysis 
with adductor spasm, which may come 
on acutely and simulate acute asphyxia 


from a foreign body. Tuberculous , syphilitic or 
and traumatic ulceration of the larynx, may any 


malignant , variolous , leprous , lupoid , 
of them become acutely infected by 
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inflammatory organisms, and lead to comparatively sudden and severe laryngeal stenosis 
with acute cyanosis: the diagnosis will depend upon the history, bacteriological examina- 
tion, and direct examination of the vocal cords, liright' s disease has sometimes caused 
similar symptoms, due to acute ccdema of the larynx, and potassium iodide may do the 
same in those who are particularly prone to iodism. Knee-jerks should he tested, and 
the pupils examined, lest acute attacks of dyspmea with cyanosis simulating laryngeal 
obstruction are due to the laryngeal crises of tabes dorsalis. 

( iroivths of the lutig, particularly if they give rise to pleuritic effusion or to obstruction 
of a bronchus, may cause progressive cyanosis ; the diagnosis is not as a rule easy in the 
earlier stages, but if there is evidence of progressive* interference with the structures within 
the thorax, with ultimate stenosis of the superior vena cava, and the results of this, 
namely, oedema of the fact* and arms, together with cyanosis of these parts out of pro- 
portion to any similar change in the legs, the diagnosis lies between growth, aneurysm, 
and mediastinal fibrosis. The X rays will sometimes he of material assistance in deciding. 
A rare hut very alarming complication of thoracic aneurysm is for the latter to open 
suddenly into the superior vena cava : the result is acute dyspnua, extreme cyanosis of 
the face and hands, and bloated-looking swelling of tin* head, face. neck. arms, and upper 
part of the chest and hack (Fig. 16b). The diagnosis is suggested at once h\ the suddenness 
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4 he onset of the graver symptoms ; though these have also been produced i n rare eases 
such lesions as sudden haemorrhage info the mediastinum or tht/mas g land , or similar 
Hemorrhage into an iidrathoraeie sarcoma or other new growth. 

Phthisis , in the* later stages, particularly when it advances rapidly and leads to 
generalized caseous bronchopneumonia, causes extreme cyanosis in some instances. The 
diagnosis will generally have been made long previously, from the symptoms, such as 
haemoptysis, cough, and wasting ; from the abnormal physical signs which started at the 
apices of the lungs and were progressive ; and from the discovery of tubercle bacilli and 
elastic fibres in the sputum, though there arc many cases of miner s phthisis (Fig. 170), or 
pneumonoconiosis, in which the lung trouble may be extensive, yet tubercle bacilli cannot 
be found ; there is doubt as to whether this condition is always tuberculous and not 
sometimes syphilitic. 

Pneumothorax, when it comes on suddenly in a patient who has had no symptoms 
hitherto, leads to acute dyspnu*a and cyanosis, which presently pass off ; the physical signs 
are pathognomonic, and the cause is generally tubercle. 

Embolism of the lung , if the artery occluded is of large size, may cause sudden death, 
so that the patient hardly has time to become eyanosed ; when the embolus blocks a 



CYANOSIS, EXTREME 


199 


smaller vessel, lividity, dyspmea, intrathoraeic pain, and luemoptysis are the most promi- 
nent symptoms : the diagnosis is suggested by tlie suddenness of the (inset in a ease in 
which there is a cause for embolism, particularly thrombosis of a vein such as the 
femoral or iliac, or a recent surgical operation in the neighbourhood of a large vein 
such as those in the abdomen, or otitis media with lateral sinus thrombosis, or a cardiac 
lesion such as infective endocarditis of the right side of the heart. There may be no 
abnormal physical signs; but sometimes the resultant infarct may be detected by 
the impairment of percussion note, the deficient vesicular murmur, and the development 
of a rub over it. 

In childhood, the commonest lung affection to produce extreme cyanosis is broncho- 
pneumonia : tin* diagnosis is generally obvious, though it is not always easy to determine 
whether, in a ease in which there 


is some evidence of laryngitis at 
the same time, the cyanosis is due 
mainly to the laryngeal obstruc- 
tion or to the int rapulmonary 
lesions. Each may cause extreme 
sucking in of the intercostal spaces 
and convulsive movements of the 
chest as a whole ; but the best 
measure of the degree of laryngeal 
obstruction is the violence of the 
up-and-down movements of the 
larynx itself. There may or may 
not be (input ma associated with 
bronchopneumonia : but the degree 
of evanosis will not help to distin- 
guish between these two: needling 
of the chest will be resorted to 
when there is ground Ibr supposing 
that empvema max be present. 
Severe branch it is and nnphifsnna 
in middle age often lead to marked 
cyanosis and orthopmea, owing no 
doubt to the failure of the right 
side of the heart to which the lung 
trouble gives rise. The over-dis- 
tended condition of the chest, its 
small difference between maximum 




inspiratory and maximum expira- 
tory girths, the deficiency of the 
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the diagnosis, particularly if the 

patient has inelasticity of t lit* skin of the back of the hands, and has suffered from 


similar attacks for some years past, especially in the winter. The chief difficulty will be 
to determine whether the cause of the cyanosis is pulmonary or cardiac. Lobar pneumonia 
as a cause of acute cyanosis is diagnosed chiefly by a history of sudden onset, the con- 
tinuance of pyrexia for a week or ten days and ending by crisis ( Fin. bl~. P- ~^9), the rapid 
respiration-rate in proportion to the temperature, the viscid rusty sputum, and herpes 
labialis. Occasionally the pyrexia terminates by lysis or in some other atypical way 
(E/g. 171) instead of by crisis ; or it may rise again after the crisis, particularly when 
empvema follows (/»Vg. 171). Sometimes the* diagnosis is made when no abnormal physical 
signs can be detected ; but if over a large portion of a lobe there is at the same time 
impairment of note, with bronchial breathing, bronchophony, pectoriloquy, without rales 
at tlie height of the malady, but with fine crepitations at the beginning of the attack, and 
with redux crcpitutions as the bronchial breathing disappears after the crisis, the diagnosis 
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will be obvious, especially it during the fever there is a great deficiency or complete absence 
of chlorides from the urine and there is rusty sputum. 

Asthma is sometimes very difficult to distinguish from bronchitis and emphysema, 
because it ultimatelv gives rise to both the latter (p. 95*1). It may produce exticnu 
cyanosis during an attack. 

During th(* severe epidemic* oi influenza' in 1918-19, when so many patients ditd 
of the so-called -influenzal pneumonia \ cyanosis of extreme decree (Fins. 172 17 1) was a 
very marked phenomenon, and it was associated with extreme gravity of the prognosis 
whenever it occurred. Sporadic eases oi a similar kind art* met with still, but it is to be 
hoped that it will be many years before there is any recurrence of the trouble in epidemic 
form. The condition is seldom one of true pneumonia, or even of bronchopneumonia ; 
but is rather one of acute exudative tedema of the lung tissues generally, followed 
bv varying degrees of actual bronchopneumonia if the* patient survives long enough to 
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produce the latter. The exudative erdema is the main factor in preventing oxygen 
penetrating to the pulmonary capillaries, and the cyanosis results from anox;emia, which 
is neither cardiac nor intrinsically pneumonic. 

A similar state of affairs with extreme cyanosis is seen in cases of pneumonic plague : 
and during the* war cyanosis as the result of acute gas ptnson tug* either by chlorine or by 
r n;isrs such as phosgene, was common owing to the special circumstances of the times. 

. itiise of the cyanosis in these eases is exudative u-dema of the interstitial and alveolar 
ties of the lung, analogous to that found in influenzo-pneumonie cases. 

Extreme cyanosis may result sometimes from coming too rapidly to tin* surface from 
depths of the sea, as in eaisson disease or in divers affected by some error in the aerating 
plant or in the rate of bringing to the surface; and occasionally there is seen extreme 
cyanosis after injuries involving crushes to the abdomen or chest, even when there is no 
objective evidence of injury to heart, lungs, or big vessels ; in the case illustrated in 
Figs. 175, 179. the girl, age 11, had been knocked down by a motor omnibus and crushed 
by the protecting guard, which caused superficial bruising of the abdomen and chest but 
broke no bones, led to no luemoptysis, did not cause any peculiarity in the action of the 
heart, and gave rise to neither dyspnera nor orthopncca ; what is the precise cause of 
such extreme traumatic cyanosis is difficult to say with certainty ; the patient made a 
good recovery in less than a month. 

Cardiac causes for extreme cyanosis include any of the conditions which lead to chronic 
failure of the right side of the heart. These may be classed into one or other of four main 
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groups namely . primary x'ulvulnr disease of the heart ; affection of the muscle of the heart 
or pericardium ; failure of the* heart as the result of chronic lung lesions , especially emphy- 
sema, bronchitis, fibroid lung, and bronchiectasis; and cardiac failure when the heart is 
unable to maintain the high blood-pressure due to granular kidney or arteriosclerosis. 
When a late stage in the failure of compensation has been reached, it is often difficult to 
determine whether the primary condition is kidney, heart, lungs, or arteries ; the differential 
diagnosis between these is considered on page 17. 



Cyanosis due to splcnomcgalic pohfci/thuniiu (Fig. «’>lo. p. *>•»- ) is slowly progressive, 
and the diagnosis is arrived at by finding in the patient a big spleen with 1 oia c v th.emia 
(p. <»■»«). and no other very definite lesion. 

Cyanosis due t<. ins/dssntion of the blond as the result of loss of fluid from tlic tissues 
in fevers, sueh as cholera, dysentery, yellow fever, or typhus, is a late symptom m a 
disease that will generally have been diagnosed upon other grounds. 

M et lurinoslohi inrin i n and snljihirmoglobhurmin are diseases which have been grouped 
together under the term enterogenous ei/anosis. Roth are exceedingly rare. u tint o 
the skin by itself suggests the diagnosis, being altogether different from that of ordinary 
cyanosis, and vet not to be mistaken for pigmentary affections such as Alison s disease, 
argyria, ochronosis, or ha - moohromntosis. There is no polycythaenna. ic lagnosis is 
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established by spectroscopic examination of the patient's blood, a suitably diluted specimen 
exhibiting a well-defined absorption band in the red (Fig. 22, p. lit) in addition to the 
two bands of oxylnemoglobin between the I) and K lines (Fig. 17, p. lil) : the distinction 
between sulplnemoglobin and metlucmoglobin is not easy except in the hands ol experts 
in blood chemistry and spectroscopy. Some eases arise without any obvious external 
cause, and are to be distinguished from those in which the blood changes are directly 
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attributable to the effect of taking chlorate of potash, aniline derivatives, acetanilide, 
phenacetin, phenazone, and possibly other drugs. Some remarkable cases have* occurred 
as the result of using brown boots polished with a preparation containing nil of mirbane, 
nitrobenzol, or nitrobenzene, the facies of the wearers becoming a remarkable blue-black 
colour for some time owing to the formation of metlucmoglobin in the blood : the damage 
may arise from simply wearing the shoes thus polished, the patient not necessarily being 
the polisher himself. Ilt’rlxrt French. 
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CYSTINURIA is the term list'd to denote the presence of cyst in (C ;l H,.NS0 2 ) 2 in the 
urine. The hitter is usually pule, turbid, slightly oily in appearance when passed, acid 
in reaction, with an aromatic odour resembling sweet-briar; after standing, alkaline 
dccomposit ion leads to the formation of sulphuretted hydrogen and a change in colour 
from yellow to green. The cyst in forms a light-yellowish deposit, which consists of 
colourless microscopic hexagonal plates (Fig. ITT). The condition is hereditary, and is 
evidence of an innate peculiarity of meta- 
holism which is not necessarily associated 
with departure from good health. The crys- 
tals have occasionally given rise to calculi 
of a light fawn colour when first passed or 
removed, changing to pale green on exposure 
to the air. ( ystin is not dissolved on heat- 
ing the urine or by adding acetic acid, but 
it is by mineral acids and by ammonia ; one 
chemical test for it is to boil some urine with 
acetate of lead and caustic potash ; if eystin 
he present a dark precipitate should form 
as the result of the formation of lead sul- 
phide, but the best evidence of the condition 
is the discovery of the typical crystals in the 
urine microscopically. Herbert French. 

DAY-BLINDNESS. (See Vision, 1). 

„ of Uu* -in. olii«-rfi\ «■> : rolnnrlos- Mat hexagonal 
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DEAD FINGERS. Most individuals are familiar with dead lingers arising in perfectly 
normal persons who have spent more than the usual length of time in a swimming bath or 
m the sea : sometimes all the fingers of both hands will go absolutely white under these 
circumstances : even the whole hand may go dead-white, but more often it is the fingers 
only. The toes may be affected in a similar way. 

Similar deadness of the fingers results from exposure to cold on land, though the 
amount of cold required on shore is greater than that which produces dead lingers in the 
water : and the more inured the individual is, as the result perhaps of his occupation or 
other circumstances, the less easik do Ins fingers go dead with cold. This being so. it 
becomes a difficult point to decide just where deadness of the lingers ceases to be a physio- 
logical phenomenon and begins to be evidence of a pathological change. At the other end 
of the chain one has Haifnaad' s disease, one of tin* most characteristic of maladies, the 
patient s fingers going dead on the least exposure to cold, and sometimes often in quite 
warm weather. This phase of local syncope often passes on quickly to one of local asphyxia, 
in which the fingers and generally also the toes, from being white, go more or less purple 
or even quite black (Fin. 2UU. p. 320) and remain in this deeply cyanotic state for hours, 
days, or even weeks, unless artificial measures to restore the circulation are resorted to. 
In tin* most se\ ere cases sonic* portions of the affected tissues fail to recover their circulation 
properly, and die in patches, with the result that indolent ulcers develop, healing slowly 
to form depressed scars, and thus simulating to a minor extent the effects of frostbite. 
Even extensive* gangrene* and loss of fingers results sometimes. 

A very similar condition in which de*ad lingers may be a symptom results from 
ergotism (p. 322) ; and dcaducss of the lingers may be* one e»f the phenomena of pellagra 
(p. 2Tb), although he*re* crythemu, followed by elark brown, almost black, pigmentatiem, 
is commoner than ae*ute pallor. Fortunately both pellagra and ergotism are exe*eedingly 
rare* in this country. 

Red wee n the* physiological dead fingers of exposure in cold water e>r to c*e>ld 
at mosphcrcs. and the* pathulngie*nl deadness resulting from Raynaud s disease as the result 
of exposure to temperatures which ought not to cause* de*aelncss ed the digits in neirmal 
persons, one* meads with varying ele*gre*e*s of precisely similar changes to which it is eliffi- 
cult to give an exact name*. For instance, an apparently healthy inelivieiual complains 
that when he gets up on a winter's morning he finds that one or other e)f his lingers. 
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generally a ring or little finger, goes dead and white, and it is not until lie comes down 
to breakfast and gets into a warm room with a fire that the circulation becomes restored 
in it ; what name is one to give to this ? There* is no generalized syncope of all the lingers 
sueli as one meets with in Raynaud's disease ; and yet the patient sutlers from his dead 
fingers without any cause which should be adequate. The complaint is fairly common ; 
generally it is no indication of disease. Five things in particular need to be thought of, 
however, before the trouble is put into the category of personal idiosyncrasy namely: 
(1) Cervical rib ; (2) Excessive smoking of tobacco ; (\\) Arteriosclerosis : (4) Occupation ; 

(5) Blue-brain . 

Deadness of the ring or little lingers may be one of the earliest symptoms in the ease 
of a person who has a cervical rib (Fig. 440, p. 514). Later, more generalized neurotic 
symptoms in the arm and hand may be expected, or even atrophy of the muscles supplied 
from the ulnar part of the brachial plexus. Although the rib dates Irom birth, it is remark- 
able how it often produces no symptoms until adult life is reached : it may produce no 
symptoms at all even then; when it does so the patient s attention is seldom drawn 
directly to the neck, but nearly always to something being the matter with the hand or 
forearm, especially the ulnar aspect of the latter and the little and ring lingers. If onr 
realizes that the cervical rib, or the fibrous band which joins the end of a buttress cervical 
rib (Fig. 441, p. 544) to the first rib. is liable to interfere with the lower trunks of the brachial 
plexus, one can imagine the various vasomotor and other nervous symptoms that may 
result ; and if the possibility occurs to one, the diagnosis is established by means of the 
X ravs. Only when in place of any bony rib there is but a fibrous cord representing it will 
these fail to show’ either the entire rib or, more commonly perhaps, a stump representing 
the vertebral end of such a rib, sufficient nevertheless to indicate the cause of the nerve 
svmptoms in the hand and arm. 

Any liability to dead fingers is accentuated by excessive smoking , especially of cigarettes 
and in those who inhale the smoke. The liability lessens or disappears after a time if 

smoking is given up. 2 

Arteriosclerosis or atheroma . or both, may involve t lit* vessels supplying the hands 
and produce in the latter various symptoms of deficient circulation, including dead lingers. 
The patient will generally be past middle life, and as a rule there will be other indications 
of arterial degeneration, especially raised blood-pressure, though when atheroma rather 
than arteriosclerosis is the cause, the arterial affection may be extensive though the blood- 
pressure is not raised. The condition in the arms and hands comes on as a rule spasmodic- 
ally, or in paroxysms when the arms and hands are used, and the remarks made on page 
441 in regard to intermittent claudication apply here just as they do in the ease of the leg. 
Dead fingers from this cause, however, are not met with frequently. 

Occupation as a cause for dead lingers is familiar in two classes of persons in par- 
ticular namely, in those whose hands are immersed for many hours a day in waters of 

different temperature, especially if there are chemical ingredients such as carbonate of 
soda in the waters washerwomen for example : and in those who carry heavy loads upon 
(vnr shoulder in such a way as to depress that shoulder and push the head far over towards 

opposite side (p. 515). Apparently what happens is that the pushing asunder as it 
re of the shoulder and the neck throws much strain upon the fibres of the brachial 
plexus, and in some individuals this strain leads to degenerative changes which extend 
down the nerve of the arm into the hand ; pains may be the most prominent result, gen- 
erally most severe in the region of the shoulder and the upper arm, especially in the parts 
supplied by the circumflex nerve ; in other cases, besides the pain, or without pain, mus- 
cular atrophy results : in a few’ instances vasomotor phenomena predominate, and deaci 
fingers or even a condition similar to that of Raynaud's disease has resulted. That 
occupation is the probable cause will be suggested by the symptoms being so much more 
pronounced in one hand than in the other, for it rarely happens that the man will carry 
weights first on one shoulder and then upon the other, so as to affect both brachial 
plexuses alike. 

Blue-brain is a descriptive term, coined by Goodhart, to cover a very extensive class 
of case in which all sorts of peripheral phenomena of a functional type have their root, in 
his opinion, not in a peripheral cause but in a central one ; and as the individuals generally 
have what is called a poor circulation, with a tendency to blueness of the ears and hands, a 
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liability In chilblains an<l oilier plieiiomena of that kind, he considers that they also have 
a corresponding tendency to poorness of tin* circulation in the cerebral centres ; just as 
they have blue extremities, so they have, as he says ‘ blue-brain \ The patients are not 
all women, though the majority are ; they have aches here and pains there ; the abdominal 
aorta is often unduly pulsatile*: tbe right kidney is often movable: there is suffering at 
the monthly periods : the knee-jerks are exaggerated : the patients are of the nervous, 
neurotic, neurasthenic, or even actually hypochondriacal type. Amongst the many 
symptoms that they complain of, dcadness of the finders on the slightest provocation 
may be one : the condition may then simulate* Raynaud's disease*, and it is a question 
whether in Raynaud's eliscase* itse*lf the vasomotor anomaly is ne>t central rather than 
peripheral. Kvcrv practitioner has met with elead linge*rs in patients tor whom they can 
re*e*ogni/.e* at once that the term 'blue-brain' tits as an appropriate label: for a full 
description of the* types of ease in question he should read (loodhart's original paper upon 
the* subject. Herbert French. 

DEAFNESS has many causes : in most cases be »t h ears are* a fleet eel. though one ear 

is frequently deafer than the other, or one* may be* apparently normal some* long time 

before it is involved. In a small proportion of cases elcafncss is strictly unilate*ral. The* 

seeds of deafness are often sown in e*hilelhood. when it is easily overlooked: treatment 

at that time hotels <mt hope e>f earn*, whereas deafness recognized for the first time in 

adults is apt to be* progressive and resistant tee treatment. 

( uses of deafness resolve themselves inte> three main groups, namely: (1) Central 

deafness, etue* to le sions e » f the- brain, especially of t he teinpeirospheiioielal lobes, resulting 

from congenital eh-feets. as in some cases of deaf-mutes: or from acquired lesions caused 
by syphilis, cerebral softening, liana >rrhage*. or tumour. (2) Internal deajncss from lesions 
in the internal ear, in the* cochle a. < »r in the auditory nerve (II) ( 'nnduetion deafness due 
to lesions in the* conductor structures concerned in conducting impulses te> the auditory 
nerve. In investigating e-aeli case, the tirst thing is to decide whether the lesion lies in 
the* conducting media or in the auditory nerv e and its terminations. 

The Organ of Hearing. This lies in the temporal bone and is arbitrarily divided 
into t we » parts for clinical purposes: (1) a part concerned with the conducting of sound 
vibrations to (2) the essential perceptive organ the cochlea which contains the 
terminal iems of the auditory nerve*. 

1. The citndmtin g /nation consists e>f the external auditory meatus, the tympanic 
membrane, the ossicles malleus, incus, and stapes, this hist lying in the foramen ovale 
of the* vestibule ami s< > transmitting the sound vibrations to the endolymph of the inner 
ear and on the* inner wall of the middle ear a second path for vibrations, the foramen 
rotunelum. An all-important adjunct to the* conducting apparatus is the Eustachian 
tube. This tube* connects the mielellc ear with the nasopharynx : at each act of swallow- 
ing it opens and allows the air to gain access tee the ear. thus maintaining an equal 
pressure on the* inner anel emte r sieles of the tympanic membrane*. 

2. The jteree/dire / nation consists of the cochlea and auditory nerve: the terminations 
of this nerve* are disposed in a special e*net-organ, the* organ of ( orti. This apparatus is 
e alle el the inne r e ar, as oppeescel t « * the mielellc e ar. The vibrations that have arrived at 
the* oval and round windows are* transmitted te> the endolymph. the* lluid that tills the* 
inner ear. anel so te> the* e»rgan e»f (orti. 

The* rest of the inne r ear is oe*e*upie*el by the* semicircular canals, which are eemcerned 
with e*epiilibrat ie >n : in many affections e»f the* cochlear portion e>f the* inner ear the canali- 
cular portion is also inv olv e*t 1 . so that deafness anel vertigo are freejue*ntly associated. 

Tests of Hearing. In orele*r te» relegate eases of deafness each te> its correct greiup 
certain tests are* applie-el. anel these tests are elire*cte*el lor the* most part te> invest igating the 
re*ae*tion of the* car to musie*al note's, preietue*e*el usually by tuning-lorks : sue*h tests slmw 
the* epiality rather than the* epiantity ed the* hearing. 

1. The Whispered Wards Test. This is made* in eirder to elise*e»ve*r the* amount e>l 
he*aring pre*se*nt : eae*h car is te*ste*d se parate ly , and the* elistane*e* at vvhie*h weirds are hearel 
is ne>te*d. "I'he* e xamine-r must use* a whispe*r e*emstant in intensity. It will be found that 
patients suffering from conducting eleafne*ss elue* te» a le*sie>n in the* cemducting apparatus- 
will he*ar worels e>f high pit cl i sue*h as those containing sibilants (six, sister) much better 
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than those of low pitch (mother, murmur, uncle) ; whereas in the ease of patients whose 
deafness is caused by a lesion of the internal ear nerve deafness the reverse will be true. 
It is important to be sure that the opposite ear is thoroughly excluded, and this may 
involve the use of Hammy's apparatus, a clockwork device for making a noise in the ear. 

2. The Watch Test. A watch may be used instead of the voice, but it is not so 

satisfactory. . , 

a. The Lateral izing Test (Weber's Test). A vibrating tuning-fork placed on the head 
in the middle line is normally heard equally in either ear: should one ear be aborted by 
conducting deafness, the fork is heard bettor in that ear: should the rase be one of 
internal-ear deafness, the fork is heard better in the ear that hears whispered words more 

plainly. ... 

4. The Relative Air-Bone Test (Binnes Test). A vibrating tuning-fork is held alter- 
nately with its prongs opposite the external meatus and with its stem on the mastoid 
process. Normally the note is heard some time longer opposite the meatus alter it has 

ceased being heard through the hone: this result is expressed as air-hone conduct or 

as a “positive Kinnc*. If the ease is one of conductin': deafness the result ol tins test 
is reversed, the fork is heard better through the bone, and the result is expressed as a 
‘negative Kinnc'. 

If the ease is one* of internal deafness the result i*> * positive . 

a. The Lmvcr-Tunc Limit Test. The range of hearing is considerable : it reaches at 
the lower end to a note of 16 double vibrations per second, while at the upper end it has 
been variously estimated, but is roughly 20.000 vibrations per second. In cases of con- 
ducting deafness the ability to bear low notes disappears, in other words the lower-tone 
limit' is raised. In eases of internal-ear deafness the lower-tone limit remains normal. 



U. The Vppcr-Tonc Limit Test, There are two methods of testing the upper end ot 
the ram-e of hearing, one with Dalton's whistle, the other the nmnoeord. Dalton's whistle 
is essentially a line organ pipe which can be altered in length by means of a plunger, and 
on to this pipe air is blown from a small bulb : it is a difficult instrument to use satisfac- 
torily The monocord is simpler to use. and has the great advantage that it can be 
standardized easily : it consists of a length of about 50 cm. of steel piano wire (gauge 20) 
fixed on a metal' frame : on the frame slides a bridge' through which the wire passes 
(Fie- ITS) : when the wire is thrown into longitudinal vibrations (by rubbing with wool 
, , ,, . 1 t-ned with methylated spirit) it gives out a high note, and the shorter the wire the 
! the note. The effective* length of wire is determined by the position of the bridge : 

, a n the component parts are standard, the actual number of vibrations produced is 
.material, and the highest note heard is expressed in terms of length of wire. NormalK 
t li t - highest note heard is that produced by f t or 15 cm. of wire. 

7? The Absolute Bone-conduction Test, This test compares the patient's hearing of 
a tuning-fork held on the bone either on the mastoid or on the middle line of the head 
—with that of a normal individual. In cases of syphilitic nerve deafness or of nervous 
exhaustion the duration of audibility by bone conduction is shortened. 

One may sum up the results of the tests in the two main types of deafness as 

follows : --- 

In cases of conducting deafness : the lateralization is to the affected side, bone con- 
duction is better than air conduction (Kinnc negative), perception of lower tones is lost, 
the upper-tone limit is not much changed, bone conduction is not changed or may perhaps 
be increased. 

In cases of internal deafness : lateralization is towards the better ear, air conduction 
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is better than bone conduction (Hinnc positive), the lower-tone limit is normal, the upper- 
tone limit is depressed, bone conduction is less than normal. 

It is by no means easy to lit all cases of deafness into one or other of these two 
groups ; often the results point to the ease* being a mixture* of middle- and internal-ear 
deafness. Otosclerosis has some special features: lateralization is to the* affected side, 
Hinnc's test gives a strongly negative result, the lower-tone limit is markedly raised, the 
upper-tone limit is often depressed, but the* bone* e*oneluction is short<*ncd ; further, 
paracusis Willisii, or ability to hear better in a noise (in a tram or train), is ejuite* 
Ireejuent . 

Conducting Deafness. Ellieient examination of the* ears will demonstrate* the* cause 
in most eases. One* needs to inspect the auricle, the* external auditory meatus and 
canal. and the tympanic membrane*: and since* mle-rtion e»f the* ear through the Eustachian 
tube plays so large* a part in many cases of deafness, one* nee-els to test the* Eustachian 
tube it self, and also to examine* the* general state* of the te*e*th, gums, mouth, palate, fauces, 
tonsils, pharynx, posterior nates. and nose . 

The* auricle* and e xte rnal meatus may be* involved in a diffuse inflammation of the* 
soft parts so se*\ e re* as to obstruct the* me atus e*e »mplete*l\ : or there* mav be* blockade as 
tlie* result of pe -riche melrit is of the* aurie*le. or from the* effects of injure. The* e*xte*rnal 
a u d i t < > ry meatus or eanal may be* obstruct eel by wax, foreign bodies. boils, exostoses, 
stenosis, polypi. or growth. 

The* tympanic* membrane* may show pe rforation, a tear or split, granulations, various 
degrees of inflammation, sears. Normally the* tympana* meinbrane is of a pearly grew 
colour with a glistening surface* : the- projection of the* banelle of the* malleus is seen as 
an obliejue* line* running elownwards and backwards, with a pale* prelection due* t e > the short 
process of the malle us at its uppe r e nd. When inflamed the* membrane becomes red anel 
lose s its gliste ning appe arance : subse ejuent ly the* malleus becomes invisible anel the* whole 
membrane* bulge s ; late r, it pus forms in the tympanum, a part of the* membrane may 
bulge* more* than the* re*st and appe*ar yellow. In certain eases of recent deafness (e*.g., 
following a cold in the* bead) the membrane* becomes indrawn, the malleus assuming a 
nunc obliejue position, and the* tympanum may be* definitely e*e>nc*ave* : such a condition 
is due to blockage* of tin* l.ustaeluan tube, with resulting absorptiem of air from the* 
tympanic cavity. Inflation of the* Eustachian tube by politzerization or the e*atheter 
will restore* the* me inbrane* to its normal petition. 

Internal-Kar Deafness or Labyrinthine Deafness e»f the type answering te» the tests 
merit ioticel above* is due* tee c hange s in the* e*oe*hle*a, including the* fluid in the* se*ala* tympani 
and \estibuli. the organ of C'orti. and the terminations of the auditory nerve* and the* 
spiral ganglion. Often the deafness is accompauic-d by tinnitus and sometimes by vertigo; 
tlu* s\ 1 1 1 1 >t e un-ee uiiplex e*f deafness. tinnitus, and vertigo is spnke*n of as Me niere 's symptom- 
complex. Amongst the chit I e*ause*s of internal-ear deafness are* : 

( ertain febrile* disease s. especially mumps, influenza . scarlet freer, malaria , tqp/and 
fever. Mumps may be* followed by complete permanent de*afne*ss in one ear. This type 
of e teat ness is ptohahlv due tei toxuniia. in whie*h ease* it is analogous to e*ase*s ot eleatness 
bom to\a*mia due* to septii teeth or tonsils. 

Some* drugs are* credited with the* power of proclueing ne*rve* ele*atne*ss : quinine, 
silt i< iftutes. tnliuce n. 

Certain neeuputums are re sponsible* leer internal-ear deafne-ss : it is met with amongst 
hoi ter- makers, caisson workers, aeroplane pilots , and wireless operators. 

Eabv riut bine* e<# neussion . as e\pe*riene*e*d in the* war. and in those* who practise* revolver 
and rifle shooting. 

Previous middle-ear dt*afness predisposes to t lie* de*afne*ss ol the* oee*upational and 
cone ussion gremps. 

Fractures through the* temporal hone result in partial or coinplc*te nerve* ele*afne*ss. 

Sqphilis, aeejuire'd or e*onge*nital. l)e*afne*ss of aeejuire*d syphilis may come* on senm 
afte r infection or be delayed for years ; that of congenital comes e>n commonly about the 
age* of twelve* years, but is somctiincs ele*laye*el until as late as forty ; it is almost always 
preceded by an attack of interstitial keratitis, and the elondy cornea is most helpful in 
•diagnosing the* cause* of severe* deafness of this kind. 

Fain Hint ease*s of partial nerve deafness are known which answer to the same tests 
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as cases of acquired internal-ear deafness ; several members of a family may be unable 
to hear the notes of bats and birds. 

Hemorrhage into the inner ear : this is rare, though it is met with sometimes in certain 
blood diseases, such as leukemia or pernicious anemia : or in association with luemorrhagio 
conditions associated with purpura ; the deafness thus produced comes on suddenly and 
is accompanied by severe disturbance of the semicircular canals, the condition being known 
as the apoplectiform type of Meniere's disease. 

Nerve Deafness.— This term may be reserved for cases in which the auditory nerve 
is itself involved in some lesion that destroys its function. An acoustic nerve tumour . 
for instance, or fibrosis after cerebrospinal meningitis , or callus after fracture of the skull 
involving the petrous bone. Such lesions lead to total deafness on the side affected, with 
complete loss of labyrinth function (see Yiamuo, p. 211). IP. M. Mnlhson. 

DEFORMITY OF THE CHEST. Many slight deviations from the average form 
of the chest are not produced by disease. A long narrow alar chest, or a flat chest with 
markedly diminished antero-posterior diameter, seems predisposed to phthisis ; but they 
also occur in individuals who do not develop consumption. A long neck and sloping 
shoulders also tend to phthisis, while short, thick necks with high shoulders prevail in 
persons subject to apoplexy, though cerebral luemorrhage may occur in patients of anv 
type of build and many with thick short necks die of something else. There is no rule : 
merely a predisposition. 

Tht“ alterations in the form of the chest which result from disease may be considered 
under the following headings: (1) Deformities the result of rickets : (2) (ieneraf changes in 

the form of the chest : (a) The barrel-shaped, (/;) I'nilateral enlargement, (r) I'nilalcral 

shrinking ; (3) Local changes ; ( a ) Bulging. (h) Retraction. 

1. Rickets. The chest tends to become pear-shaped on transverse section {Fig. 172/, 
with prominence of the sternum and flattening on either side of the latter, even to the 
extent of producing the ‘ pigeon-chest ' appearance ( Fig. 1 SI ). Beading of t he costoch* mdral 
junctions of the ribs gives rise to the rickety rosary’. Harrison' s sulcus , a horizontal 
groove in the lower part of the rickety chest, is due to tin* pulling in of the ribs along a 
line corresponding with the attachments of the diaphragm. These deformities are associ- 
ated with signs of rickets elsewhere in the child (j>. I Kg). 

Sometimes a chest is so deformed that the adjective "crumpled* might almost he 
applied : there may be a deep hollow of the lower end of tin* sternum : or some ribs mav 
stand out prominently whilst others look crushed together: or the whole chest mav look 
twisted and awry, without evident cause; it is doubtful if all such deformities are invari- 
ably rickety, for many seem due to defective attitudes in childhood, the result perhaps 
of sitting at table or at school-desks on stools that are too low, or of sitting for long periods 
in crumpled attitudes in chairs. Attitudinnl deformities are not necessarily rachitic. 

2. General Changes. 

a. The llarrel-shaped (lust is found in patients suffering from /pulmonary cm phi/scmu 
I s . The chest gives the appearance which is assumed bv the normal chest only 

vagge rated inspiration. The antero-posterior diameter is greatly increased. The 
madders are higher and scpiarer than in health, the intercostal spaces widened, the 
dorsal curve of the spine exaggerated. The movements of the chest during respiration 
are extremely restricted: there is elevation of the chest as a whole during inspiration, 
but very little real expansion ; in many healthy young males then* is a difference of 
over ;> in. between maximum and minimum chest measurements, but with emphysema 
the difference between the inspiratory and expiratory circumferences may fall to less 
than 1 in. The neck appears abnormally short. The apex beat of the heart cannot be 
felt, and the heart may be difficult to hear. The percussion note over tin* lungs is hyper- 
resonant. the cardiac dullness diminished or even indistinguishable, the upper level of 
the hepatic dullness lowered. The breath-sounds are enfeebled, inspiration is shortened 
and expiration prolonged. If bronchitis be present also, adventitious sounds arc* heard, 
especially sonorous and sibilant rhonehi. 

h. A I'nilateral Enlargement of the chest can be produced by an extensive jdcurific 
effusion , a large empyema , pneumothora t \\ and when an intratfunucic tumour affects the 
greater part of one side of the chest. The cause of the enlargement is ascertained by the 
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physical examination. Thus, vvitli pleuritic effusion, cither serous or purulent, the move- 
ments of the affected side* during respiration are* restricted, while those of the opposite side 
are exaggerated : dullness is found over the effusion, while above it the note* is usually of 
higher pitch than normal, and often skodaic ; vocal fremitus, breath-sounds, and voice- 
sounds are diminished or absent over the dull area: at the upper level of the fluid 
icgophonv may be present, and the breath-sounds frequently tubular. The presence of 
fluid is further confirmed by finding the heart pushed over to the opposite side, and the 
liver depressed when the right pleura is involved. When a pneumothoru.r is present, there 
is usually a history of a sudden onset, accompanied by a severe pain in the chest : the 
affected side does not move as freely as the other with respiration : the heart is displaced 
towards the opposite* side : vocal fremitus and breath- and voice-sounds are diminished 
or absent, though the affected side of the chest is fully resonant. : if scrum or pus be present 
in addition to air, the note is dull or greatly impaired at the base of the lung. with hyper- 
resonance but absence* of breath-sounds above. When much fluid is present, the* note 
changes considerably with the position of the* patient. 'I'he metallic tinkling of Lacnnee 



is sometimes beard over a pneumothorax : coughing is generally required tor its produc- 
tion : it resembles the sound which occurs when a drop of water falls on the surface of a 
fluid contained in a half-filled cask. The bell sound or bruit d'airain' is characteristic 
of a pneumothorax : to hear it. auscultation is performed over a portion of tlu* pneumo- 
thorax, while a coin placed on another portion is struck with a second coin: the sound 
has a ringing metallic quality like* that of the tinkling of a small bell, or like the ring that 
accompanies hammering upon a blacksmiths anvil. Hippocratic suceussion ma\ also be 
obtained when the observer s ear is applied to the chest while the patient's body is shaken 
or jolted. X-rav examination may assist materially in differentiating one t\pe of intra- 
thoraeic lesion from another, and particularly in detecting intrathoracic new growth — 
pulmonary or mediastinal. 

W henever loss of symmetry in the two sides of the chest is found, the vertebral column 
should be examined carefully, for the alteration may be due to lateral curvature of the 
spine, and not to intrinsic chest changes. 

e. Shrinking of the : choir of one side of the chest is generally «•>'»' to contraction of 
one lung, either as the result of a previous compression by a large pleuritic effusion, and 

cspeeiallv bv an empyema, or on account of fibrosis of the lung (tig- INd). 1 le listorv o 

.14 

n 
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the patient often indicates the cause of the contraction of the lung ; a large effusion may 
have been aspirated, or an empyema may have been drained by surgical means, leaving 
the sear of the operation. In other cases the empyema may have burst into the lung, and 
there may be a history of a large amount of pus having been expectorated. With fibrosis 
of the lung the affected side is retracted and shrunken, the intercostal spaces are narrowed, 
and the ribs may even overlap. The shoulder is lower on the side that is affected, and the 
vertebral column is deviated towards the diseased lung. The heart is drawn over to the 
affected side, in which there is deficient movement during respiration. If the left lung 
be affected, the heart will be less covered by lung than normally, and so there may be a 
large area over which cardiac pulsation is visible. The note over the contracted lung is 
impaired, while on the opposite side it is hyper-resonant. The breath-sounds are deficient 
or absent, and may be tubular or cavernous, while at the base there may be numerous 
coarse bubbling rales, especially if there is bronchiectasis. Vocal fremitus may be decreased 
or exaggerated. The expectoration is generally copious, purulent, and often Fetid. There 
is often marked clubbing of the tips ol the lingers. 

3 . Local Changes.- 

a. The cause of bulging of any portion of the chest wall may be difficult of dia- 
gnosis, though sometimes it is obvious, as when an empyema points externally ; even 
this is sometimes mistaken for a localized abscess of the chest wall, unless a careful 
examination reveals the sign of fluid within the chest. ( uriously, an empyema points 
as a rule, not at the base behind, as one might expect, but either in the second or third 
intercostal spaces below the clavicle in front, or else in about the fifth or sixth intercostal 
space between the nipple and the anterior axillary lines. In pulmonary emphysema 
bulging is often present in the supraclavicular and infraclavicular regions. Rulging ma\ 
also be due to an intrathoracie tumour , to an aneurysm of the aorta , or to a tumour or abseess 
of the chest nail. The most common situation on the chest wall for an aneurysmal swelling 
is to the right of the sternum in the first, second, and third intercostal spaces : it may 
erode the upper part of the sternum and so produce a swelling there, while in rare instances 
it may produce a prominence to the left of the sternum : a bulging to the left of the vertebral 
column may be due to an aneurysm of the descending thoracic aorta. The expansile 
character of the pulsation suggests the diagnosis. A tumour or abscess of the chest wall 
or of a rib may occur in any situation ; the commonest varie ties are those due to tuber- 
culous cold abscess, to secondary cancer deposits, to gummata in tertiary syphilis, or to 
multiple myelomata. 

The precordia becomes prominent in children in cases of pericardial effusion , or when 
the heart is affected by valvular disease or adherent pericardium of old standing so that, 
by reason of the cardiac enlargement, the soft ribs of the child have been moulded out- 
wards, as it were, by the long-continued pressure* of the big heart against them ; the 
situation of the prominence indicates its cardiac origin. Enlargement of the liver may 
induce a prominence of the rihs under which it lies, and a hydatid cyst may first attract, 
attention in this way ; a hepatic abscess, a subdiaphragmatic abscess, or an empyema, 
sometimes points over the lower part of the chest in lront, while a psoas abscess may point, 
over the lower ribs posteriorly. A prominence over the spinal column in the dorsal region 
may be due to spinal caries , or to a malignant new growth of the spine. An angular curvature 
of the spine is most commonly due to spinal caries, and any swelling which is associated 
with it may be produced by an abscess arising from the disease. Bulgings which give an 
impulse on coughing, and which wax and wane with respiration, suggest hernia of the lung , 
sometimes of considerable size in marasrnic children suffering from whooping-cough, or in 
emaciated phthisical subjects with incessant cough. 

b. Retraction or localized shrinking of the chest wall occurs in any condition in which 
there is a portion of lung contracted by disease. When present over one or both apices 
of the lungs, as shown by retraction in the supra- and infra-clavicular regions, it is nearly 
always due to phthisis , though in this malady, in its early phases particularly, local wasting 
of the chest wall is due less to shrinking of lung tissue than to trophic atrophy of the muscles 
overlying the foci of active disease in the lung ; this local atrophy of muscles recovers, 
and the deformity disappears, when the phthisis abates or is cured. Unilateral shrinkage 
is also found with fibroid conditions of the lungs which arc not tuberculous, or after the 
absorption of a pleuritic effusion or the removal of the pus from an empyema. The 
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commonest cause of local retraction of the chest wall, however, elsewhere than at one or 
other apex, is deformity due to irregularity of development, or to the effects of postural 
errors during development. Herbert French . 


DELIRIUM is a symptom of disordered function of the higher portions of the central 
nervous system, and it may be? due to so many different types of causes that, taken by 
itself, it generally has but little diagnostic importance, though it gives rise to much alarm 
amongst the patient's friends and to anxiety to the physician. It is rather of prognostic 
than of diagnostic significance, as a rule ; and in most cases the cause is arrived at by 
reason of other features of the ease the history of alcoholic indulgence, the pyrexia, the 
co-existence of physical signs of lobar pneumonia, the presence of albuminuria and a 
high blood-pressure, and so on. If one is called to a ease in which the primary symptom 
is delirium, it may be necessary to watch the ease a little while before one can decide between 
such things as hysteria, acute encephalitis, belladonna poisoning, heat-stroke, cerebral 
malaria, drink, a fractured skull ; but if the history can be obtained clearly, and a routine 
examination of all the systems be made, it is less difficult as a rule to come to a conclusion 
as to the nature of the delirium than it is to describe all the differential diagnostic points 
in detail : the temperature ; evidence of paresis ; inequality of the pupils ; widely dilated 
pupils ; urine analysis ; and in the obscurer eases examination of the cerebrospinal fluid 
obtained by lumbar puncture, are amongst the more important things affording clues. 
The various causes may be classified as follows : — 


Delirium due to Fevers : — 


Typhoid fever 
'typhus fever 
Malaria 
Yellow fever 
Cholera 

Relapsing fever 
Spiroehiet osis ieterolucmor- 
rhagica 
1 )yscntcry 
Iufluen/.a 


Lobar pneumonia 
Capillary bronchitis (late 
stage) 

Measles 
Searlet fever 
Small-pox 

Chicken-pox (severe types) 
Pertussis (severe type) 
Acute pulmonary tubercu- 
losis 


Infective endocarditis 
Sapncmia 
Septicopvaunia 
Septicaemia 

Suppurative pylephlebitis 
Suppurative cholangitis 
Suppurative osteomyelitis 
Erysipelas 
Glanders. 


Delirium due to Approaching Death : whatever the cause. 


Acute 
ritis 

Chronic parenchymatous neph- 
ritis 

Chronic interstitial nephritis 

Coli hacilluria 

Infect ivc pyelonephritis 

Delirium due to Acidosis 

Diabetes mcllitus 


Secondary to cystitis (ascend- 
ing nephritis), especially in 
association with : Enlarged 
prostate : stricture of the 
urethra ; retention of urine 
with overflow as the result 
of nerve disease's such as 
tabes dorsalis, compression 


Cyclical vomiting of children 


p a r a p 1c g i a , disseminated 
sclerosis, combined scleroses 
of the cord, fracture disloca- 
tion of the spine, primary 
lateral sclerosis 
Tuberculous kidney 
Stone* in t lie kidney. 


Severe vomiting of pregnancy. 


Delirium due to Water Starvation : — H.g. 

water for eluys after shipwreck, or in scorching deserts, 


Delirium due to Kidney Affections (Uraemia) : 

parenchymatous neph- 


thc nmelness of those who have been without 


Delirium due to Acute 

Severe 1 L*:mati-:mhkis (q.v.) 
Severe ILv.moptysis (q.v.) 
Severe Mulaina (q.v.) 


Blood-loss 

Post-part uin haemorrhage 
After stabs or wounds 


lntraperitoneal luemorrhago, as 
after rupture of an ectopic 
gestation. 


Delirium due to Parasites in the Circulating Blood of the Venous System : — 


Trichinosis 


Trypanosomiasis (sleeping sick- 
ness) 


Malaria (cerebral or maniacal 
type). 


Delirium due to the Bites or Stings of Reptiles, Fish, 

Adder bites Tarantula bites 

Venom from tropical snakes Jelly-fish stings j 

Scorpion stings Hornet, wasp, and bee stings 


etc. : — 

Poisoning by puncture of 
the skin by the fin-spikes 
of sca-eat and weaver fish. 
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Delirium due to Intrinsic Brain Lesions : — 


Encephalitis lethargica 
Acute encephalitis 
Acute cerebellar ataxy 
Acute streptococcal meningitis 
Acute pneumococcal menin- 
gitis 

Acute staphylococcal menin- 
gitis 

Acute typhoidal meningitis 
Acute paratyplioidal menin- 
gitis 

Acute anthrax meningitis 
Acute meningococcal menin- 
gitis 

Delirium due to Severe 

Concussion : (u) As an initial 
symptom ; (b) As a sym- 

ptom during recovery 

Delirium due to Poverty 

a. Owing to old age — the 
muttering night-delirium of 
old age 

b. Owing to chronic amcmia, 
as in : Pernicious amcmia, 
aplastic amcmia, splcno- 
mcdullary leukamia, lym- 
phatic 1 lcukicinii’, splenic 1 e. 
anaania, ankylostomiasis, 
lymphadenoma, chloroma, 
septic amcmia, extremely 
slow convalescence 


Acute tuberculous meningitis 
Acute influenzal meningitis 
Acute ‘ meningismus ' (i.c., a 
condition which is probably 
mild meningitis of pneumo- 
coccal, intlucnzal. strepto- 
coccal, or other variety, 
insutlicient in degree to kill, 
and therefore often undia- 
gnosed as to its precise 
nature) 

Otitis media with local non- 
suppurative* meningitis 
Lateral sinus thrombosis 

Head Injury : — 

Fractured skull 

in the Cerebral Circulation 

c. Due to low blood-pressure, 
as in Addison’s disease, and 
after severe laemorrhage 
(I. With extreme plethora, as 
in : Splenomegalic polvey- 
tlucmia, congenital heart 
disease* 

With failing heart, as in the* 
terminal stages of mitral 
stenosis, fibroid heart, and 
myocardial changes of any 
kind 


Cavernous sinus thrombosis 

Cerebral syphilis 

Acute delirious mania 

Acute mania 

Dementia pracox 

1 lementia senilis 

General paralysis of the insane 

Cerebral malaria 

Cerebral tumour 

Cerebral hanion iiagc 

Cerebral embolism 

Cerebral thrombosis 

1 Ivdrophobia 

Botulism. 


Meningeal haunorrhage. 


f. With Cheyne-Stokcs breath- 
ing from any cause : notably 
with softening of the nu*dulla 
oblongata : the delirium is 
pronounced at the height of 
the respiratory curve, when 
the patient may writhe in 
bed, throw the arms about, 
groan. moan, or shout, 
though perfectly placid in 
the apnuic interval. 


Delirium due to the Immediate Action of Certain Drugs : 


a. Drugs which generally pro- 
duce delirium if taken in 
excessive doses, yet short of 
causing coma and death : 
Belladonna, atropine, stra- 
monium, hyosevamus, datu- 
rine, hyoscine, cocaine, 
cannabis indica, aconite, 
camphor 

b. Alcohol, taken in large 
quantities at one sitting, 

• specially if in the form of 
spirits on an empty stomach 


c. Drugs which anesthetize 
when taken in larger quan- 
tities. but which cause 
delirium sometimes: chloro- 
form, ether, nitrous oxide, 
opium, morphia 

d. Drugs which cause delirium 
only in susceptible indivi- 
duals : caffeine, guarana, 
lupulus (hops), santonin, 
quinine, salicylates 

c. Drugs which cause general 
body-reaction when they arc 


given by injection, probably 
related to protein shock : 
Horse serum, antistrepto- 
coceal serum, ant idipht heri- 
tic serum, antimeningococcal 
serum, anti-anthrax scrum, 
antidysentery scrum (Shiga), 
salvarsan injections and its 
allies, peptone injections, 
eollosal manganese* injec- 
tions, collosal selenium in jec- 
tions. antimony injections. 


Delirium due to the Continued Deleterious Action on the Nervous System of Certain 
Substances taken by 


a. Alcohol ( k delirium tremens ' 
of the soaker or drunkard) 

b. Lead : ‘ Saturnine encepha- 
lopathy ’ and its protean 
symptoms simulating vari- 
ous other types of brain 
disease or insanity 

Delirium due to Gases 

a. Products of incomplete com- 
bust ion of coal-gas 

b. Products of incomplete com- 
bustion of petrol 

c. Products of incomplete com- 


the Mouth : — 

r. Manganese : manganese 

poisoning is met w it h mainly 
in workers in manganese 
ores : in acute eases there 
may be permanent central 
nervous system changes sim- 
ulating combined scleroses 

of Various Kinds : — 

bustion of coke in ovens and 
stoves 

<1. Gaseous emanations from 
lime-kilns 


of the cord with ataxy and 
nystagmus 

c /. Sclcniiircttcd hydrogen : 
met wit 1 » in those who use 
paints of which this is an 
ingredient. 


r. Various gases produced in 
the complex processes of 
many modern trades. 


Delirium due to the Sudden Stopping of a Drug Habit 

Alcohol | Morphine ] Heroin | Cocaine. 
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Delirium clue to Animal Bites : — 

Hydrophobia ( rallies) : I)oj»s, foxes, wolves I Hat-bite fever (spirochetosis) : Rats, ferrets, 

j mice, eats, weasels, stoats. 

Delirium due to Excessive Heat 

Ileat-stroke (in the stage preceding coma). 

Delirium clue to Liver Diseases (Cholaemia) 

Any form of Jai \im i: (q.v.) Aeroplane dope poisoning 

when it is long-eont inned Infeet ions of t lie liver: (hole 

Acute yellow atrophy of the cystitis, cholangitis, pylc 

liver phlebitis, tropical abscess 

T.N.T. ( t linit rotohiol ) |>oi soiling live hit id disease 

Delirium clue to Dilated Stomach from Pyloric Stenosis: — 

I hie to t ct any and ura inia ( see below ). 

Delirium due to Poisonous Foods : — 

False mushrooms (poisonous ally even eggs or milk, in Ptomaine poisoning 

toadstools of various kinds) part ieularly suscept iblc indi- Botulism. 

Crabs, strawberries, occasion- viduals 

Delirium due to Hysteria. 

It would take* a great. deal of space, and unnecessarily, to discuss each item of the 
above list, seriatim : circumstances will surest the diagnosis nearly always if the possi- 
bilities are borne in mind, careful inquiries as to history arc made, and careful examina- 
tion of the patient is carried out. Few special remarks seem called for here, but unionist 
such arc the following : 

Malaria merits particular comment because the symptoms of cerebral malaria may be 
mistaken all too easily for cither some form of cent ral insanity such as mania or dementia, 
or for a cross vascular intracranial lesion such as cerebral hemorrhage, the opportunity 
for saving the patient s life by quinine* injections being let slip. Cerebral malaria of extreme 
decree arises seldom in those who have been lone absent from malarious districts: it is 
met with in the latter, but may also occur in patients now in Kurland but not lone since 
returned from the west coast of Africa, or from India, or even from certain parts of Italy. 
The cause « >1' the cerebral symptoms is blockade of the cerebral capillaries by myriads 
of the malarial lucmato/.oa in the blood, and the diagnosis rests upon discovery of some 
of these haanato/oa in stained blood-films. The diagnosis will be suggested by the geo- 
graphy of the patient's recent, movements: though dilticultios might arise if he were a 
chronic drunkard, with a bad family history of insanity, so that the need for blood-films 
might escape notice in view of the apparently obvious, though wrong, diagnosis of cither 
delirium tremens or of alcoholic insanity of maniacal delirious type. In the tropics the 
condition may be mistaken for beat-stroke. 

Gross Intracranial Lesions may be simulated by various of the other causes of 
delirium : but light on the diagnosis may be thrown by lumbar puncture and examina- 
tion of the cerebrospinal fluid (p. 382) ; lumbar puncture is probably justifiable in most 
cases of delirium in which the cause may be in doubt without it. 

Diabetic Delirium is less common than is diabetic eoma, to which it is usually a 
precursor ; the sweet acetone-like odour of the breath and the glycosuria would seem to 
be easy tests of the condition : blit it is noteworthy that several other causes of delirium 
may simulate diabetes by giving rise to glycosuria, or at any rate to a condition in which 
t In* urine reduces Fchling's solution as though glycosuria wi re present, for the time being. 
Many k drunks ' show this phenomenon : so also do many who have had head injuries 
or concussion. It is not perfectly safe, therefore, to assume that a delirious person is a 
diabetic simply because glycosuria is discovered : and the diagnosis may remain in doubt 
until opportunity arises to watch the ease and to re-test the urine after an interval. 

Poisons as a cause for delirium may he easy to diagnose if there is collateral evidence 
from the history, or from the contents of bottles found near the patient ; very difficult 
sometimes if there is no such guidance. Belladonna is the commonest purely deliriant 
drug, perhaps, and it is suggested partly by the excessive wideness of the patient s pupils, 


Phosphorus poisoning 
Antimony poisoning 
Cirrhosis of the liver 
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partly by tin* curious semi-purposefulness of the patient's actions in his delirium : he 
may incessantly but tremulously go through, in dumb show, the movements of some such 
act as picking fruit from a tree, or trying to shave himself, or trying to thread an imagin- 
ary needle with an imaginary piece of thread : similar actions may be seen in certain east's 
of delirium tremens, but they are seldom so sustained as they may be in belladonna 
poisoning. 

Delirium Tremens may be almost characteristic ; the chief dillicultv as a rule is to 
tell how much of the delirium in a given ease is due to previous drinking habits alone, and 
how much is the result of the added effects of acute pyrexial illness, lobar pneumonia for 
instance, or of severe injury, such as a severe fracture of the leg. In true delirium tremens 
the patient can often talk quite sensibly if only the subject is changed at very brief inter- 
vals ; if the same subject is kept before him for more than a minute or so he wanders off 
and shouts or becomes violent, seeing imaginary objects and reacting in various ways to 
what he thinks he sees : in the delirium of disease the power to talk sensibly in connection 
with constantly changing subjects is less pronounced. 

Saturnine Encephalopathy appears to be the result of gross brain-cell changes caused 
by the long-continued action of small quantities of lead in the system ; instead of getting 
peripheral neuritis and wrist-drop the patient, gets more or less brain paralysis instead. 
He may simulate delirium tremens, or dementia, or general paralysis of the insane, or 
acute mania or melancholia the symptoms are protean. His occupation, or other 
indications that he has been exposed to the effects of lead (p. to), may make the diagnosis 
probable ; but some cases are inevitably missed. The importance of attributing the 
symptoms to their correct cause may be great in connection with the Employer's Liability 
Act or Workmen's Compensation Act : quite apart, from the fact that it is less slur on 
other members of the family if the symptoms can be attributed to a definite cause like 
lead instead of to some less definite form of insanity. 

Dilated Stomach with Pyloric Stenosis, especially when the lesion has been an 
ulcer in the past, is well known as a cause of tetany ; it is less familiar, perhaps, as a cause 
of delirium, and even of coma and convulsions indeed of symptoms which an* identical 
with those of chronic and acute uriemia. The condition is related in some obscure way 
to actual unemia, for there may be a rise of the blood-urea from the normal maximum of 
40 mgrm. per 100 e.c. to figures double this, or even to over 100 mgrm. per 100 c.c.. eve n 
when there is no decided evidence of concomitant renal disease. What the precise relation- 
ship is between pyloric, stenosis with gastreotasis and blood-urea accumulation with 
tetanoid or urirmic symptoms is uncertain, but cure of the stomach state 
by gastro-jej unostomy may lead to disappearance of the high blond-urea 
figure and of the delirium and other unemic symptoms, so that it is 
important to recognize this rather rare, and yet not entirely uncommon, 
variety of delirium and get it treated promptly by gastric surgery: t he* 
modern view of its causation is that it is due to alkalosis- the converse 
of acidosis. Herbert French . 

DERMATITIS.- (See Yksici.ks, p. in:*.) 

DIACETURIA, or the* passage* of diacetie (aceto-acctic) acid in tin* 
urine, occurs under precisely similar circumstances to Acktontiua (p. .‘1). 
The usual clinical test for it is to take about one inch of urine in a test- 
tube and add liquor ferri perehloridi (IU\) drop by drop ; for a moment 
a white precipitate of iron phosphate forms, and then, if aceto-acctic 
acid be present, the liquid becomes deep purple-red, this colour being 
discharged on warming (/*7g. 184). If salol, aspirin, salicylates, carbolic* 
acid or any of its compounds arc being taken, the urine contains phenyl 
compounds which give a similar reaction with ferric chloride, but the 
colour due to these does not disappear on warming. Herbert French. 

DIARRHCEA. Diarrluca is a symptom and not a disease in itself, and in every ease 
one must try to discover what the underlying cause of the looseness of the bowels is. In 
order to do this it may be necessary, in addition to routine physical examination in the 
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ordinary way, to employ one* or all of the following special methods : (1) Digital examina- 
tion of the rectum ; (2) Inspection of the lower colon by the sigmoidoscope ; (II) Investi- 
gation of gastric digestion hy test meals (see p. 400) ; (4) Examination of tlie stools by 
the naked eye and by the microscope. Most of these methods require no special description, 
or have been dealt with in other articles, but some account must be given of t,u “ examina- 
tion of t I k* stools. 

Various ‘test diets’ for the investigation of the intestinal functions have been proposed, but 
it is sufficient to let the patient include the following articles in the dietary for about, forty-eight 
hours before the stool is examined: (1) Milk; (2) Eggs; (») Meat in some form; (4) Karin, 
a coons foods, c.g., bread, potatoes, rice: (."») (been vegetables and stewed fruit; (<>) Fats, e.g.- 
I, u ttcr. bacon, fat, ham, etc. flic choice and amount of the individual articles may he left to the 

put ient 's taste. . . , 

In order to examine the stool, a portion the si/e of a walnut should he rubbed up with normal 
saline solution to a fluid consistency, and examined with the naked eye against a dark background. 
Normally one sees a homogeneous fluid made tip of very small dark-grey particles. In pathological 
conditions one may recognize mucus, pus, blood, parasites, the remains of connective tissue in the 
form of yellowish-white shreds, brown muscle fibres, and the residue of potatoes in the form of 

glossy granules. . 

for micro:. co/acal examination one prepares three specimens. The first is examined as it is; 
to the second one adds a few drops of .40 per cent acetic acid, and heats a little to dissolve fat ; to 
the third is added a little iodine solution. 

A normal stool shows in the first preparation a few muscle fibres, some yellow lumps of lime 
salts, and a few empty potato cells. In the second preparation, a few fatty crystals; in the third, 
a very lew violet -tinted starch grains. In pathological conditions one may find in the first prepara- 
tion many wi ll-preserved muscle fibres, numerous fat droplets and fatty crystals, and abundance 
of potato fells ; in the acetic acid preparation, numerous masses of crystals of fatty acids ; in the 
iodine preparation, an excess of starch. 

In order to test for bite , mix some of the stool with concentrated corrosive sublimate solution 
and allow to stand for twenty-four hours. Normally it turns red from the presence of urobilin ; 
greenish particles show the presence of unaltered bilirubin ; absence of green or red colouring 
shows that bile is not present at all. 

Reaction of the Stool. A drop of the stool prepared as above by rubbing up with water is 
applied with a glass rod to a piece of moistened litmus paper. The reaction can he seen best on 
the other side of the paper. A normal stool is nearly neutral ; marked alkalinity indicates putre- 
faction ; aeiditv shows curhnhvdrutc fermentation. 

Test for Occult' lilooit. The patient must have eaten no red meat for two or three days. 
A portion’ of the stool the size of a hazel-nut is rubbed up with 2 e.e. of distilled water and placed 
in a test-tube. Add half its volume of glacial acetic acid, and shake. Then nearly till the tube 
with ether, and reverse several times. To about one inch of the resulting yellow, translucent, 
ethereal solution, add: (a) a few drops of glacial acetic acid, (b) one inch of fresh! if prepared 
saturated solution of benzidin in rectified spirit, (e) one inch ol liq. Iivdrog. perox. Shake, and 
pour a few drops on to a porcelain slab. II blood is present, a blue colour appeals. 


D1ARR1UEA IN INFANCY AND EARLY CHILDHOOD. 

1. Acute. The acute diarrlncas of infancy are either dyspeptic or inlective in origin. 
'The infective diarrlncas are usually spoken ol as ‘summer or epidemic diartluiM. It 
is often impossible to distinguish sharply between the simple dyspeptic and the infective 
variety, but it max' be said that the greater the signs of toxicmia (collapse, sinking in 
of the fontanelle. inelasticity of the skin), the more likely is it that the ease is one ol 
infection. High body temperature and epidemic prevalence of the disease are also in 
favour of such a diagnosis. Dyspeptic diarrlnra may be due to mal-digestion of any ol 
the constituents of milk. Examination of the stools may enable one to distinguish which 
constituent is at fault, thus: 

Stools containing white tough particles, insoluble in alcohol and ether mixture 
casein indigestion. 

(ireen slimy stools containing small granular masses soluble in alcohol and ether 
mixture fat indigestion. 

Frothy sour stools sugar indigestion. 

(irecn stools arc- of no special diagnostic- value-, as tlie-y merely indicate- that the 
contents have been hurried unduly through the intestine. 

If the stools contain visible blood and mucus, and are passed with much pain and 
straining, acute colitis may be diagnosed, but not until intussusception has jetn txc ut tc 
(see Hi.oon pkh Am m, p. DO). 
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2. Chronic. C hronic diarrluea in infancy may follow upon an acute infective eliarrheen 
or be dyspeptic from the outset. The history and a consideration of the points mentioned 
above will determine the diagnosis in most eases, but it must be remembered : (1) That an 
intestinal catarrh set up by an infection may lead to mul-digcstion and persistent chronic 
eliarrlura in consequence : and (2) That a dyspeptic diarrluea predisposes to the develop- 
ment of intestinal infections. The two classes may therefore pass into each other and 
an exact differential diagnosis be impossible. 

There is a special form of chronic diarrluea in early life which follows a very pro- 
longed course, and to which the term ‘etrliac disease* or *thc ceeliae* affect ion' is applied. 
It usually starts in the second or third year of life, and is characterized by the* passage 
of stools which are not very frequent but are bulky, pale, and extremely offensive, contain- 
ing much undigested fat and free fatty acids. The abdomen is tumid and tympanitic, and 
the child wasted and stunted in growth and development. This form of diarrluea is very 
apt to simulate abdominal tuberculosis, and indeed is usually diagnosed as such : but in 
abdominal tuberculosis enlarged glands ora rolled-up and thickened omentum may perhaps 
be felt, or there is ascites or evidence of tuberculosis elsewhere. Sometimes, however, a 
diagnosis is only possible after watching the progress of the ease. 

If the stools in a ease of chronic diarrluea contain visible mucus and blood, and 
art' passed with much straining, special involvement of the large bowel may be diagnosed 
(chronic colitis). The history will usually point to a preceding attack of acute colitis. 

DIARRHCEA IN ADULTS. 

1. Acute. The history is of great importance. It may elicit some indiscretion of 

diet (the eating of unripe fruit, etc.), or the consumption of some toxic article of food 
{ptomaine or * food ' poisoning) or irritant drug (e.g., arsenic). In such eases vomiting is 
often present as well. In toxic eases there is great depression, and a feeble and. perhaps, 
irregular pulse. If there is lever one should think of an infective cause, such as typhoid 
fever, or dysentery. In the ease of typhoid, enlargement of the spleen is an early confirm- 
atory sign, but is sometimes absent : spots should also be looked for. 'The presence of 
leueopenia may Ik* of help, and the pulse-rate is low in proportion to the temperature. 
The agglutination reaction is not usually obtainable until after the end of the first week. 
In dysentery there will be tenesmus, with blood and mucus in the motions. In the anuebie 
form, the Entamaha histolytica may be found in the stools, and the character of the 
multiple small jutted ulcers seen through the* sigmoidoscope is almost |»at hognomonic. 
In the specific form, the blood serum agglutinates Shiga's bacillus. Similar symptoms 

to those of dysentery are produced by aeate colitis , especially of the ulcerative form. 

Appendicitis may heign with acute diarrluea. and the possibility of this should be 
borne in mind. 

In pernicious atavmia, exophthalmic goitre, and Addison's disease, periodic 1 attacks of 

acute diarrluea are apt to occur. The other characteristic signs and symptoms of these 

affections will be present. 

Finally, it should be remembered that even although diarrluea is due to a new growth 
in the bowel, it may begin acutely, and a rectal examination should never be omitted. 

2. Chronic. Chronic diarrluea in the adult may be the result of several causes, of 
which the following are the chief : 

Jmpaired Gastric Digestion (gastrogenic diarrluea). The looseness tends to occur in 
bouts, with intervals of freedom. The stools contain fragments of connective tissue and 
show under the microscope an excess of unaltered muscle fibres. A test meal repeals 
absence or great diminution eif gastric juice (achylia). This form of diarrluea ofte n occurs 
in Addisonian (pernicious) ana-mia. It can be controlled by eleise-s of dilute* hydrochloric 
aeiel. 

Impaired Pancreatic Digestion (pancreatic eliarrhera). The steals are* pale or white- 
in eedour, very eiffensive, and show, on ce»e>ling, solidified fat masses ; microscopically 
they exhibit excess e>f fat globules and fatty aeiel crystals along with undigested muscle- 
fibres and starch granules. There may be a very high diastase eoellieie*nt in the* urine- ; 
instead of lying between 6 and 20 the figure may be even as high as ;U)(). (See also 
Cammidok's Pancreatic Reaction, p. 128.) 
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Local ('auditions in the i'olon : 

a. Ffveal Impaction (paradoxical diurrlura). This variety is commonest in elderly 
persons. Rectal examination reveals retained f'jvces, and fsreal masses may perhaps be 
felt through the abdominal wall. A thorough evacuation arrests the discharges. 

h. Xne (Irmcth. There is nothing absolutely characteristic about this form of diar- 
rlura, but the motions are often explosive and tend to occur in the early morning. Rlood 
may be present in the stools, but not always. Digital examination of the rectum or t lie 
use of the sigmoidoscope will reveal a growth. It should be noted specially that neither 
a sudden beginning of the symptoms nor the youth of the patient excludes the possibility 
of growth. 

c. C/tronic Catarrh of the Colon or Hectum. -The diarrhoea in this variety tends to 
be in the early part of the day (’morning diarrh<ca‘), the stools are well-digested, and 
may or may not show visible mucus. Examination with the sigmoidoscope will show a 
catarrhal condition of the mucous membrane if the disease affects the pelvic* colon. In 
eases in which the chief seat of the affection is higher up it may only be possible to arrive 
at a diagnosis by the method of exclusion. 

d. I leerative Colitis. The stools are frequent, usually small, often passed with some 
straining, and contain visible mucus, blood, and shreds. The sigmoidoscope reveals ulcera- 
tion of the mucous membrane. The ulceration may be dysenteric or noil-dysenteric in 
nature, but the history will usually enable* one to make the distinction. Bacteriological 
examination of the stools and the serum reaction of the blood may be conclusive. 

Catarrh of the Small Intestine. The stools are usually copious, fluid, free* from v isible 
mucus < a* blood, unless the colon is involved as well, and show under the microscope 
impaired digestion of all the food constituents and the presence* of bile-stained particles 
of mucus. Sometimes the diagnosis can be arrived at only by exclusion. If catarrh of 
the small intestine is diagnosed, one has to determine its cause. The e*hief things to think 
of are : cardiac disease or cirrhosis of the liver producing chronic venous stasis in the 
bowel : phthisis or other forms of tuberculosis : chronic nephritis : alcoholism : and the 
ingestion of irritants (c.g.. arsenic, antimony). 

Lardaceoas Disease is a rare cause of chronic diarrluea nowadays, and is not likely to 
occur unless there be signs of waxy disease elsewhere, c.g.. in the spleen, liver, or kidneys. 
There may be a history of prolonged suppuration or tertiary syphilis. Chronic ulcerative 
colitis may itself be a cause of lardaeeous disease. 

Tropical Diseases. The two chief tropical diseases causing chronic diarrluea arc*, 
besides chronic dysentery already mentioned, sjtrae and hill diarrluea. 

In sprue the pale, frothy, and copious stools are characteristic, besides the presence of 
a painful stomatitis involving the tongue and lining membrane of the mouth. It should 
always be thought of as a possibility in the east* of a patient who has lived in the East. 

llill diarrlma, which is closely allied to sprue, is met with chiefly in Europeans on 
their going to the hills after living in the tropical lowlands. The diarrluea tends to occur 
chiefly in the early morning, the stools being copious, pah*, and frothy. The diarrluea 
is accompanied by much flatulence and distention. 

Xcrvons Causes. If all the above causes of a chronic or recurring diarrluea can be 
excluded, one may be dealing with a ease of nervous diarrluea . which is characterized by a 
tendency for the bowels to act directly after a meal (lienterv) or on excitement or under 
emotional influences. A good many eases of so-called 'morning diarrluea' are ol this 
type, though in many there is a catarrhal basis as well. The history, the presence of other 
evidences of nervous irritability, and the fact that the general health and nutrition are 
well maintained, all yield confirmatory evidence. Frequent action of the bowels may 
accompany tabes dorsalis , either in a late stage when sphincter trouble has arisen, or 
earlier in the form of recta! crises analogous to the more familiar gastric crises of this 
disease*. Hubert Hutchison . 

DI AZO-REACTION. The diazo-reaetion of Ehrlich is obtained in certain urines 
on testing them with the following solutions : — 

0* ^rm. (2) Sulplmnilie Acid - - - 0\ r > s-U’ni. 

100 (*.(•. H vdnu lilorie Arid - * 0f> c.<\ 

Distilled Water - - - 100 c.c. 


( 1 ) Sodium N it rd e 
Distilled Water 
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A strong solution ol‘ aminonia is also required, and all should he freshly prepared. 
To a draehm of sulphanilic arid solution add a drop of sodium nitrile solution, mix \wth 
a draehm of the urine, and add ammonia to excess. A normal urine turns brownish- 
vellow ; when the reaction is positive the mixture turns deep red, and, most characteristic 
of all, the froth produced on shaking the test-tuhe is rosy red. 

It is often regarded merely as an obsolete test for typhoid fever ; hut it occurs in 
many other conditions : it is an indication of abnormal protein metabolism, leading to 
the elimination of certain aromatic substances which react in this way to diazo compounds. 
The following are some of the conditions under which the diazo-reaetion has proved 
positive : INIany fevers, such as diphtheria, erysipelas, measles, pneumonia, scarlet lever, 
typhoid, typhus ; cachectic states, such as advanced phthisis, cancer, cirrhosis, syphilis, 
malaria, grave amrmias : and in poisoning by certain drugs, such as chrysarobin, guaiaeol, 
carbolic acid, or opium. 

Clearly a reaction which occurs under so many different circumstances can have but 
a limited value. There are some who say that it has no value at all. Others, however, 
find it of clinical use in the following respects : (1) It is never normal : (2) It is more 

constantly present in cases of typhoid than in any other fever, so that, other things being 
equal, the presence of the diazo-reaetion may help in diagnosing typhoid fever, though 
the converse is not true ; (11) In eases of phthisis a positive diazo-reaetion is a sign ol ill 
omen, whilst should the diazo-reaetion disappear after it has been present, this is evidence 
of material improvement, even though the physical signs remain the same. Herbert French. 

DILATATION OF THE HEART.- (See Km.aik;i:mi:nt oi nir. IIkaiit. p. 2.77.) 

DILATATION OF THE STOMACH presents itself clinically under two totally 
different aspects: (1) Acute : (2) Chronic. 

1. Acute Dilatation of the Stomach is generally a serious complication, or often rather 
a fatal catastrophe, arising in the course of some other condition, especially : 

After operations, notably laparotomy, per- In the course of acute fevers, especially 
formed for whatever cause lobar pneumonia 

Alter abdominal injury In tin* course of chronic heart failure . 

espeeiallv in had eases of mitral stenosis. 

The diagnosis is generally easy ; it is the relief of the acute dilatation that is so difficult. 
The blown-up, drummy abdomen, the constant effort to bring up wind, sometimes in vain, 
sometimes with copious and recurrent (‘nictations, often with ominous hiccough, are 
familiar and much to be dreaded. Sometimes shortly before, sometimes just after, death 
immense quantities of blackish-brown or dull greenish-brown fluid flow from the mouth 
and nostrils, and the wonder is how it can all be coming from one stomach. Tin* dilatation 
itself is of the nature of acute paralysis of the gastric walls, and the final outflow of fluid 
which gushes out rather than is vomited- is caused by the pressure of the gas associated 
w ith it, and not by active contractions of the stomach musculature. 

2. Chronic Dilatation of the Stomach is due to totally different causes, which may be 
divided into two main groups, namely 

i. Those associated icith stenosis at or on either side of the ])t/lorus n dae to : 

Cicatricial fibrosis of an old simple gastric ulcer 

Cicatricial fibrosis of an old duodenal ulcer 

Adhesions around or near the pylorus, the result of former local peritonitis due to 
such causes as : Former gastric ulcer ; former duodenal ulcer ; gall-stones. In 
maiiv eases adhesions are found without any ascertainable cause 

Carcinoma of the Carcinoma of the Carcinoma of the Carcinoma of the head 
pylorus duodenum gall-bladder of the pancreas 

Karities, such as calcified retroperitoneal cyst ; hydatid cyst at the portal fissure ; 
huge renal or suprarenal tumour. 

ii. Those dae to dilatation without obstruction : 

Atony. Over-distention by gas or excess of food or drink. 

In the consulting-room the two most suggestive signs of dilatation of the stomach are : 
(c/) A gastric* suceiission splash, audible or palpable over a much wider area than normal. 
The mere presence of suceussion is not an indication of dilatation, for a normal stomach 
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coulaining fluid and gas gives marked succussion. Tin* point to determine is the area over 
wliicli l lie succussion is heard ; and if it extends right across the epigastrium and down to 
the umbilicus, or below it, when the patient is lying down, dilatation is almost certain. 
(b) Visible gastric peristalsis over an unduly large area. 

Formerly it was e msidered that the most important 
symptom of pyloric stenosis was the vomiting at relatively 
long intervals of larger (plant it ies of material than were 
consumed at the last meal, (‘specially if remains of a meal 
taken the day before could be recognized in the vomit ; 
but it is known now, as the result of early examinat ions 
with \ rays sifter bismuth or barium meals (F/g. 185), 
that such vomiting may only set in as a late sign, years 
after the stenosis has originated ; the patient complaining 
merely of periodic acute indigestion, flatulence, distention, 
and discomfort of a type which, but for X-ray examination, 
might well he regarded as simple flatulent dyspepsia. The 
importance of early X-ray examination in all eases of 
persistent indigestion is beyond doubt, for verification of 
the diagnosis by curative operation has demonstrated again 
and again that a marked degree of pvlorie or duodenal 
stenosis, with extensive dilatation of the stomach, may be 
present in a patient who never vomits at all. If the 

1 * . I III. lv». .-‘Ui.n.'iMiu of the stomach 

bismuth meal is taken at 10 a.m., none should be seen in a <|ii.ut.«-r of an hour utter a harium 

, . . . .. .. c, 1 ln al ill a I •ime ot )>\ Ion* 1 st enosis due 

the stomach at 0 p.m. \ cry often m these eases, however, U) ' lh( , is of 

the black shadow is still seen in the stomach eight hours 11 1/ ' i tin- ga-tn-.-t nn takin” tim 

form ot cioir.Mtiou ratlmt than of dila- 

after the meal was given (Fill- 180). and sometimes even tation. 
after twenty-four hours. If, at the first X-raying, the 

stomach is obviously large, yet vigorously peristaltic, and if, eight hours later, there is 

still a considerable amount of bismuth in the pyloric third, 
the probability is that the dilatation is stenotic and that 
operut ivc t reatment is indicated. Skiagraphy is infinitely 
superior to any other method of diagnosis in these eases, 
and is replacing diaphany, lavage, inflation, and gastric- 
juice analyses wherever available, and by its means it 
is often possible to detect such difficulties as hour-glass 
stomach, or to distinguish ulcer from carcinoma. Once 
dilatation from stenosis has been demonstrated in this 
way. operative measures are indicated, for medicinal treat- 
ment cannot cure the mechanical stasis. The further 
details of the diagnosis are arrived at by the surgeon ; 
even when the abdomen has been opened, however, it is 
often exceedingly diflicult to decide whether a given hard 
mass at the pylorus is malignant, or due to inflammatory 
matting round an old simple ulcer, and it may remain 
in much doubt which of the two is present until one finds 
that the patient either develops metastatic deposits in 
I'm. i>r.. Tin sum' imm' :is />/. is:., {pc liver, Ivmphatic glands, peritoneum, or elsewhere ; or 

ml'IiI hour- alter tin- It. ilium hum!. Not , ", .. ... , ■ . . 

uuiM in. in.:' | mu i>riui tn< pone.i-i-. alternatively survives for years after lus gastro-ent( ros- 
r’i'.> ’ /iV, ' : 'o V ;;; * " i»' ^ *<»»> demonstrate that «-i«at was thought m the 

tin- h.inum shotilil 1 1 : i \ <■ I'oi'ii in tlm mrum tim(‘ to be a carcinoma must after all have been not 

'purl hn-muViT i-'Jm m th.-iomach, malignant, but the result of inflammatory matting round 

» simple chronic ulcer. Broadly speaking the jf renter the 
title. l*\loric stenosis was eonlirinod at dilatation of the stomach, the more likely is the stenosis 
i;',n i.w,,, to lK> non . nmlisnant . oftcll , indeed, malignant stenosis 

of the pylorus is associated with relatively little gastree- 
tasis, whereas fibrous stenosis of pylorus or duodenum may lead to so much dilatation 
that gastric succussion may be audible over the greater part oi the abdomen. 

Herbert French. 
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DIPLOPIA, or double vision, may be either monocular or binocular : that is to say. 
an object may be seen double with one eye, or single with each eye separately and only 
double when both eyes are open. To distinguish between the two conditions it is necessary 
that each eye should be closed in turn. If with either eye the object is still seen double, 
the diplopia is monocular and due to that eye alone : if. on the other hand, the object 
is seen double only when both eyes are open, the diplopia is binocular, and due to some 
disturbance of the balance of the two eyes. 

Monocular Diplopia may be due to: (1) Dislocation of the lens; (2) Incipient 
cataract ; (:t) Double pupillary apertures ; (1) Low decrees of astigmatism. 

In a ease of monocular diplopia it is necessary to examine the eye by light reflected 
upon the pupil from an ophthalmoscope mirror in a dark room. Diplopia from a dislocated 
or displaced lens will only occur when the edge of the lens is in the pupil, some rays passing 
outside the lens direct to the macula, and other rays, passim* through the edge of the lens, 
being deflected to a different part of the retina. In these circumstances the edge of 
the lens will be seen in the pupil as a dark crescentic opacity of unmistakable form and 
appearance. Other symptoms which may serve to confirm the diagnosis are increased or 
irregular depth of the anterior chamber (the space between the iris and the cornea), and 
tremor of the iris during movements of the eve. 

Karly cataract usually leads rather to the appearance of multiple images than of 
two onlv. a candle or light being seen as five or six. This polyopia is due to the fact that 
the lens is broken up by cortical cracks and opacities into sectors of varying refractive 
power, often set in slightly different planes. These cracks and sectors of the lens are 
seen as black radial opacities on illumination by an ophthalmoscope mirror, or as opaque 
white* stria* when the eye is illuminated from the front by a lens. 

The presence of hen papillarff apertures will be apparent at once on a care ful examina- 
tion of the eye. They may be congenital, or due to accident or operation. In cases of 
diplopia due to multiple pupillary apertures the double vision is most evident when the 
object looked at is not in accurate focus. 

Should none of the three conditions mentioned above be found it is most likely that 
the diplopia is due to a loic degree of astigmatism. In this condition letters and test types 
are often seen accompanied by faint 'ghosts' placed either above or to the side of the 
real letters, and in some cases overlapping them. This cause of monocular diplopia can 
be determined only by careful examination of the refraction of the eye. The diplopia 
is cured by the wearing of suitable glasses. 

Binocular Diplopia may be either: (1) Physiological, or (2) Pathological. 

Physiological diplopia occurs unnoticed in all normal binocular vision. It is evident 
that as the two eves view any given object from different standpoints, the retinal images 
must differ as do the two views taken by a stereoscopic camera. The diplopia is not 
apparent, however, as the two dissimilar images are combined by the higher visual centres 
■*f the brain to form a single* solid conception of the object viewed. The amount of 
dissimilarity of the retinal images gives the impression of space and distance, near 
objects causing images more unlike than those formed by things remotely placed. The 
dissimilarity of the two retinal images in normal binocular vision, giving the idea of 
space, is termed in psychology ’disparateness' or * disparation*. 

When, however, owing to some failure in the centre which controls the mental fusion 
of the two ocular images, they are not combined, or when some disturbance of the accurately 
balanced muscular mechanism upsets the automatic fixation of both eyes upon the same 
object, pathological or obvious diplopia results. 

Pathological Diplopia. — Before discussing the various forms and causes of this con- 
dition it is necessary to have a clear idea of the visual process of localizing objects in space 
— projection, or orientation. 

In normal binocular vision, looking at an object means that both eves are so turned 
that the image of the object looked at falls upon the central most acute area of the 
retina, the macula or yellow spot, in each eye, and objects other than that directly 
looked at form images upon the retina which are more or less peripheral. From our 
experience of such sensations and their locality on the retina we are able accurately 
to determine the relative positions of objects in space. The image of any object falls 
upon corresponding areas of the retina* of the two eyes. These* areas, though always 
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corresponding, urc not in the true sense of the word symmetrical. '1 he linage of an 
object to the” right of the eves falls upon the nasal side of the right and the temporal side 
of the left retina; but the eorrespondii.fr areas arc in normal circumstances always 
stimulated simultaneously, and from these retinal images is derived the idea of the position 

of the object in space. . 

If the normal relative position of the two eyes is upset m any way the image of an 
object no longer falls upon two usually corresponding areas, erroneous ideas ot projection 
are formed, with consequent diplopia, and it is from an examination (.1 this diplopia that 
>ve can ascertain the displacement of the eye and its probable cause. 

For example Vi". 187 represents diagrammatieally a condition in which the left i>t 
is lookim' at or fixing the object (), while the right eye is pointing abnormally mwards-- 
a converoont strabismus. In consequence of the abnormal position of the right eye, the 
ima.rc of the object () does not fall upon the yellow spot on the macula./, but upon a point 
internal to it. a. In ordinarv circumstances, with proper fixation ol the two eyes, any 



object whose image fell upon a would be to the right of the object <). hence under the exist- 
ing abnormal conditions the right eye erroneously projects the object <> to the position 
and a diplopia results in which the right of the two images seen belongs to the right eye, 
and the left to the left eye. This is termed a homonymous diplopia. Fig. 188 shows m a 
similar manner the formation of a crossed diplopia in a divergent squint or strabismus. 
These two figures illustrate the formation of a diplopia in lateral deviations of the eyes. A 
moment s consideration will show that deviation in a vertical or oblique plane will equally 
cause diplopia, owing to the disturbance of the normal corresponding areas of the two retina-. 

It will be seen from the figures that, in lateral deviations, a convergent squint causes 
homonymous, and a divergent squint crossed, diplopia. In ocular paralyses the diplopia 
w ill increase if the two eyes are carried in the direction of the usual action of the paralysed 
muscle. As an example, Vig. 187 may be chosen as a diagrammatic representation o a 
paralysis of the right external rectus muscle. The more the eyes are turned to the right 
the greater will be the convergence, owing to the inability of the right eye to turn to t ic 
right” to the same extent as the left ; the greater therefore will he the .diplopia as the image 
of the object () falls farther and farther round on the nasal side of the right retina, the 
objeot being projected farther and farther to the right. It will also be seen lrom t ns con- 
sideration that in a ease of diplopia Iron, a muscular paralysis, when the eyes are earned 
as far as possible in the direction of the usual action of the paralysed muscle, the blithest 

displaced image alwavs belongs to the paralysed eye. 

The two images are not equally distinct ; that in the unaflected eye falls upon the. 
macula ami is seen most distinctly the real image; that falling upon the retina ol the 
affected eye is more peripheral, and therefore not so definite ; it is termed the false or 

WiUi'u^above considerations in view, and with a knowledge of the individual actions 
of the ocular muscles, it is easy to elucidate cases of simple paralysis ol one or more ocular 
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muscles, but lor convenience of reference the chart giving the position of the images m 
paralysis of the various ocular muscles is reproduced below. 

Binocular diplopia may be caused by paralysis of any ocular muscle, but it may also 
arise from the bodily displacement of one eye from such causes as orbital growth , abscess, 
heemorrhage, or cavernous sinus thrombosis ; it may also occur alter tenotomy. 

. , . Kipht siilcil 

Loft -sided , i.,, r ,.1..^ 

Paralysis Tht ilotlrd lints represent the apparent unntjt . 1 u • * 


External Urdus. 

Diplopia appears in looking toward the paralysed side. 

The lateral separation of the images increases as the paralysed eye 
is abducted. 



# 
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Internal Urdus. 

Diplopia on looking towards the sound side. 

The lateral separation of the images increases in adduction of the 
paralysed eye. 


Superior Urdus. 

Diplopia on looking up. 

The vertical distance between the images increases as the paralysed 
eye is elevated and abducted. 

The obliquitv increases in adduction. 

The lateral separation of the images diminishes when the eyes are 
turned laterally in either direction. 
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Inferior lied us. 

Diplopia on looking down. 

The vertical distance between the images increases as the paralysed 
eye is depressed and abducted. 

The obliquitv increases in adduction. 

The lateral separation of the images diminishes when the eyes arc 
turned laterally in either direction. 



Superior Oblique. 

Diplopia on looking down. 

The vertical distance between the images increases as the paralysed 
eve is depressed and adducted. 

The obliquitv increases with the abduction. 

The lateral distance between the images diminishes when the eyes 
are turned laterally in either direction. 



Inferior Oblique. 

V Diplopia on looking up. 

\ I The vertical distance between the images increases as the paralysed 
I eye is elevated and adducted. 

I The obliquity increases with the abduction. 

I The lateral ‘distance between the images increases as the eye is 
elevated and abducted. 

Vig. 189 . — To Ilm'stratk thi: Hliiaviolu 01 Tin: Donu.i. Tmaci s 
in Paralysis 01 tin: Dollar Mtsclls. 



Cases of displacement of the eye from local causes can usually be distinguished from 
those of ocular paralysis by the indeterminate character of the diplopia, which is accom- 
panied by more or less fixation of the eyeball, and by proptosis. 

Isolated paralyses of individual ocular muscles or groups of muscles are nearly always 
nuclear in origin ; basal growths rarely cause ocular paralyses of any extent on one side 
onlv, the affection sooner or later becoming bilateral. 

" j n somc rare cases of convergent or divergent squint with absence of binocular vision 
and good vision in each eye, there may be the power of alternate fixation with more or less 
evident diplopia. As a rule, however, the individual has the power of suppressing the 
image of the squinting eye, obtaining monocular vision. 

Diplopia is probably the commonest symptom of lethargic encephalitis , a disease in 
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which any function of the central nervous system may be disturbed. The slightest 
disturbance of balance in the function of the ocular muscles is quickly perceptible to a 
patient in tin* form of diplopia — a fact which goes far to explain the frequency of this 
symptom. Not uncommonly the earliest, perhaps the only, evidence of encephalitis is 
the occurrence of diplopia associated with malaise, slight pyrexia, and headache, the 
whole syndrome being regarded as ‘influenza* or as a transient ailment of no serious 
import. Unfortunately it often happens that serious sequela* follow, the most striking 
and frequent, of which is post -encephalit ic Parkinsonism. In other eases diplopia is 
accompanied by serious disturbances in relation to other cranial nerves, and sometimes 
by cerebral symptoms such as hemiplegia or hemianopia, and the constitutional disorders 
may be more severe. High fever, excruciating headache, and mental aberration may 
be prominent symptoms in the early stage of the disease, and the diagnosis may depend 
oft the elimination of other diseases, especially meningitis, cerebral abscess, or uraemia. 
Examination of the blood and cerebrospinal fluid is often necessary before a correct 
diagnosis can be arrived at. In patients suffering from encephalitis lethargiea the 
pressure of the cerebrospinal fluid is usually raised, and the liquid is either clear or 
tinged with blood. There is often an increase of cells, lymphocytes, up to 1(H) per c.mm. ; 
the amount of protein is within normal limits and the glucose content is generally raised. 
Other symptoms associated with encephalitis arc various involuntary movements which 
may be choreiform, tremulous, or myoclonic. In the later stages, especially in conjunction 
with the Parkinsonian syndrome, the patients may complain of great restlessness, lack 
of initiative*, salivation, attacks of dyspmra and hiccough, dysphagia, and general slow- 
ness in carrying out all the ordinary activities of life. In children, particularly, the acute 
phase's of the disease may be follower! by morbid changes in moral and mental calibre, 
and the* tendency to be wakeful at night and sleepy during the day may be prolonged 
for months or e ven vears. 

l)iplo, »ia is a common symptom in the rare* disease* botulism, produced by the ingestion 
of the Haei/fus botutinus. The* diplopia may be* maske'd by ptosis, and is usually accom- 
panied by mydriasis, dysphagia, dysphonia, vomiting, cramps in the limbs, and, especially 
in fatal cases, coma. The* diagnosis generally depends on a history of one or more persons 
having partaken of a meal off some canned food and developing, at intervals varying 
from six to thirty-six hours, a combination of the* symptoms just described. The elisease 
generally occurs, t lu re-fore*, in small epidemics, and the diagnosis may be suspected before 
it is possible* to confirm it by cultivating the* bacillus from the remnants e>f fe>od. Should 
any of the* infected food have* be*cn thrown out into the poultry yard, the rapid mortality 
amongst the* fowls may afford another clue to the nature of the malady. 

Herbert L. Eason. 

DISCHARGE FROM THE EAR. (See* Otokkikka, p. .VJ1 . ) 

DISCHARGE, NASAL. A discharge from the nose may be acute, subacute, or 
chronic, and it may consist of clear fluid almost like water, of mucus, mucopus, pus, food 
regurgitated through the* nose, or blood. For the differential diagnosis of the causes of 
hiemorrhagc from t lit* nose. se*c Kpistaxis, p. 2755. 

Regurgitation of Food through the Nose may be due to a congenital condition, 
especially cleft palate ; to acquired perforation of the palate, especially syphilitic ; to post - 
diphtheritic jmralysis ; or to much rarer neuromuscular lesions, such as bulbar paralysis , 
jtseudobulbar paralysis , or myasthenia gravis, all of which are discussed elsewhere. 

Serous, Mucous, and Mucopurulent Discharges differ from each other chiefly 
in degree*, for that which may begin as serous may later become mucopurulent and then 
purulent, as is seen during the course of a common cold. A watery discharge is sometimes 
spoken of as coryza, though for the latter to be typical there should at the same time be 
watering of the eyes ; it is generally acute in onset, and the diagnosis of its cause is not 
difficult as a rule. It may be due to the following different conditions 


Common eold, early stage 
(Micrococcus catarrhal is) 
Lachrymatiou 
Hay fever (coryza c feno) 
Measles 

Iodism or broinism 


Arsenic 

Local irritants such as snuff, 
ammonia vapour, sulphur 
dioxide, chlorine, and other 
irritating gases 
Kog 


Some cases of spasmodic 
asthma 

Some eases of trigeminal 
neuralgia 

Neurosis (rhinorrhoea). 
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The differential diagnosis of these conditions needs little discussion, a careful inquiry 
into the circumstances of the ease generally pointing to its nature at once. Measles 
probably presents the greatest difficulty, for the coryza precedes the macular eruption, 
and the patient, generally a child, may seem to he suffering merely from a seven* cold 
when in reality it is in the most infectious stage of measles. Examination of the buccal 
mucous membrane for Koplik's spots (Fig. 11)0) may sometimes serve to distinguish 

this malady as long as two 
days before the skin erup- 
tion appears. These spots 
are individually small, with 
a whitish centre the size of 
a pin's head, surrounded by a 
purplish-red blush : in many 
eases they art* not single, but- 
collected into groups of from 
two or three to thirty or 
more : a common place to 
find them is on the inner 
aspect of the cheeks, in much 
the same position as that in 
which one expects to find 
brown pigmentation in Addi- 
son's disease* ; but they should 
Ik* looked for also on the* 
gums, the inner aspects of 
the lips, and on the* hard and 
soft palates. Tiny flakes of 
c urdled milk may be* mistaken 
for them, but Koplik's spots 
cannot be swabbed off as 
milk curds can be. 

1 he coryza resulting from iodide or bromide of potassium or from arsenic may be verv 
severe, and the patient generally complains of constantly catching cold, when in reality 
the symptoms are due to the drug. 

I he term influenza is sometimes applied to severe febrile* colds associated w ith 
running of the eyes and dripping at the nose, but it is often inaccurate to apply the term 
influenza here, for the symptoms are more* often due to the* M ieroeoeeus catarrhal is. 
Bacteriological detection of the Bacillus influenza * in the discharge is essential if influenza 
is to be diagnosed with accuracy. 

Excessive secretion by the lachrymal glands apart from emotion may in some 
instances lead to constant dripping of water from the nose as the result of neurosis. 

One rare form of watery discharge from the nose is the escape of cerebrospinal fluid ; 

is perfectly transparent, like water, and its nature is suggested at once if there is a 
history of the commonest cause for the symptom namely, an injury to the head leading 
to fracture through the base of the skull involving one of the anterior fossa*. The fluid 
may drip steadily, at the rate of a certain number of drops per minute, and if it is collected 
in a test-tube it may be found to reduce Folding's solution. 

Purulent Discharge from the nose may result from that which has been in the 
first place serous, mucoid, or mucopurulent ; or it may have been purulent from the 
beginning. If it is acute and bilateral it is probably due to a local infection by some 
pyogenic micro-organism, and even when it may seem to be due to nothing more 
than a common cold not a few different organisms may be discovered bacteriologicallv . 
Staphylococci, streptococci, and pneumococci are associated not at all infrequently 
with the Micrococcus catarrhalis. Influenza bacilli may be found. In rare cases, especially 
when the purulent discharge persists longer than it ought if it were the result merely of a 
cold, and especially in cases in which it is so acrid as to product* superficial excoriation and 
soreness of the edges of the nostrils and the upper lip, diphtheria bacilli will be found more 
often than might be expected. Nasal diphtheria , indeed, is not altogether uncommon, 
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but it is dilheult to recognize except by bacteriological examination of the nasal discharge. 
The same applies to two very much rarer purulent lesions of the nose, namely, those due 
to gonococci and to glanders. There may be a urethral infection or a vaginal discharge to 
point to the diagnosis in the former ease, the patient having transferred gonococci directly 
from the genital source to the nose by means of the lingers or a towel. Purulent rhinitis 
due to glanders is fortunately rare, though when it does occur it may escape recognition 
in its curable stage, unless the patient's occupation as a groom or horse-dealer suggests 
tile source of the infection, or unless bacteriological methods are resorted to in all cases 
of nasal discharge that are not perfectly straightforward. 

Chronic purulent nasal discharges are for the most part due either to lesions of the 
mucous membrane oV to the emptying into the nose of purulent collections from the 
antrum of Highmore, frontal, ethmoidal, or sphenoidal sinus, or from necrosis of the nasal 
bums. 'I'he diagnosis may he obvious enough, but often it is by no means easy. It is 
essential that both nasal cavities should be inspected directly in a good light by means 
of a speculum and mirror ; the various kinds of chronic rhinitis may he recognized in this 
way. In chronic utmphic rhinitis the amount of discharge is usually small, the cavities of the 
nose are relatively spacious, the smell offensive (o/.auia), and there are generally crust-like 
deposits upon the mucous membrane. Chronic hypertrophic rhinitis may also produce 
a very offensive smell, a considerable purulent discharge, and difficulty or even inability 
to breathe through the nose owing to the bulging of the inflamed mucous membrane. 
There may or may not be polypi at the same time, and perhaps adenoids and enlarged 
tonsils owing to the necessity for breathing through the mouth. Membranous rhinitis is 
not a distinctive variety, it being more or less an accident whether the inflamed mucous 
membrane produces a membranous exudate or not : the discovery of membrane would 
suggest diphtheria, but bacteriological examination alone can determine whether the 
lesion is diphtheritic or not. Syphilis is responsible for a large number of the cases of 
ozjena and chronic rhinitis, especially of the atrophic form, but it is not responsible for 
all. and the diagnosis as to whether the lesion is syphilitic or not will rest upon concomitant 
signs elsewhere, upon the history, and upon the result of Wassermann's blood-serum 
reaction. Necrosis of the nasal bones, if it occurs spontaneously, is often syphilitic, but 
it may also result from an injury, such as a blow : the deformity which follows the falling 
in of the bridge of the nose is characteristic. 

Tuberculous rhinitis is rare. There is a variety of nose affection called rhinitis caseosa , 
but this is acute and not tuberculous: the appearances might at first suggest that the 
nose was filled with a yellowish diphtheritic membrane, but on cultivation no diphtheria 
bacilli are to be found : what micro-organism is the cause of the cheesy exudate in these 
eases is not known : if left, the underlying mucosa is apt to ulcerate, but under simple 
antiseptic treatment cure results in a week or a little more. Rhitiol iths , although they 
may cause persistence of a nasal discharge, are not in themselves a primary condition, 
but rather the result of preceding rhinitis. Endothelioma . carcinoma, or sarcoma affecting 
the nose is not common exeept as the result of direct spread to its interior from the lip, 
jaw, cluck, or forehead. Sometimes, however, considerable nasal discharge may result 
from the growth of a semi-malignant tumour known as recurrent fibroma or fibrosarcoma 
arising from the external periosteum of the busi-sphenoid bone, thus obstructing the back 
of the nose, and detected by a digital examination via the mouth. 

A foreign tnuly inserted into the nose by a child or by an insane person may produce 
damage associated with a purulent discharge, which may persist even after the foreign 
body has been detected and removed. 

Lupus of the nose is hardly ever primary, and although it may destroy the margins 
and lead to a purulent discharge from the nostrils, the diagnosis is generally clear from 
the apple-jelly deposits in the adjacent skin of the* cheeks. Rodent ulcer , on the other 
hand, though starting in the skin, may spread deeply into the nose, causing destruction of 
cartilage and bone, with pain and purulent discharge. Whereas lupus starts in early adult 
life, rodent ulcer begins at or after middle age. Histological examination may be required 
to distinguish it from epithelioma, though tlu* latter is likely to fungnte more and to have 
advanced more rapidly than rodent ulcer does ; the latter may have existed for years 
without any rapid advance. ltadium treatment, efficiently applied, will cure most rodent 
ulcers of the skin, but this therapeutic test is no longer applicable when the cartilages and 
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bones of the nose have become involved, for radium is then not able to cure the rodent 
ulcer any better than it can cure lupus or epithelioma. 

Empyema, of one antrum of Highmore may cause most troublesome purulent discharge 
from the nose, but it is not difficult to diagnose when tin 1 symptoms are definite. The 
patient generally complains that the pus invariably comes down one nostril : that it is 
associated with an odour which is offensive to himself in a way not common with o/.a*na 
generally ; that he can often produce the discharge by tilting his head sideways in the 
opposite direction to that from which the discharge comes, and that he experiences dull 
aching pain in one side of the face, often spoken of as neuralgia, but upon investigation 
proving to be associated with tenderness located mainly in the corresponding superior 
maxilla. There may be a carious tooth, particularly a canine, from which infection of 
the antrum has taken place, though in a small number of cases a more serious cause exists, 
namely, carcinoma or endothelioma of the antrum, which can seldom be diagnosed until 
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an operation is undertaken or the growth itself begins to cause a protuberance either into 
the nose or through the face ; the nature of these growths is determined histologically. 

Examining the patient in a dark room by the introduction of an elect l ie lamp into 
the mouth or posterior narcs may reveal empyema of the antrum by t ransilhiminat ion 
of the superior maxilla of the normal side and opacity of the other in which the antrum 
is full of pus (Fig. 101). 

Empyema of a frontal sinus has generally been preceded by acute nasal catarrh, which 
has led subsequently to severe aching above one or other eye. with tenderness on percussion 
over the affected frontal sinus, and so much pain in this region that the patient may be 
compelled to hold his head before* he is able to cough or blow' his nose, because of the 
increased pressure within this sinus due to either of these acts. The condition nearly 
always starts acutely, though if untreated it may become chronic and come under 
observation only when the infection has tracked its way through into the subcutaneous 
tissue so as to point above the eye or in the angle between the latter and the* nose. 
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Suppuration in connection with the ethmoidal or sphenoidal sinuses can be little more 
than guessed at unless special skill has been acquired in the direct examination of these 
air-cells. If. however, there is a purulent discharge from the nose coming apparently 

high up, in a patient who has neither antral disease nor infection of the frontal sinus, 

and in whom local conditions of the mucous membrane of the nose itself can be excluded, 
infection of the sphenoidal or of the ethmoidal cells is to be suspected. Herbert French. 

DISCHARGE FROM THE NIPPLE. Discharges from the nipple may be- divided 

into Hirer classes : . , 

1 Normal Discharges. It is quite natural for a woman during the period ol pregnancy 
and lactation to have a discharge of milk from the breast. It is usually of small amount, 
except when the child is put to the breast, but occasionally the How at other times may 
he sufficient to he distressing. 

o Normal Discharges at Abnormal Times. Milk may come from the breast at other 
times than during pregnanev and lactation. In infants it may be found as the result of 
undue stimulation on the part of the nurse, and it has been noted in the breasts of both 
Si xes at the time of puberty. No great importance attaches to it. 

It. Abnormal Discharges. Wood or blood-stained diseharne is a significant sign 
which should never be neglected, for it almost always indicates the presence of some 
abnormal condition in the breast. The commonest is some growth involving the larger 
ducts in the neighbourhood of the nipple. This may be either innocent a duel 
papilloma : or malignant- duel carcinoma. scirrhous carcinoma, or sarcoma. It behoves 
line therefore never to neglect the sign. When a well-marked lump is felt the diagnosis 
call usually be made without dilliculty . and for this the reader is referred to the article 
on Swi ii ini. M vvtvi vitv Ip. KH7). Diilicultv arises when then- is no obvious swelling. 
In these eases the breast must be palpated carefully with the Hat of the hand and also with 
the tips of the lingers, special attention being given to the part immediately subjacent to 
the nipple. If no’swelling can be made out. and the bleeding remains a persistent sign, it 
mav become necessary to make an incision into the breast for diagnostic purposes, recog- 
nizing the fact that a papilloma may be so delicate as to escape detection with the linger. 
Probably the commonest cause of bleeding is a duet carcinoma (eolumnar-eelled carcinoma) ; 
after that, duet papilloma and scirrhous carcinoma : and. rarest ol all, sarcoma. 

A purulent discharge . or pus mixed with milk, generally indicates acute suppurative 
mastitis : tin- other signs of inllammat ion or abscess are well marked as a rule, so that there 
is no diilicultv in arriving at a diagnosis. Chronic mastitis seldom causes a discharge of 
pus from the nipple, but the svmptom is met with sometimes when the lesion is tuberculous ; 
the discovery of tubercle bacilli in the discharge will distinguish this from carcinoma, 
with which it is often contused. 

A <ii st/iti r<jr of scrum will surest chronic interstitial mastitis with cyst formation, 
hut the s\ mptoiii is rare. 

Hydatid fluid has been recorded as escaping through the nipple from a hydatid cyst 
of the breast, but it is so rare as to be a pathological curiosity. The nature ol the fluid 
might he recognized by the linding of booklets in it (Fig. 7(>, p. t».>). (wnruc !■ ■ ("isle. 


DISCHARGE, URETHRAL. Any inflammatory process in the urethra causes a 
discharge. Although most commonly the result of infection by the gonococcus, by no 
means everv urethritis is of this nature, and bacteriological examinations show that other 
organisms besides the gonococcus may produce a urethral discharge and the same sym- 
ptoms as an acute goiiorrhoa. Further than this, a purulent discharge may occur in 
which no micro-organisms can be found : for instance, when the urethra has been injured 
or subjected to irritation bv the injection of strong solutions, or when it contains a foreign 
body, snob as a calculus or a retained catheter. It is stated that a urethral discharge may 
In- associated with g out and rheumatism : but although a few eases ol the former Have 
eon.,- under u.v care. I have been unable to prove that the small amount ol discharge was 
not the remains of a former uneured urethral infection, or that it was directly due to the 
same source as the arthritic symptoms. 

There is no doubt that an acute urethritis may lie caused by other organisms than 
the gonococcus, and sometimes there is considerable trouble in completely curing l . 
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These eases may cause complications in the gcnito-urinary organs similar to those due 
to the gonococcus, such as prostatitis, epididymitis, or cystitis. They may arise by the 
infection of the urethra by septic instrumentation, or after connection with a woman 
subject to leucorrheea. A careful bacteriological examination should always be made ; 
more than once the reputation of a wife has been at stake until it was proved that the 
husband's urethritis was of staphylococcal and not gonorrlueal origin. An acute urethritis 
may accompany a hiematogenems urinary infection ; for instance, an acute pyelitis due 
to Bacillus coli may be followed by acute cystitis, prostatitis, and urethritis, in which no 
other organism but Bacillus coli can be found. 

Gonorrhoeal Urethritis is due to the infection of the urethra by the gonococcus of 
Neisser. In form it is a diplocoeeus with flattened surfaces approximating each other ; 
it stains readily with basic aniline dyes, but differs from other diplococci in bring decolor- 
ized by Gram's stain. The gonococcus is seen in a stained specimen to be intracellular, 
penetrating not only the leucocytes but also the epithelial cells found in a smear pre- 
paration, and, though the cocci may be found also between the cells, their appearance in 
the cells is strong evidence of their specific nature. 

In any ease presenting a purulent discharge from the urethra it is necessary, in order 
that appropriate treatment may be carried out. to ascertain the extent of the infection, 
not only in tin* urethra itself, but also in the other organs of the genito-urinary apparatus. 
For the purposes of clinical investigation the urethra is divided into anterior and posterior 
portions, separated by the membranous urethra, the anterior comprising the bulbous and 
penile urethra, and the posterior the prostatic portion. A urethritis is also, according to 
its clinical aspect, acute or chronic, the acute form being characterized by a thick, creamy, 
purulent discharge, with pain, and the chronic by a thin, greyish, mucopurulent discharge. 
Acute gonorrhoea affects not only the superficial layers of the urethral mucous membrane, 
but also the suhcpithclial tissues and the glandular elements, causing a leucocytic infil- 
tration. The tendency of the inflammation is to spread backwards along the canal so 
that the prostatic urethra may become infected even in the acute stage, though most 
frequently this occurs at a later period; the prostatic and the ejaculatory ducts may 
become infected, and the inflammation may spread to the seminal vesicles, epididymis, 
or testes. In the acute stages of the disease the infection of the anterior urethra is accom- 
panied, as a rule, by redness of the external meatus, scalding pain during micturition, 
and painful erections: occasionally all pain is absent, especially in patients previously 
infected with gonorrhoea. If the anterior urethra be irrigated with ste rile water or saline 
solution the urine passed immediately afterwards will be* epiite* e lcar ; or without irrigating, 
if the urine be passeel inte> two glasses, the first portion will be* turbid from admixture 
with the urethral discharge, whilst the* second portion remains e lear. 

When the posterior u red lira becomes infee*teel in the* acute* stages the* symptoms are 
much more severe. Micturition is more* painful and greatly increased in fre*qucne*y . both 
el ay and night, the patient often being obliged to pass urine every half-hour. Even after 
irrigating the ante*rie>r urethra the urine passeel will be turbid with pus that has amimu- 
1 ' * 1 1 hi the prostatic portion or passed backwards into the* blaelde r, and the terminal urine* 
iiKiv be tinge*el with blood. In the*se* circumstances it may be* ne*e*e*ssarv to e liminate* acute 
prostatitis or prostatic abscess, either e»f which may complicate an acute posterior ure thritis. 
In either condition, micturition may be very painful, or there* may be* ae ute retention ; 
the temperature will be raiseel, and in cases e»f abscess the re* is often a rigor : upon rectal 
examination the preistate is tound much swollen, hot to the toue*h. and extremely te*ndcr, 
whilst with an abscess a seift fluctuating area may be* felt. An acute posterior gonorrheia 
is practically always accompanied by infection of the bladder, and the diagnosis between 
it and cystitis is practically impossible. 

I neier suitable treatment an acute urethritis may remain confined te> the* anterior 
urethra and clear up, but in less favourable cases a slight discharge* remains. If this 
continues for longer than six weeks after the initial euiset it is spoken of as chronic gonor- 
rhoea or gleet. The discharge is small in amount, thin anel watery, or may be* so slight 
as only tei be present in the nmrning after a long period of freedom from urination, e>r us 
filaments in the urine. There is no pain e>r increased fre*qucney of micturition, anel there 
is no difference in the subjective symptoms between an anterior anel a posterior infection, 
although in most cases of chronic gonorrhoea both are present. 
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In anv case of chronic urethral discharge examination should he conducted to 
ascertain not only the scat of infection, hut also the nature of the lesion promoting the 
discharge. The patient should he directed to hold urine for at least three hours before 
lie presents himself for examination, when the anterior urethra may he irrigated thoroughly 
by a fairly forcible stream of sterile water, the urinary meatus being alternately occluded 
and opened during the process, so that tin* whole length of the anterior urethra is dis- 
tended by the fluid. The washing is then examined for any threads, which, if present, 
must proceed from the anterior urethra. The patient is then directed to pass urine into 
two separate "lasses : if there is turbidity due to excess of phosphates this is cleared bv 
the addition of acetic acid, when, if any threads or plu^s of mucopus are present in the 
first specimen, they probably arise from the posterior urethra, whereas pus and turbidity 
of the second show that cystitis is present in addition. If there he any threads in the 
posterior urethra, or if only a small amount of discharge is present, it is advisable first to 
fill up the bladder with sterile fluid by direct .Janet irrigation, after which the prostate 
is massaged by a finder in the rectum, and tin* patient is again directed to pass the fluid 
from the bladder. IMugs of mucopus will be found if chronic prostatitis is present. In 
any ease the threads from either the anterior or posterior urethra should be spread as 
a film, stained, and examined under a microscope for pus and micro-organisms. 

If the remaining infection is found to be limited to the anterior urethra the latter 
should be examined under direct vision by the endoscope. A few minims of a :i per 
etait solution of cocaine are injected into the urethra and, with aseptic precautions, the 
lar^est-si/.ed endoscope tube that the meatus will admit comfortably is passed for about 
an inch. The canal is then illuminated, and at the same time distended with air by 
means of the inflating; bellows attached to the instrument : each part of the anterior 
urethra can then be examined successively as the endoscope tube is passed graduallv on 
until the membranous portion of the canal is reached. It will be found much better to 
examine the urethra in this manner than by first passing the instrument to tie* full extent 
and examining the canal as it is withdrawn, for any infection of the urethral glands, 
infiltration of the walls, or granular areas are observed under aero-distention before the 
instrument has passed over them. When the whole length has been examined under 
distention the air is allowed t<» escape by opening; the window of the instrument, and the 
canal again examined from behind forward by gradually withdrawing; the tube, normal 
urethral walls falling together in a characteristic striated manner, which is altered into 
a slight rigidity by infiltration, whilst at the same time glandular infection or ulceration 
is again seen. Similarly, a definite stricture or a small polypus which may keep up a 
slight urethral discharge can be diagnosed with certainty, and any local treatment for 
the various lesions applied. By careful examination conducted on these lines we are able 
to determine, not only which part of the urethra is producing; the discharge, but also the 
nature of the lesion, so that appropriate treatment can be carried out. In most cases 
in which a gleet remains in spite of treatment with various kinds of injections it will be 
found that there is an infection of t lie posterior urethra or prostatic ducts, which no 
urethral injection except a complete irrigation into the bladder will reach. There is often 
no abnormality to be detected on digital examination of the prostate per rectum ; but 
alter urethral irrigation the secretion squeezed out from the prostate by massage will 
usually show pus corpuscles in addition to the rcfractiblc globules and epithelium which 
are contained in the normal prostatie secretion. In other cases of obstinate chronic 
urethritis a distinct infiltrative process will be found in the anterior urethra, a process 
which results in rigidity of the urethral wall, and in severe cases leads on to stricture. 
The urethral glands are implicated, and their secretion gives rise to the filaments in the 
urine, whilst points of pus may be seen to be expressed from their orifices by the pressure 
of the urethroscopie tube. This infiltrnt ion is seen readily by urethroscopy, but it may 
be imperceptible on the passage of a sound. The urethral meatus is the narrowest part 
of the canal, and a sound which will completely fill the meatus may still pass steadily 
through an infiltrated portion of the urethra, even when its normal calibre is diminished 
considerably. 

In spite of all forms of treatment a sligrht urethral discharge occasionally persists, 
and the physician may be asked if any infection remains, or whether a patient may be 
allowed to marrv. A chronic urethral discharge may contain gonococci or may be entirely 

I) la a 
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free from any organisms. Obviously, if any gonococci are found the discharge is still 
infectious, but there is often difficulty in detecting the organism in these chronic eases, 
whilst in some they may be found if any slight exacerbation of inflammation occurs. 
Other cases again show a chronic urethral discharge which resists all treatment, blit which 
contains a few pus and epithelial cells, though no organisms can be found. That pus cells 
are present in this small urethra! discharge is no detriment to marriage, provided that no 
gonococci can be found, and in practice, if no cocci are found after irritation of the urethra 
by irritant injections, instrumentation, the free use of alcohol, or in the secretion expressed 
from the prostate by prostate massage, on several successive examinations, marriage may 
be permitted. 

A urethral discharge* may in rare cases be present in other conditions than Unit produced 
by gonorrhira or septic urethritis, and as difficulty may arise if one of these eases be met 
with, it is necessary to mention them. 

Herpetic Urethritis. The mucous lining of the urethra is undoubtedly affected by 
herpes in the same manner as other mucous membranes, frequently as a tertiary lesion 
of syphilis. Then* is irritation of the urethra during micturition, and a slight mucopuru- 
lent discharge from the meatus. The small vesicles may be seen by the* endoscope, and 
may be associated with herpes of tin* prepuce. 

Soft Sores in the Urethra are distinctly uncommon. They occur in the terminal 
portion of the urethra, and cause painful micturition and a profuse, thin, purulent dis- 
charge. which contains no gonococci. There may be* other sores on tin* glans penis, and 
an ulcerated surface will be seen on endoscopic examination. They occur within a few 
days of infection, and. if extensive, may produce narrowing of the urethra on healing. 

Syphilis may affect the urethra either as a hard chancre or as a gumma. 

The chancre occurs in the* anterior end of the urethra, forming a linn indurated mass 
which can be felt readily on external palpation. The meatus is (edematous and swollen, 
so that the introduction of an endoscopic tube is impossible : there is a thin, purulent, 
and often blood-stained discharge from the meatus. A urethral chancre must be 
diagnosed carefully from peri-urethral infiltration due to urethritis; the period of 
incubation from the time of infection, the presence of small, hard inguinal glands, the 
occurrence of secondary lesions of syphilis, and Wassermann's serum test will point to 
the diagnosis. Idle Spirncha in pallida may be found in tin* fluid expressed from the 
surface of the sore. 

(iummata of the urethra give rise to a watery urethral discharge when they break 
down and cause ulceration. They may ulcerate through the canal and form fistula*, but 
may usually be recognized on careful examination. 

Papillomata of the Urethra may occur cither in the anterior or posterior portion, 
as small, pedunculated tumours in the canal, and frequently as a sequel to a chronic 
gonorrhu-a. They may arise*, however, in tin* urethra of a patient who has never had 
Un it is. They cause a thin, scanty discharge, which docs not yield to injections : they 
>n seen readily through the endoscope. 

Carcinoma of the urethra is very rare as a primary disease, and in the lew cases 
recorded has been in association with stricture. It forms a tumour in tin* urethra palpable 
from the exterior, and causes painful micturition with a blood-stained discharge, and 
enlargement of the inguinal glands. Suspicion of carcinoma should arise if a hard, 
irregular tumour be felt in the course of the urethra, without gonorrhu-a! infection, in 
an elderly patient, but the final diagnosis depends on histological examination of a portion 
of the growth. 

Tuberculosis of the Urethra is always secondary to disease elsewhere in the genito- 
urinary tract, usually of the prostate or seminal vesicles. 

Foreign Bodies in the Urethra may cause a purulent urethral discharge if they 
remain in the canal for any length of time. They may be introduced through the meatus 
by intent- --matches, pins, etc. ; or a piece may be detached from a damaged catheter : 
or a small calculus may come down from the bladder and be arrested. In the latter ease 
the history is usually clear — sudden stoppage of the stream of urine during micturition, 
with penile pain ; a calculus may be felt from the exterior or seen through the endoscope. 

It. //. Jocelyn Swan. 
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DISCHARGE, VAGINAL. In order to recognize the varieties of pathological vaginal 
discharges, it is first important to realize what the normal secretions found in the vagina 
consist of. The secretion normally present must he a mixture of those from tin* uterine 
body, cervix, and vaginal wall. That from the uterine body is watery and small in 
amount, whilst that from the cervix is thick and mucoid, but clear and transparent, like 
unboiled white of egg. The vaginal secretion is merely a transudation of plasma from 
the vessels, mixed with desquamated vaginal epithelium, and in virgins looks like unboiled 
starch mixed with water. Naturally it is small in amount. The bulk of the secretion 
found in the vagina comes from t I k* cervix, because there are far more* glands there than 
in any cither part of the genital tract. 

The secretion from Rarthoiiifs gland, which is thin and mucoid, may be copious under 
se xual excitement, but under normal conditions is scanty, and so doe*s not contribute to the 
secretions in the* vagina. The vaginal mixed scored ion is acid in reaction* owing to the* 
presence* of lae*tie* acid produced by a long bacillus which is found normally in the* vagina. 
On the* other hand, the* unmixed uterine secretion is alkaline*. Normally, the* amount of 
mixed vaginal secretion should do no more than just moisten the* vaginal orifice*. When 
the* amount is so great as to moisten the* vulva and conse*(|uc*nt ly stain garments, the* 
secretion is pathological. 

The composition of an abnormal secretion varies considerably according to the source 
from which most of it comes. The* commonest type is the thick white* or yellow discharge* 
associated with inflammatory changes in the* cervix. It contains a large* proportion of 
mucus, many le*ue*oe*y te*s. masses of shed epithelium from the* vagina (*sepiame*s *), and 
bacte ria of various kinds. This is epiite* typical, and is produced by endftccrricitis and 
cenical erosions of the* various kinds. When, howe*ve*r. the*re* is a corporeal endometritis 
present as well, the* discharge* becomes thinned, white*, or yellow, on account of the 
admixture of much watery secretion from the* body of the* uterus. The yellow colour is 
due* to the* admixture of red blood-corpuscles, and in some* cases the* fluid may become 
actually blood-stained. Menorrhagia accompanies these discharges and serves to dis- 
tinguish a mixed corporeal and cervical endometritis from a simple* cervical catarrh. 
Microscopically the films made* from the* mixed eases show proportionately le*ss mucus, 
but otherwise* the constituents are* the same. 

\'aginitis rarely e xists alone*, but when it does occur the discharge is thick and pasty 
if it is a simple* catarrhal condition-— pasty on ae*e*ount of the* large admixture of 
desquamated vaginal squamous epithelium. On the* other hand, in granular catarrhal 
vaginitis the* discharge* is much more* purule*nt and copious owing to the* exudation of more 
fluid from the* exposed blood-e*apillarie*s. This is the* kind of eiise*hargc* associated with 
traumatism of the vagina, especially from the* irritation of badly-fit t ing pe*ssaric*s, and 
actual ulceration as in decubitus ulcers on prolapsed portions. Practically no mucus is 
found in such discharges unless the ee*rv ix share's in the inflammatory process. 

The re* is nothing charade*! istie* of gonorrhaud discharges te> the* naked e*ve or on simple 
microscopical examination. The* detection of the* gonococcus can alone decide the question. 
'This is often a matte r of gre*at difficulty, because it is only in the fe*w days immediately 
after infection that the* gonococcus can be found free* in the vaginal discharge. In chronic 
ease*s the* gonococcus must be looked for in thre*e* places, in the interior of the cervix, 
in the* urethra and Ske*ne*'s tube's, which eipen by the sides e>f the* meatus urinarius, or 
in discharge squeezed from the* e>rifie*e*s of Hartholin’s glands. The* best plan is to take 
some* elise*harge from within the* ee*rvi\, after e*arcfully wiping away eliseharges from the 
os uteri with ste rile* wool, using a Fcrgusson’s speculum. This eliseharge should be* spread 
on a glass slide and put by to elry. A second film on another sliele should then be made, 
by squeezing the* urethra from hchinel forwards anel mopping up any se*eretie>n thus made 
to appear on the* meatus, anel a third film freon the eirifie*e*s e>f Hartholin's glands. After 
drying in the air the* films shoulel be* lixed by passing through a flame, anel then staineei 
by (Irani's method, followed by neutral reel as a eounterstain. In films prepareel in 
this way ge>ne)e*oe*e*i are* staineei reel, whilst organisms which retain Gram's stain appear 
ele*e*p violet eir black. 'File* gonococci are* usually found in the cytoplasm of the poly- 
morphonuclear leucocytes. 

()ffe*nsive-sme*lling vaginal discharge is associated with elecennpeisitiem, and it may be 
that the discharge itself is decomposing because it cannot escape fast enough from the 
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passage. or that the source of the discharge is a decomposing substance like a sloughing 
fibroid or necrotic carcinoma of the cervix . In the two latter east's the discharge is copious, 
watery, and blood-stained, with a horribly feet id smell. When the discharge itself is 
decomposing, it is usually thicker and purulent, and is commonly retained by pessaries or 
bv redundant folds of vaginal mucous membrane. In old women a foul discharge may 
come from the interior of the uterus, a pifometra ; in which case pus can be made to Mow 
from tht' os uteri by squeezing the uterus or passing a sound. It is due to senile endo- 
metritis, Hu* result of infection, and is often associated with cancer of the cervix or body 
of the uterus. 

Watery blood-stained discharge, not offensive, occurs in cancer of the bodtf of the ult ras. 
in early cancer of the cervix , with mneons f>oh/pi. plaecnttd pofif/n . and hifdatidiform node. 
The differential diagnosis of these conditions cannot be made from the* discharge alone, 
but must rest upon physical examination combined with tin* use of the microscope upon 
materials removed from the uterus. 

Vagina! casts may be composed of coagulated surface epithelium, the result of 

astringent injections or applications, and are easily recognized with the microscope. 
Membranous Hakes may be passed with discharge in cases of membranous vaginitis. 

They consist of vaginal epithelium entangled in coagulated blood-plasma, and present 
quite a different appearance from casts of coagulated epithelial layers. These membranous 

masses may be seen lining the whole vagina, and arc gener- 
ally due to special organisms. The diphtheria bacillus 

{Fig. p. ??9) lias been found to be the causal agent in 

such cases, and in one investigated by the writer 1 1 it' liacillns 
coti communis was the offending organism. (,. Stevens. 

DIZZINESS. ( See Yi.imoo. p. 911.) 

DOUBLE VISION. (Sc- Dnwn. |>. 

DROP-FOOT. (Se<‘ IV\i{.u.Ysi< or <>\r. Km ki.mitv, 
liOWi.a. p. (>07 : and 1 * akaiu.ioi \. p. 9*21.) 

DROPSY. (See (Kdkma. p. .711.) 

DROP-WRIST. (See Aiiioi-nv. Mi set I \u. p. 7<S.) 

DWARFISM (Microsomia, Nanosomia). For purposes 
of diagnosis dwarfism may be divided into two classes, 
namely : (I) Ihcarfism the result of dt formitij : and (II) 
Dwarfism without dejormitif. Generally speaking, well-pro- 
portioned dwarfs owe their defective stature to generalized 
delay or arrest of development or infantilism , whereas 
deformed dwarfs are stunted in growth only, though the 
reduction in height may be due rather to the warping or 
collapse of the bony framework than to actual curtailment 
of height . 

I. DWARFISM THE RESULT OF DEFORMITY. 

This kind of dwarfism is due mainly or solely to short- 
ness of legs. In most cases the primary fault lies in (.1) the 
skeleton, but occasionally the dwarfism has its source in {It) 
deficiency of the brain, and still more rarely is brought 

In. I'.'-. - Extinct rickets. Ayr T’>. * . . * ,. . 

The- aut.rti-m is Miotirrnt'-. and i.-* tin*- about by (( ) a local defect of development implicating the 

V'!" 1 "; • : " Hi H'T''""’’ ; hi: ' h lower extremities. 

UJUl i*'ir * 1 < • 1 1 ♦ ■ . lucre is K iKM'K-k i tee, 

the iii-i;e .,iv .ai.n-viiupea, tie- fe« t iiat. .1. Skeletal Dwarfism is occasioned bv : (1) Rickets: 

The wrist.- aril ankle- arc- l:n*jrr- ; the . . ‘ 

miwh nee not uiicete ,i. (‘2) Achondroplasia; (H) Osteogenesis imperfecta: ( t) An- 

osteoplasia ; (.7) Osteomalacia. 

Hickehf dwarfism (Fig. 19*2) is usually moderate in degree, and is due partly to actual 

shortening of the bones of the lower limbs and partly to bending (bow-legs or knock-knees). 

It may also be the outcome of anteroposterior or of lateral curvature of the spine. The 

skull looks big and is of the square or hot-cross-bun type, with bulging forehead ; the 



The wrist.- iii'tl ankle- lire- lai 
muscles are not atlertei. 
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shape of 1 lit* nosr is not affected. There is often a pigeon breast or a transverse groove 
round the lower part of the chest (rickety girdle, Harrison s sulcus), and an hourglass- 
shaped or, at times, beaked (rostrate) pelvis. 

'the muscles are well developed, and the body 
is often squat or thick-set. 

In arhonrirojdusia or rhaudrodifstrophif {Fill. 
lU.’l) the limbs are shorter than in rickets, and the 
stature is less. 'The proportions are of the daehs- __ 

Imnd pattern. The shortening of the limbs is 

chiefly of the proximal segments, and the body, 
though actually short, is relatively Iona. The 
leas are often bowed, and then* may be bending 
of the upper limb bones. 'The joints arc usually 
prominent. The forehead is bulging, tin* bridge | 
of the nose d(*pressed. 'There is eonspicin mis 
lordosis, and the pelvis is small and contracted. | 

'The muscles are often disproportionately big. 
giving the aehondroplasie a sturdy appearance 
and a surprising degree of strength. 'Tin* tinkers 
are broad, the three middle lingers being of equal 
length and < 1 i x ergeni ly curved. 

( tslmiirm si s i nt /arfreta (osteopsathyrosis, tra- 
ailitas ossium ) {Fill. ItH) begins in in! r.i-uterine life 

or during infancy, 
and is characterized 

by brittleness with 
s o f I e n i n a . T h c 
bones crumple and 
then slowly harden. 

'There is not much / o. 1 Vrlifh iro'. l i-im V.'< l*>. Tin -trunk 

. __ . .. i ■> ! «>t :oi0 ! ti« • i:ml- v«-r\ short, 

owai Ilfia, unless ll J , r . , x ir , , I OmiTo linn ’ I i * ■ ili-tul vnuMit s. 

occurs as the result !v ;|1 *' * lu ”' *• ,|l> 1 ,,,r ;* ir ! M ^ s ‘"; i ‘.V 

I'uru.! ! t,< •»!<»-•■ l- ■ o ti.-M-nl ,*f tli" hri-hm. Jntho 

of the V ieldil>a of • »-- ■ t * . -i • i- w* 11 . 1 - h* 

the bones, ami the 

muscles are usuallv weak. 'The disease is closely related 
to. and probably sometimes runs on into, osteomalacia. 

Aimstntjdasm or cleidocranial dysostosis. With general 
impairment of hone growth, causing moderate dwarfism, 
there is pronounced defect in the formation of the mem- 
brane bom s. 'The skull is round and broad, the face small, 
the dentition delayed : the clavicles are rudimentary or 
absent. The disease is often hereditary. 

In ush omuluciu the dwarfism is due almost solely to 
the crumpling of the decalcified bones : but when the 
disease occurs in childhood there is also some diminution 
of statme from arrest of bone growth. 'The muscles are 
conspicuously weak. 

Di ail nos is of Skclrtal Dwarfism. In distinguishing 
rickets from achondroplasia it must be remembered that 
the most characteristic features of rickety dwarfism are the 
bending and the post-natal origin, and of achondroplasia 
/ no. « >o, ,.-iv i m | hi (lit :t the shortness of the limbs (micromelia) and the pre-natal 

,Vi' '""V, ’ V 1 ‘ ;**t ’ origin. The enlargement of the ends of the bones which is 

• 1,1 ■ <■ I* i '•■ton .it to »• mill isui ^ ^ _ 

f 1,1111 I I'T tifirly ten y»:im liftoff it > distinctive* of rickets disappears as the disease settles 

I " " "" limvn iimi till Iioih s fontinuc to frrow. Wlu roiis in the hyper- 

plastic form of achondroplasia it remains throughout life. 
Kxtrcine softening with resulting deformity must cause us to suspect osteogenesis imperfecta 
or osteomalacia, especially if the bending continues to increase after the age of six years. 


is closely related 
< isteomalaeia. 


almost solely to 
but when the 
some diminution 
'The muscles are 

n distinguishing 
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Dwarfism may be due solely to spinal curvature . If a kyphosis it is usually the result 
of tuberculous disease (caries) of the spine, but is occasionally a local manifestation ol 

rickets ( rhachis , the spine) or possibly of osteomalacia. 
When of rickety origin there is not only kyphosis of (la* 
dorsal region, but a compensatory lordosis of the dorso- 
lumbar. If it begins in middle or old age, it is usually 
osteo-arthritic, but as a rare event it may be due to osteo- 
malacia (o. senilis). In the latter event the softening is 
usually confined to the spine and pelvis, may take place 
with extraordinary rapidity, and be followed by gradual 
hardening and fixation in the deformed position. 

Scoliosis is usually of mixed origin, the main factor 
being an inherent laxity of tissue showing itself in weak- 
ness of the back muscles and of the spinal ligaments. 
This laxity is supplemented by faulty positions of stand- 
ing. sitting, etc., or by the injudicious use of stays. Itut 
it is probable that spinal curvature of sufficient- severity to 
produce dwarfism is invariably the result either of rickets 
or, in rare cases, of a mild and local form of osteomalacia. 

IP Cerebral Dwarfism. This form of microsomia is 
most pronounced in microcephaly* but hydrocephaly, poren- 
cephaly, imbecility, or any degenerative cerebral affection 
of early progressive development may be associated with 
puny growth. The mierocephalie dwarf is characteri/i d 
not only by the relative small- 
ness of his head (circumference 
never exceeding 17 in.), but 
also by his sloping forehead, 
projecting nose, and receding 
chin, giving him a ferret- or 
rat-like physiognomy, lie is 
usually quick of movement 
and restless, and is cither imbecile or idiotic, according to the 
degree of his microcephaly. 

C. Dwarfism from Pre-natal Deficiency of the Lower 
Limbs. — This is of two kinds: phocomelus and cotromelus. 

In phocomelus the defect is in one or both of the proximal 
segments, but not of the hands and feet, so that the indi- 
vidual affected resembles a penguin or a seal (phoca). In 
cctromclus there is absence of part or whole of the limbs from 
’ < feet up. 

II. DWARFISM THE RESULT OF DEFECTIVE GENERAL 
DEVELOPMENT. INFANTILISM. 

Well-proportioned dwarfs are not invariably of back- 
ward development, for we meet with men of excellent develop- 
ment who, if not actual dwarfs, are so dwarfish in stature 
that we have to admit the possibility of the existence of a 
true dwarfism in which there is no infantilism. Nevertheless, 
generally speaking, the dwarf of correct proportions is a fleeted 
with infantilism. 

To Distinguish Infantilism from Simple lhvarjism . 

Dwarfism is a defect of growth, infantilism a defect of develop- 
ment. In determining whether development is implicated, 
stature, ossification, and sex development are of great but 
not decisive importance. Thus infantilism may co-exist with 
gigantism : and the* ossification in some patients with symptomatic infantilism is not only 
not delayed, but is definitely premature. It is also premature in progeria. Moreover, 




Fig. -Cretinism. Age *20. The 

infantilism is uniform ami extreme. The 
intelligence, proportions, attitude, manner, 
correspond with those of a child of 18 
months. The fealures are puffed and 
disfigured with the characteristic pseudo- 
fcdeinu. 
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.. sexually mature child of live or six <loes not cease to l»e a child because its ossificate ui 
and sexual condition resemble those of an adult. F.vidcntly then-fore neither height, no. 
sex nor ossification is a cardinal feature of infantilism. Indeed, m some eases ol s< xua 
atcliosis the presence of infantilism is determined by the child-like stature, proportions, 
and physiognomy alone, tin* individual he in** ^ ^ 

in all other respects a well-developetl human - •' 

heinjr. ... 

'/'he Forms of Infantilism. Infantilism may 
he widespread anions whole races or nations 
(racial intantihsm). or may select, certain indi- 
viduals or families, and occur epidemically or 
sporadieallv as morbid infantilism unions people 
() f ordinary development. Morbid infantilism is 
of two sorts, namely : (.1) symptomatic. the result 
of causes ; and [H) essential. <>»' crypt o«enet ie. 

.1. Symptomatic Infantilism. 

’Phis is seldom or never of extreme decree, 
has no uniform type of physiognomy, and. bcin« 
an acquired condition, is never transmitted. It 
is best classified according to the nature of the 
cause bv which it is produced. 

It may be the result of intoxication with 
Irad. s\ philis. wine, tobacco, or with the poison 
of rheumatic, scarlet, or other lever. lhrter 
claims that the intoxication may arise from 
o\ ( r-abundanee of the normal flora of tile 
intestine (intestinal infantilism). 

It may be the result of correlation . as when 
it is associated with kyphosis or with spleno- 
mi "alu or with hypertrophic cirrhosis of the infantilism, on ti.p richt is a «rir„ 

liver.' Perhaps the best example of tl.is form 
of infantilism is that which is assoc, ate, 1 with 

microccnhahf. In some mieroccphahe dwarfs «■ ^ , k< ! in i a. v- iopnt. i.t u,.*u »>t*ramp 

there is not only an impairment of growth. j. a er..«u. si.mu-d 

constituting dwarfism, but the development id 

the whole body is stayed, apparently because it , . , , 

is the custom for a certain development of the body to go with a cc rU > * tin braun 
and such customs are liable to be maintained even under abnormal conditions. Dyrts 
with diminutive heads may be of just proportions and of burly k r < 10<1 ‘"t* 1 ’ ‘Jh',. 

. „ f the bod v is so retarded that it remains in keeping with tin growth ol tla 
t " • brain. In thymic infantilism there ,s fat- 

ness with anamia. and liability to syncopal 
attacks, which often end in death. 

It mav be due to the deficiency of a 
hormone which ordinarily stimulates develop- 
ment. There are two forms: (<i) Thyroid; 
and (/<) Pituitary. 

Thyroid infantilism in its most, charac- 
teristic’ form cretinism (b'i£- ,s un * 

mistakablc : but eases of infantilism occur 
in which the physiognomy, stunting of 
ms. Monisiiisin. Aei-M. i n.- tr. u. rt.i .i.'v.-io,.ii..-i.« backward sex development 

i, ,|.1»V-<1. Tin- |.!ivm,rn,.mv Is unti.*v,’io,..‘‘l ..Lit siuriitiy growth, and hat swam s. 

Tin* iinni bnwhvft'phiiiu-, tiw tM-pijdiTi ntrion suirtrest mere thyroid inadequacy . ?>oiiie 

'th, u,v,s. 1 n,«mui.i.-imii,siU-. reserve the name thvroid infantilism for 

■Miyxaillim- fr,..,,' N* .1. ^ 

tfcnee is defective and uniform unprox count st s in as . incident in some 

The thyroid inadequacy may. however, not be prmiarj , but a nun in 

other form of infantilism, atcliosis. 


— i <pli;ii' infantilism. on the ritrht is a trir., 
ith n I'lbir infantilism. stand iii^’ Insult* a 
;u vi;irs Though Urn rti-liitr disriise 
■n T \r m<t. t!m dt v,-lo,,MP‘iii is still M-rioiisly 
I-uImtu - t in muhimn months alt.-r this 
i ,k*m. .Hid di-vi-lopni' iit tli«*n tMM'aniP 
,t \. r ,,wtli i •-maiiiod pi-rmant'iitly slanted 


I :<i. ne 

b dt‘i»yt‘d 
liiutl^nloid. 


Mongol ism. Atm U. Thr irmontl ib'vtlopmrnt 
Thr phvriitiKiioinv is umlrvrloprd and slightly 
'Hip Itntil is bmt'hvppphiilu’, tho txvipirtl rrtrton 


ll:il. Thr boy is art umniblr imbrrilr. 
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In pituitary infantilism (Freihlich's syndrome. Fig. 190) there* is fatness, ehieMy of the 
abdomen, buttocks, and proximal segments of the limbs, with conspicuous genital back- 
wardness. Polyuria or glycosuria is often present, and Ha rt* 
may be drowsiness or nutritional changes in the skin and 
its appendages. Sickness, headache, or other symptoms of 
a cerebral tumour art* occasionally present . 

In ailiac infant ilism ( Fig. 19?) the retarded develop- 
ment. is the result of eerliac diseast* (see p. 210). In course 
of time development is resumed, but often the growth of 
the body remains permanently dwarfed. This is probably 
the commonest form of infantilism, and the same as llciter's 
i ntest i aat i n l'ant i 1 ism . 

Mongolism (Fig. 1 OS ) is distinguished from cretinism or 
myxtedeme fruste by the predominance of the imbecility as 
compared with tlu* slightness of other cretinoid symptoms. 
In reality the physiognomy is only cretinoid because it 
remains of the infantile type. It is not disfigured by tlu* 
thick lips and general pscudo-a*de*ma of cretinism, and the 
tongue, though sometimes protruding, is not large*. 'flu- eyes 
remind one of the obliquely-set- eyes of tlu* C hinaman, but 
it is sometimes difficult to make out tlu* resemblance. 'The 
ligaments are lax, and memgeils are liable* to become knock- 
kneed and to have * double ‘jointed * thumbs. There is often 
some valvular affection of tlu* heart. 

In a given ease of infantilism it may be impossible to 
decide how much is 
due to correlat ion. how 
much to intoxication. 

how much to hormonic 

Fhj. lit‘,1. Anahidoplustic intan- . 

♦ iliMii. Aim- ]♦*.. Thcr ■ is irencra! delicicncy. and how 

di-liiy of il«-\ <-U>| uncut. tint not to an 4 ." ......... .,»• 

extreme dnrn-c. The pin Hn-rnomv ,,,lK " T<> m< I( ,a< k ol 

11,1,1 proport ions are of the adult nutrition. This IIUIV 

pattern. but sex development is more 

imiiiiitun . Ik* said, lor example. 

of cardiac, of arterial, 
of renal, and of pancreatic infantilism. 

Cardiac infantilism exists when there is some 
dominating incapacity of the cardiac valves. Some- 
times there seems to be defective development of 
the* whole arterial system, constituting aiiangiojilastic 
infantilism (Fig. 199). 

ltcaal infantilism is consecutive to e-hronie 
l ight s disease, and is sugge*ste*d when there is 
polyuria, albuminuria, or other symptom of Bright's 
disease*, and no indication of a prior syphilitic or 
either intoxication. The symptoms which give* rise* 
tei pancreatic infantilism are so like* those* of eeeliae* 
disease* that there is as yet no certain way of dis- 
tinguishing between them. 

B. Essential or Cryptogenetlc Infantilism. 

This is distinguishc*d from symptomatic infan- 
tilism by its pronounced ele*grec, by its seemingly 

, , , ‘ . Fuf. I'Xsent ial infant ili-m <:**♦• 1 i «*- i -- t. 

spemtane*ous appearanec, and by its eiecasiemal An uieiiotie i,„y. nr. standing b,-,,p ho 
heredity. The*re* are* two forms: (1) Atcliosis : and '^rmui aii.i tidier iwihcr u-r i; yinrs. 'U"' K,/1 • 

• _ ' facial f«*j» f *ir* ami bodily proportions :n > t in ■ 

(2) Progeria. <*1 *-|iil«l ol J. Tin- m*\ oruaris ii.il stli 1 more 

.. .. . / rt ■ • • , backward. Tin* intellk'i-nee 1 - un!l.sli:i!!\ :'o«.d, 

Atcliosis (Fig. 200) is primary, spemtane*eius hut of i n i ( *1 • childish tvpc. 
infantilism. It may begin at any age* of preigre-ssive* 

eleveleipment, and its characters arc for the most part those* normal to the* age* of its 
first appearance*. It usually begins in infancy e>r early ehildhooel, anel perpetuates the* 


Fvj. ifoo. I'X-i.-ntial infantilism (a** 
An nteliotic Imy. ai/e ! ‘J, sMndinj/ l - 1 > 
normal and taller brother, npi* <"• years. II 
facial fcat’in ^, and hodilv proportions an 
of a child ol 1. The sc\ organs art stii 1 
hackw ard. '[’In* intollk'i-nee j- unu.sUaM \ 
hut of simple, childish tvpc. 
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size, proportions, and physiognomy of this time of lift*. It is prone to be associated 
with crypt oreh ism, or with some corresponding ill-development oi the ovaries, causing 
divergence into two varieties, sexual and asexual. In asexual atcliosis the physical and 
mental features of infantile life are stereotyped : hut in se.vaal atrhosts , though the 
phvsioonomv and proportions remain infantile or childish, tlic onset oi puberty (otten 
(rreatlv delaved) brings with it some accession of growth and the addition ol the primary 


and secondary sex characters ol the adult. 

Progeria (Pig.- 01) is primary, spontaneous infan- 
tilism mingled with premature* senility (senilism). Hence, 
with shortness of stature and other indications of infan- 
tilism, there are baldness, emaciation, arterial sclerosis, 
and general decrepitude*. Death from angina pectoris or 
other senile* disease* may ensue at IS or cv<*n e*arlie*r. It 
is ve ry variable in its manifestations, 'there* may be* no 
cmneiat ion, and life* may continue* until .‘JO or longer. 

I last inns (iiljnnl. 

DYSARTHRIA. (See* Sriimi, Ahnohm minks ok 
p. TOO.) 

DYSCHEZIA. (See ( 'oVsTIl’A'l ION. !>. 153.) 

DYSIDROSIS. ( Se*e* S\s k vi ino. Ahnohm a i.iti i > or. 
p. so:;.) 

DYSMENORRHOEA owe*s its origin to a \aricty of 
causes, wliieh must be* differentiated care fully in order 
that treatme*nt mav be* sueee*sslul. I he* following table* 
pre*se*nt s the* causes of the* three* common varie ties : 

1 . Si* As mo i ue. C o\ » . i > 1 1 \ i . 

Congenital malformations l*,i»dome*t rit is 

Deficient ute rine* muscle* I te-rine* congest ion 

bong corneal cervix He t reversion and fle xion 

Stcnoscd e*\te*rual or inte*r- I ferine fibroids 

nal os Salpingo-oe»phorit is 

Neurasthenia. Pelvic peritonitis 

Small cystic ovary 
1 la nmrrhagie* ovarian cyst 
Ne urast henia . 



Mi :mhii.\ni)i s. 


'the distribution of the eases into these* three* classes is e»fte*n easy : in the* first place, 
because* spasmodic eases are* practically always primary, that is. they commence with the 
onse t of menstruation : whilst e*onge*stivc and membranous eases are* secondary, that is, 
acquired as a re*siilt of some* definite le*sion. l*urthe*r, the* nature* eif the* pain is often 
charaeterist ie* e»f the* type* e»f e*asc, for in spasmodie* e*ase*s the* pain begins with the flow e>r 
only just before* it, is aching in character. often with griping e*r colicky exacerbations. In 
the* congestive* eases. on the* either hand, the pain is continuous and aching, and begins 
some* hours or elays before the* fle>w. In typical e*ase*s also this pain is re*lie*\e*el h\ the flow. 
In the* membranous cases the* nature* of the* pain partakes of the characters of beith the 
former types, being aching anel e*ontinuous first, then becoming colicky and spasmodic 
when the* uterus is attempting to expel the* characteristic membrane e»r e*ast. anel being 
finally relieved whe n this comes away. Many erases are* met with in which the pain partakes 
of the* nature* of beith the congestive and spasmodic types. This usually nieans that a 
woman who originally had spasmodic dysmenorrhea acquires some lesion which in its 
turn give i s rise* also to the* congestive type oi pain. 

Haviitii settled that a ease belongs to one of the three main types, it is not very 
dillieult to work out the aetual emisation. This is more dillieult in the spasmodic eases 
than in the eoneestive. because the latter depend upon well-defined lesions, and the 

former do not. . . . 

1. Spasmodic Cases. The causation of the pain in this type of ease is obscure, but 
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is now believed to be the result of tissue tension in the endometrium, from the extreme 
congestion which occurs in it just before the How begins and during the first few hours of 
the flow. It is often associated with a congenital malformation of the uterus, which can 
he discovered on bimanual examination. The uterus may he small, hut of the adult type: 
it often has an exaggerated anterior bend, the ‘coehleate' uterus of Fozzi ; and, in 
addition, the vaginal portion of the cervix is often too long, with a conical shape, and a 
very small pin-hole external os. Into such uteri the sound may pass with difficulty, owing 
to stenosis and rigidity of the internal os. It is more than likely that imperfect develop- 
ment of the uterine muscle has a share in the causation of pain, especially in those cases 
in which griping or colicky exacerbations occur. The muscle being imperfect, it is also 
possible that the endometrium is abnormal in these eases, unduly fibrous perhaps, and 
resistant a point which our present knowledge does not prove or disprove. One proof, 
however, of the truth of these views is the effect of pregnancy and labour on such eases. 
They are nearly always cured, owing to the great muscular development during pregnancy, 
and the extreme stretching of the lower segment during labour. Neurasthenia also 
colours and increases the pain in these cases ; but, by itself, will not start a spasmodic 
any more than a congestive dysmenorrlnea. 

2. Congestive Cases. It is unnecessary to differentiate the congestive eases as tubal, 
ovarian, or uterine, because the underlying cause* in all is uterine* congestion accompanying 
such lesions as are shown in the table. The differential diagnosis of these lesions is to be 
made by a careful consideration of the history, combined with bimanual examination of 
the pelvic organs, and, if necessary, curettage* of the uterus, which also serves to cure* the 
cases of pure endometritis. Cases due to endometritis arc to be re*cogni/.cd by the cardinal 
symptoms of this lesion, namely, menorrhagia, leueorrheea, often blood-staine d, and chronic 
backache. These symptoms accompany slight enlargement of the* uterus without any irregu- 
larity in shape such as would occur if fibroids were present. Simple* retroxersion and ffe.vion 
can be recognized on bimanual examination : the fundus will be felt posteriorly, the* cervix 
looking directly down the vagina in a forward direction. S(dpiw*o-oof>horitis in its typical 
chronic form gives rise to irregular very tender swellings on either side* and behind the 
uterus, sometimes forming definitely re tort-shaped swellings, especially if pus is present in 
the tube's. Fixation of these swellings and of the uterus is a very definite sign of the 
disease ; whilst the history of one or more attacks of acute* illness, with pelvic pain, will 
assist to make the diagnosis certain. The snndl cystic ovary may exist without obvious 
salpingo-odphoritis, and without widespread fixation. The ovary is found to be permane ntly 
enlarged and irregular in shape from the* projection of cysts from its surface. Small hamor- 
rhagic cysts of the ovary, the contents of which may be* ‘tarry* or of ehoeolate-like con- 
sistence, have recently been drawn attention to as important causes of dy smenorrlaea. 
They are always fixed, and are now believed to be* often of endometrial origin ( adenomifoma 
of the ovary). Xeurasthetna is include*d under this heading because* any menstrual pain 
is made worse by it, and only a very slight lesion need be* present for this nerve* weakness 
' * accentuate any pain arising from it. 

a. Membranous Cases. The membrane, or east, is of two types, and is easily recognized 
and distinguished from other uterine casts, such as those formed by the* decidua of preg- 
nancy. The* classical cast of membranous dysmenorrhera is hollow, triangular, not more 
than one-eighth of an inch thick, and possesses three openings. This, however, is not the 
common form ; for in most cases the cast is solid, and formed by the mucosa being rolled 
upon itself. These easts contain endometrial stroma and glands crowded with leucocytes. 
The solid cast may be nearly half an inch thick, and look microscopically as if it were com- 
posed of endometrium into which luemorrhage and leucocytic infiltration had occurred. 
The glands in it are broken up, and often lie on the outside. These easts never contain 
any compact, masses of large cells of the decidual type, but an occasional hypertrophied 
cell may be found. Decidual casts, on the other hand, arc the result of pregnancy, and 
consist of compact masses of large polygonal cells without any fibrillatcd connective tissue. 
They contain glands with hypertrophied epithelial linings, and often show large hicmor- 
rhagic* foci. The occasional presence in them of chorionic villi absolutely settles the 
diagnosis. 

It must not be forgotten that cases of dysmenorrhua may be confused with those 
of abdominal pain due to other lesions unconnected with menstruation ; and the 
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differentiation of such eases may l>c a matter of considerable importance. It is eon- 
ceivnhlc that tile followin'; eoialil ions may be mistaken for dysmenorrli.eu : - 


Appendicitis 

Colic, intestinal, renal, or hepatic 
Perforated gastric ulcer 
Ruptured tuhal gestation 


Torsion of an ovarian cyst pedicle 
1 hemorrhage from or into a (»raalian lollicle 
Rupture of an ovarian cyst or pyosalpinx 
Dyspepsia with flatulent distention. 


Prolapsed tender ovaries 
with rctroverted uterus 
Salpinyo * oiiphnritis with 
ad hesi« ms 
Anal fissure 

Thrombosed and inflamed 
pile-*. 


Obviously . some of these lesions are dangerous to life, and therefore it is essential that 
thev he not overlooked. The danger of this occurring is inereased if any ol these lesions 
start at or near the expected time of a menstrual period, and would hardly arise at all i a 
mens! run I period had taken place recently, or was not expected for some days. It will 
he noted that all these lesions are accompanied by sudden abdominal pain, which nu« 1 
perhaps lead In a suspicion of spasmodic dysmenorrluca, but hardly of congest >vc, owing 
to the character of the* pain. 

DYSPAREUNIA, or painful coitus, may dcpciul on a variety of local lesions which 
rcouirc careful different int ion for their appropriate treatment, or it may exist when no 
local lesion can he found at all. It is associated closely with vaginismus, or painful spasm 
of the levator uni muscle on attempts at coitus, and the same lesions which cause simple 
dvspare.mia n.av also one rise to vaginismus. II is remarkable that in some women a 
small local lesion will produce no pain upon attempts at coitus which in others will cause 
pain accompanied by violent spasm of the levator uni. In some eases pain arises because 
there is a diflieultv of penetration of the vaeinal orifice, whilst in others there is no 

.lillieull > . hut pain is caused. The lesions which give rise to dysparetinia 

are t lie l< illnwini: : 

t ...ig.-nital absence of the Kraurosis vulva- Prolapsed t ruder 

I, me. pal l of t lie vagina Neuritis of the pu.hr nerve «ith ret ro\ « it" lit. nis 

I „ m ,.lme.l hvmen Healed perineal lacerations Nalp.iiyo - oophoritis will 

I nflamet I li\ ineiieal oriliee I rethral eamnele at heMuiis 

\ ,, 1 \ ;# 1 ret hrit is ^‘ al f,ssun * , . it 

Rail in limit is iritis Thmmhose.l and inflamed 

I .eu knpla k ic vul vi t b })»('>. 

It will he noted from a perusal of the above that the lesions fall into natural croups, 
according as the situation of the lesion is al the vulva, the uterus and ovaries, the urinary 
passa.'.-s or at the amis and reel uni. ( oiise.piently it is necessary to carry out a detailed 
tat ion of an> ease of dysparetinia in order to lind out whether any ol these well- 

delilinl lesions are present. . , 

The mi. iii.-s I lesion is certainly inflamed liipneneal remains. very oltrn gonorrlura 

in ori"in and aeeoinpanied l.v redness and swelling of the orifice of the duel ol Bartholin s 
-Ian. I The lesion is self-evident on inspection, and the parts are acutely sensitive to the 
least touch. I.e„h„plal.,e ;•«/:•»/(.* is a lesion that is obvious from the white, sodden 
appearanee of the labia minora, and causes pain on account of the sensitive cracks and 
hssures w hieli aeeo.npany it. Kraamsis vnlvtr causes actual emit met ion ot the vaginal 
unlit . . and eoiisetpient ly penetration is dillieiilt and causes pam. I he led pio|.< mg 
c|-..w i h from the meatus iirinariiis. enrnnele. i' self-evident and acutch tender, w n s^ 
urethritis is diagnosed l.v the issue of pus on s.pice/.ing the urethra. < i/slilts is diagnosed 
hv the presence of pus and mucus in the urine, accompanied by frc.picncy ol micturition, 
and it causes pain because the bladder is painful in such eases and intolerant of the 
disturbance caused In coitus. neuritis is not a wcll-dclincd condition, hut can hc 

lee. n- ni/.ed hv tenderness along the ptl.lie nerve just inside the vaginal on lice, where the 
nerve passes along the inner side of the ischial ramus. In prolapse,! lender out, ,es and 
I, net, 0111,1 displacements there is no pain on penetration and no dillieultx . hut coitus gi\.s 
acute pain. The condition is recognized by a bimanual examination, the same remit! s 
applying salpiimn-o . pin, rilis. hearing in mind that there is usually a liistorx o 
acute attack ol pelvic peril.., .Mis such eases. Anal fissure, thrombosed ami tnflamd 
piles, can he recognized only by a careful examination ol the amis and icctum b> 

Turner ami speculum. , 

In the eases which occur without local lesions the vaginal entrance w.ll ° 

he hypenesthetie as a rule, and penetration is impossible. Such eases are almost alwaxs 
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accompanied I.v spasmodic vaginismus. The most careful cx.imm.it. on fads to demon- 
strate a lesion in these eases, and they are usually termed 'neurotic for the want of a 
better term. C ases of this sort do not necessarily mean absence of sexual desue on t a 
contrary many such patients are desirous of the consummation of marriage. hu aiging 
the orifice or even child-l>earing. does not cure a true ease of this nature: d must be m 
some wav a disorder of function of the nerve centres. These eases must be ,hjrtmg.«.shc<l 
from those in which the underlying factor is absence of sexual desire and actual d s 
of the sexual act. I'nhappy and unsuitable marriages eon.luee to this stab of a I lair. , 
and the patient is liable to complain of pain when dislike is really what is meant. 
is no (liflirulty in penetration in sueh eases. • '■ ‘ tunSm 

DYSPEPSIA. (See Flah i J.nc k. p. W2 : Hr vimu itN. p. d7<> : Indh.i.s i ion . 

p. :wr>.) 

DYSPHAGIA literally means difficulty in swallowing, but the term itsell <1<* S not 
indicate whether the dillieulty is mechanical, nervous, or due to pain : there are conse- 
quently several entirely different groups of eases, to each of winch the term dysphagia has 

b<< V Dysphagia due to Mechanical Obstruction to the (Esophagus. The usual 
history of progressive mechanical obstruction to the .esophagus is as follows . Hu m 
little or no pain, but the patient notices that whereas formerly he could swallow an> thing 

with ease, hr is hrjxmnmir to experience diffi- 
culty with the inorr solid kinds of food, such 
as meat, dry bread, and vegetables, so that 
he is obliged to live mainly upon pulpy foods, 
milk puddings, irrurl. and the like. I.att r be 
can swallow only liquids : ultimately be finds 
that even these are apt to be regurgitated 
soon after they have been swallowed, and 
there is often a sense of obstruction at some 
point between the level ot the cricoid car- 
tilage and the lower end of the gladiolus, 
which latter corresponds, as regards sensa- 
tion, with the cardiac end of the (esophagus. 
When with the above historx the patient 
jrjves a definite account of havin«r. at some 
former date, swallowed some strong init.mt 
or corrosive substance, such as an alkali or 
a mineral acid, the diagnosis of fibrous stric- 
ture from corrosive injury is probable. When 
similar obstruction succeeds the swallowing 
of a foreign bod)/, such as a tooth-plate 
(Fig- 20 - ), a larjje piece of bone, or a coin, 
the diagnosis is also easy as a rule, though 
in some eases there may be doubt as to the 
existence of a foreign body in the o-sophaL'us 
unless the cesopliacoseope is used, or the 
X rays employed with or without bismuth 
(Fig. 2011 ). Where the symptoms are not 
directly attributable to anything of this nature, however, but come on insidiously, the 
diagnosis generally lies between sr/i/mHous-nllril carcinoma of the (esophagus, carcinoma 
of "the stomach directly invading the lower end of the (esophagus, and aortic alien ri/sm 
stenosine the (esophagus from outside. There is danger in passing a bougie until aortic 
aneurysm has been excluded, a matter which is often diH.eult when clinical grounds alone 
must lie relied on : for the aneurysm most liable to stenose the (esophagus is one alleetmg 
the descending thoracic aorta, behind the heart, where it can he neither heard nor let, 
and it is placed too far along the aorta to cause inequality of the pulses, inequality ol the 
pupils (from interference with the cervical sympathetic), paralysis ol a vocal cord (from 
interference with the left recurrent laryngeal nerve), tracheal tugging, or pam down either 



J'l'l. 


ot rj. Timii.1i I'liit*' imp- 
pMcm diaitli from n<'ut 


-till in the iiityriN. finein'-' 
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arm. r rii<‘ only oilier effects besides <csopha#cal obstruction likely to be due to aneurysm 
in this position sire: pain in the dorsal region of tin* spine, possibly radiatin# alon# the 
course of one or more of the mid-dorsal intercostal nerves towards tin* left and simula- 
ting intercostal neuralgia : and perhaps obstruction to the lower part of the root of the 

left Inn#, causin# impairment of note, of 
air-entry, or of voice sounds, with or without 
some cracklin# rales over the left lower lobe 
behind. X-ray examination is essential ; if 
the aneurysm cannot be seen in an antero- 
posterior view of the chest (see Fig. ‘214). owin# 
to the heart shadow Ivin# in front of it, it may 
become obvious in the left oblique position, 
which is the best for viewin# opacities in 
the posterior mediastinum. The site of the 
obstruction may lx* demonstrated with the 
X rays after the patient has swallowed a 
capsule or #ruel eontainin# bismuth or bari- 
um chloride (Figs. *20 t, *205). The older the 
patient, the more likely is the obstruction 
to be due to carcinoma of the <esopha#us and 
not to aneurvsm. The differential diagnosis 


I c,i., //. ,/m , 

between primary growth of the UNopha#us and 
infiltration of the <rsopha#us bv a #rowth 
siartini: at the cardiac end of the stomach is 
often one of # rent dillicultx . unless there have 
been definite #ast rie symptoms before dvspha#ia 
N,, t in. Secondary nodules would naturally be 
looked for. especially in the liver or in the 
lymphatic #lands in the lower part of the neck. 

-\ history of sy philis and evidence of syphilitic 
aortic re#ur#itat ion. especially in a man between 
the a#es of forty and fifty who had been a hard 
manual worker and not teetotal, would render 
aneurysm probable. 

^ hen aortic aneury sm can be excluded, 
much information as to the nature of an <cso- 
pha#eal obstruction may sometimes be obtained 
by the use of an o*sopha#oseope, and the latter 
can be used at the same time in faeilitatin# the 
removal of such thin#s as a forci#n body or 
lump of food that may have become impacted 
m the craters of an uleeratin# stricture. 

/ hfsfihugin lnsoriu is a verv rare eomlition due to compression of the a*sopha#us bv 
the ri#ht subclavian arterv when it arises from the aorta beyond the left subclavian and 
passes to the ri#ht side either in front of or behind the u k sopha#us ; the dia#nosis in such 
cases is difficult unless it be #ucsscd at on account of the co-cxistcnee of other congenital 
deformities such as transposition of the* viscera or morbus ra'rulcns. 

it 1<> 



Fi'i. iPU. SkiasM.iln. iittir :» lustnuth 
‘•liowiiu.' t'n- liiMiuith litl.l up l*\ :i maliirn.-mt 
j-i rii't 1 1 r« • ol iti*- ir-ciphULMi^ at a l>ow l tin- It « I ol 
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(Esophageal poaches cause symptoms which can seldom he interpreted with certainty 
unless the ease is watched for some time. Generally the patient can swallow with 

east' on some days, hut with considerable difli- 
culty on others : aneurysm, new growth, and 
traumatic or corrosive obstruction will he e\- 
cludcd partly hy t lit* results of X-ray (examina- 
tion and partly hy the age pouch eases are 
relatively young. The point which surest s 
tilt* diagnosis of a pouch is that the patient 
who has been able to swallow perfectly well 
for a few days, and then begins to have dilli- 
eulty in getting the food down, finds relict 
presently on the regurgitation clearly not from 
the stomach, but from some situation higher 
up -of a larger tjuanlity of food material than 
had bet'ii swallowed immediately before, in- 
cluding perhaps article's which were taken one 
or more days previously, 'flic reason for these 
symptoms is that the* pouch does not obstruct 
tilt* (esophagus until it becomes \crv much 
distended by the gradual aeeumulation in it of 
portions of the food swallowed, relief coniine 
when the great l> distended sac empties itself 
back into the (esophagus (Eig. 

*J. Dysphagia due to Nervous Causes 
without Obstruction. The two commonest 
varieties of dysphagia due to purely ncruitis 
causes are probably p//s!-<li phtheritic and hys- 
terical, 'I’he former is characterized h\ ivniir- 
gilation of the food through the nose due to 
paralysis of the soft palate: inspection may 
demonstrate the llaeeid condition of the latter: 
there may ha\'e been a history of sore throat, 
of other eases of diphtheria in the patient's neighbourhood, or Klebs-Lofller bacilli may 
have been found, or may still be found, in the 
patient's throat. When regurgitation of the Ibod 
through ttie nose develops in a person who is not 
known to have had diphtheria, the symptom will 
arouse suspicion that diphtheria of a mild type has 
occurred hut has been overlooked. There may or 
may not lx* other signs of peripheral neuritis, or 
h<te may be paralysis of the ciliary muscles of the 
c \ es. 

Hysteria as a cause for dysphagia is familiar 
enough under the heading of globus hystericus the 
diagnosis of which is not as a rule diflicult, especially 
if the patient be a young woman who lias suffered 
from other functional nervous affections, for instance 
hysterical aphonia. 

Less common varieties of dysphagia of nervous 
origin are : 

Bulbar paralysis, in which the characteristic and 
progressive disability in the use of the lips, tongue, 
pharynx, and lary iix points at once to the diagnosis, 
the only difficulty that may arise being perhaps in 
distinguishing true bulbar paralysis, in which the 
lesion is in the motor nuclei of the medulla oblongata, 
from pseudobulbar paralysis, where the lesion is due to bilateral cortical softening: in the 





/ i>t. ‘-"Hi. - « »1‘ re-iduul bismuth in 

;i simple pouch of the H-sophumi- which caused 
dysphatria. The Intend boundaries of the pouch 
;irr imlic.itcd b\ the arrows. ( fin In. U. II. 
it,hhi,ll.\ 



>cr>. — Skiagram taken in the semi Intend po-ition 
liter liiMuiiili ;n lu.im-t rat ion in a east- of sp nosi> of 
tin- a>soph.ii.'U< h\ a curcimiinn at the eanli.ie orilici . 
Tin* diagnosis was verified at Mihsnpieiit operation. 
'I’hc hi-mnth hud 1 1 ecu taken l'm minutt*- - previous to 
the X-r.i\ examination and none had \ et entered the 
.-tollmen. I>H ]>r. ('. ThnrUiin If 
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true lorn i then* is atrophy of the tongue*, in the* j>ncii< 1<> variety the tongue does not 
atrophy, and childly upon this point is the differential diagnosis made. 

Syphilitic degeneration of the medullary centres may produce symptoms not unlike 
those of ordinary hulhar paralysis, hut it is generally differentiated by the fact that other 
cranial nerves, particularly those of the eyeball, an* probably affected at the same time, 
and there may also be evidence or a clear history of syphilis, with or without a positive 
AVasscrmanns reaction in the blood or cerebrospinal fluid, together with excess of lympho- 
cytes in the latter. 

I.ead poisonin'* and alcoholism may also be responsible for degenerative lesions which 
affect the nerves concerned in the process of swallowing. 

(ienera! paralysis of the insane ultimately results in inability to swallow ; the swallow- 
ing reflex is amongst the very last to disappear, and the diagnosis has been established 
long since upon other grounds. 

Spastnodic dysphagia, due to spasm of the muscular coats of the oesophagus ami 
pharynx, is probably the cause of globus hystericus, but similar spasticity may prevent 
swallowing in much more serious diseases, and constitutes a prominent symptom in 
hiplrophohia . in which any effort to swallow liquids produces the symptom in ex'reme 
degree*. The history of a dog-bite as a source of contagion is the chief point in arriving 
at the diagnosis. The symptoms of acute encephalitis lethargica are protean, on account 
of the very variable distribution of the exudative lesions in the brain, mid-brain, cere- 
bellum. pons, and medulla : in most eases dysphagia is not pronounced, but in some, 
apparently when the medullary centres in particular arc picked out. acute dysphagia may 
precede coma, and, the patient being in a state of active delirium at the same time, the 
disease may then simulate hydrophobia very closely, and the diagnosis may be in great 
doubt until the clinical course of the condition has been watched. 

Holnlism poisoning by t lie Hacillas botnlinns is uncommon, but small epidemics of 
it occur from time to time, and dysphagia is an early and pronounced symptom. The 
infection is generally due to preserved foods which may seem to have* been quite sweet, 
at the time of eating them. Potted meats have been to blame sometimes: more often, 
home-bottled fruits or vegetables which have not been reeookcd after the bottle lias been 
opened. In a fairly typical ease there is a latent period of from six to twenty-four hours ; 
the patient then feels nauseated, vomits, and on trying to swallow has difficulty in getting 
even water down : the tongue feels stiff, the muscles of deglutition will not work prop- 
erly: the voice becomes huskv and weakens until there is complete aphonia with aphagia : 
the temperature is often subnormal, the pulse-rate raised: the eyes are affected by asym- 
metrical ptosis or strabismus ; vomiting may persist and become associated with headache 
and abdominal cramps : drowsiness supervenes, deepens into coma, and the patient dies 
of respirators failure within a very few days of the onset of tin* illness. Others who have 
partaken of the same food have been ill in a similar way. and this gives the clue to the 
diagnosis; if any of the tainted food happens to have been thrown out to the poultry, the 
latter die of acute paralysis in a similar way. To recover the organism from the food or 
from the hens needs special bacteriological knowledge, for the Hacillas botnlinns requires 
anaerobic methods for its culture. 

M yasthenia gravis is a characteristic disease, in which the affected muscles are 
perfectly able to do their work when they first begin, but become fatigued With such 
rapidity that successive contractions become less and less effectual, until they cease, and 
the affected muscles can only work again when they have been given a rest. The neck 
muscles, and those of the* eye. larynx, and mouth, become involved early (Fig. 2 fa, p. 
-til), and difficulty in swallowing after the first few mouthfuls is sometimes a characteristic 
feature of the case. The myasthenic electrical reaction (see Kkaction or Dkuf.nt.hation, 
p. 7*2 t) serves to distinguish these cases from those due to bulbar paralysis. 

Then there are those curious eases of uncertain pathology in which the (esophagus 
becomes enormously hypertrophied and dilated, and at times the patient cannot swallow, 
though a bougie passes perfectly well cardiospasm, achalasia of the cardia . or idiopathic 
dilatation anil hypertrophy of the (esophagus. Some regard the condition as due to cardio- 
spasm an erroneous spasmodic contraction of t I k* cardiac orifice which refuses to relax 
lor the ingress of food into the stomach : a more recent view is that the trouble* results, 
not from undue or excessive spasm, but from defective relaxation of the normal tonicity 
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a condition to which the term achalasia lias been applied: otlieis. again. believe that the* 
mischief is due in the first place to a prolapse of the lower end of the (esophagus into the* 
cardiac end of the stomach, the pout in*; pro- 
lapsed mucosa becoming nipped by the eardia 
and thus producing the variable obstruction. 

Whatever the pathology, the (esophagus becomes 
more and more dilated and hypertrophied from 
the eardia upwards. The symptoms may have 
extended over years, and the diagnosis may 
have been one of chronic indigestion with recur- 
rent bouts of vomiting, until the real nature 
of the trouble is demonstrated by the me of 
bismuth or barium and the X rays ( Fills. *207, 

20S ) . 

4 . Dysphagia due to Mechanical Defects of 
the Mouth or Pharynx, the (Esophagus being 
Normal.— This group of eases includes patients 
suffering from such conditions as widely cleft 
palate, syphilitic stenosis of the pharynx, in- 
ability to use the tongue, either because it is 
acutely swollen from glossitis, bee-sting. or 
angina laidovici. or because it is fixed from 
carcinomatous infiltration, and so forth. There 
is little need to enter into the differential dia- 
gnosis of this variety of dysphagia, for it can 
generally be determined by direct examination 
of the buccal cavity. Mumps, quinsy, tuber- 
culous caries of the cervical spine, and post- 
pharyngeal abscess belong to the same group, 

the last-named causing more* dyspim*a than dysphagia, and being confined to quite 

carlv childhood. 
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Fill. ‘jus. —Skin, "nun in tl.n snni-lat i-ral position : 1 1 1 « • r 
:idminist.r:it ion of hisiniit.fi in :i man, jilm- -HI. snfl.-riii" from 
* cariliospasm ’ or idiopathic dilatation of llir ii*sopli:i"ii,-. 
History oj js ycar^’ vomitiir.r, indigestion, p.iin after food. 
Jlad hem to many physicians ; had taken "all the medicines 
in the pharmacopu-ia hut was never dim/ nosed corn-nH> 
until hismut.li and X-ray examination was resorted to 
previous to a proposed "astro-enterostomy, illy hr. ('. 
T ha ratlin Holland.) 


t. Dysphagia in which there is no 
Mechanical Obstruction, hut in which the 
Act of Swallowing causes the Patient so 
much Pain that he hesitates to Swallow. 

The chief causes of dysphagia which come 
under this heading are : Inflammatory affec- 
tions of the mouth or tongue, including the 
different varieties of stomatitis |p. UU1 ) ; 
/tern phi^ns or erifthema bullosa m of the buccal 
cavity, evidenced by similar eruption upon 
the skin (sea* lb 1.1..1;, p. 12.4); ulcers of 
the tongue . whether malignant, gummatous, 
tuberculous, act inomv cot ie. leprous, or due 
merely to erosion by a carious tooth or an 
ill-fitting tooth-plate ; sore throats of various 
kinds (see Sour. Tiiiioat, p. 7.77): pain in 
the mouth, pharynx, or (esophagus after 
swallowing acute irritants or lluids that are 
either exceedingly cold or burning hot ; and 
injlammatorjj affections of the lan/nu ; and its 
immediate ncighhourhoi ul . 

The nature of the buccal lesions will 
generally be indicated by inspection followed 
by bacteriological or other special tests. 

The chief difficulties arise when the 
cause of the dysphagia is a painful affection 
of the larynx. Rarities such us variolous. 
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lupoid, leprous 
diagnosed unle: 
upon t he skin, 
to indicate the 
produce dysplu 
ciuomutous ultr 
local ausesl liesi 



t vphoidal. dceiibil.nl, and traumatic ulcers of 111 *- larynx will seldom Ik- 
's there is obvious eollateral evideuee, such as the eruption of small-pox 
residenee in leprous countries, prolonged confinement to bed, and so lorth, 
nature of the case. The commoner varieties of laryngeal trouble which 
i„ia me amir /i/r,/i,gi/i\v. lubrrralous lar>i„Hitix with or without ulcers, car- 
ratio,, of the larynx, and .s-,//i/„ 7 i.s. l.aryi>goscopic exanun-.it ion is essentia . 
ii | )V the use of cocaine «rcncnilly bciiitf necessary first. II tubercle bacilli 
can be found in the sputum, or if there arc abnormal 

— ^ sijrns at the apices of the lun^s, the diagnosis of 

tuberculous laryngitis is probable, and the pallid 
swelling of the arvt eno-epijrlot t idean folds. and, still 
* more so, multiple small ulcers of the cd"c or pos- 

terior surface of the epiglottis or of the free edtfes of 
, rllt . or f a i sr vocal cords, or similar ulcers in other 
^^9/ parts of the larvnx. bilaterally situated, would indicate 

W the diagnosis with certainty (Figs. 209. 210) : the chief 

f difficulty arises in the more chronic eases in which, 

after the larynx has become involved, the lung (, >n 
dit ion has improved, and tubercle bacilli may not be 


th,. /, A.m I . 




ft:. "I** I ul » 1 1 win- 1 - <>•' *li> ! 1 1 \ -ji-j !•.,). ill. iiiia on ;m intbum-l i-orl. 'I hi- 

t tl< limll-e Hlldi!'-'l Ij'l 1 '- \ * u . 4 1 ,..i 111 .1 ] -.’ft T It'll! over I'n. ..Ill ,il IIU'I-I I Ml'! 'II -|0!l o! ;i 

mp- i' l > | i' '-‘ 1 . u.iy ..t ill V. 1 .10 lif-or-l r-n i.» :im I mol.ilr, 

. , • , , | iJtoWlli ii.nl llll' i in r*-. I"* ■ I Iti.il'ki ■!'> "t.<’li I 1 

, ; (,r, . y.ib Jim III'-' » oimiii.* mo l<f ol tv anon. 

w.. , f- , a >,r h'nr I hull, »••//' • f.' Of ft, tin, l 

foil in Mn sputunu ^ Kpit licli<»niatoiis^ ulecrat ion^ of 

w distribution of the often 

\ m portant in dist in^uishin«; epithelioma from syphilis 

\ 1 of the larynx, whilst the latter may also be distin- 

jruished by the repair which may ensue even after 
s " > ’S'. w. M -^***‘' extensive destruction of the tissues has led to much 

deformity of the parts. The influence of salvarsan or 
y,/ “ M j'lih* potassium iodide and mercury upon the lesions may 

assist the diagnosis, and Wasscrmaims serum test 
may be employed. Doubt may remain, however, and 
somet inn's, where it is vi-rv important to arrive at a certain diagnosis as soon as pi.ssible, 
a small port inn of the affected tissue may be excised an, I examined microscopically. A 
papilloma ol a vocal cord mav have to be diagnosed from a malignant tumour (fig. -1-). 
When tuberculosis, svphilis. and new growth are excluded, and yet laryngitis is present, 
the probabilit v is that it is due to some infecting organism. Probably the symptoms x 
have started more or less acutely, even though they persist and become chrome : hixy p al 
inspection mav show acute hypenemia and injection ol th< p.uts. «i i 1 x ’ " ' . . . . 

without ulceration, anil the nature of the micro-organism concerned - tin I' 11 ' 
bacillus, streptoeoeeus. pneumoeoeeus. etc. may be determined l.aeter ’ ^ > 
preparing cultures from local swabbings. It is possible, ol course, or vio or ^ 
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to occur simultaneously, and it is particularly diflicuU to distinguish syphilitic laryngitis 
from tuberculous in a syphilitic patient who has undoubted phthisis; similarly, it may 
be difficult to distinguish catarrhal laryngitis from tuberculous m phthisical patients, and 
so on : indeed, in many instances the diagnosis may be one of opinion only. Measles is 
very apt to be accompanied by laryngitis, which may often be merely catarrhal, but wine i 
not' infrequently is due to diphtheria developing synchronously with the measles. In 
order to exclude diphtheria, it is always advisable to take swabbings lor bacteriological 
investigation even where it seems almost obvious that the laryngeal catarrh ,s merely part 
of t lie "'general coryza of measles. In all these eases dysphagia will be accompanied by 

hoarseness or other alteration in the voice pointing to an affection of the larynx. 

Herbert French. 

DYSPN(EA, or dillieulty or distress in breathing, may be of almost any degree, I 

simple shortness of breath on relatively strenuous exertion, to the panting, persistent, 
orthopneea of mitral stenosis in its latest stages. Many conditions, moreover, may produce 
no more than mild dvspmra at one time and yet be capable of causing extreme and 
distressful dvspmra at another, so that it is not easy to separate one cause from another 
on the basis' of the mildness or the severity of the symptom. The following is a tabular 
subdivision of its main causes 


Failure of the Right Side of the Heart : 

Secondary to valvular disease: 

Mitral stenosis j Mitral stenosis and regurgita- 

Mitral regurgitation ’ turn 

Secondary to affections of the heart muscle: 

Fatty heart Adherent pericardium 

Fibroid heart Pericarditis 


Aortic disease with secondary 
mitral regurgitation 
Congenital heart disease. 

Primary alcoholic heart 
Atheroma of the coronary 
arteries. 


Secondary to high systemic blood-pressure : 
Arteriosclerosis Ilyperpiesis 1’ 

Secondary to affections of the lung or pleura: 
Emphysema C hronic bronchitis 


(.ranular kidney. 


Fibroid lung. 


Ansemic States, due to whatever cause (see Anemia, p. 


Conditions of Debility, even when there is no Anaemia, e g., after severe illness : after 
less severe illness, but when there has been mueh toxa mia. for instance D A. II. 
(disordered action of the heart) after influenza, tonsillitis, trench fever, prolonged 
residence in the tropics, or in association with chronic septic absorption Irom 
dental, oral, tonsillar, nasal, bronchial, renal, urethral, vaginal, or intestinal 
infective processes. 

From Poisoning by Chemicals: Especially tobacco smoking, alcohol, lead : or from 
the effects of inhalation of the products of incomplete combustion ol coal gas 
in gas-fires, or from gas-burners, or from the similar products of petrol -exhaust 
fumes, limekilns, coke-ovens, braziers: as part of the reaction to .inject ion of 
scrum, peptone, or other foreign protein in anaphylactic subjects; Irom m\rtol, 
the active ingredient of eucalyptus oil ; alter snake-bite. 


Obstruction to the Larynx or Trachea 

Acute (edema of the larynx 
Acute abductor paralysis 
Post -pharyngeal abscess 
Cervical caries 
Angina Ludoviei 
Laryngeal diphtheria 
Laryngismus stridulus 

Catarrhal laryngitis, especially at the 
onset of certain eases of measles 
Acute pneumococcal or streptococcal 
laryngitis 


(Edema due to potassium iodide 

Laryngeal crises of tabes dorsalis 

Foreign body 

Enlarged thyroid gland 

Enlarged thymus gland 

Aortic aneurysm 

Mediastinal new growth 

Malignant glands in the neck 

Lvmphadenomatous glands in neck 

Irruption of a caseous gland into the trachea 

(Esophageal tumour. 
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the Bronchi and Bronchioles : — 

foreign body 

Kpitliclioma of a bronchus 
Epithelioma of* the trachea 
Syphilis of the traehea 
Syphilis of a hronehus. 

Pleural Disease : 


Acute Obstruction of 

Aeute bronehitis 
Aeute capillary bronchitis 
Acute bronchopneumonia 
Asthma 

Whooping-cough 

Lung Disease or 

Acute pneumonia 
Bronchopneumonia 
Fibroid phthisis 
1 1 ron chopue muonic 
pht hisis 

Miner's phthisis 

Mediastinal Masses : — 

Aneurysm 
Huge heart 

Enormous Distention of 

Ascites 

After Chest Injury. 

Functional Causes : 

1 1 vsteria 


Pnciimoiioeoniosis 
I l y post at ic pneumonia 
Inland of t he lungs 
Pleurisy with effusion 
Pleural effusion 
Empyema 


Fail urged thymus 
New growth 

the Abdomen by : — 

Tympanites 


Neurosis 


I hemothorax 

Pneumothorax 

Bronchorrlnea 

Aeute <rdcmu of the lungs, 


I )ermoid cyst 
Hydatid cyst. 


Solid or cystic tumours. 


Fright. 


When dealing with a ease in which the dyspnua is pronounced and persistent, it is 
generally not dilheult to decide with some degree of accuracy which main category the 
cause comes into cardiac, laryngeal, pulmonary, abdominal as the result of going care- 
fully into the history and then examining the different systems in a routine way. The 
chief difficulties arise in eases in which the dyspnma is relatively slight perhaps occurring 
only on exertion and one is uncertain whether it is due to something serious, such as 
coronary artery disease of grave omen, or to something relatively trivial, such as the 
smoking of too many cigarettes. 

By far the most important organic cause of dyspnaa on exertion, in a patient who 
is not acutely ill, is heart trouble of some kind or another, and the differential diagnosis of 
the variety of cardiac lesions, and whether it results from valvular disease, irom myo- 
cardial degeneration, from arteriosclerosis, from granular kidney, or irom dilliculties in 
the pulmonary circulation such as result from chronic bronchitis and emphysema or from 
lihroid lung, lias to he decided upon various grounds that are discussed on p. In 

difficult cases, however, it may he beyond the powers of all our diagnostic armamentarium 
even with the assistance of the electrocardiograph and the polygraph, and measure- 
ments of the cardiac diameters witli the X.-rav screen to decide just how much myocardial 
or coronary artery trouble there may he behind dyspmra on exertion : in some eases one 
ma\ form a grave impression, yet the patient lives subsequently’ lor twenty years; in 
another ease one may take* a favourable view, and the patient may be found dead in bed, 
or drop dead in the street, within a month. Broadly speaking, the age of the patient 
counts for a great deal in forming an impression : in any man past fifty, seemingly in good 
health, and hitherto free from symptoms, the development ol some dyspmra ami distress 
in walking up the incline of tile llaymarket when there is no dillieulty in walking along 
on the level, should he regarded as a serious omen, indicative as a rule ol coronary artery 
sclerosis if there are no physical signs pointing to some other affect ion : precisely similar 
symptoms in a younger man may be of relatively little moment irom the point of \ iew 
of immediate danger, for they may be due to nothing worse than the smoking of too many 
cigarettes, or the after-effects of some mild toxicmia which has caused D A. II. (disordered 
action of the heart) for the time being a state of affairs seen in very pronounced degree 
in soldiers who have lmd mild infliien/.a or trench fever or some other toxic malady’, have 
then engaged upon severe marching exercise, and have found tliemseh es unable to accom 
plisli it because of palpitations, precordial discomfort or actual pain, shortness of breat 1, 
giddiness, and a sense of inability to carry on (‘soldier's heart'). There is no simple rule 
to guide one in deciding whether such symptoms are due to non-dangerous neuro 
myocardial causes on the one hand, or to grave myocardial or coronary causes on the 
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larynx itself, sucking in above nnc >< / . r t lt . t .j ( |c whether the obstruct ion is 

the main difficulty in some of these pa k n s ^ whether it is due to mischief 

suflicicntly near the larynx to be relieve,, by racheotom>. is t(> 
lower down in the trachea, bronchi, or burn, hit. < ■ ' ,i„. thvroid cart ila«c, 

larynx, the greater will be the spasmodic up-and- * iarvnx itself, an,, if the 

and the Stridor. II the evidence is i.l u o js ,. xt the probability is 

that tracheotomy will he resorted to 
as an urgency measure, the precise 
diagnosis heiiui determined later. 'I he 
histt >ry , or a local examination, would 
serve to diagnose or exclude acute 
abductor f hi ni lysis. - pharyngeal 

abscess, foreign body. enlarged thyroid 
eland, malignant gland * in the neck. 
liftn/ihadcnomatons glands in the neck. 
Enlarge, neat of the thymus gland can 
seldom he more than conjectured, or 
diagnosed by a process ut exclusion, 
unless there is a definite percussion 
dullness behind the upper part ot the 
sternum in a child under ten \cars ol 
ane, together perhaps with an X-ra\ 
shadow of the "land (Fig. 

Aortic aneurysm or mediastinal nea 
groieth obstruct ini; the trachea will 
generally have Lfiven rise to other 
characteristic symptoms: particularly, 
in the ease of mediastinal new growth, 
to obstruction of the innominate veins 
or the superior vena cava, with varicose 
distention in the superficial thoracic 
veins by way of collateral circulation 
(Fig. 21S, p. The X rays may he 

useful in conlirmiiitf the diagnosis (Fig. 
•J1 and see Fig. -M9. p. 2<10). 

In a <;rcat many eases, part ieulai 1\ 
in children, none of the above will be 
the least, likely, and if foreign body 
i ..v/.i.wled bv digital examination, the first 

and post-pharyngeal abscess iavc >ee ^ from ' lan/hunil ili/ihtlirria. This may 
suspicion will be that the paf.cn ■ s ^ 

be conlirnied by the |, resent, ol . • • l-irvn<'«-:il diplitberia is extensive 

uvula, or elsewbere. tbo„,b „m.e <ommo ' s ," ” " , ” V batUf the moiith. The 
tl ,ere is no obvious -^te <,pon ^ ,| r in neigh. may point to 

existence of easts o 1 swabbings should be obtained from as lar back in tin 

the diagnosis: but in <\tr> <« , . 1( . l( .j||j, |„ ,tli in direct films and by 

throat as possible, and examined or M< 1 ' " ‘ . |>v ! th , ulist . n< ,. „f Klebs-I. oilier 
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cultivations from swabbings from the throat. (Kdema may also he due to similar infection 
of ulcerated places in the throat developing in the course of tuberculous, syphilitic , malig- 
nant, lupoid , leprous , traumatic , or post-ty/ilioidal laryngeal ulceration . The previous history, 
with the results of examination of the lungs, larynx, and sputum, will indicate* the diagnosis. 

The laryngeal crises of tabes dorsalis are exceedingly rare ; they might he suggested 
if the patient were known to have no knee-jerks and Argyll Kobcrtson pupils, hut even 
them there might be doubt as to whether they were really crises and not the result of 
syphilitic ulceration, or due to the administration of potassium iodide. Acute <rdema 
of the larynx is sometimes spoken of as one of the complications of acute II right's disease , 
but it is very rare in this malady, rarer than acute (edema of the lungs : it is usually a 
terminal factor, the diagnosis of nephritis having been marie previously on account of 
albuminuria with tube-easts and perhaps general (edema. Laryngismus stridulus is a 
dangerous diagnosis to make, for 
many eases thought to be this are 
really examples of diphtheria : laryn- 
gismus stridulus, when it does occur, 
is to be expected in rickety children 
who show a tendency to spasmodic 
muscular contractions in other parts 
besides the larynx, such for instance 
as convulsions from slight causes, or 
the carpopedal contractions of infan- 
tile tetany (‘spasmophilia*), but no 
such eases should be diagnosed as 
simply netiro-musculur spasm until 
every precaution has been taken to 
exclude all other causes of laryngeal 
obstruction, especially diphtheria, 
post -pharyngeal abscess, or a foreign 
bodv . Now and then one meets with 
a ease in which an apparently healthv 
child is seized suddenly with acute 
dyspnoa, cyanosis, orthopnna. and 
general respiratory distress, without 
any signs of laryngeal obstruction, 
the result of irruption oj a caseous 
hronchifd or mediasti nal gland into the 

■ . * . | I'm ‘J II, ski.u'r.nu -liouirn.' t\w> ,i!n ur\ -m*- o 1 Uu ;mrt i one 

lower part of the trachea or a mam . II( , lirv „„ , A , llt v. o,.- t,. ti.'. .,c,.r . B . a- hm |urt 

bronchus. 'The symptoms an* pre- ««: ui- a* - .■M'ln.j.- aon.*. • /*<, hr. »» u. > #*/»/.. i 

eisely such as one would expect if the 

patient had suddenly inhaled a foreign body of some size, and il one can be quite sure 
that no such foreign body has been inhaled, the correct diagnosis may sometimes be 
guessed at. It would be confirmed if. as occasionally happens, a sudden effort of cough- 
ing leads to the caseous or cretaceous mass being expectorated. 

The dillieulty of being certain whether, in a given east* of severe respiratory distress 
with evidence of obstruction, the mischief lies in the larynx or in the lungs, is sometimes 
considerable : in either case there may be marked cyanosis, orthopmra, dyspiuea. sucking 
in above and below the clavicles and of the lower intercostal spaces : the most important 
point to note is whether the larynx itself remains stationary as when the mischief is in 
the lungs, or whether it moves up and down with the respiratory movements as it docs 
when the trouble is in the larynx. Very often both the lungs and the larynx are involved, 
and it may then be dillieult to decide which is the more so, and consequently whether 
tracheotomy is indicated or not. The chief point on which to lay stress, besides the move- 
ments of the larynx, is the result of a physical examination of the chest lor evidence ol 
acute bronchitis or of bromhoftneumoniu. 

True asthma is a spasmodic variety of dyspiuea, the diagnosis ol which, and the 
dillieulty of distinguishing between asthma complicated by bronchitis and bronchitis 
simulating asthma, are discussed elsewhere (p. 
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Whooping-cough is easy to diagnose when the patient exhibits the typical whoop, 
but sometimes no whoop occurs, the patient exhibiting merely scvcic paroxysms ol c-ougli 
and dyspmra, possibly leading to vomiting; it* relatives or friends have been aliected by 
whooping-cough recently one may guess the diagnosis, but in some eases it remains a 
matter of surmise even if the blood serum gives a positive Hordet-Ucngou reaction. 

Mediastinal masses , such as aneurysm, a huge heart, new growth, hydrothorax with 
marked displacement of the heart, and enormous distention of the abdomen by ascites, 
tympanites, or by large tumours, will generally have been diagnosed by reason ol other 
symptoms besides dvspiuea. The chief reason why a very large* heart or a thoracic 
aneurysm may produce dyspnoea and orthopmra, even when there are no signs ol lailure 
of the cardiac compensation, is that when the patient sits up then* is a greater distance 
between the sternum and the vertebra* than when he lies back. The cause for the ortho- 
pmra is thus mechanical, the patient sitting up to allow a bigger space for the accommoda- 
tion of the abnormal mass ; hence in some of these cases he may be able to walk about 
and see to his business without distress during the daytime, and yet be unable to lie down 
at night. The cause of tin* orthopmra associated in this way with a huge heart is quite 
different from that in which there is failure of the right side, the former being a mechanical 
means of giving a big mass more room, whilst the latter is due to the need of maximum 
assistance from the respiratory blood-pump. Herbert French. 


DYSTOCIA signifies dillieult birth or labour. The dinicult ies of delivery show them- 
selves by prolongation or delay in the completion of the stages into which labour is 
usually divided. Dillieult labour is accompanied by progressive symptoms, objective and 
subjective which are to be explained by physiological exhaustion, especially in its efh*ct 
upon the central nervous system of the patient. The results of dillieult labour an* thus of 
such importance, affecting! as they do, the life of the mother and child, that anticipation 
of it, and therefore early and appropriate treatment, are of paramount importance m 
scientific midwifery. 

The causes nuiv be tubulated according as they occur in the first or second stutfe. Ha- 
first series delaying the dilatation of the cervix, the second the expulsion of the child. It 
is not out of place in this connection to add also the causes of diflicult ics in the separation 
and expulsion of the placenta, for delivery cannot be said to be complete until the placenta 
is expelled. 

CM sfs of Dki.ay in CoMru/rioN of thf Thru: Staffs of L vnoi k. 


Weak uterine contractions 
Rigidity of cervix : relative, 
spasmodic, cicatricial, new 
growt hs 

Pendulous belly, causing ante- 
\ i i si< »n 

; . t r i \ rupture of membranes, 
i lue to rnalpresent ations, 

morbid adhesions to the 
lower uterine segment, un- 
due friability 

Malpresentations in general 
Anything which prevents the 
head entering the lower 
uterine segment 
Hydramnios 

Deficiency of liquor amnii 
Twins 


Weak uterine contractions 
Secondary uterine inertia 
Absence of accessory muscular 
effort 

Contraction ring |neuni 

Rigidity of vagina and peri- 
Loaded rectum 
Distended bladder eystoeele 
Contracted pelvis 
Pelvic tumours : Fibromyoma, 
ovarian tumours, growths of 

the pelvic bones, hicinutoma, 

varicose veins, vaginal ; 
growths 

Malpresentations : Occipit.o- 

posterior, breech, face, brow, 
transverse. 

Any abnormal enlargement of 
the child : Hydrocephalus, 
meningocele, ascites, tu- 
mours, double monsters, 
very large child 
Kxcessive ossification of the 
| head 

j Short cord : absolute, relative j 
! Locked twins 


Weak uterine contractions 
Morbid adhesion of placenta 
l ferine spasm 
* Hour-glass * cunt na tion 
Adhesion of membranes 
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From the above it will lx* seen Unit the causes of delay are very numerous and 
important : and the successful delivery of the child under many of these conditions 
depends very much on their anticipation, rather than their recognition when delivery is 
already dangerously obstructed. Consequently, accurate diagnosis at the beginning of 
labour will often save much trouble to the practitioner, and danger to the mother and 
child. Indeed, some of the dangers of obstructed labour can only lx* avoided satisfactorily 
by careful examination of t he patient during pregnancy, say at the thirtieth week. This 
applies specially to tlx* recognition of contracted pelves, of pelvic tumours, and sometimes 
of malpresentat ions, and constitutes an important reason why every patient should be 
urged t * > undergo an examination during tlx* later weeks of pregnancy. 

The routine method of examination of the pregnant woman, whether in labour or not. 
is the same; and the deductions to be made from il are identical. The examination is 
made as follows: first, by abdominal palpation: secondly, by vaginal examination. 

Abdominal Palpation. First feel for tlx* fo*tal head in the pelvis by the 'pelvic 
grip*. In a primipara the head should be well down in the pelvis : not necessarily so in 
a multipara. Failing to find the head in the pelvis, palpate for it at the fundus : failing 
to find it here, it will be found in one or the other lateral situation. If tlx* head is in 
the pelvis, and fixed, there can be no pelvic contraction of importance, and tumours of 
the uterus or ovaries tteloiv the brim are quite unlikely. If, however, the head is above 
tlx* brim and movable in a primipara. pelvic contraction must be suspected, whilst a 
tumour preventing intranet* into the pelvis is a possibility. Pelvic contraction may be 
verified by pelvimetry, for which see below. Abnormal presentations are recognized by 
abdominal palpation : breech and transverse by the actual position of the head : oceipito- 
posterior by the presence of the ‘small parts' arms and legs — in front, and the absence 
of the back of the firtus : a face cannot be diagnosed absolutely except in mcnto-postcrior 
eases, when the groove between the extended occiput and back will lx* felt in front whilst 
the head remains above* the brim. // pdramn ios may lx* recognized if there is fluctuation 
and the total parts can only be felt by deep dipping through the fluid. Twins may 
possibly be recognized by feeling two heads, and hearing two firtal hearts beating with 
different rhythms. 

Vaginal Examination. It is important to remember that very little can be made out 
with one or two fingers. As a rule, all that can be noted is the condition of the canal . 
whether narrow or rigid, with a powerfully acting levator uni muscle, and the condition of 
the os : note especially its consistence, and the integrity of the membranes. It may not 
even be possible to recognize the presentation if this has not been made out by abdominal 
palpation. If contracted pelvis is suspected, the important diameter, namely, the diagonal 
conjugate, should be measured with the lingers, and the true conjugate estimated by sub- 
tracting half an inch from this mejisurement . The only accurate instrument for taking 
this measurement is Skutseh's pelvimeter : but its use requires considerable experience, 
and, in general, the simpler method with the fingers is sufficiently accurate for most 
purposes. F.xternal measurements may be made to supplement the important internal 
one : but they are not of the same practical importance. When a difficulty arises in 
labour, accurate diagnosis is indispensable, and the whole hand should be inserted into tlx* 
vagina under amesthesia. Tlx* presenting part may then be grasped, and its true 
character determined. In this way oeeipito-posterior presentations (the commonest cause 
of difficult labour) can be diagnosed with certainty, and rectified. A contraction ring 
<ltie to an irritable uterus as a result of attempts at forcible delivery will be felt gripping 
the firtus and preventing delivery. Hydrocephalus may be recognized by this manoeuvre. 
The hand may be pushed on above* the head without danger in most cases, anti the neck 
felt for coils of cord, the body of the child palpated for tlx* presence of tumours or enlarge- 
ment by ascites. Tumours obstructing delivery are best felt from the vagina ; they are 
usually wedged between the presenting part and the sacral promontory, part below and 
part above this prominence. If fluctuating and soft they are usually ovarian evsts : if 
hard and unyielding they may lx* fibromyomata of the uterus, but these also are apt to 
soften during pregnancy, and to feel like fluid tumours. Tumours of the pelvic bones 
are usually bonv or cartilaginous : growths of the cervix may be fibroid, but more 
commonly are friable carcinomata, bleeding freely on examination. 

Little more than the method of examination can be indicated in a short article on the 
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diagnosis of a cast* of difficult labour ; but too much stress cannot In* laid on t be value of 
abdominal examination and palpation as the most important means of gaining information 
in any labour. 

Delay in the Delivery of the Placenta, though not strictly a part of difficult labour, 
presents difficulties in the completion of delivery, and must not be overlooked. The 
placenta may be simply retained in utero : may be adherent to the uterus, totally or 
partially ; or may be retained in the vagina. In the first ease, if there is no biemorrhage, 
the placenta is likely to lie in the lower uterine segment and vagina, and is not expelled 
owing to weakness of the accessory muscles. If partially adherent, bleeding is certain to 
occur, whilst total adhesion does not permit of any bleeding. In any ease of this kind, if, 
after a sufficient time has elapsed, the placenta cannot be expressed, tin* hand must lx* 
introduced into the uterus in order to diagnose the condition. It must not be forgotten 
that the placenta may be retained above a spasmodic stricture of some part of the uterus, 
the so-called hour-glass contraction . 1 hemorrhage always accompanies this condition if the 

placenta is partly separated. 

The Symptoms of Exhaustion consequent upon Obstructed Labour may finally be 
mentioned. The first are rise of temperature and increase in frequency of the pulse-rate. 
These afford very important indications of obstructed labour, and assist us to distinguish 
this from simple delay from weak uterine contractions, in which the pulse and temperature 
remain normal. The later symptoms of obstruction, if not relieved, are local and general. 
Locally, the vaginal secretions fail, the parts become hot. dry, and swollen. The uterus 
contracts powerfully, and may go into a tetanic condition, usually known as tonic 
contraction, in which ease the uterus is hard, never relaxing, and is tender to the touch. 
The exact opposite occurs in uterine inertia, when the uterus remains flaccid, along with 
a normal pulse and temperature. Later still, vomiting may occur, signs of septic infection 
may appear, and rupture of the uterus may take place owing to the dangerous thinning 
of the lower segment when tonic contraction supervenes. This series of symptoms should 
never occur in properly conducted midwifery : their possible occurrence should always 
be anticipated by correct diagnosis early in labour, followed by immediate appropriate 
treatment. T. (i. Stevens. 


EAR, BUZZING IN. (See Tinmti s, p. S77.) 

EAR, DISCHARGE FROM. (See O mnium: \. p. 521.) 


EARACHE denotes pain in or about the ear: in about U5 per <<nt of cases the 
pain is inflammatory in origin and the cause will be found on routine examination. In 
the remaining 5 per cent of eases the pain is either refund to the ear or is of 
organic nervous origin. The cause of earache of inflammatory < r local origin lies in 
the auricle, incut us, or middle car. 


Causes in the Auricle include : 


Injury 
I hematoma 
Chilblain 
Frostbite 


Perichondritis 

Lout 

Syphilis 

Lpithclioma 


Causes in the Meatus include : 
Foils f Kezcma 

Furuncles | Wax 


Rodent ulcer 
Kczema 
Impetigo 
Mosquit o-bite 


Polypus 
Foreign body 


( .lint -bite 
Rcc-st ing 
Wasp-st mg. 


F.pit heiioma 
In jury. 


Boils , owing to the density of the tissues of the part, may cause very severe pain 
indeed ; they are frequently multiple, often bilateral, and may occur in the ear without 
any being present elsewhere on the body : they may cause the lymphatic glands in front 
of the ear to be enlarged and tender, also those over the mastoid process. Lnless tlx* 
meatus is completely blocked the bearing is not affected. Sometimes there are no separate 
boils, but tlx* whole meatus is swollen and inflamed by a diffuse meat it is. 

I ’lee ration of the meatus occurs as a complication of otitis media, but mav be the 
result of infection by staphylococci, gonococci, streptococci, the Klebs-Lolller bacillus, or 
the organisms of Vincent's angina. Occasionally ulceration occurs as a manifestation of 
secondary or tertiary syphilis. 
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Causes in the Middle Ear. I nflammat ion of the middle ear almost invariably follows 
nasal or pharyngeal catarrh, and in children recurring attacks of earache arc surest ivc 
of the presence* of adenoids. 

Acute otitis media «rives rise* to intense pain, often intermittent : there is a rise of 
temperature to 102 I*’, or more*, often 10,‘i or 101 in children : deafness is usually of Inch 

decree. Kxamination shows the tympanic membrane to he generally red. with obscuration 
of usual landmarks owinn to bulyinjj: of the whole membrane outwards. In some cases 
the inllamma t ion proceeds rapidly to suppuration and the drum jjives way, allowing 
escape of pus: in others resolution occurs and tin initial redness disappears gradually, 
the membrane returning to its normal colour. In the majority of cases there is some 
tenderness o\ cr the mastoid process, but this passes as the inflammation recedes. 

A> ale mastoiditis following acute otitis media jLiives rise to se*ve*re* pain in and behind 
the ear : should pain persist with a free discharge of pus through the membrane (whether 
that discharge is due to rupture or incision of the membrane) there is presumptive evidence 
of mastoid involvement. In cases of chronic suppurative otitis media acute mastoiditis may 
occur, and then cessation of discharge often accompanies the onset of pain. Complications 
of otitis media, especially lateral sinus t hromhosis, cerebral or cerebellar abscess, or mcnin- 
oitis.arc causes of pain, but it is not as a rule the predominant symptom in these casts. 

Malignant dista.se of the middle ear t;i\es rise to severe and progressive pain of a 
borint* character : whether the growth carcinoma begins in the deep meatus or in the 
middle ear. it spreads through the bone in the mastoid region. 

Some easts of chronic catarrhal otitis complain of pain in the* ear. 

The Noninflammatory Causes of pain in the ear arc : ( 1 ) Heft i red : ( 2 ) Xtrcous. 

1. It i i r. a m i > I * \ i n in mi: Kvk. Owinjj to the extensive nerve-supply of the 
external and middle car drawn from the 5tl». IMh. and 10th cranial nerves, as well as 
from the 2nd and drd cervical nerves, pain may be referred to the ear from many 
other parts even from the stomach or heart via Arnold's nerve. 

( urmus teeth . espeeiallv the* third upper molars, also erupting and unerupted third 
molars, upper or lowe r, are a frequent cause of e arache. During teethin'; infants are often 
noticed to rub the ears, presumably on account of referred discomfort. 

Inllammatory affections of the haisi/s acute tonsillitis, quinsy,, and tonsillar abscess 
are commonly attended by pain runniiiL! up to the cars. It is common for earache to 
be complained of after operation on the tonsil. 

( urciunmu or st.icnma of the tonsil or nuso/dturi//u\ or malignant disease bcybnnim; 
in tin- late ral wall of the* pharynx, may produce severe earache*. Adenoids probably cause 
pain onlv in so tar as they an* responsible* for slight attacks of middle-ear inllammat ion. 
Siffdi it it i( or tuberculous ulceration of the fduin/n.e *r a rt tm/duin/nxeul abscess may cause 
pain m the ear. 

('Iterations of the cpighdfis or of the hirtfn.r. whether septic*, tuberculous, syphilitic, 
traumatic*, or malignant, produce* pam in the car. ami in case's of acute* st re*] doeoccal 
perichondritis of the arytenoid earache* is some*time*s the* only symptom. 

Seve re* pain in the* e ar max re sult from involvement of the glands of the neck secondary 
to e futfu litanti of the tongue hi as a part e*l angina I .udovici . 

2. Nr.uvoi s I’vin in ini l.vi:. (Geniculate neuralida (tie doulourcu.c) affects the 
sensorv division of the* 5th nerve, and the pain may be* experienced exclusively in and 
around the ear ; in a few of the se* eases herpes occurs, the* vesicles be inii on tlu* concha 
or behind the* car. 

In some eases of hcrjtcs of the u ft/ter cervical nerves ve siedes are se*e*n in the nee*k alem<* 
the* course of the* small occipital nerve* on one side, and the*re* may be complaint ol threat 
pain in, or at the* back of. the* car. Oe*casioiially deafness and ve*rti*;o are associated with 
the* herpc's, but if the* v e sie-les are not obv ious such eases pre*se*nt considerable dilliculty 
in diagnosis from some acute* inllammatory condition « » f the* midelle* ear eir even mastoieiitis . 

(ilossttidiurifnilcul mu rali*ia a rare* form e»f neuralgia a fleets the* bth cranial ne*rve* : 
the* pain starts in the* threiat and raeliate's to the* car : it may be* asse»eiateel with herpetic 
s p<»ts on the* temsil area. 

Patients with talus dorsalis occasionally complain of pain in tlu* ears: it may be e>f 
the* transie nt, lancinating character that is seen metre eemimetnly in the* le*<rs in this disease 
in the form e>f li^htnin^ pains. ^ A/o/hsem. 
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ECCHYMOSIS.- (Sec Pi rpuka, p. (>75.) 

ECTHYMA. — (Sec Scabs, ]). 742.) 

ECZEMA.— (See Eunuch s Afff.utions of iii i: Skin, p. 309.) 


EFFUSION, PLEURAL.- (See Ciif.st. Bloody Effusion in. p. 1.42 ; Cm.sr. Prs 
in. p. 132 ; and Ciif.st, Skroi s Effusion in, p. 135.) 

EGG-SHELL CRACKLING.— (See Ckacki.ini;, Euu-siii i.l. p. INS.) 

ELECTRICAL REACTIONS. ™ ( See Kf.ution of J)f.<;i:ni:ration. p. 724.) 

EMACIATION.— (See Makasmi s. p. |7J) : ami AYkiuiit. l.oss or. p. <i.T2.) 


EMPHYSEMA, SURGICAL. Surgical or subcutaneous emphysema is due 1o disten- 
tion of the subcutaneous areolar tissues with air or gas. The diagnosis of the condition and 
its cause is not as a rule difficult. Its commonest starting-place is in connection with tlx* 
thorax, particularly when there has been injury It) the lung tissue by a broken rib, a stab 
with ii knife, a bullet wound, the rupture ot alveoli due to excessive coughing, as in whooping- 
cough and bronchitis, or during great strain, as in difficult labour : or by operative injury 
to the lung, as in exploratory needling ol the chest. The gas spreads rapidly, and may 
extend over the greater part of the trunk in a short time, disappearing again in the course 
of a few days. It may do so similarly after the operation of trachcotofmj . 

The face may sometimes be almost suddenly involved unilaterally by the escape of air 
into the subcutaneous tissues from the upper part of the nose, after violent sneezing or 
energetic blozving of the nose. 

Rarer causes for the escape of actual air into the subcutaneous tissues arc uleendhe or 
traumatic lesions of the asophagus. stomach , dnodntum , varum, bladder , or rectum. Air 
escaping in the areolar tissues around any of these parts may sometimes extend and become 
palpable as crepitus under the skin. 

Quite another type is that in which the gases in the tissues are not air. but tin* results of 
injection by gas-producing bacteria. Fortunately cases of this kind are now rare, though 
many were met with during the great war; they were common in the days of hos))ital 
gangrene and putrefaction . The Bacillus eoli communis . however, not infrequently liberates 
gas in an abscess to which it may give rise for instance in the region of the vermiform 
appendix and sometimes subcutaneous emphysema results. Another gas-producing 
organism that attacks man, though less often as a primary affection than intercurrent ly 
during some other malady, is the Bacillus acrogcncs capsulatus ; this, however, more often 
produces gas-containing loculi in the liver and other internal organs post mortem than 
in the tissues beneath the skin during life. Herbert French 

EMPYEMA. (See Cjif.st, Pus in, p. 132.) 


ENLARGEMENT OF A BONE. -(See Swi 


1 .1,1 NO ON A Huni;. 


p. *17.) 


ENLARGEMENT OF THE FOREHEAD. Many individuals w l.o have passed 
middle’ ago males more so than females— tend to develop an increasin'; prominence of 
that part of the forehead which corresponds with the outer casino oft he frontal air sinuses ; 
with the result that their eyebrows seem to overhang the eyes more and more, and the 
countenance looks different from what it did ten or lift ecu years before. This is due to slow 
enlargement of the air cells of the frontal sinuses, and is not pathological. This normal 
enlargement of the forehead has to he distinguished from two diseases which, thomdi rare 
are generally recognizable with ease if the patient is watched over a period of numths oi’ 
years — namely, leant i as is ossea and acromegaly. 

The commonest symptom that a patient suffering from leontiasis ossea complains of is 
that m former years he always took a certain size of hat, and was able to order hats without 
having to go and try them on : of recent years, however, he found that he had to eel 
progressively increasing sizes, so that whereas formerly a number 7 mav have fitted lihn 
he nmy now require even so large a size as a number K ; in a few exceptional eases special 
hats have had to be made for the patient because the enlargement of the head, especially 
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of | lie* forehead, has become tremendous, whilst at the same time it may very likely not he 
quite symmetrical. The general health remains good, and if the patient does not mind his 
personal appearance and the si/.c of his hats, he lives for years without suffering any other 
inconvenience. On the other hand, the bony changes may not be confined to the skull, 
but may affect the bones of the limbs as well, especially the tibia*: there is probably a 
relationship between leontiasis ossea and osteitis deformans or Paget's disease of the bones 
(see p. Hll). II the cranium is examined after death it is found that there is no longer any 
distinction between the hard ivory bone upon the surface and the* cancellous bone in the 
centre : both have assumed an intermediate character, so that the whole bone is more or 
less of tin* same- te xture-, very thie-k and heavy, and in a condition which use*el to he* spoken 
of a^ ostc :.pt*msis. In some- eases the- change* is syphilitic. 

In acromegaly it happens ve ry rarely that the* frontal bone- is affected alone : far 
more- often the- aflcctiem of the- forehead is much slighte r than the- increase in size* eif the* 
lowe r jaw and of t he- phal- 
ange's of the- hands and 
Ice t ( p. -hd). I f, howe-v er. 
the e-hange-s were- mole 
marked in the- frontal bone- 
or in t he- hone s of t he- skull 
gene-rails than in those* 
e Ke-w lu re, it is probable 
that a e-asc of acromegaly 
would he- eiiagnosed as 
one of le-ont iasis < »>>M-a . 

\\ tie-rcas. h< »we*\ e r. in ae-re >- 
illegals the- bigne-ss of the 
low e-i jaw makes t he- ehar- 
ae-tcristie facies. in leon- 
t iasis eisse-a the- prominence 
of tile- forehead gives tile- 
lace that leonine character 
fmm which the- name ed 
the- disease- is taken. If 
t he te-mpe >ral hal v e-s < d’ t he- 
lie-ids <d vision we* re e-on- 
traeteel, and still more if 
there- were- bilateral tem- 
poral hemianopia. the- dia- 
gnosis would lie- aerome-galv 
anel 1 1< >t le-ontiasis ossea. 

In e-ase* of doubt an X-ray 
plate of the- skull would lie- take n laterally to determine the si/.c e if the sella turcica, which 
might he* ed’ normal dimensions in a e*ase* ed leontiasis ossea (F/g. -la), whereas in 
aerome-galv the* sella would he* enlarged by reason e»f the hypertrophy of the pituitary 
body to which this eliseasc* is due-. 

No othe r maladies in aelults are likely t * > cause* uniform increase in the size of the fore- 
head. hut occasionally one* meads with tumours ed* the frontal heme which cause an asym- 
nudrical enlargement e » t* t hi* forehead, the* meist important e if these* being the ivory c.vostosi s 
a tum-malignant tumour which may arise from any of the Hat hemes eil the skull : it 
grows very sleiwly hut enlarges progre*ssiv e*lv , and in se> doing is apt tei displace* anything 
which uiines in its way, and in the* eemrse* of many years great deformity e>f the eye or 
nose mav thus result. The slowness of the growth, and its very hare! character generally, 
peiint to the diagnosis at once, anel an X-ray examination may help te> confirm it. 

Other asymmetrical enlargements of the forehead may result lrom syphilitic nodes 
eatised by gummatous periostitis terminating in bony organization : sarcoma of the peri - 
osteum , a very rare* primary growth in this regiem, but when met with suggested by the 
relative* softness of the* mass and its rapid increase in size : secondary malignant disease, 
likely to be mistaken feir primary sarcemm if no primary growth elsewhere is known, but 
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llos,. readily if the existence, now or formerly. of a -oinon.n of the hreast. thyroid 

a — >• 

- r "ixx ssex- rrr.n» 

t r:“SX- - ">■ * 

and by the history of the ease for( -l,ea«J in adults. In children quite 

The above remarks apply to enlace nu n ol « : /1,/,/m- 

different causes will suggest then.se ves . h« tl.m I 

cephallix : (2) Hkkcls : <») Con.Snnla *///"''*• t . nhtrsI es very eonsi.leral.lv . and 

It happens not infrequently that « *. , lolll ,hc parents and the physician 

bulges with much convexity to such an ex in ■■ • () j , r m( , r( . M rious than rickets. 

*»' * >** > » *" ~ « 
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- xaminctlu- whole of the* head vMt fu • j>ut . llso ot hcr parts ol* tin* skull, is a more 

meat, which usually allcets not «nl> th. * «„• whether there are 

or less uniforn. stretching such as hydrocc, I du < s^.m to ^ ^ ^ 11(irnlal . Moth 

not some parts which are enlarge, an. <■ ^D niun( , |1V(> n,inences of the parietal 

congenital syphilis an. rudsch. J, 1h , r , are four main bulges with an ant. ro- 

regions as well as of th< ‘ £ n lhcm ro nsl ilut in« the hot-cross-hun-shnped 

posterior and a transverse »mh>n( Itvdroeenhalus is made preuter still when, as 

type ol* head ; but the dilbeu t> ° ( l,< JT * . t . s j n t j K . OC ‘iM}>it;il region from cranio- 

sometimes happens, there is sue i mininj* o p-irehment : sueh eraniotabes may 

result either from rickets o. Iron. .«> ■ * ’ ol,vi„*iHlv stretched asunder the case is almost 

tion to the regions ol the sutures d t . • ' , ilis. One would also he able to 

certainly hydrocephalus, and no rieke s ... JjnrtJ sM^ ^ ^ , y( , )illls will he 

draw some conclusion perhaps fro . f(ir c-hcad enlargement is rickets or congenital 

in normal position when t ic cans impression of being displaced : 

- ■ 
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from birth or soon afterwards, this will be an ar^mirnt in favour of hydrocephalus ; if the 
change develops later in the infant's or child's life, there will almost, certainly he a history 
of a severe attack associated with symptoms of increased intracranial pressure, for 
probably the commonest cause of acquired liydroeeplialus is a preceding attack of meningo- 
coccal meningitis from which the child has recovered. The history, therefore, may help 
in deciding the diagnosis. The optic discs should also he examined, for in a certain 
number of eases of acquired liydroeeplialus there is optic atrophy (F/g. t*20, p. 519), and 
this is practically never met with as the result of rickets, and very seldom as the result of 
congenital syphilis. It is, of course*, only when the degree of hydrocephalus is medium that 
it is difficult to distinguish it from forehead enlargements due to rickets or congenital 
syphilis. Major degrees of hydrocephalus cause such extreme enlargement of the whole 
head, coupled with stie*h thinning of the* hones and stretching of the* suture's, that the* 
diagnosis is almost unmistakable*. 

Although either simple or malignant tumours may affect the* frontal hemes, even in an 
infant or child, tlie v are very rare*. The*v should he* diagnosed in the same way as similar 
tumours iu adults. ( lilnminu may perhaps he* me at ione*el specially, rare* though it is. The* 
growths in such a ease* are ne ver single*, hut as they may develop upon hones they some- 
times attract notice* first in e*onnccl ion with the* e*ranial hemes, and thus perhaps a local 
e nlargeme nt <>f the* fore head may he* the* lirst symptom in the* case. There is a tendency for 
the* Ivmphatie* glands generally te> become enlarged and sometimes the* spleen also, and 
in semie* respects the* malady simulates Ivmphatie* leukamiia. Neoplasm e>f some kinel 



/w, *..* 1 7 . !l \ ■ 1 ; . . li.ilu- : th< t n mi'tilc f.t-n - Ci'l t In . i «-] 1 rvi-s ;m no! «-\\ orthe . 

will he* an early suspicion, and the* nature* of the* growth is iiielie*ate*el by the greenish colour 
of t tie* tumour whe*n it has he*e*n e*\e*ise*el. The* actual diagnosis. however, is maele* more 
often pe>st mortem than during life*. 

'The* ('(iiiiiiione'st loeat swe*lling of the* fe»re*he*ael in a e*hilel is a hd’mutomu resulting from 
injury, and as the* hlood-e*lot is e>fte*n ele*e*p-se*ate*el the*re is sometimes ne> discoloration of 
the* skin, and some* me ire* serious tumour may he* thought of until the disappearance* of 
the* mass in the* course in a week or twe» preive*s its simple character. Such a hicmatoma 
after a elav < >r t wo softens in its ce*ntral part in a remarkable* way, leaving very hare! 
raised e*dge*s. and on palpation it feels almost as if there were a harel bemy ring with 
an absence* < »f any hone* at all in the* eentre* ; the* first time* such a softening lucmatoma 
of the* forehead is fe lt one can hardly hedieve that it is emly a hicmatoma and not an 
actual hole* in the* heme* covere*d merely by scalp and skin. The feeding, however, on 
palpation is so characteristic that, once fedt, the* eonelitiem is readily recognizable* in any 
suhseejue*nt e*ase*. Herbert French. 

ENLARGEMENT OF THE GALL-BLADDER. (See GAi.i.-iu.Ai>i>r.n Knlaiu;i*:mi*:nt, 
j>. :n i. ) 

ENLARGEMENT OF THE HEART may he due to hypertrophy of the walls of any 
of its cavities, hut especially of the* ventricles ; to dilatation eif the cavities ; or to these two 
eondit ions cemihineel. 

The* meist important physical signs of enlargement of the heart are : (1) Displacement 
of the* cardiac impulse : (2) An increased area eif cardiac dullness. After puberty the normal 
cardiac impulse is usually situated in the fifth le*ft intercostal space, about three-quarters 

u ' 17 
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of an inch internal to the left nipple line. Refore puberty it is normally in the fourth left 
spaee in the nipple line. When the left ventriele is much hypertrophied the cardiac 
impulse is displaced more in a downward direction than outward, e.g., it may lx* found 
in the sixth or even the seventh left intercostal space in the nipple line or outside it. When 
the enlargement is due to hypertrophy of the right ventricle, the cardiac* impulse is displaced 
more in an outward direction than downward, and frequently there is also considerable 
pulsation in the epigastrium. 

Where the cardiac impulse is thus displaced, before cardiac enlargement is diagnosed 
the possibility of its mechanical displacement by lluid or air in the right pleural cavity 
pushing it, or a retracted left lung pulling it, over to the left, must be* excluded by careful 
physical examination of the front and back of the chest. In tlx* case of pleuritic effusion 
the dullness on the right side of the chest, and the absent or deficient vesicular murmur 
would point to fluid ; in the case of retraction of the left lung the left side of the chest would 
be smaller, there would be deiicient movement, dullness and deficient voice sound and 
vesicular murmur, or possibly bronchial breathing, consonating rales, and pectoriloquy over 
the left lower lobe. 

The character of the imjpulsc may assist in deciding whether hypertrophy or dilatation 
preponderates : when it is forcible or heaving, it denotes hypertrophy : when feeble and 
diffused, dilatation. 

The cardiac impulse is invisible and impalpable in some cases of enlargement of the 
heart, on account of emphysema of the lungs. In these circumstances it may be impos- 
sible to determine the dimensions of the heart without an X-ray examination : screening 
of the thorax and direct measurement of the cardiac diameters with a foot-rule is the most 
certain method of its size : the transverse measurement of the combined ventricular 
shadows should not exceed OJ inches, and the corresponding measurement of the auricles 
and of the shadow of the aortic arch should not exceed 4 inches and 2J inches respectively. 

Careful mapping out of the area of cardiac dullness may afford valuable information 
as to the part of the heart involved in the enlargement. If the area of deep dullness is 
increased downwards and outwards, an increase in the size of the left ventricle is indicated ; 
if upwards and to the right, hypertrophy of the right ventricle ; if in all directions, 
enlargement of both ventricles. 

Enlargement of the heart in children may produce definite local bulging of the chest 
wall in the cardiac area. 

Having determined the position and character of the impulse, mapped out carefully 
the area of cardiac dullness, and thus arrived at the conclusion that tlx* heart is increased 
in size, the next step is to determine not only what particular part is enlarged, but also tlx* 
actual cause of the enlargement. 

ENLARGEMENT OF THE LEFT VENTRICLE. 

The left ventricle may become enlarged in : — 

1. Aortic Disease : — Stenosis and regurgitation ; regurgitation ; stenosis ; aneurysm 
of the first part of the aorta involving the aortic ring. 

2. Mitral Regurgitation: — Disease of the mitral valve : dilatation of the left ventricle 
involving the mitral ring; secondary to myocardial degeneration or to adherent peri- 
cardium. 

3. Arteriosclerosis and Granular Kidney. 

4. Alcoholism. 

5. Long-continued Over-exertion Athletes ; mountaineers ; rowing men ; workers 
at laborious occupations, e.g., stokers, firemen, furnacemen, blacksmiths. 

(>. Exophthalmic Goitre. 

7. Congenital Heart Disease. 

1. Aortic Diskasic. 

Aortic disease may cause very great enlargement of the heart — cor hovinurn or bovine 
heart ; the normal weight being about 10 ounces, hearts of 50 ounces or more have been 
recorded. 

Stenosis and regurgitation is the commonest form of aortic disease, then regurgitation, 
and pure stenosis is the rarest. 
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Aortic Stenosis and Regurgitation result from two chief antecedent causes acute 
rheumatism in the vonng, syphilis in those who are between 40 and 55 years of age. 1 e 
cardiac dullness is increased to the left and the cardiac impulse is displaced downwards 
and outwards. It may tie in the fifth, sixth, seventh, or even eighth space m or outside 
the left nipple line, and may he as far out as the anterior axillary line. 1 he further the 
impulse is down the larger the left ventricle, and the further it is out the : more the dilata- 
tion. When the impulse is forcible, heaving, and limited, itindieates tha ‘ >pt [ [T- ^ 
predominates ; when, on the other hand, the impulse is diffused and feeble dilatation 
preponderates. Young people may present well-marked bulging in the P^cordial ami^ 

A svstolic thrill mav be felt over the second right intercostal space close to tlu ster- 
num ; more rim-1 v a diastolic thrill may be felt also or independently either to the right or 
to t hr h it of tin- upper part of the sternum, most commonly, perhaps, in the third 

intercostal space near the sternum. . . 

\ systolic and early diastolic murmur are heard over the base of the heart. Ihe 
former usually replaces the first sound, is loudest in the second right intercostal space 
. lose to the sternum, and is transmitted upwards towards the clavicle and mb. the carotids. 
1, varies in character, being in some eases soft and faint, and in others harsh, rough, loud. 
The diastolic might he described as post -systolic, for it replaces the second sound ; it is 
..cncrallv soft and blowing, though in rare instances it is harsh or even musical. It may 
be beard over the upper part of the sternum and on both sides of : it, but it is usually best 
heard in the tl.ird left intercostal space close to the sternum. 1 he early diastolic brui 
of aortic regurgitation mav also be heard at the cardiac impulse. It cannot be mistaken 
for a mitral stenotic bruit, because there is no interval between the second sound and it. 
If there is complete compensation, the first sound may be loud and clear at the apex but 
if dilatation of the left ventricle has occurred, there may be a blowing, apical, systolic 

murmur replacing the first so. and traceable outwards into the left uxillii. Another 

bruit, which is rumbling in character and prcsystolic in time, may be beard at the cardiac 
impulse when the ventricle is dilated, the so-called Flint's bruit (see p. ll'-M- 

Patients are often pale, and the carotid, brachial, and other superf.e.al arteries 
I( „| si ,le forcible. A feeling of faintness on rising from the supine to the erect posture, 
dizziness, headache, a sensation of throbbing in the extremities, palpitation, dyspiicmi, 
and p recorded pain on exertion are early manifestations of tins disease. As compensation 
fails the dvspn.ea and palpitation increase, .edema of the legs supervenes pain becomes 
worse and' is felt no. onlv over the region of the heart, but tends to radiate into the left 
shoulder and arm. and it' may he followed by attacks of true angina pectoris. 

The curious splashing or • water-hammer- pulse is pathognomonic: it is appreciated 
best if the radial pulse is felt when the arm is raised, the pulse-wave striking the linger wit l 
a sudden sharp jerk, and then as suddenly collapsing. When compensation fails, the 
pulse-rate mav become rapid and the heats irregular and intermittent, as in mitral 
disease Imt earlier in the disease the rate and rhythm are normal. 

( 'ii iiillurif ini Isut inn. which may tie detected in the lips, finger-nails, and skin, is a very 
characteristic sign. It can he demonstrated by drawing a linger two or three times across 
the skin of the forehead or abdomen, so as to produce a line ot hypera-ima, which, it 
watched carefully, will he seen to blush and pale alternately, each blush being synchronous 

with tin* pillar. , .. . - c 

Aortic Regurgitation. The symptoms are practically the same as m aortic stenosis 
and regurgitation, hut there is no systolic thrill and no well-marked systolic bruit in t ie 
aortic area. The pulse is of the typical water-hammer type. The presence of a soft sys - - 
bruit in the second right intercostal space close to the sternum does not indicate aortic 
stenosis unless there he at the same time a thrill there. f 

Aortic Stenosis is the rarest form of aortic disease. In addition to ie >s , 
diastolic bruit at the base, there is a pulse very different from that of the waU r-1 ammer 
type. If there is full compensation the pulse is slow, frequently below (HI, am I t may be 
onlv 40, or less, to the minute. It is usually regular, long-sustained and of f 
A sphygmographie tracing shows a slow rise, often with an anaen.t ie break m ^ up-ci.r^e 
a broad summit, and a gradual decline. The mere presence of a systolic — » m the 
aortic area, even if its point of maximum intensity he in this region, is not sufl e ent ca iden 
on which to base a diagnosis of aortic stenosis. A little roughening of a segment 
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aorta involves the aortic ring, increases its 
circumference, and thus renders the aortic 
valves incompetent . though the cusps m.n 
be individually healthy. In addition to Un- 
characteristic pulse and the usual signs and 
symptoms of aortic regurgitation. there may 
lie several indications which point to an 
aneurysm of I lie first pari of the aorta as 
the cause of the aortic incompetence : 

There may be a distinct bulging of the 
thoracic wall involving the lirst and second 
interehondral spaces close to the rigid border 
of the sternum. 

There may be well-marked pulsation in 
the second r i i'll t interehondral space and also 
in the adjacent spaces, accord ini; to the size 
of the aneurysm, close to the sternum : when 
not obvious to the hand this may sometimes 
be detected by the car laid Hat on the 
flit's! • 

In addition to an increase of i tie cardiac 
will he dullness in the second right space close 



Ft<i. -IS. -(distinction to tin* 
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dullness downwards and to the left, there 
to the sternum. 

There may also be some signs of intrathoraeic 
pressure : - 

The rifjlit carotid pulse may be weaker than the lett. 

The face and neck may be deeply eya nosed if 
the aneurvsm has extended outwards and has stenosed 
the superior vena cava (Fig. 1 «», Ihoueh this 

is of rarer occurrence with aneurysm than it is with 
mediastinal new growth. There may be a loud systolo- 
diastolie bruit audible in the second right space over 
the superior vena cava, with maximum intensity an 
:,,eh or more to the right of the sternum. The siiper- 
licial veins over the upper part of the right side of 
the chest in front may be varicose (Fig. 218), and the 
direction of the blood-current, in them may be from 
above downwards, instead of from below upwards. 

The right bronchus may be stenosed il the 
aneurysm projects posteriorly, with impairment of 
percussion note and deficiency in the vesicular mur- 
mur over the upper lobe of the right lung. The X rays 
might be used to determine the diagnosis (Fig. 21!»), 
though the aortic diastolic bruit should serve to dis- 
tinguish aneurysm from new growth. . 

The diagnosis is incomplete until the actual cause ol the lesion has been 

Causes of Aortic Disease. 

1. Lesions of the Valves : 

Acute endocarditis 
Fibrosis after former endocarditis 
Infective endocarditis 



l'i'j. -I'd. Skiiu-ruin of u lanrn snrrular 
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D, 1 >ia pliraym ; E. Apex of left ventricle. 
( iuj Jn. Alfred C. Jordan. ) 


determined. 


Sclerosis due to: Strain (persistent), syphilis 
alcohol 

Rupture of a segment 
Congenital malformation. 
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2. Dilatation of the Aortic King from Aneurysm of the first portion of the Aorta . 

1 . Lesions of the Valves. 

Acute Endocarditis. Occurs most, frequently as a complication of acute rheumatism, 
chorea, or scarlet fever. The indications of acute inflammation of the aortic valves will be 
a systolic murmur in the aortic area, and less commonly an early diastolic (post-systolic) 
murmur, which first becomes audible in the third left space close to the left border of the 
sternum. If the bruits arc already present when the patient is first seen, it may be diffi- 
cult to deride whether they are due to existing acute inflammation or to fibrosis after 
former inflammation. They may be noticed to arise whilst the patient is under treatment 
in bed for acute rheumatism, and then their acute nature will be obvious. In cases in 
which the bruits arc due to acute aortic endocarditis and not to permanent fibrosis, the 
pulse will have little of the water-hammer type, the heart will not be much hypertrophied, 
though it may be dilated from acute rheumatic toxaunia, and the bruits will be found, 
as the days go by, either to diminish or increase in intensity, according as the inflammation 
of the valves resolves or passes on into permanent fibrosis. 

Fibrosis from I 'minus Endocarditis . ---When aortic disease is due to fibrosis from 
previous endocarditis, there will generally be a history of attacks of acute rheumatism, 
chorea, scarlet fever, or tonsillitis. There will generally be evidence of organic mitral 
disease at the same time, and if mitral stenosis be associated with aortic disease, whether 
there is a history of acute rheumatism or not, the valvular lesions may be considered 
without doubt to be due to the effects of former endocarditis. The patients are generally 
children or young adults, though a few survive into middle life. 

Infective Endocarditis. In this form of endocarditis, in addition to the signs and 
symptoms of aortic disease, there may be others, described on p. to. In some' eases bac- 
teriological examination of the blood detects such organisms as the Streptococcus pyogenes. 
Staphylococcus pyogews aureus , M icrococcus rhcumaticus , pneumococcus , or others. 

Sclerosis not due to former Endocarditis : 

Strain. Persistent strain is an important factor in the production of aortic disease. 
Occupations entailing long and continued manual labour, and excessive indulgence in 
athletics, may thus lead to incompetence. The tendency is not nearly so great, however, 
in those who have not had syphilis as in those who have : so that sclerosis from strain 
alone must not be diagnosed unless there be neither a history nor evidence of rheumatism, 
chorea, syphilis, or alcoholism. 

Syphilis.— A history of syphilis, and any manifestations of this disease in the form of 
pigmented sears on the legs, body, and face, ulceration of the tongue, patches of leukoplakia, 
ulceration, scarring, or perforation of the palate, necrosis of the nasal bones, etc., would 
point to this disease as the cause, and this conclusion would be strengthened if then* were no 
previous history of rheumatism, scarlet fever, or chorea. The Wassermann reaction may 
be positive. The patients are nearly always males who have worked hard, and their first 
symptoms are often brought on by some undue muscular effort which strains the enlarged 
heart, or even bursts an atheromatous patch in the diseased valve. Uncommon before forty, 
the lesion is met with between forty and fifty ; in many eases the heart has been passed 
as normal at forty, whilst at forty-live the aortic regurgitation is extreme. These patients 
often suffer from severe attacks of angina pectoris, to which they are much more liable 
than are rheumatic aortic cases. 

Alcohol. The constant use of alcohol may be followed by aortic sclerosis. The 
general appearance of the patient, and the signs described on p. SSI , would suggest alcohol 
as the cause in the absence of any evidence of rheumatism or syphilis, but alcoholism 
without syphilis leads to definite aortic disease less often than it does to a generally hyper- 
trophied heart which sooner or later exhibits fibroid or fatty degeneration. 

Jlupturc of a Segment of the Aortic Valve.-— A rare occurrence, usually brought about by 
some severe and sudden muscular exertion. The following is an illustrative ease. A 
sailor, who had been examined just previously and passed as sound, was one day pulling 
on a rope, when suddenly the strain on it was unexpectedly much increased. He made 
a tremendous effort to prevent the rope slipping through his hands, in doing so fainted, 
and was picked up in an unconscious condition ; on coming round he was very dyspnceic, 
and complained of pain in the precordial region. A well-marked musical early diastolic 
murmur was now present in the third and fourth left intercostal spaces close to the 
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sternum ; as the heart-sounds were normal before the accident, the violent physical effort 
must have ruptured one of the segments of the aortic valve. The probability is that the 
valve was previously the site of syphilitic atheroma, without bruit, until the extra strain 
caused a weak spot to give way suddenly and produce incompetence. 

Congenital Malformations of the Aortic Valves.- These art* extremely rare, and to be 
diagnosed with great caution. Less uncommon, but still very rare, is coarctation of the 
aorta— congenital stenosis of the artery itself some inches above the valves ; this is not 
associated with cyanosis, and may occur w ithout symptoms ; the diagnosis depends on 
the existence of a loud systolic bruit, heard as well between the scapula* behind as over 
the aorta in front, and sometimes transmitted into the axillary and brachial arteries and 
on up into the carotids, or down into the abdominal aorta. 

2. Dilatation of the Aortic Ring from Aneurysm of the first portion of the Aorta is 
nearly always due to syphilitic atheroma of the aortic walls, and in such a case it will be 
probable that there is syphilitic disease of the aortic valves themselves also. The dilatation 
of the aorta (‘fusiform aneurysm') will be indicated by definite impairment of note in 
the second right intercostal space near the sternum, and the X rays will confirm it. It 
will be next to impossible to assess with any degree of accuracy how* much of tin* aortic 
regurgitation is due to the dilatation of the ring, and how much is due to the concomitant 
valve changes. 

2. Mitral Rkouiuhtation. 

As a result of mitral regurgitation the left auricle becomes diluted and hypertrophied, 
the left ventricle dilated and hypertrophied, and later from backward pressure the right 
ventricle and auricle may be affected similarly. The chief symptoms art* dyspntra on exer- 
tion, palpitation, congestion of the face and lips, cough, possibly hicmoptysis, (edema ol 
the feet and legs, and later albuminuria, ascites, and enlargement of the liver. In the 
early stages the pulse may bo regular, full, and of low tension. When compensation 
begins to fail the pulse becomes rapid, irregular, and intermittent. The cardiac impulse 
is displaced downwards and outwards. It may be in the fifth intercostal space in the 
left nipple line, or outside it, or in the sixth space outside the nipple lint*. It is usually 
diffused, and there may be epigastric pulsation. There may be marked bulging of the 
precordial area in children. A systolic thrill is rare, but it may be felt at the cardiac 
impulse. The cardiac dullness is increased outwards and downwards, but also upwards 
and to the right when the right side is involved. 

At the impulse there is a systolic murmur, usually of a blowing character, which may 
either follow or replace the first sound. It is best heard at the cardiac impulse, but it can 
generally be traced outwards into the left axilla, can sometimes be heard behind at the 
inferior angle of the left scapula, and can also be traced inwards towards the left border 
of sternum. The pulmonary second sound is apt to be accentuated or reduplicated in 
'he second interspace close to the left border of the sternum. 

When compensation fails, in addition to the above there may be : - 

A systolic murmur, softer than and different in character from that at the impulse, 
over the lower part of the sternum and the fourth and fifth left interspaces, due to tricuspid 
regurgitation ; (edema of the feet, legs, and lower part of the body ; abdominal distention 
from ascites ; enlargement and pulsation of the liver : signs of hydrothorax ; albuminuria. 

A diagnosis of mitral regurgitation is incomplete by itself, for it may be? due to different 
conditions. It is necessary to determine, if possible, the actual cause of the defect. 

Causes of Mitral Regurgitation. 

1. Lesions of the Mitral Valve :' — 

Acute endocarditis j Fibrosis the result of former 

Infective endocarditis I endocarditis. 

2. Dilatation , or Hypertrophy and Dilatation , of the Left Ventricle, without organic 
changes in the Mitral Valve itself: - 

Secondary to aortic disease 

Secondary to increased systemic blood -press urc ; — 

Chronic Bright’s disease | Arteriosclerosis. 
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3. Diseases of the Myoeardiutn and Pericardium : — 

Myocarditis Pericarditis 

l-'atly degeneration Adherent pericardium. 

Fibroid de^enerat ion 

■t. Acute Dilatation of the Heart from 

( )v(‘r-(*\<Tt ion | Acute* febrile diseases j 


After aiuesthelies. 


1. Lesions of the Mitral Valve : - 

Acute Endocarditis. Simple acute endocarditis is not a disease per sc, but occurs as 
a complication of some other disorder, especially acute rheumatism, chorea, and scarlet 
fever It sometimes complicates tonsillitis, which is in many instances a manifestation 
of rheumatism without any pains in the joints: and in children acute endocarditis may 
l,e the only indication of an attack of rheumatism. There are no characteristic symptoms 
which point to acute endocarditis. If in the course of acute rheumatism the patient 
complains of a little palpitation, precordial pain, and distress, and it is found that tin 
heart action has increased in rapidity without any increase m the joint affection, endo- 
carditis and myocarditis should be suspected. The temperature chart, seldom indicates 
the complication. At first the position of the cardiac impulse and the heart-sounds 
remain normal, but if watch.il from day to day. endocarditis having developed, the 
impulse will be found to have moved outwards, the first sound becomes prolonged and 
roughened, then doubled, and in a few days it is either followed or replaced by a localized 
soft- Mowing systolic murmur. 

j .'H, rosin the lies, ill of 1‘rcvious Endocarditis. -- If acute endocarditis of the mitral valves 
does not resolve, the valve-flaps become sclerosed, and in the later stages even calcified. 
In many eases the circumference of the orifice is narrowed, so that the valve is not only 
incompetent but also stcnoscl. A diagnosis of fibrosis after endocarditis as the cause of 
mitral incompetence may be made if there is a previous history of acute rheumatism or 
chorea, and independent Iv of such a history if there is evidence of stenosis as well as regurgi- 
tation If actual mitral stenosis can be diagnosed with certainty, it must be due to fibrosis 
from former endocarditis, though there may of course be recent endocarditis as well. 

Infective Endocarditis of the mitral valve suggests itself if there is a mitral bruit, and 
the symptoms and signs mentioned on page •*.*» are present at the same time. 

Hypertrophy and Dilatation of the Left Ventricle . 

Secondary to Aortic Disease. - Aortic disease leads to hypertrophy of the left ventricle, 
followed after a time by dilatation of that cavity and mitral regurgitation. Marked pulsa- 
tion of the superficial arteries, a splashing pulse, capillary pulsation, and the systolic and 
carlv diastolic murmur at the base of the heart, the former best heard in the second right 
space close to the sternum, and the latter in the third left space close to the left border of 
the sternum, would indicate the presence of aortic disease. If the patient has suffered from 
either rheumatism or chorea, the mitral regurgitation might be due to former endocarditis 
of the mitral valve, but if the aortic disease is the result of syphilis, hard work, or aneurysm 
of the first part of the aorta, then it may be assumed that the mitral regurgitation is the 
result of secondary dilatation of the left ventricle, and not of primary mitral disease. 

Secondary to Increased Systemic lllood-pressure due to Chronic Bright' s Disease. 
Associated with the increased blood-pressure of chronic Hright’s disease, the left ventricle 
hypertrophies, and after a time, when compensation fails, dilates ; mitral regurgitation 
follows, and mav be succeeded by all the signs of backward pressure, such as .edema of the 
feet and lees, ascites, enlargement of the liver, liydrothorax, luemoptysis from congestion 
or infarction of the lungs, ami so forth. A patient presenting such a group of symptoms 
may at first glance be considered to be a case of primary disease ol the heart, but a careful 
investigation will often enable one to determine that the primary changes have occurred 
in the kidneys. The radial artery may be thickened and tortuous, the tension of the pulse 
higher than in mitral regurgitation from primary heart disease ; there may be albuminuric 
retinitis and refund hicmorrhages ; the urine is variable, for whereas it may formerly have 
been abundant, of low specific gravity (1008 to 1012), with only a trace of albumin, heart 
failure may lead to its being diminished in amount, of specific gravity 10.0 or more, and 
albumin may be abundant ; microscopical examination, however, will generally reveal 
renal tube-easts. 
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Secondary to Increased Systemic lilood-pressure due to Arteriosclerosis. — In this disease 
there may he signs of enlargement of the heart, mitral regurgitation, backward pressure, 
and a thickening of the arteries, and it is often merely a matter of opinion whether a given 
patient is suffering from arteriosclerosis or from granular kidney ; post-mortem examina- 
tion may reveal both, or arteriosclerosis may predominate when granular kidney has been 
diagnosed, and vice versa. 

3. Diseases of the Myocardium and Pericardium: 

Myocarditis. --Inflammation of the myocardium is associated most frequently with 
either pericarditis or endocarditis, but occasionally it may occur in acute rheumatism as 
a primary condition. In one form of the disease there is an infiltration of leucocytes between 
the muscular fibres— interstitial myocarditis ; in another form the actual muscle fibres 
are involved parenchymatous myocarditis ; and there is a third variety which occurs in 
pyaemia, especially from bone disease, characterized by the formation of abscesses in the 
myocardium. The weakened condition of the heart muscle leads to dilatation of the 
ventricles, and thus to enlargement of the heart. When accompanied by pericarditis or 
endocarditis, the signs of myocarditis arc overshadowed by the symptoms associated with 
these other conditions. The diagnosis of myocarditis is therefore a difficult matter. If in 
a case of acute rheumatism there is no evidence of either pericarditis or endocarditis, but 
there arc signs of cardiac failure, a feeble irregular pulse, a good deal of precordial pain and 
distress, dyspncca and palpitation, a tendency to sudden collapse, and signs of dilatation 
of the left ventricle, with a feeble cardiac impulse and a weak lirst sound, myocarditis may 
be suspected. 

Fatty Heart. The heart may be covered with fat (fatty superposition) : fat may 
infiltrate between the muscular fibres (fatty infiltration) : the muscle fibres may degenerate, 
lose their striation, and contain fat granules (fatty degeneration) ; or all these conditions 
may be associated. Fatty degeneration may occur in patches or be general. When 
general, the heart becomes enlarged from dilatation as the muscle becomes flabby, loses 
contractile force, and is more yielding. It is a condition which may lx* associated with 
general obesity, severe amentia, wasting diseases such as cancer, phthisis, phosphorus 
poisoning, and alcoholism. It may be a sequela of severe attacks of typhoid and other 
specific fevers. The symptoms and signs of the condition are due to the diminished 
contractile power of the ventricles which leads to dilatation. The pulse may be small, 
feeble, and slow 30 to 40 beats per minute- or it may lx* rapid and irregular. Tlx* 
cardiac impulse is feeble or imperceptible. There may be an increased area of cardiac 
dullness from dilatation, and the first sound may be faint. The patient is usually feeble 
and anaemic, or fat and flabby, and suffers from faintness or syncopal attacks which come 
on suddenly and are characterized by coma, convulsive twitching, and stertorous breathing. 
There is dyspncca on exertion, a feeling of coldness and depression, and a general impair- 
ment of the nutrition of the muscles, which are soft, flabby, and diminished in powe r. In 

< eases attacks of cardiac ‘asthma" in the early morning arc complained of, and in 

later stages of the disease there may be Cheync-Stokes breathing. The chief dia- 
gnostic signs are the feeble cardiac impulse, the feeble pulse, and the weak first sound, 
associated with dyspncca and attacks of syncope, and the absence of evidence of othe r 
causes for the heart symptoms. 

Fibroid Heart. — Fibroid degeneration of the myocardium is usually associated with 
some obstructive? lesion of the coronary arteries caused by syphilis. It may be general, 
or rarely localized to tlx* apex of the left ventricle ; in the latter case there may be 
thinning and weakening followed bv aneurysm of the heart, and then by rupture one of 
the causes of sudden death. The most important symptoms are : dyspncca on slight 
exertion, palpitation, and precordial pain. The physical signs are those of dilatation of 
the left ventricle. The pulse is slow so long as compensation remains good, but with 
failure of compensation it becomes rapid, and in late stages feeble and irregular. There 
may be severe attacks of angina pectoris. The diagnosis is more or less a matter of guess- 
work. Such signs and symptoms in a patient who has had syphilis, but neither acute 
rheumatism nor chorea, and who has neither aortic disease nor signs of granular kidney 
or arteriosclerosis, might be considered indications of this form of cardiac degeneration. 

Pericarditis. — In pericarditis the cardiac impulse is usually displaced, and the area 
of cardiac dullness increased. These physical signs may be due to enlargement of the 
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licurt, or to effusion of serous fluid into t)i<- pericardial sue, and it is very diflieult to differen- 
tiate between these two conditions. Enlargement of the heart due to dilatation is generally 
the result of the myocardium being affected as well as the pericardium, and the cardiac 
impulse is diffused and displaced outwards. If there is an cflusion of serous fluid into the 
pericardial sae it is sai.l that the impulse is displaced upwards as well as outwards, so that 
it may he found on a level with, or above and external to, the left nipple, hut this is a very 
unreliable sign. The dullness is increased laterally and upwards, and when carefully 
mapped out it is said to have a triangular shape, with the base on the diaphragm and a 
somewhat rounded apex pointing towards the left clavicle, and reaching to the second 
left intercostal space or higher. Percussion, however, is quite unable to distinguish between 
a pericardial effusion anil a much enlarged heart without effusion. The intercostal spaces 
are Idled out, and may he almost obliterated, so that the ribs feel much less prominent on 
this part of the chest'. On auscultation, in addition to a systolic murmur at the impulse 
due to mitral incompetence from the accompanying dilatation of the left ventricle, a triple 
•cantering' sound, anil perhaps a definite slmllling rub, may he heard m some part of 

tilt* prccordial region, (‘specially near 

the sternum, independently of res- 
piration, and generally increased in 
intensity by linn pressure of the 
stethoscope. The rub is audible 
whether effusion is present or not. 

X rays are an aid in such eases 
{Fig. --0). but their use necessitates 
the employment of apparatus that 
can be brought to the patient s 
bedside. 

Adherent Pericardium. Adhe- 
sions between the visceral and pari- j 
etal layers of the pericardium arc 
found frequently post mortem when 
they had never been suspected during 
life. Sometimes, however, they are 
associated with chronic mediast init is, 
or what should more correctly be 
termed mediastinal fibrosis, the outer 
surface of the pericardial sae becom- 
ing adherent to the thoracic wall and 
to adjacent structures. This con- 
dition usuallv leads to considerable r,„. >h.:,m-am from .1 <-a- amt. I'o-imr.iito with «•**»>'»<*£ 

* ....... r in a vomit; .I.lult. Not.- tint tin- riirlit si-le oi tin' shadow i t in.iui-' 

hypertrophy and dilatation ot tin that th-- .le-m-e of et.i.nvement ot th.- p.-n.-ar. mm 

rf Tl.ire npiv be Til-irked bllllT- |>mn.mmnllv upwafl- a- well a- Inn-rally, .‘"-I Unit it is .litli.-ult to 

lieart. Ukk ma> i>< niarwu nm^ n.. ; «-oiiu.ur of n..- i..art it-eii m the „,:i.s m the si,,ii<»w 

inn of the precordial area to the left pro im-.-.i i»y tin- 1 .« ri.-ariitio « tVioio i. 

of the sternum. The cardiac impulse 

may be seen not only in the sixth space outside the left nipple line, hut also in the tilth, 
fourth, and third left spaces, and the pulsation may extend in these spaces from the left 
border of the sternum to the left nipple line, or even outside that line. The impulse has a 
curious wavy character, and it may be noticed that coincident with the impulse m the sixth 
space then- may hr a systolic retraction of the spaces above, or of the lower ribs below an.l 
outside the cardiac area. There may he visible systolic movement of the ninth, tenth, or 
eleventh ribs or intercostal spaces posteriorly, below the angle of the left scapulai ( yn«u 
bent s sign), best seen when the profile of the hack of the chest is watched in a good light. 
Some eases of adherent pericardium of this type exhibit, dilatation of the superficial veins 
in the p record ial area. Diastolic collapse of the cervical veins is said to occur also. On 
rolling the patient, from side to side it is found in many eases that the cardiac impulse 
remains nearly in the same position, not altering so much as it does in health under similar 
eireumstan.es. The hand plaee.l over the heart may feel a diastolic shock or rebound, 
which is regarded by some as a characteristic sign of the condition. On auscultation 
there may he a systolic murmur at the apex, indicative of mitral regurgitation, an 


K.- ..t iii-ut. ■ p.-n.‘;ir.liti" with cfTusion 
■ riL'Iit si. I . ■ 01 tlio shinlow remains 
of etil.itvement of the peri.-an 1 ium 
y '.ni .Tally, .tn l I h;it it is .iillieillt to 
rt itself lit the ma-', of the shallow 
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frequently there is also n prcsvstolic murmur due to a relative stenosis of the mitral orifice. 
The diagnosis is often guessed at rather than made ; if in a young person who lias presum- 
ably rheumatic fever, the size of the heart is not easily accountable for by the extent of 
valvular disease suggested by the bruits, the patient probably has adherent pericardium 
as well. 

4. Acute Dilatation of the Heart: 

From Over-exertion,- Acute dilatation may result from over-exertion. For example, 
if a man who lias been run down from excessive mental work, and in consequence is in 
poor condition or had training, takes a holiday, and attempts the ascent of a mountain 
or engages in some violent form of exercise, his heart is very liable to dilate under the 
strain. The chief indication of such an occurrence will be a feeling of pain, distress, and 
discomfort in the region of the heart, dyspnoea, and palpitation. The pulse will be rapid, 
weak, and irregular. The cardiac impulse will be displaced outwards, diffuse, weak, and 
undulating in character, and although a maximum point of the impulse may be visible, 
it cannot be located clearly by palpation. The cardiac dullness will be* increased outwards, 
and the first sound will be feeble, reduplicated, or replaced by soft blowing systolic 
murmur. 

From Acute Specific Friers’ .—Similar signs and symptoms, especially weakness of the 
first sound, occurring in the course of diphtheria, typhoid fever, typhus, scarlet fever, 
erysipelas, lobar pneumonia, and other fevers, would point to dilatation of the heart in 
consequence of the toxicmia producing loss of tone in the cardiac muscle from parenchy- 
matous degeneration. 

3. Arteriosclerosis and Gram i.ar Kidney (see p. 17). 

4. Alcoholism. 

Patients who have been addicted to alcoholism are liable to enlargement of the heart : 
the condition known as 'primary alcoholic heart' is commoner in beer-drinkers than in 
those who take other forms of alcohol ; and particularly in those who drink large quantities 
of beer daily brewers' draymen, for example. The enlargement may be considerable. 
At a post-mortem examination it is by no means unusual to find the heart weighing as 
much as from 20 to 30 ounces. The valves may be healthy, the aorta normal, and evidence 
of arteriosclerosis and granular kidney absent. Alcoholism may he suspected as the cause 
of enlargement of the heart where there is no evidence of primary valvular disease, adherent 
pericardium, arteriosclerosis, or chronic Rright's disease, and when the patient's habits 
are known. 

5 . Lon c; - co nt im kd O v eh - i : x i : im o n . 

This produces hypertrophy of the ventricles ; for a long period there may be no 
Miptoins, but after a time, when compensation fails owing to the hypertrophy being 
uflieient to continue the excessive work, dilatation ensues, and mitral incompetence 
ind signs of backward pressure result. The subjects of this form of enlargement, of the 
heart are usually either middle-aged men who are robust and healthy in appearance, but 
have had to follow for many years a laborious occupation entailing severe manual labour 
or else young men of good physique who have indulged in excessive athletic exercises, 
such as rowing, football, boxing, and running, often with insufficient preliminary training. 
At first, palpitation, dyspnoea, and irregular cardiac action are noticed ; later the ventricles 
dilate, the mitral valves become incompetent, and all the signs of backward pressure may 
follow. Enlargement of the heart from this cause is much more liable to occur where 
the patient is accustomed to take a considerable amount of alcohol. As a cause of enlarge- 
ment of the heart it should not be diagnosed until primary valvular disease, granular 
kidney, and arteriosclerosis can be excluded. 


0. Exophthalmic Goitre. 

In this disease moderate enlargement of the heart, as shown by the displacement 
outwards of the cardiac impulse and the increased area of cardiac dullness, is common, and 
is probably the result of the long-continued increased rapidity of cardiac action. It is 
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rarely, however, the most prominent sign of the disease. It is distinguished from other 
forms of enlargement by the presence of tachycardia —the pulse-rate in a well-marked case 
varying between 120 and 100, or being even higher than this — the marked pulsation of the 
earotids and other superficial arteries, the exophthalmos, the enlargement and pulsation 
of the thyroid gland, the line tremor of the extremities, the loss of weight, the excitability, 
and the pigmentation of the skin and eyelids. There is very often a loud blowing systolic 
bruit in the pulmonary area, less often one at the impulse, but frequently one over the 
thyroid gland. Certain signs associated with the names of von Lraefe, Stellwag, and 
Moebius are not of the least value in making the diagnosis. Derangement of the heart’s 
action may persist even when the other phenomena of (iraves’ disease have abated ; and 
the patient may ultimately exhibit the phenomena of auricular fibrillation in a degree 
comparable to what is more often met with in the late stages of mitral stenosis. 


7 . ( ONCKNITAI, III'. ART DlSFASE. 

'There are a variety of congenital heart deformities single auricle, single ventricle, 
transposition, and so forth but only three forms are at all commonly compatible with 
survival for any number of years. 'These are (i) Pulmonary stenosis : (ii) Patent inter- 
ventricular septum ; (iii) Patent, ductus arteriosus. Any one of these may occur singly ; 
or more than one may be co-existent, in tin* same ease. It is not essential that the dimen- 
sions of the heart, should be abnormal as a consequence : but in a considerable proportion 
of easts the heart is either enlarged generally, or there is hypertrophy of one or other of 
the ventricles. 

If there is pure pulmonary stenosis without, patency of the interventricular septum 
there is not necessarily cyanosis or clubbing of the lingers ; it is the right ventricle which 
is enlarged ; and in the second left intercostal space near the sternum there is a systolic 
thrill associated with a loud systolic murmur which, though loudest in the same situation 
as the thrill, is to be heard over a very wide area both in front of and at the back of the 
chest . 

If there is pure patency of the interventricular septum , without other defect, the heart 
is not necessarily enlarged on either side, there is not necessarily cyanosis or linger club- 
bing, but if there is a bruit at all, it is a blowing systolic one, often with a thrill, with 
maximum intensity in the third or fourth left intercostal spaces close to the sternum, but 
audible also over the greater part of the back and front of the chest in some cases. Its 
maximum intensity is at least a space lower down than is that of pulmonary stenosis. 
'There may be no symptoms of ill health at all. 

If there is a combination of both pulmonary stenosis and patency of the interventricular 
septum, there is a systolic bruit, with thrill as a rule, with maximum intensity in cither 
second or third intercostal spaces ; but the bruit is also audible over a wide area besides. 
'The patient suffers from typical morbus etrrttleus , with cyanosis, polveytluemia, clubbed 
lingers and toes, and pronounced dyspmra oil exertion. 

Patent ductus arteriosus, when it occurs without other cardiac defect, is compatible 
with longevity and freedom from symptoms. It is diagnosed by the occurrence in the 
second and third left intercostal spaces of an almost continuous bruit, described as systolo- 
diastolie because it runs through the whole cardiac cycle ; but it waxes and wanes in such 
a way that its maximum intensity is at the time of the second sound, a point which gives 
the diagnosis at once because there is no other bruit like it. There is often a corresponding 
thrill. The patient is not eyanosed, has not clubbed fingers, and is often not liable to any 
particular dyspnoea. 

Patent foramen ovale is sometimes propounded as a clinical diagnosis, but there are 
neither signs nor symptoms produced by the lesion, which is no more than a fairly common 
anatomical peculiarity. 

ENLARGEMENT OF THE RIGHT VENTRICLE. 

When the enlargement of the heart is due to hypertrophy or dilatation of the right 
ventricle, the cardiac impulse is displaced outwards more than downwards, there is 
frequently well-marked epigastric pulsation, and the dullness is increased upwards and to 
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tlu- ri<;ht rather than to the left. The eauses of enlargement of the right ventriele are as 
follows : 

1 . Diseases of the Left Side of the Heart : — 

Mitral stenosis 

AH the conditions which cause enlargement of the left ventriele ( |>. 2 .IS). 

2. Diseases of the Lung : — 

Fibroid lung 

Chronic bronchitis and emphysema. 

3. Diseases of the Right Side of the Heart 

Congenital pulmonary stenosis 

Pulmonary incompetence: (i) l)uc i to dilatation of the pulmonary artery ; 

(ii) Due to infective endocarditis of the pulmonary valve. 


1. Diseases or tiii: Left Side or the Heart. 

Mitral Stenosis. — This is a common and most important cause of enlargement ot the 
right ventricle. The obstruction to the flow of blood from the left auricle into the left 
ventricle leads to hypertrophy and dilatation oi the left auricle, passive congestion of the* 
lungs, red and brown induration of these organs, thickening, dilatation and atheroma oi the 
branches of the pulmonary arteries in the lungs as a result of the increased tension in these 
vessels. All these changes increase the amount of work to be performed by the right side 
of the heart, and are responsible for the hypertrophy of the right ventriele, by which 
means compensation may he maintained for some time. When the right ventriele gives way 
compensation fails. In the early stages the pulse shows little variation from the noim.d, 
and there may be no obvious symptoms pointing to the existence of mitral stenosis. In 
more advanced phases the pulse becomes rapid, small, and irregular, especially when 
auricular fibrillation has supervened. The cardiac impulse is displaced outwards, and 
pulsation occurs in the epigastrium and in the third, fourth, and fifth intercostal spaces 
close to the sternum. On placing the palm of the hand over the region of the cardiac 
impulse and the adjacent fourth and fifth intercostal spaces, a characteristic thrill may 
be felt ; it is diastolic in rhythm, mid-diastolic or presvstolic : and when the latter, it 
inay be felt to terminate suddenly in a sharp shock which is synchronous with the apex 
beat. The precordial dullness is increased upwards from the third left rib to the second, 
or even higher : it extends well to the right ol‘ the sternum, but it does not reach far to the 
left, though in a few eases it extends to the left nipple line even when mitral stenosis is 
the only lesion present. The more the dullness extends to the left, however, the less likely 
is the diagnosis of mitral stenosis alone to be correct. At or just inside the cardiac impulse, 
often over an area which is extremely localized, a loud, rough, rumbling, vibrating bruit 
may he heard, which runs up to, and is continuous with, a loud, accentuated, slapping 
' sound, which mav or may not he followed by a systolic murmur. i his characteristic 
h\ stolic bruit mav occupy' more than half the diastole, increasing in intensity until it 
, mally ends in the loud first sound. It may’, however, he mid-diastolic, commencing in 
the middle or latter part of diastole, with an interval between it and the preceding second 
sound, and an equally clear interval between it and the subsequent first sound. The 
other abnormal signs to which mitral stenosis may give rise are described on pages 11N 
and 119. 

All the Conditions which cause Enlargement of the Left Ventricle. Whenever 
compensation begins to fail in eases of mitral regurgitation from any cause, aortic disease, 
enlargement of the left ventriele from chronic Hright's disease , arteriosclerosis, alcoholism, 
or other eauses discussed above, and there is backward pressure through the lungs, hyper- 
trophy’ of the right ventricle serves to maintain compensation for a time. The increase in 
the size of the right ventriele would he indicated by the advent of epigastric pulsation and 
a further increase of the dullness to the right of the sternum, but the diagnosis of its cause 
would rest upon data already discussed under the heading of mitral regurgitation (see 
p. 2(>2). 

2. Diseases of the Lung. 

Fibroid Lung gives rise to symptoms and physical signs so characteristic that there 
is rarely any difficulty in making a diagnosis. The hypertrophy of the right ventriele is 
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of .secondary importance, and docs not become manifest until late in the disease. The 
retraction of the lung draws the heart over towards the affected side, and in consequence 
of the displaced cardiac impulse and the increased area of pulsation, it may appear to be 
much larger than it really is. When the right bin# is affected there may be well-marked 
epigastric pulsation, and the cardiac impulse may be to the right of the sternum in the 
fifth intercostal space, the maximum point being in some eases as far out as the right nipple 
line. When the left lung is affected, the heart may be pulled over towards the left, so that 
the cardiac impulse is situated in the anterior or even in the mid axillary line. In conse- 
quence of the shrinking of the lung more of the anterior surface of the heart will lie in 
contact with tin* thoracic wall, and there may be therefore an increased area of visible 
pulsation in the second, third, or fourth intercostal space. In addition to displacement, of 
the cardiac impulse there is diminution in the size and decrease in the movement of the 
affected side of the chest, the shoulder is drawn down, the spine curved with the concavity 
towards the affected side; there is increased tactile vocal fremitus, impairment of note 
on percussion, and, should there be diluted bronchial tubes, there are cavernous or 
amphoric breathing, bronchophony, pectoriloquy, and loud crackling rales. With the 
exception of compensatory emphysema there may be no sign of disease in the other lung, 
a point which helps to distinguish this condition from phthisis. The chief symptoms are 
chronic cough, dyspntra. abundant expectoration, especially on rising in the morning, 
the sputum often being fat id on account of the bronchiectasis so frequently associated 
with fibroid lung. 'The patient may be well nourished and show no signs of loss of ilesh. 
1 hemoptysis occurs occasionally, but no tubercle bacilli will be found in the sputum. 
'There is often extreme clubbing of the lingers. When it is the right lung that is fibroid 
the heart may be drawn so far over to the right side that a mistaken diagnosis of transpo- 
sition of the heart has sometimes resulted, owing to the fact that the cardiac impulse may 
seem to be in the right nipple line instead of in the left. If there is doubt in such a ease, 
X-ray examination of the thorax will decide it. 

Chronic Bronchitis and Emphysema may so increase the volume of the lungs that 
they cover the anterior surface of the heart completely ; consequently the cardiac impulse 
may be invisible, the superficial cardiac dullness diminished or absent, and the heart -sounds 
faint or even inaudible. In these circumstances it is not an easy matter to diagnose 
enlargement of the heart without the assistance of X-ray examination. Should there be 
dilatation of the right ventricle as well as hypertrophy, and also tricuspid regurgitation, 
a systolic murmur may be heard ove r the lower part of the sternum and in the fourth and 
fifth left intercostal spaces close to the sternum, and cedema of the legs, ascites, enlarge- 
ment of the liver, and albuminuria may also be present. If, in addition, there are signs 
of pulmonary emphysema, viz., the cubical chest, little difference between inspiratory 
and expiratory circumferences, wide epigastric angle, increased tactile vocal fremitus, 
hyper-resonant, percussion note, diminished area of hepatic and cardiac dullness, increased 
voice-sounds, diminished vesicular murmur with prolongation of the expiratory sound, 
with or without non-eonsonat ing rales and rhonehi, and if then* are no indications of 
fibrosis of tin* heart valves from former endocarditis, chronic Bright's disease, or primary 
arteriosclerosis, enlargement of the heart with failure of compensation as a result of chronic 
bronchitis and emphysema may be diagnosed. 


U. Diskasf.s ok tiik Hic;ht Sinn ok tiik. Hk.aiit. 

Pulmonary Stenosis (see p. 207). 

Pulmonary Incompetence. This lesion may be associated with congenital pulmonary 
stenosis, or may be due to infective endocarditis (especially gonococcal), but by far the 
commonest cause is functional incompetence from dilatation of the pulmonary artery and 
orifice secondary to the high tension produced in the pulmonary circulation by mitral 
stenosis. It may be difficult to distinguish from aortic regurgitation ; the early diastolic 
bruit of pulmonary incompetence is most audible, however, in the third and fourth left 
intercostal spaces midway between the left nipple line and the left border of the sternum, 
whereas in aortic disease the diastolic bruit is usually heard best in the third left space 
close to the left border of the sternum. The visible pulsation of the superficial arteries, 
and the collapsing pulse, which are so characteristic of aortic incompetence, are not present 
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in cases of pulmonary incompetence, ami with the latter the bruit is apt to disappear and 
reappear on different days, owing to the varying degrees to which the pulmonary orifice 
is distended as the mechanical resuJt of variations in the efficiency ot onflow through the 
stenosed mitral valve. Herbert French . 

ENLARGEMENT OF THE KIDNEY. (See Kidnkv. Es;, vhui:mi:m or, p. b‘17.) 
ENLARGEMENT OF THE LIVER. (See Liver. Msi..uu;i:mknts or mi:, p. Mil.) 

ENLARGEMENT OF THE LYMPHATIC GLANDS. (See Lymcuatk Gland 

Enlargement, p. 171.) 

ENLARGEMENT OF THE SALIVARY GLANDS. (Sec Swelling of the Su.ivahv 

Glands, p. 8t8.) 

ENLARGEMENT OF THE SPLEEN. (See Si’LEEN. Kmai!(;i:mi:\t of, p. 77 1.) 

ENLARGEMENT OF THE THYROID GLAND. (St •c Thyroid G l \ \ d KsLAiuii:- 

MIC NT, p. 870.) 

ENOPHTHALMOS (or Retraction of the Eyeball). This may occur: <i) In 
wasting diseases ; ( 2 ) In paralysis of the cervical sympathetic : (il) In various congenital 
affections. 

The enophthalmos in zva sting diseases is due to the absorption of the orbital fat, 
and the diagnosis as regards the eye presents no difficulty. 

Enophthalmos due to paralysis of the cervical sympathetic is always associated with 
the other well-defined symptoms of this condition, namely, diminution in the si/e of tin* 
palpebral aperture ( Fig. 221), constriction of the pupil, absence of sweating ami blushing 

on the paralysed side ; occasionally it may be noticed that 
the hair over half the head on the affected side is behaving 
differently from that on the sound side it may lie flatter, 
or may lack lustre to a degree that the patient observes. 
The pupil is constricted owing to the paralysis of the 
dilator fibres, the pupil therefore not dilating in a feeble 
light. 

Ill certain congenital cases there is well-marked retrac- 
tion associated with defective or irregular movements of 
the affected eyeball. The ocular muscles an*, as a rule, 
inserted much farther back in the sclerotic than is normally 
the case. The condition appears to be due to the absence 
or defective insertion of the extrinsic muscles of the eye, 
and may be recognized by its existence since birth. 

Herbert L. Eason. 

ENURESIS occurs almost exclusively in children, and 
although most frequently confined to the night, it may 
occur in the day. It must be distinguished from incon- 
tinence of urine ; the patient has usually full control of 
micturition during the day, although sometimes the desire 
to urinate must be satisfied quickly or a little dribbling 
may take place. The child completely empties the bladder, 
often without waking, once or several times during the 
night. The bladder need not be quite filled for micturition to occur, for it usually taka s 
place in the early hours of the night. 

Enuresis is often accompanied, and may be caused, by slight affections such as 
phimosis, balanitis, small urinary meatus, vulvitis, constipation, or intestinal worms, the 
correction of which remedies the trouble, but in other cases there seems nothing to pro- 
mote the excitability of the detrusor muscle. It may be present in cases of enlarged 
tonsils and adenoids, when the enuresis has been attributed to partial asphyxiation. 
Should enlarged tonsils or adenoids be present, they should be removed before other 
treatment is ordered. Enuresis in some cases may be due to thyroid deficiency, and good 
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results may follow the administration of thyroid extract in small doses. It has been 
stated that the condition is due to faulty development or deficient innervation of the 
sphincter muscle, or to spawn of the detrusor; but this is difficult to prove. If the 
sphincter muscle were paralysed or deficient there would be true incontinence of urine, 
whereas this is not so, and the children art* often of good development and health. It 
is probable that in most cases of simple nocturnal enuresis the cause lies in the fact 
that the infantile condition in which the detrusor muscle holds the mastery over the 
sphincter persists, a relative disparity between the innervation of the two sets of muscles 
allowing the detrusor, which normally is held in check by t lie sphincter, to overcome 
the comparatively weak action of the latter. When enuresis persists throughout child- 
hood it may disappear at puberty, when the prostate gland enlarges and strengthens the 
action of the sphincterie apparatus. 

It is important to exclude pyelitis, cystitis, phosplmt uria, and oxaluria before a 
diagnosis of simple enuresis is made. In each case nocturnal micturition may be the 
chief symptom ; microscopical examination of the eentrifugalized deposit will detect the 
pus cells or the excess of calcium oxalate evstals, and a bacteriological examination of 
a specimen of urine passed directly into a sterile bottle or obtained by a catheter should 
be made in order to diagnose or exclude eoli bacilluria (p. KH). 

In many cases no source of irritation, alteration in the urine, or disease of the bladder 
can be found. The child is nervous and sensitive from a feeling of shame due to ill-advised 
attempts by the parent to cure the trouble by punishment. In some the enuresis may 
accompany a minor epileptic attack, in which ease* there may be longer intervals than is 
usual in simple enuresis, or there may be a history of epilepsy, insanity, or other nerve 
trouble in the parent. ]{. //. Jocelyn SzvttH. 

EOSINOPHILIA denotes a relative increase in the coarsely granular eosinophil cells 
of the blood ( /'7g. ,‘lh, p. 2b) ; it is determined by preparing blood-films and making 
a differential leucocyte count. Normally, the coarsely granular eosinophil cells vary 
from 0 to 2 per cent : the point at which eosinophilia begins is cpiite arbitrary : but one 
may sav that although it is unusual, under perfectly healthy conditions, to find more than 
2 per cent of these cells in the differential count, they should reach 5 per cent or more 
before the term eosinophilia is applied to the condition. It is probable that some normal 
people have upwards of 5 per cent of these cells, but beyond this point they are nearly 
always pathological. One may divide the causes of eosinophilia under main headings as 
follows : 

1. Conditions in which Eosinophilia is slight, inconstant, and of little diagnostic 
significance : - 

Post -febrile states, after : 

Scarlet fever Acute articular rheumatism Varicella 

Pneumonia Measles Malaria. 

Affections of the bone-marrow : 

Splenomcdullary leukaemia Rickets Osteomalacia. 

Sarcoma of hone Osteomyelitis 

Addison’s disease. 

From certain chemicals, particularly camphor, sulphuretted hydrogen. 

In ovarian maladies. 

Gonorrhoea. 

During the positive stage of tuberculin reaction. 

Some cases of malignant disease, especially when there arc metastases —carcinoma, 
lymphosarcoma. 

2. Conditions in which Eosinophilia may be marked : — 

a. Spasmodic asthma. 

b. Certain skin diseas, s, more particularly the bullous dermatoses : — 

Pemphigus Dermatitis herpetiformis (I)iih- Herpes iris, or erythema iris 

Krythema hullosum ring's disease) Herpes gestationis. 

Hvdroa 
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It is much rarer in oilier eases of skin disease, hut is noted occasionally in psoriasis, 
eczema, and exceptionally in some other affections of the skin. 

c. Certain parasitic affections, particularly : — 

Ankylostomuni duo- Bothriocepluilus latus Kilaria sanguinis huuiinis 

denale Tienia solium j Trichina spiralis 

Hilluir/.ia luenuitohia j Tienia incdiocanellata | Hydatid. 

It is much less constant, and indeed generally absent, in eases of : — 

Asearis lumbricoides Oxvuris vermieularis | IVdieulus corporis 

Triehoeephalus dispar IVdieulus capitis ! Aearus seabiei. 

IVdieulus pubis 

d. As the result e>f the administration of emetine hydrochloride injections. 

The list above almost speaks for itself, and little discussion is needed. None of the 
conditions named is necessarily associated with eosinophilia, but the coarsely granular 
eosinophil cells often reach a figure between 5 and 15 per cent in the differential count 
in many of the diseases that come under headings (a), (/;), and (c), whilst sometimes during 
paroxysmal asthma they may reach 125, 50, or even more per cent, and they are often over 
120 per cent in the severer forms of parasitic disease. The eosinophilia of leukaunia has 
often had stress laid upon it in text-books, but as a matter of fact, although tin* coarsely 
granular eosinophil cells per cubic millimetre of blood may be considerably above the 
normal along with all the other corpuscles, yet when reduced to percentages in the differ- 
ential leucocyte count the eosinophil corpuscles seldom number more than 12 or .‘1 per cent 
of all the white cells present. There are. however, rare cases of eosinophil Iculnrmia in 
which, in association with great enlargement of the spleen and great lcucocytosis. the pre- 
ponderant leucocyte in the blood — even up to 00 per cent of the total is the coarsely 
granular eosinophil cell, and not the basophil or neutrophil myelocyte. 

The value of eosinophilia in discriminating between artificial bleb-formation and a 
true bullous dermatosis is mentioned in the article* upon Hi i.l.i: (p. 1 12 : 5 ) . 

The dilliculty sometimes present in deciding whether in a given ease the lesion is 
primary emphysema and bronchitis, or primary asthma succeeded by emphysema and 
bronchitis, is discussed on page (i5.‘l ; and the value of eosinophilia in discriminating 
between truly asthmatic cases and those which simulate asthma but are really cardiac, 
renal, or bronchitic, is there referred to. It should be noted that the eosinophilia is not 
confined to the blood, being present also in the cells in the sputum ; it occurs during the 
paroxysms of asthma, and disappears rapidly in the intervals. 

When a patient is suffering from an obscure form of ana mia, and when the blood at 
the same time exhibits considerable eosinophilia. the latter may sometimes be the first 
suggestion that there is a serious parasitic infection in the cast*, and careful examination 
of the fieees or urine for the parasites themselves or for their ova, with the administration 
r anthelmintic drugs, may then lx* resorted to for confirmation of the diagnosis (see 
v uamti*:s, Ixtj’stinai., p. C>:12). Persons who have been resident in the tropics arc more 
liable to unsuspected infection of this kind than are others. 

The treatment of amoebic dysentery with emetine hydrochloride injections is not always 
followed by the development of eosinophilia ; but in some cases, when eosinophilia was 
not present previous to the treatment, the eosinophil corpuscles have risen to 8 per cent 
after it, and this figure is sometimes exceeded, e ven K) per cent having been recorded. 

Herbert French . 

EPIGASTRIUM, PAIN IN. (See Pain' in tut. Kimoastkii m, p. 5,‘Mi.) 

EPIPHORA, or overflow of the tears, may be due to: (1) Increased secretion ; (2) The 
pnneta luehrymalia not being in close apposition to the globe : Cl) Obstruction of the lachrymal 
canaliculi or duct. 

1. ''Pile most familiar cause of epiphora due to increased secretion of tears is the* ae*t 
of zveejfing, in which the flow is due to psychical stimuli. Epiphora may also occur in the 
laehrymation caused by conjunctivitis , corneal ulcers , and either inflammatory affections 
of the* eye (p. 285). It may also be due to coryza , the* onset of measles , or to hay fever ; 
it is sometimes a troublesome effect of certain elrugs, particularly potassium iodide and 
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oilier iodides, potassium bromide and other bromides, arsenic and mercury, of certain 
vegetables and plants, notably onions , Primula obconica. Rhus toxicodendron : and some- 
times it is a purely functional nervous phenomenon distinct from ordinary weeping or 
crying neurotic lachrymal ion. 

*2. Tears only find their way down the eanalieuli by capillary attraction, the pundit 
lachry malia being applied closely to the surface of the globe. In Jacial jutralysis. owing 
to the failure ofthc orbicularis palpebrarum muscle, the lids are no longer braced up against 
the eye. and the lower lid droops away from the globe. The tears collect in the sulcus 
thus formed, and run over on to the cheek. The condition is easily diagnosed bv the 
patient's inability to close the eye entirely by voluntary effort. In cases of chronic 
marginal blepharitis , hypertrophy of the lid-edge and conjunctiva results in a slight 
eversion or ectropion : the punctilio laohrymale of the lower lid is no longer in apposition 
with the eye, and epiphora follows, causing continual moisture of the edge of the lids and 
aggravation of the original condition. Cicatricial ectropion from burns . injury , sclcro- 
dennia . or lupus of the check may also result in epiphora ; and so may severe pro ptosis 
(see KxornTii.vi.Mos, p. 282), resulting from tumours or inflammation at the back oi the 
orbit, or from (haves' disease. In old persons epiphora may occur through the lower 
lids falling away from tin* globe owing to the disappearance of fat in the tissues and loss 
of cutaneous and muscular tone. Kpiphora is sometimes caused by a lachrymal culcuhis 
in the canaliculus formed by dense colonies of streptothrix. I he calculi cause a swelling 
in the neighbourhood of the canaliculus, associated with the discharge of pus from the 
puncture. They may be mistaken for styes, but do not react to treatment, unless the 
canaliculus is slit open and the calculi are evacuated. 

The lachrymal ducts may be obstructed from various causes. ( onflcnitul obstruc- 
tion is usuallv unilateral and is due to a plug or septum of uncanalized epithelium situated 
in the lower part of the duet ; t lu* epiphora is as a rule not evident till the seventh or 
eighth day, at which period the infant lirst begins to shed tears, and owing to the super- 
vention of suppuration in the lachrymal sac the malady may be mistaken for chronic 
conjunct i v it is. The* unilateral nature of the affection, and the presence of tears or pus 
in the sac. arc the diagnostic signs, and the obstruction may generally be cured by a single 
probing of the duet through the dilated but uncut canaliculus. Congenital absence of 
one or both eanalieuli has been recorded. Stenosis of the lachrymal duct mav also occur 
as the result of catarrhal congestion of the mucous membrane, or from some organic 
obstruction due to cicatrisation following abscess in the lachrymal sac or necrosis of the 
bones forming the walls of the duet. The diagnosis is made by syringing through the 
eanalieuli : in catarrhal obstruction fluid can usually be forced into the nose, but in 
organic stricture it is returned through the other canaliculus: in such cases the stenosis 
can be relieved by the passage of a probe, after slitting the lower or upper canaliculus, 
or by one of the various operation- for the formation of a permanent direct opening from 
the laehrv inal sac into the nasal cav ity. 

Excision of the lachrymal sac for chronic suppuration is always followed by epiphora, 
but this condition mav often he preferable to the* discomfort caused by recurrent lachivmal 
abscess and to the risk of corneal ulcer with hypopyon. 

Injury to the duct or canaliculus may cause permanent epiphora. Herbert L. Eason. 

EPISTAXIS rbinorrlmuiii. or bleeding Irom tin- nose limy bo duo to local or general 

causes, or (o a combination of both. In many case it occurs spontaneously and no must 
can be indicated. 

Local Causes : - 

Injury. A blow, fracture of the* base* of the* skull, a foreign body in the nose, ope ration 
on the nose*, violent coughing, sne e zing or neise-blowing. nose*-pie*king. 

I Iccratitni. Traumata*, syphilit ie*. malignant, t ube*re*ulous, le*prous. 

Xac (iroii'th. Ade noid growths, polypi, fibroma, angioma, malignant disease. 

I uricosity of the leins e>f the* nasal mucosa : multiple hereditary tclangie*e*tase*s. 

Acute Injective Inflammation. Se vere catarrh, diphtheria, searlet fever, influenza. 
General Causes : 

High Arterial Hlood-prcssurc , such as obtains in granular kidney anil chronic renal 
disease, arte*riose*le*rnsis, gout, cirrhosis of the* live*r, he*art dise*ase*. 

ij 
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High Venous Wood- pressure in bronchitis, emphysema, dilatation of the right heart ; 
in cerebral cemgestiem. when blood passes from the superior longitudinal sinus by an 
emissary vein going through the foramen cieeum to the* nasal mucosa : in 'determination 
of blood to the head* : in schoolboys and children after taking violent exercise. 

Altered ('auditions of the Blood. I hemophilia, pernicious aiuemia. purpura, scurvy, 
leuka'inia. chlorosis, jaundice, and the onset of acute specific fevers, particularly enteric, 
scarlet fever, influenza, and measles. 

Alterations in Atmospheric Pressure. Mountaineering, diving, caisson disease. 

Epistaxis of Obscure Origin, often attributed to congestion, and occurring : In 
childhood : at puberty, especially in girls ; as the alleged vicarious menstruation : as 
the result of sexual irritation in either si x : in women at the menopause. 

In some eases the blood issues from both nostrils : in the majority, particularly when 
the cause of the bleeding is local, from one only. Xose-bleeding may occur without any 
blood coming from the anterior nares : if the patient is lying down, the effused blood runs 
down the sides or floor of the nose, passing through the posterior nares and entering the 
nasopharynx ; when this occurs, the patient may cough and spit it up, when haanoptysis 
will be observed : if, on the other hand, he swallows the blood, lie may vomit it later, when 
haanatemesis will take place. In the not uncommon instances in which either of these 
events occurs from epistaxis, careful inquiry should suffice to make the diagnosis clear ; 
but it should not be forgotten that either haanatemesis or luemoptysis may indicate nothing 
more serious than an attack of nose-bleeding. 

In every case of epistaxis tin* history of the attack should be gone into carefully. 
Particular inquiry should be made as to any sort of trauma that might account for it, 
and also as to the occurrence of previous attacks of nose-bleeding. Mon* important still 
is a careful examination of the local conditions of the nose, with use of a nasal speculum 
to dilate tin* nares, and of a mirror and lamp to secure a good illumination. In many eases 
the bleeding point can be seen, whether the haemorrhage* be arterial or venous, the so- 
called ’seat of election* of epistaxis being a small and perhaps ulcerated spot on the 
cartilage of the septum not far from its junction with the ethmoid and vomer. In other 
instance's no such bleeding point can be seen, the blood oozing from the mucous membrane 
generally. The urine should be tested for albumin, and the arterial blood-pressure measured 
instrumentally . Whenever the blood comes solely from one nostril the likelihood of the 
cause being local to that side of the nose is considerable. 

Recurrent Epistaxis at irregular intervals is likely to Ik* due to some local cause. 
For example, a small ulcer on the septum nasi, due perhaps to injury in the lirst instance, 
may scab over from time to time but never heal satisfactorily : a comparatively trilling 
injury, such as that occasioned by blowing the nose, may sullicc to detach the scab, 
epistaxis following. Malignant disease of or about the nose, and also adenoid vegetations, 
often give* rise to repeated nose-bleeding. Fpistaxis has been a prominent symptom in 
the rare hereditary disease in which numerous friable telangiectases appear about the 
daces of the body and on mucous membranes (FVgv. *2W). .400. p. 40K). 

Considerable aid in diagnosing the probable cause of an epistaxis is afforded by the 
age of the patient. In infancy , tin* cause is likely to be local injury by a fall, a foreign 

body, tin* habit of nose-picking, or syphilitic disease of the nasal bones. In childhood. 

falls and blows on the nose are common, the temptation to insert foreign bodies up the 
nose still asserts itself, adenoid growths in the nasopharynx are common: and general 
causes such as heart disease, diseases of the blood, or obscure conditions of local congestion, 
may exist and account for the onset of epistaxis. About the age of puberty nose-bleeding 
may occur in either sex. and particularly in girls, not only in consequence of the causes 
enumerated already, but also spontaneously. In the healthy, or apparently healthy, 
yuan** adult , almost any of the list of local and general causes may account for nose- 
bleeding : diagnosis here must rest upon the results of the examination into the local 

conditions of the nose, and the general state of the organs of the body . In the old. on the 

other hand, and in middle-aged patients of plethoric habit, high blood-pressure with or 
without general arterial disease is the most important cause of epistaxis ; it may be a 
natural remedy for the plethora from which such persons suffer, and not infrequently does 
relieve them from such symptoms as a sense* of fullness and conge stion of the he*ad. tinnitus 
aurium, or the* appearance e >f Hashes e>f light or muse*;i* volitantes before the eyes. In 
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other instances it m;iv serve* as a warning, drawing :it t < *i it ion to the abnormally hij'h blood- 
pressure and to the chrome interstitial nephritis or arteriosclerosis that underlies it. 

A. ./. Jc.r-Wakr. 

ERUCTATIONS. (See Im.ati i,i:m r., p. d()‘J : and Ilr.Aiirm 'its, p. d?(>.) 


ERUPTIONS, BULLOUS, VESICULAR, ETC. 

p. hid ; etc.) 


(Set* Hn.u: 


Vksici.k: 


ERYTHEMA signifies a pathological reddening of the skin from vascular hypenemia. 
the redness disappearing on pressure, to return when the pressure is removed. I here is no 
strict line at which one can say mere redness of the skin ends and actual erythema begins: 
for instance. Via siiinc (p. dOd) would hardly merit tin* term erythema in some eases, 
though it would in others ; clinically, however, there is seldom difficulty in deciding what is 
crvtliema and what is not. It may be local or general, and may be due to many causes, 
includiii" the following : 


Drugs : 

Rxtenad . I ppliratians, including nil Rubefacients : 

Alcohol and alcoholic Croton oil 

preparations Eucalyptus oil 

\lkalis Hair dyes 

Ammonia Hair lotions 

Arnica Iodoform 

( ant harides Mesotan 

Capsicum Met hyl-salicylic acid 

Carbolic acid .Mineral acids 

Certain soaps Mustard plasters 

( hrvsamhin < M of cade 


h. Medicines taken by Ihr 
\nt i pyrin 
A f scnic 
\spirin 
\t ropine 
belladonna 
benzoic acid 
boric acid 
Hromidcs 

butyl chloral hvdrnte 


Croton oil 
Eucalyptus oil 
Hair dyes 
Hair lotions 
Iodoform 
Mesotan 

Met hyl-salicylic aei< 
Mineral acids 
Mustard plasters 
< ) i I of cade 

Mnnlh : 

( hloral 

( Moral hydrate 

( h!< ► ralamide 
Chlorate of potash 
( opaiba 
( uhebs 
Iodides 

Mercury 
M vrtol 


e. Therapeutic .treats injected Iff/pndernuculh/ : 


Anti-ant hra\ serum 
Aid i-dipht herit ie 
srmiii 

\nt i -dysenteric serum 
Ant i -menincoeoceus 


Ant i-pneumoeoeeus serum 
Ant i-st rcptocoeeus serum 
Anti-tetanic serum 
Atoxyl 
1'eptone 


Paraphcnylcne compounds 

Pet rol 

Poultices 

bvrooallie acid 

badmm applieat ions 

Strong mercurials 

Turpentine 

X-rav <lermatitis. 


Pilocarpine 

Quinine 

Hlmbarb 

Salicylates 

Sandalwood oil 

Sulphonal 

Trional 

Valerian 

Veronal. 


Neosalvarsan 
Normal horse serum 
Salvarsan 

Sodium eaeodvlate. 


Therapeutic Agents injected per Rectum : 

Soap and water encmata 


Other encmata. 


2 . Erythema Artefactum (Malingering). 

Irritants affecting Workers at Certain Trades, in which they have to handle or 
come in contact with erythema-producing substances, such as: — 

Aniline dyes Juice of knotgrass ( /*«///- Scents 

bitter oranye peelers gonum arieulure) Tar products 

for jam Leaves of Primula obroniea Trinitrotoluene 

fishermen handling Leaves ol tthns toxicodendron turpentine 

jellv -fish, sea-eats. Heed-workers \ anilin 

weevers, and other Kesins \ arnish 

lish Satin-wood sawdust \olatile oils. 


Scents 

Tar products 
Trinit rot oluem* 
Turpent ine 
Vanilin 
Varnish 
Volatile oils. 


After Operations sometimes 


the result of the ana-sthetie. 


Extremes of Heat or Cold : 

Erythema solan* I Erythema ah i«;ne 


| Erythema a frigore. 
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<h Around Inflammatory Foci, suc h as : — 

Ovtr any abscess as il nears the surface appendicular, mastoid, dental, hepatic, 
axillary, inguinal, a pointing eiupyeina, actinomycosis, and so on. 

Hound superficial inflammations of the skin, such as boils, carbuncles, furuncles, 
malignant pustules, and so on ; or as part of other skin lesions, such as cc/eina, 
lupus erythematosus, urticaria, ringworm, tinea versicolor, erythema iris, hydroa, 
erythema nodosum, phlebitis, cellulitis, lymphangitis. 


7. As part of a General Illness, in which the symptoms 
prominent : 

Cerebrospinal monin- ' Ptomaine poisoning 
git is Malaria 

Encephalitis let bar- Leprosy j 

gica i I 


are likely to he* 


1 longue 

Lymphadcnoma 

keukamia. 


even 


8. As a Prominent Symptom of a Disease which may or may not present 
symptoms at the time : — 


more 


other 


a. Localize } Erythema : — - 

Erysipelas 
Small-pox 
Gout 

Erythromelalgia 
Raynaud's disease 


Erythema induration (Ha/.iiis 
disease) 

Polymyosit is 
Trichinosis 
Rat -bite lever 


Pellagra 

Meige s disease 

Angioneurot ie (edema . 


b . Generalized Erythema : 

Scarlet fever 
Measles 

German measles 
* Fourth ’ disease 

9. Generalized Erythema 

Erythema simplex 


Acute rheumatism 
Parasitic toxaniias, e.g., from 
Hydatid disease 
Tapeworm 

without obvious cause : 

Erythema mult i forme 


Filariasis 
Trvpanosomiasis 
Snake bile. 


Erythema exfoliat iv uni 
sen scarlat iuiforme. 


In arriving at the cause of erythema in any particular ease the diagnosis is often 
obvious when the possibilities arc borne in mind. Indeed, many of the conditions men- 
tioned in the list above do not require any further discussion. The appearance of the part 
affected will often suggest that some external application is the cause : vcsieulation may 
result from almost any of the substances which, in weaker solution, produce erythema 
only : there is nothing pathognomonic about the naked-eye appearances from which to tell 
the application used ; the history as to what the patient has been applying to the skin 
is needed: and if malingering by surreptitious application is suspected the cessation of 
the lesions when the patient is placed under circumstances where further applications are 
not possible will confirm this. 'The red patches produced by carbolic acid may be such as 
' i Mandate tinea eircinata : but the absence ol spores upon the hairs removed from the 
, iteh when they are examined microscopically will exclude this. 

Local reaction from the application of X rays on repeated occasions is familiar : it 
differs from X-ray cancer in that, though the erythema may persist for weeks, or may 
develop into a vesicular eruption (X-ray dermatitis or X-ray burn), which may be very 
resistant to treatment, it ultimately subsides, leaving a brown pigmented stain, or an 
area of slowly increasing telangiectasis (E/g. *J*J*J). whereas X-ray cancer progresses in 
spite of cessation of the use of the rays, leads to progressive if slow destruction ot 
the affected parts, and ultimately behaves like an ordinary epithelioma. 

Radium burns are less common than they used to be, because of greater knowledge of 
the methods of screening the skin from the effects ol the superficial rays by means ot lead 
or silver sheets : but most radium applications are followed by some degree of local reaction, 
of which erythema is a prominent feature, for a week or ten days, after which the reaction 
subsides rapidly, though often followed by local brown pigmentation of the skin. 

The phenomena of serum reactions are familiar : the effects are due to the serum 
itself rather than to the antitoxin it contains, and they form part of what is known as 
‘ serum disease \ The* injection of any foreign protein into the system is followed by chemical 
reactions in the body antagonistic to the injected protein, and when these reactions are at 
their height the body is extra-sensitive (anaphylactic) to a further injection of tin* same 
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foreign protein. In the case of liorsr scrum this state of anaphylaxis reaches its height 
about c*io lit or nine days alter the original injection : it is at this time that the symptoms 
,,f 'scrum disease' show themselves clinically. The patient begins to ache all over, with 
more or less acute pains in the back and limbs, sometimes reierred particularly to the 
joints ; headache is usual, and there may be vomiting ; the temperature rises moderately, 
the tongue* is coated, and appetite fails ; at the same time a blotchy red eruption appears 
upon the skin, sometimes universally, but generally with maximum intensity round the 
site of the inoculation. There is intense* itching, the patient may not be able to sleep, 
and may not have enough lingers to scratch himscll with. r I he eruption is sometimes a 
pure urticaria, but quite as often generalized erythema preponderates, with multiple* 
urticarial whe»als amongst the* erythema. Vesication is uncommon. r l hese* symptoms 
last but a day in mild e*ase*s 
two, three*, or even four 
day 's in others. They ne arly 
always subside* spontane- 
ously, but in a lew instances 
the se rum reaedion has bee n 
so intense* as to prove* fatal. 

The erythema which 
some times follows the* injec- 
tion of salvarsan . ncosah ar- 
son , utiuifL ge/////. Idtarsiran . 

01* sodium (< Hfufi/lute may 
be se*vcre* Ibr a time, but it 
is usually transient, and it 
develops in only a small 
minority of rases. It is 
probably due* to the* arsenie* 
which is present in rela- 
tively high proportions in 
organic combination in the se* 
drays. 

'File* e ryt hernia t hat may 
follow rnrmata is ge ne rally 
universal, anel f< »r t he* t ime* 

Icing the* patie*nt looks ve*ry 
lime'll as if lie* had scarlet 
fever. I ndecd, the* phv sician 
may be* unable* at the* 
moment to make* sure* that 
it is not scarlatina, especi- 
ally if the* e*ase* is febrile* 
already. 'File* erythema dis- 
appears in about twenty- 
four hours eu* le*ss, is not 
accompanied by vomiting. 
s< >re* throat, eu* albuminuria, and is ne»t Iblleiwed by desepiamatiem. The tact that it 
has followed directly alter the* aelminist rat ion of an enema is the* main point in the 
diagnosis. 

Kryt hernia elue* to the* various traele* causes mentioned under (>roup U in the* abeive 
list may not be* relegated t e > its e*e»rre*et cause unless the* nature e>t the* patient s occupa- 
tion is fully unele rstood ; but a general inelieation which is (‘omiuon to all this croup e >1 
erv t heinata is that the* patient ehes ne»t suffer when he* is away freini his we>rk. but gets 
recurrenecs when he* returns te> his eilel surroundings. The same* applies t < > the elleets ot 
certain garelem anel hot-house plants, though he*re the seuiree* e>l the irritant may escape 
diagnosis unless the possibility is borne in mind : particularly in the ease e»f persons living 
in he>use*s upem which Khas i<ui code n (Iron is greiwing in place* e>l ampeleipsis as a Virginia 
cree pe r. Knot-grass is a common vveeel in some districts, but it is not likely to preiduee 
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erythema unless the patient lias recently been indulging in extensive weeding operat ions 
in the garden. Primula oheoniea in the greenhouse is a plant that causes extreme dermatitis 
in susceptible individuals, others being immune. 

The stiiias of jvlhj-Jish are familiar to bathers as well as to lishermen. and in addition 
to intense itching and irritation, acute udema may result and generalized erythema and 
urticaria. r rhe skin eruption may not be eontined to tlie part actually stun*; by the jelly- 
fish, for sometimes after a latent period of from twelve to twenty-four hours there may be 
a generalized erythematous eruption although the jelly-fish sting may have been purely 
local. It is not so much the small. Hat, gelatinous jelly-fish that are the worst offenders in 
this respect, as the much lamer ones with long red streamers. 

The effects of being pricked by tlie spines on the L'ills or tins of certain fish, especially 
sca-rats and xcrever Jish , are familiar to most fishermen : in addition to acute irritation of 
the skin, with or without urticaria, there may be intense swelling, vomit in*;, headache, and 
a feel ins; of such illness that the patient may be confined to bed in a temporarily serious 
condition for several days. Sometimes, indeed, the local spot which has been pricked may 
fester and remain a sore for many months. 

Most of the trade irritants are apt to go further than the production of erythema, an 
acute vesicular dermatitis being even commoner as the result of irritants mentioned on 
page 27 .7. 

Iattle need be said about the erythema following upon operations , or that which follows 
upon extremes of heat or void. Local erythema, especially of the feet, was very common 
amongst those who had to man the trenches in the great war : in most instances it stopped 
short of actual frostbite with gangrene. but the erythema persisted for weeks or months, 
accompanied by swelling and great local pain and consequent limping gait. 

One need not discuss from the point of view of the erythema itself the reddening that 
may be associated with abscess formation, phlebitis, cellulitis, lymphangitis, etc., men- 
tioned in Group fi in the above list. The diagnosis is indicated bv other symptoms that 
will be present. 

Ptomaine j/ois(tning is characterized much more by acute vomiting, accompanied or 
followed by severe recurrent diarrhua. than it is by erythema : but in some eases in which 
erythema is a prominent feature it may make the diagnosis less easy than when it is absent. 
When a single patient is attacked the nature of the condition may be difficult to determine 
unless inquiry into the previous dietary shows that some particular food likely to produce 
ptomaine poisoning has been partaken of: the erythema generally comes on either at once 
or else twenty-four hours or more after the food in question. It is noteworthy that 
precisely similar erythema may result in some cases from the ingestion of foods which do 
not make other persons ill at all, in which respect there are personal idiosyncrasies to crab, 
strawberries, and occasionally to other quite ordinary foods which the patient can never 
take without suffering from erythema or urticaria, or both. 

In eerehrosjfinal meningitis and in encephalitis lethargiea generalized erythema is only 
1 of many possible skin eruptions : herpes facialis is much commoner, and a vesicular 
■ mption on the* trunk and limbs is more usual than one which is purely erythematous. 
Most characteristic of all, however, lire purpuric spots, vary in*; in size from mere petechia* 
to relatively large purple blotches, though this purpura develops in less than half the eases : 
at the same time there will in most cases be somnolence, headache, green vomit, and 
pyrexia to indicate the nature of the malady, the diagnosis of which is confirmed by finding 
meningococci after lumbar puncture. Sometimes the skin eruption simulates measles so 
closely that the latter is diagnosed in error until post-mortem histological examination 
of the mid-brain has been made. 

In malaria acute erythema is not common : the patient will generally give a charac- 
teristic history of recurrent rigors with intervals of perfect health, and he will have lived 
or be living in a malarial district ; hematozoa {Pigs. .77 <i<), pp. 10 Id) will be looked for 
in the blood. 

Leprosy is discussed on page .701 . ami dengue on page .771 : patchy erythema is 
almost constant in the latter, but is not so frequent in the former. 

The main characters of each of the various diseases that may Ik* associated with local- 
ized erythema mentioned in Group 8 {a) in the list above, are described in other parts 
of this volume: erysipelas on page 821; small-pox on page (»N 1 ; erpthromefu/gia on 
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:t2(t ; Ha, Miami's disease «>n |>ag<' T-iK : >r,j Ihnna i min rain in. or Buzin's ilisciisr, on 
. (!1 irc 502 ; /inli/ini/osiHs and trichinosis on |>;ig«' 5(>9 ; and rat-bite jcvcr on |>ngc < H). 

I’cllaum. rare though it is in tliis country, lias now been recognized in so many 
individual patients and in such various parts of (ircat Britain, that it merits special 
mention, for although it is much commoner in other countries, especially Italy, it seems 
likely that it would he diagnosed correct I v. and more often, il its chic! characters "ere 
more familiar. The maladv is one of months or years as a rule, and a certain proportion 
of the eases recover. The disease usuallv starts with acute east ro-mtest null disturbances 
in the form of nausea, vomit inji. and diarrh.ca. which last is generally severe and sometimes 
intractable. Acute ptomaine poisoning; may he simulated at this stage ; hut the diurrlnra, 

which is seldom absent, persists in a way that will exclude line poisoning, whilst at 

the same time there is generally a remarkable soreness ol the uth and tongue and con- 
siderable salivation, such as does not accompany ptomaine poisoning. Such an attack 
subside, to recur after an interval of days or weeks, and sooner or later nervous 
of a serious nature are added. These nerve symptoms may take the form 
simplv of progressive weakness, but more often they may simulate some gross intracranial 
change on account of the severitv of headache with vomiting and giddiness, semi-coma, 
and even, in exceptional cases, optic neurit is or opt ic at ropl.y. Hallucinations arc common. 

mid not a few of the patients actually insane, though this does not happen as a 

until t he disease has been present for some time. During exacerbations there may 


mu v 

symptoms o 


rule 

lie pyrexia, sometimes 


of Ion" duration (Fin. though generally not of severe decree. 



The two chief groups of symptoms which call attention to the seriousness of the patient s 
illness in its earlier stages are the gast ro-int cst inal on the one hand, and the cerebral upon 
j) l( . other. If either of these were present alone the correct diagnosis would probably 
, 1( .\er strike one. but the characteristic teat ure which may very likely call one's attention 
to the nature ot the ease, rare though the condition is, are the changes in the skin. A lew 
days, weeks, or months after the tirst onset there develops on the backs ot the hands a 
remarkable discoloration which, at tirst red and erythematous, presently becomes more 
pigmented, so as to resemble a condition of extreme sunburn. The skin soon becomes not 
only dark but thickened and rough, and presently cracks or fissures occur and desquama- 
tion follows. Such an attack of erythema of the dorsal surface of the hands may subside, 
to recur again after an interval, and it may then spread to the face or ot her parts, remain- 
ing nearly always symmetrical ( I' ill- -*-!■). There is a well-defined but* ot demarcation 
between the erythematous or pigmented parts and the normal skin immediately above it. 
It is by these skin changes that the disease is recognized, and it is Generally upon looking 
back over the history that one realizes that the previous cerebral or oast ro-mtest mal 
attacks were part of the same malady. Cases have been recorded in patients who have 
never been out of London, whilst in some village districts in Hampshire and in some parts 
of Scotland several consecutive eases have been recognized in the same valley, and there 
is a belief, not yet proved that the disease is microbic. and spread by infection from water 
derived from particular soil ; though there is an alternative theory that it is a malady ol 
diet, pellagra having been attributed to maize in much the same way that beri-ben is to 
decorticated rice. 

Until Meier's disease and tnajianearaiie (edema are characterized by (edema rather 
than by erythema in the "Teat majority of eases (p. alii) : in each ol these two conditions, 
however, which are doubtless in their primary pathology related to one another, both being 
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functional disorders of the vasomotor system, the patient is liable* to acute attacks associ- 
ated with vomiting, possibly eliarrhera, malaise*, <rciicrnli/.cel backache and limb pains, 
pyrexia up to 101 or 102 K., and acute' e*ryt hematous eruptions which may be* localized 

or i>en(‘ral. The erythema is very similar to that e>f erysipe las, especially when the* attack 
is legalized, and it is more than probable that when the* first attack envois erysipelas will 
be* elia<;nose*el. The attack may last a day e>r two, or a we*ek, and then subside* e*ithcr 
completely, or. in Mci<>e*\s disease particularly, there may be a temporary or e ve n pe rmanent 
increase in the* localized enlcma. The exact nature* of sue*h attae*ks may e*se*apc ree*o<put ion 

until familiarity is e*stablishe*el by their 
re*e*urre*nee* in the* same patient at inter- 
vals e>f months or ye*ars, e*ae*h subse- 
(jue*nt attack bein^- ve*rv similar to the 
one* before*: another point which may 
assist the* diagnosis even in a first attack 
is the* occurrence* of similar pyre xial and 
erythematous bouts in other members 
of the* same* family, for both Me*igc*s 
disease* and an«»ione*ure>t ie* ei*de*ma are* 
familial disorde rs. 

The crythemata < hie* to parasitic 
toxjemia, espe*e*ially to hydatid disease, 
tapnvorm infe*e*tion, Jilariasis , and try- 
panosomiasis, may sometimes be* e*x- 
tre*mc, and in a e*ase of severe erythema 
with constitutional symptoms in which 
ne> apparent cause can be* found, exam- 
ination of the fa*e*e*s for tapeworm ova 
should not be* omitted. In some* cases 
of hydatid disease* <je*ne*ralize*d erythema 
has been the first symptom to draw 
attention to the* fact that anything was 
wrono-, but to attribute* such e*r\the*ma 
to hydatid infection would be* exceed- 
ingly diflicult unless upon physical 
examination some* evidenev of a cyst in 
the* liver, in the* peritoneum, or else- 
where* could be* f oiu ie I . If the* possibility 
were* suspeeteei. but no <*onlirmatory 
si<*ns discovered, an additional test is 
the specifie* hyelatid serum reaction, for 
which blood can be taken from the* 
patient, as in testing the* Wasscrmann 
reaction, and se*nt to a spe-cial labora- 
tory i'or examination. If there were* 
acute erythema from hydatid elise*ase\ 
the* hyelatiel would almost certainly be 
aetive* and the* patient s blood serum 
would <jivc a positive* hydatid precipitin 
reae*tion ; whilst EejsiNorim.iA (p. 271) would probably be premounccd also. The e*rvthe*ma 
of filariasis and of trypanosomiasis may en-eur early in the* a fleet ion ; the* nature* e>f the* 
malady would be* proved by the discovery e>f tilaria embryos {Fig. p. 7711) or of 

trypanosomes (Fig. 001, p. 779) in the patient s blood, though the* nature* of the* infection 
would first be* suggested by the* histe>ry e>f residence* in countries in whieh one* or other of 
these* parasites is prevalent. 

There* remain for discussion erythema simpler, erythema multi forme, erythema 
exjoliativum sea searlfdini forme, scarlet fever, German measles, ‘fourth' elise*ase*, and the* 
erythema e>f acute rheumatism. When erythema due te> any e»f the*se causes is me*t with 
the main object in the* diagnosis will be cither to rce*e»gnize* e»r to e*xe*lude* searlet fever. 
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It will he found in pracl ice Hint it is sometimes <|iiite impossible to be eertnin whether u 
.riven generalized ervtbema is that of scarlet fever or not. So much a matter of opinion 
may if be that even at a consultation between the highest physicians some will consider 
the lesion to be that of scarlet fever, others will say that in their opinion it is certainly not 
scarlet fever. The importance of the decision lies in deciding whether the patient should 
he sent to a fever hospital or not. If the condition is not scarlet fever, then by so sending 
the patient to a fever hospital one renders him liable to get scarlatina if his erythema is of 
some other kind. If, on the other hand, his condition is really one of scarlet fever, and it 
is regarded as non-scarlat inal from tin- atypical character of the rash, other individuals 
in the household or community may catch the infection if the patient is treated as suffering 
from some other form of ervtiiema. The right thing to do under such circumstances is to 
isolate the patient as though it might be scarlet fever, until the progress of the case and 
other circumstances prove that it is not : carrying out the isolation in a separate room, 
in which the patient himself runs no risk of infection from proved scarlatinal cases. In 
not a few such instances there will be doubt for all time as to whether the .patient has 
had scarlet lever or not ; because, especially nowadays, the scarlatinal rash is sometimes 
almost transient and is often atypical. The important points to pay attention to are: 
the onset of the illness on the day before the rash appears, with vomiting as an early sym- 
ptom : the extreme redness of the throat, fauces, and pharynx : the coated tongue, perhaps 
with red fungiform papilla- projecting through the pallor of the lur : pyrexia oi 102 or 
l,Kt 1 -. which if the ease be followed should fall by lysis and reach normal about the end oi 
the first week if there are no complications such as otorrho-a or adenitis : tender swellings 
in the neck : absence of all rash upon the lace, forehead, scalp, or behind the ears, associated 
with a bright scarlet ervthematous eruption all over the trunk and limbs, beginning at the 
root of the neck and extending thence downwards. This erythematous eruption will be 
found on careful inspection to be not purely erythematous, but an erythema associated 
with very fine red dots, which show up best if some affected part of the skin is pressed 
gently with a glass spatula or microscope slide, so that alter the redness of the ervthem.i 
has disappeared hv the compression the minute red dots can still be seen. It is 
a ' punctate ervtbema. If with these characteristics the patient also has a mild degree 
of albuminuria, the diagnosis of scarlatina is exceedingly likely : and i( alter ten days or 
a fortnight the characteristic peeling develops, starting round small pin-priek-hke foci and 
extending thence concentrically away from the central minute hole, the diagnosis is almost 
certain. 1'pon the hands and feet the desipiamat ion does not have this pin-hole type, 
the surface epidermis coming off rather in Hakes or casts than in line scales. 

One of the most dillicult skin affections to distinguish from true scarlatina is erythema 
srarlalinifiirmc. which has also been called erythema e.rfotiath'um : with this, either at the 
same time that the rash appears, or a few hours before it, the patient becomes suddenly 
ill. with shivering and loss of appetite, and there may be reddening of the tonsils and lauccs, 
and a condition of tongue verv like the strawberry tongue of scarlet fever, with pyrexia. 
Krvthema searlat iniforme is apt to recur in the same patient, anil the dilliculty of diagnosis 
will be much less after a second or later attack than it is in a first, but most eases are dia- 
gnosed as scarlet fever in their first attack. Owing to the close resemblance between tin- 
two diseases it is certainly right that such patients should he isolated in any ease. Two 
points of distinction between the two that are worthy of special note are : lirst, that with 
scarlet fever the desipiamat ion seldom begins before the end of the first week and is usually 
not at ail marked until even later than this : in erythema scarlatiniformc desquamation, 
which mav be extreme, gencrallv starts whilst the erythema is still present, often on the 
second or third dav . and nearly always not later than the third or fourth ; and secondly, 
that the ervthcma of scarlet fever may last twelve hours or less, and seldom has a duration 
of as much' as a week, whilst that of erythema searlat iniforme may persist lor two or three 
weeks, or in some eases even for a month or more. 

Knithcnni multi forme, which is one of the crythemata which may be ■ classed as 
apparently idiopathic, seeing that no cause is known, is generally distinguished irom other 
forms |>v the fact that it is very seldom purely erythematous. There are nearly alwavs 
vesicles or even bulla- at the same time, whilst scarlet fever and the other crythemata we 
are discussing practically never become vesicular. ... r •* 

Erythema simyle.r , which may also resemble mild scarlet fever, or be mistaken for , 
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is perhaps even moiv liable to be mistaken for mild erysipe las ; it is seldom universal ; 
much linin' often it neeurs in local patches. ]f there* are se*veral patches on diiiemd parts 
of the laxly at the same time, erysipelas would be unlikely, nor is the e*d«jc of each real patch 
as much raised or as sharply defined as is that of erysipelas : in addition to which there 
are few if any constitutional symptoms, and little* or no pyrexia. Sometimes the patches 
come and «jo over a period of days or weeks, e*itlu*r in the* same* or in different parts of the* 
laxly, and then the term erythema Juilae is applied. The diagnosis of erythema simplex 
can only he* made* when the* circumstances e»f the* ease* lead erne* to e*xe*1uele* all other possi- 
bilities, and the* main elillieulty will he* to he* certain that the* patient is not having a x e*ry 

mild and atypical attack e>f searle*t lexer. In all sue*h e*ase*s 
\’cry e*a reful watch should he* kept upon the* condition of 
the* urine*, lest there should he nephritis, really of scarlatinal 
e>rii»in, which if not looked for in this way may e*se*ape* 
ele*te*e*tie>n altogether, the* patient comin<x under observation 
ten e>r lift ecu years later witli a Itose-Hradloiel kidney 
(p. It) arising out of a e*oneiition which was so mild as to 
he diagnosed erythema simplex when it was really scarlatina. 

Acute rheumatism is liable* to he* associated with \arious 
skin eruptions, includinu; not only subcutaneous nodules 
(Fills. '±'±~ >. : and p.502) and erythema nodosum (p.aO'J). 

but also i 2 .e*ne‘rali/.e*<l erythema. Doubt has be*e*n expressed 
as to xvhether seam* of the e*ase*s in which joint pains, 
transient bruits, and erythe*mn have* he*e*n attrihute*d to 
1 1 « U * k /, « 1 * 1 1 1 1 * * ae*ute* rheumatism are re*ally rheumatic at all : but in the* 

absence of prex»f to the* contrary one must in the* meanwhile 
allow that the* olde*r te*aehini> may he* ceinvct, and that acute* m*neralize*el erythema close ly 
simulatin'? scarlet lexer may he* associated with rheumatic lexer. If there* are no joint 
pains in such a ease* the* diagnosis will he* x e*rx diflieult, but if tliere* are* joint pains and 
pyrexia, and if beetle the* pyrexia and the* joint pains disappear within thirty-six or forty- 
<*io*ht hours after the* administration e»f salicylate of sodium in appropriate eloses. the* 
erythema itself is of little* moment in such eases ; the* main point in the* ease* is to e liminate* 
the pe>ssibility of searle*t lex e*r with joint pains, and if there* is doubt it will he* be tte r to 
treat the* patient as a possible* e*ase* of scarlet fe xe*r than te> assume* too re-adily that the* con- 
dition is rheumatic. Sore throat may he* a 
marked leaturc in e*ithe*r e ase*. 

This le*a\e*s for diseussiem measles. 

German measles, anel 'fourth' disease. lh>th 
measles anel (irrman me*asle*s are* nearly 
always maculo-papular rathe r than purely 
e tv ' thematous as regards the* skin eruption, 

I the* rash in hotli these* <lise*ase*s alTe-cts 
ae* lae*e* and the* nee*k as mue*h as. and rven 
se»one*r than, the* bexly e>r limbs; whereas in 
se*arlet fex e*r the actual exanthem ejoe*s n « >t 
attack the* face* at all. though the* latter 
often has a eharaeteristie* appearance e»f 
pinkne*ss of the* e*he*e*ks with pal leu* round 
the nose* and mouth, the* j»*e*neral tone* anel 
appearance havin'? he*e*n ele*seril>e*d as the* lh i l:ll ' ,II,Ml '* hl1, ^ * * * 1 1 1 . - i *»e ! « ■ < j i-*t . 

■ f »e ae*h-hlossom * facie s. In me asles, more- 
over. there will almost certainly haxe* been semie* constitutional symptom for about 
three daxs he lore the* rash appears, especially running at the* eye*s and nose* simulating a 
common cold : in addition to which a very helpful point in differential diagnosis is the* 
elevelopment of Kopliks spots (Fill. HM). p. -J-t) within the mouth, 'these* may e>ee*ur 
singly, hut more often they are* in groups xarvini? in number from two eu* thre*e* to a sceire* 
or more, each sped having a )>ale*, almost white, centre, the* size* of a small pin's he*ad, 
surroundexl by a eie*e*p-re*d injected periphery; they are* t < > he* expeeded upon the* inne*r 
surface* of the* checks, upem the mucous surface* of the* lips, and sometimes upon the* minis. 
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generally nt some little distance* from the teeth. They may also develop upon the mucous 
membrane of the soft or hard palate, though lu re* they may be simulated by partie*le*s of 
milk if e*are* is not taken to se e* whether e>r not the y are removable by means of a soft brush. 

(human measles is more* apt to simulate se*arlet fe*ve*r than ordinary measles is. anel 
with (German measles there* are no Koplik's spots te> help one*, The* rash, however, if 
inspected e*arefully in differe nt parts, will generally be* found to be* a edarae-teristie* mae ular 
one somewhere, and it will be* found upon the face or forehead, or behind the* e*ars, which 
will not be* the* e*ase* with scarlet fever. The* e*onst it ut ional symptoms are* generally slight 
even though the* rash is very exte nsive, and a ve ry he lpful point in diagnosis is the* pre*se*ne*e* 
in (human me asles of generalized enlargement of the* lymphatic glands, including not only 
those* in the* need. axilla*, and groins, but also those* in the* occipital region. In se*arlct fe ver, 
although the glands in the* need may be* swollen and very te*nele*r, those* in the* occipital 
region and e lsewhere* are* not generally enlarged. 

Ihe edief remaining elilheulty is in eonne*e*tion with what has been e*alled 'fourth' 
disease. Though this is accepted by many observers as being a elistine*t entity, its exist- 
< nice* is not allowed by all. It has struck many eibse rv e*rs, however, that patients who 
have been known to have* had (dunum measles and ordinary me*as|es anel scarlet level 
definitelv in the* past, may yet develop an acute erythematous exanthem which has some* 
of the e*haraeterist ie s of me asles, some* of the* e ha rae te rs ed’ (.erman measles, and some* of 
the* characters of se al let le ve r, without, however, being typie*al of any one* of the se* thre e . 
The malady may spread through a school or a hemseholel or institution, and proeiucc similar 
characte ristics in othe*r individuals who. not having had seuirlet fever or measles belbre*. 
if seen bv themselves woulel be* diagnosed as suffering freun one or e >t her of t he* three* better- 
known maladies. As. however, in sued an epidemic it may attack the>se* who have* had 
scarlet le ve l' belbre* anel also those* who have* liael measles belbre* and those* who have* had 
(•erman measles previously, in addition t e » those* who have* liael all three* before*, those* 
who have* liael most t < » elo with cases eel this kind incline t e » the* be lie f that the*re* is a definite 
fourth disease* elistine*t freun the* either three*. It is a relatively mile! malady, with some* 
pyre xia and some* constitutional disturbance, but not much of eutlier, and in all e*ases the re* 
is a widespread cryt heunat ems or maeulo-erytliematous eruption. There* are no points 
which are* distinctive* e > 1 the* malady, however, and if it <*xists at all it can only be* diagnosed 
when cireuunstnnccs suggest that patie nts are* suffering from it wlio ought not t e > be* liable* 
to any one of the* three* bet tcr-know n exanthems of similar type. r rhe* weak point in the* 
argume nt is that it is a well-known fact that although (human measles, measles, anel se*arlet 
f< ver protect against subset jueuit attacks of the* same* maladie s in most individuals. there* 
: re* seune* who may have* not only two but three* < >r even several separate attacks of 
(human me asle s, measles, or scarlet fe ver, anel it is on this account that one* cannot say 
definitelv that the re* is sued a disease at all as the* ‘IburtIT disease*. Jleuie-e* its diagnosis in 
any particular instance must nee*e*ssarily be* erne* of opinion euily. Herbert French. 

ERYTHREMIA. ( Se*e* Poi.Ye YTliu.vn v, p. haO.) 

ERYTHRASMA. (See* Fi'Mieii s Al l re tions eu mi. Skin. p. 30b.) 
ERYTHROPSIA. (Sec Vision. 1 > i . i t.its (>r. p. 1*20 ) 

EXOPHTHALMOS (or Proptosis). This mnv be* bilateral or unilateral. 

Bilateral Exophthalmos. The* communed cause* ol this condition is droves' disease. 
in v\ 1 1 i e*l i the* exophthalmos is associated with othe r general symptoms, sued as taedycarelia, 
swelling of the* thvroid gland, line* trcnioix. anel general nerv ousiiess. The* eyes are* pushed 
lorwanl to a varying exte nt (Fit*. 247. p. 202). in some* e*ases the* preitrubon being sei gre*at 
that they eamiot anv longer he* eovered entirely by the* lats. The* prot nision e*ause*s the 
uppe r liel t e > tie* unusually raised, and the* e ves leiok wide open, giving the* patient an expres- 
sion of alarm or astonishment ( Stellwag's sign, due* tei spasm e>l the* le*vator palpehra* 
superioris). Whe-n the* eyes are* lowered, the* upper lids elei not ele*se*e*nel tei the same* 

< * x t tuit as the e*orne*a. hut leave* a breiad portiem of the* sedrotie* visible* above the* eornea 
(von (daefe* s sign). Winking lakes place less freupieuit ly and e*e>nv e’rgenec ol t lie* eyes is 
sometimes rendered eiillicult (the sign of Moclmis). 

Bilateual exophthalmos may alsei be* caused by thrombosis of the cavernoits sinuses. 
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This condition is usually secondary to some furuncle or carbuncle of the skin of the face 
in the region of the eye, to orbital cellulitis, or suppuration in the accessory sinuses of 
the nose. It usually starts on one side, and invariably spreads to both in tin* later 
stages of the attack. The eyes are protruded and lixed, the eyelids are red and engorged, 
and the frontal and ophthalmic veins are dilated and full. Movements of the eves are very 
limited, and there is much swelling and induration of the orbital tissues. In association 
witli the orbital infiltration there is often some swelling in the region ot tin* mastoid 
process, owing to the exit in this region of an emissary vein in connection with the sinuses 
that communicate with the two cavernous sinuses. This condition is nearly always fatal, 
as it is followed by a suppurative meningitis. 

Unilateral Exophthalmos may lx* due to 

Orbital cellulitis Meningocele and cnerplialoccle Tubercle 

Thrombosis of the cavernous (iumma Arteriovenous aneurysm 

s j nus New growth I list (lit ion of the accessory 

Orbital periostitis Exostosis sinuses of the nose. 

The diagnosis of orbital cellulitis and thrombosis of the etreeruous sinus presents little 
difficulty, owing to the symptoms of acute inflammation that arc present, orbital cellulitis 
being distinguished from cavernous sinus thrombosis by the fact that it is usually unilateral 
and there is no oedema in the mastoid region. 

Orbital periositis , especially in more chronic cases, may give rise to varying degrees of 
proptosis, and in the absence of any obvious thickening of tin* orbital margins the diagnosis 
mav be obscure. In any periosteal inflammation of long standing a skiagram will usually 
show a definite increase of density in t lit* affected bone. 

i Meningoceles and encc/thalocclcs may in some cases be difficult to diagnose from der- 
moid evsts. The latter are usually placed anteriorly in the orbit, and do not therefore 

cause any proptosis, t bough they may displace 
the eyeball. A meningocele usually presents itself 
through a gap between the ethmoid and the frontal 
bones, and is attached to the bone. An opening 
may sometimes be found through which the men- 
ingocele communicates with the cranial cavity. 
Meningoceles sometimes pulsate in association with 
the arterial and respiratory oscillations. They 
may also he diminished in si/.e by pressure of the 
lingers, as the fluid can be squeezed into the cranial 
cavity. In many eases an exploratory puncture is 
the only means of making a certain diagnosis. 

A gumma of the orbit can only be diagnosed 
from the patients general history, evidence of 
specific disease elsewhere, a positive Wawrmaim's 
serum reaction, and improvement in the condition 
after the administration of salvarsan, mercury , or 
iodide of potassium. 

A g rmvth of the orbit (Fig. 227 ) has usually no 
distinctive feature, the exact nature of tin* trouble 
being verified as a rule by* an exploratory operation and the removal of a portion for 
microscopical examination: but it may be noted that tumours of the optic nerve* can 
usually he diagnosed with accuracy' bv the fact that they always produce some com- 
pression of the eyeball in the anteroposterior diameter. Cases of proptosis, therefore, 
in which there is increasing hypcrmctre>pia on the affected side, may he ascribed to a 
primary tumour of the e>ptie* nerve. 

horn exostoses e»r osteomata usually arise* from the frontal hone and are attached by a 
broad base, so that the*ir removal presents very great difficulty : the* diagnosis depends 
on their slow growth and excessive hardness : a skiagram shows their presence with some* 
certainty. 

Some eases of tuberculous disease of the orbit may closely simulate* orbital cellulitis or 
distention of the accessory sinuses of the nose, and the diagnosis e*an only he* made with 
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certainty after excision of a portion of the infilt rated tissue and a microscopical cxamina- 
t ion of t he f ragment . 

An arterial anenrifsm is nearly always associated with a pulsating exophthalmos, in 
which there is protrusion of the eyeball and dilatation of the blood-vessels of the retina, 
lids, and conjunctiva. There is distinct pulsation of the eyeball and a loud blowing 
murmur on examination with the stethoscope. Compression of the carotid on the **amc 
side diminishes the pulsation and the sound. The usual cause of arterial aneurysm is the 
rupture of the carotid into the cavernous sinus as the result of an injury. 

Hare cases are also seen of intermittent exophthalmos, which appears only at inter- 
vals or when the head is depressed : these are usually due to varicose veins in the at hit 
not in communication with an artery. 

The protrusion of the eyeball due to dilatation of the accessory sinuses of the nose is. 
as a rule, less an exophthalmos than a displacement of the eyeball downwards and out- 
wards. A frontal sinus dilatation causes a displacement a little forward and much 
downwards and outwards. Kthmoidal and sphenoidal dilatation cause more proptosis 
than lateral displacement. With dilatation of the frontal sinus there may be some 
thickening and fullness of the supra-orbital rid«*o associated with pain and tenderness 
over the eyebrow: with dilatation of the ethmoidal cells there is usually a definite 
swelling to be felt at the inner side of the orbit, which is compressible though not dis- 
tinctly fluid: dilatation of the sphenoidal sinus is sometimes accompanied by neuritis 
or atrophy of the 1 optic nerve: in all cases of proptosis due to sinus trouble of any 
duration there is ev idence in the nose of inflammation of these cav ities, the usual symptom 
beinj* the existence of polypi or of definite swellings in the region of the infundibulum. 

. 1 iinncth of the superior nia. villa causes a displacement of the eye upwards. 

Suppuration in the nia.rillarif antrum ver v rarely causes proptosis or displacement oi 
the eye. Herbert L. Eason. 

EXPECTORATION. (Sec II.kmiii'tvms. |>. .‘(.IK : and Sin ta. p. ?K H.) 

EXTENSOR PLANTAR REFLEX. ( See HaiuNskis Sh.x, p. 87.) 

EYE, ACUTE INFLAMMATION OF </ 'igs. *2‘J8 Acute inflammation of the 

eye may be due to three main types of disease, conjunctivitis . iritis, and glaucoma . The 
character of the inflammation varies with the type of the disease, but certain symptoms, 
such as pain . photophobia (intolerance of liidit ). and hu hio/niation , are common to all inflam- 
matory conditions, and are therefore by themselves of little value in differential diagnosis. 

Conjunctivitis. In conjunctivitis the conjunctival vessels are dilated, bright red, 
and injected ; they are freely movable over the subjacent sclerotic, and t he* injection is 
most evident in the equatorial region of the ball of the eye, the eircumcorneal portion ol 
the conjunctiva. owin*: to its firmer attachment to the sclerotic in this region, beimr 
relatively paler. The cornea is usually clear and polished, unless there are eorneal ulcers : 
1 he anterior chamber and iris are normal in appearance, the pupil is black, and the iris 
active. Purulent material collects at the inner anidc of the palpebral aperture and on the 
edyc of the lids, especially after sleep ; there is often a feeling of <;rittincss as of sand or 
dust in the eye. owin^ to (edema of the inner surface* of tin lids and enlargement of the 
lymphoid follicles in them. 

In the ordinary infectious or catarrhal ophthalmia (‘pink eye*) the inner conjunctival 
surface of the lids is velvety and swollen, but there is little or no (edema of the conjunctiva 
covering the eyeball. In ** onorrhwal conjunctivitis by contrast, a brawny (edema of the 
lids and intense' swelling and (edema of the conjunctiva, which is raised all round the 
corneosclcrot ic margin {chctnosis). is a prominent symptom. In the earlier stages of the in- 
fection the discharge is yellow, serous, and blood-stained, but it rapidly becomes purulent 
and extremely profuse. The cornea, ulcerates as a rule, its substance apparently melting 
away in a characteristic manner. (>nnorrh<ral ophthalmia of the newborn (ophthalmia 
neonatorum) exhibits similar symptoms, early and destructive ulceration of the cornea 
and subsequent blindness beine one of its most serious complications. In follicular con- 
junctivitis the conjunctiva, especially of the lower lids, is studded with small raised 
lymphoid follicles, which look transparent and <»elatinous. In trachoma the conjunctiva 
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colour — it blue iris becoming greenish. an,l the line detail of Ihe iris structure is blurred 
•uid ohliterated. In the later stages adhesions are apt to occur between the ins and the 
lens at the point of their immediate contact, the edge of the pupil: m the constricted 
state of the pupil these may not he seen, but on dilatation with atropine these adhesions 
or posterior sipiecliia- prevent the enlargement of the pupil at certain points, and it there- 
fore becomes irregular in shape : small masses of iris pigment may also be seen on he 
anterior surface of the lens where the mydriatic may have broken down some ol he 
weaker adhesions. Lymph may bo exuded into the pupillary aperture, where it will be 
recognized as a filmy grey membrane completely or partieally blocking the I>»|>d. 

Glaucoma. Inflammatory glaucoma is an acute disease ol the Intel \e.us o i< . 
attack ine women more frequently than men. hypcrmetropcs rather than myopes, and 
especially those who use their eyes for close work to a considerable extent. It comes on 
in bouts', often precipitated by ocular strain or indiscretions of diet or regimen. It may 
affect one eve onlv at first, but later both eyes are usually attacked. 

\t first the chief complaint is of attacks of temporary obscuration ol vision, the 
appearance of halos or rainbows round lights, and unusually rapid increase of presbyopia, 
or failure of accommodation for near vision. During a mild attack there is often a Iccling 
of tension in the eyes and a dull frontal headache in addition to the loss ol vision. In 
severe attacks the pain is violent, radiating from the eye to the head, the ears, and the 



Mi. mill is associated with sickness, the latter symptom often causing the condition lo 
. list akcii for migraine or sick headache. Ihe lids may be 'edematous and tilt <<»n- 
wtiva injected. The cornea is hazy and ana-sthetie. the anterior chamber is shallow, 
the iris discoloured, and the pupil dilated and fixed. The eye is hard to the touch and 
very tender. Vision fails rapidly, diminishing in a few hours from normal to the bare 
perception of light. In the acute stages the optic disc is not visible owing to the opacity 
of the cornea, aqueous, and vitreous; lint ultimately, when the media clear, the optic 
disc will he seen to be white and excavated (Fift- 4--H, p. 5g(»). 

Subacute or simple glaucoma, but for its slower course and the absence of severe 
attacks, resembles acute glaucoma. The first evidence of failing vision in chronic "laiicoma 
is. as a rule, the presence of elongated enlargements of the normal blind spot : these 
blind areas bend over towards and sometimes surround the centre of the held of vision, 
formin'; paracentral or annular scotomata ; in the later stages the nasal held ol vision 
is nearly always extensively restricted, while the temporal held is unaffected : in some 
eases of chronic glaucoma there is a pronounced concentric limitation of the field of 
vision. 

The importance of discriminating between iritis and glaucoma cannot be over-empha- 
sized : the use of atropine or some similar mydriatic is the sine (jnn non of the treatment 
of iritis, whilst in glaucoma it is disastrous. 
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The points which serve In differentiate these three conditions from one another are 
summarized in tabular form below : 

A Si m:\iahy or Tin; Points or Distinction iji:i vvki:n C on.ii nctjvjtis, 

I IM l'IS. AM) (iLAI'COMA. 



1 '< »\.l | \< TI \ I I I - 

li-.nis 

(JUn'OMA 

( 'on jn ui lira . . 

Conjunctival vessels 

bright red and in- 
j <• c ted; movable 
over subjacent scler- 
otic : inject ion most 
marked away from 
eorneo-selerot ie mar- 
gin ; colour fades on 
pressure 

Ciliary vessels in- 

jected. deep-red or 
hiuisli-rcd ; m o s t 

marked at eorneo- 
selerot ie m a r g i n ; 
colour does not fade 
on pressure 

Both conjunctival 

and ciliary vessels 
injected 

( omen 

Clear, sensitive 

Clear, sensitive 

Steamy, hazy, insen- 
sitive 

. interior ctuuntni 

Clear : normal dept li 

Aqueous turbid: 
anterior chamber 

slightly shallow 

Very shallow 

Iris 

Normal colour 

Injected, swollen, ad- 
herent to lens, and 
muddy coloured 

Injected 

Ibi/til 

Black, active 

Max be filled with 
Ivmph, small, fixed 

Dilated, fixed, rather 
green 

Intra-ovular tension 

Normal 

Normal 

Raised 


Herbert L. bason. 

EYE, PAIN IN. (See 1 ’\in in mi; Kyi;, p. 5 Mi.) 

EYES, BLACK SPECKS BEFORE. (See Bl.UK SlT.l KS 111 .1 'Oil 1 Ill 1 . EviS, p. 92.) 

FACE, SWELLING ON. (*<•<• Sht.i.i.iv. on nn; Ka<i.. p. 82 L> 

FACE, ULCERATION OF. (Sec l ' l.i I RATION ol Till. Fact:. p. K!H.) 

FACIAL PARALYSIS. Paralysis. Kauai , p. 002.) 

FACIES, ABNORMALITIES OF. Hie study of the face in health and disease, 
while it cannot replace careful systematic examination of the body as a whole, may in 
many eases direct the experienced observer's attention to the most likely held in which 
to find data for his diagnosis. Observation and experience alone can teach the student 
to detect all that is to be learned from the patient's facies. Photographs and drawings 
can only illustrate the coarse and obvious defects which are present when the face is at rest 
or when some particular movement is being sustained. The more subtle abnormalities 
of expression, the play of the (‘motions, and the response of the features to intelligence, 
an- often too fleeting and too mobile to allow of reproduction on paper, and sometimes 
so intangible as to defy any effort to describe them. Even if the pen ol a skilled artist 
could succeed in portraying the passive vacant aspect of a chronic alcoholic, it must neces- 
sarily fail to depict the traitorous tremor which hovers about the corners of his mouth 
when he opens it to proclaim his temperance. The shitty eyes of the drug-taker, the 
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fatuous placidity of the patient with advanced insular selcreesis, the anxious look horn 
of abdominal disease*, tlu* explosive suddenness with which the victim of double hemiplegia 
hursts into laughter or tears, are only a few of the many familiar 
and striking lessons of tlu* fare which must he seen in real life if 
they are to be learned and utilized. On tlu* other hand, there* 
are facies tlu* description and illustration of which may serve to 
impress their more important features on tlu* minds of those to 
whom they are not familiar. 

( retinoid Farit's. Compared with the ge neral stunted growth 
of the rest of the body the head is relatively lar<je. The lace is 
broad, and remarkable* for thick eyelids, broad Mat nose*, thick 
lips, and lari»e coarse* ears. The mouth is usually open anel c\- 
prcssionle'ss, tlu* tongue may be more or less constantly pro- 
truded. and the chin is poorly developed (sen* I)\\ wti is\i. p. 202). 
The hair is scanty and brittle, the skin eeiarse, elry . and often 
almost yellow. ( Onlirmation of t he diagnosis may be soimht in 
the* dwarfed size of the child, tlu* pendulous 'froo-belly ' ( Fig. 20N ). 
and tlu* thick pads of subcutaneous tissue especially treepjent 
above tlu* clavicles. The* lack of mental <le\ elopment . the* slow 
pulse, and subnormal temperature complete the clinical picture. 

MU Atrdrnnitons Facie s. Tlu* 

tlJ ’show the Mroi-LiJtiy 1 * 1 . 11, l ° dulled intelligence of the patient is be- 
trayed by tlu* apathe tic physiognomy 
(se*e* Fill. 08. p. 50). Fill. 00 shows tlu* same* patient previous 
to the attack, 'flu* skin of tlu* my xeede matous face is coarse, 
dry. and sallow. occasionally with a Mushed area over each 
cheek (see Fin. 001, p.500). The pullincss ot tlu* eyelids may 
surest nephritis {Fig. 002, ]>. 507). but the subcutaneous 
tissue is everywhere* of iirm consistence*, and podtiy rather 
than adematous. 'Flu* nose is broade*ne*d. the ears thickened, 
and the lips so much swollen that more* than tlu* usual amount 
e>f mucous membrane is e*xpe>se*d. The hair is scanty. rece d- 
ing fre»m the* fore head, anel the* e*ve*bre>ws are poorly marked. 

Similar conditions e>f hair anel skin, toge ther with brittle*. ... 1 " r V. i 

striate*d nails, are* found e*lsewlu*re. Masse s eif fatty tissue*. * i *i •• ■ • 1 Im *‘* 

like the>se* described in cretins, may be* found se*atte*re*d ahead ! ’ ' ! 

tlu* neck and trunk. The* sle>w speech. the* expressionless face*, and tlu* ge ne ral attitude* 
e)f the patient may suggest paralysis a^itans. but the* diagnosis may be* made by pay ing 
attention to the* feature’s just mentioned, by observing the* slow pulse* and subnormal 

temperature, and by watching 
t he <u»e>d e* fleets of careful t hyroid 
treatment. In ely spit uit arism 
{ Fig. 200 ). the* eyelids and nose, 
in contrast to myxeedema. are* 
unaffe cted . and show no undue* 
fat ne ss. 

< nngen iftd Sff/thif if it Facies. 
Tlu* \ictims of e*< uu>e*iiital 
syphilis, after ten eu* twelve* 
ye*ars of a<je*. may present a 
facie*s which is eharaet e rist ie an 
ovc'rhanjjin^ forehead, perhaps 
_ . _ frontal bosse s, a depressed nasal 

Fill. " l‘i, i syphilis rto.ltt. Ka.-h~ ..f ul Ill'iflflC (Fig. - H'|. striiltol SCi.ls 

how it if.' fircuniiuiir ti ir*‘h« ■; 1 1 1 ;imi s yi •iiiii'-. >iiou i nc noO'in"! t <•*■( ft : ■ 1 1 • I raeiiat in< r from tlu* e*eu’iu*rs and 

«*pn*s«r*d Miisnl IuHlo-. (70/ hr. ‘■on- > ot the mouth. </*'// hr. ^ 

itnd/i shnt.) s. t. a. Wiisnn.) ntheT parts ot the* lips {rig. 2fl), 

wit h a sallow. earthy complexion. 
Closer obs(*rvation of the eyes and teeth rnav detect the e*paeities e>f e>lel keratitis anel the 






lowifif.' prominent to 
1‘prossfd niisnl hridir 
'I'lul/t Short.) 


II. l'uoh - of rom/onit h! 
io« IML*' Hot clioi i t <•«■( fi : 1 1 1 d 
> ot t Ilf mouth. ( I'.ii hr. 
M i /.son . i 




Fig. - 17 . — Exophthalmic goitre. 
\'n, f Dr. S. A. J\ . Wilson.) 
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of exophthalmos varies greatly, ami it is selen^is' visible hei'we. n 

one side ami not on the other ‘-e o • ‘ ho ,. v( ,| i(ts . and that the usual harmony 

; <■>■*»« ■»> '-""p*; 


dilatation" occurring only in exceptional eases A moist skin 
and a readiness to flush may often he remarked m tlu lau • 

The Fanes of Farali/sis Allans. In tins disease a <ardm.il 
svm, t n is muscular rigidity. tvhieh affects the skeletal muse.es 
SJlv as well as thus., of the faee. The ocular niusc.es. 
r,owever. eseape. It is due to this faet that. ^ ; 
a whole is expressionless, ‘starchy or -masked <#■*'. - w >; ( " 

eves appear t!» move with natural or even abnormal rapiditv 
for instanee . they will turn in the direetion to which the , -at a nt 

desires to look, before the head has assumed a corresponding 
position. Frequently the faee has a star mu expression, the 
cvelids being constantly retracted by the tonic spasm of the 
orl.ieu lares palpebrarum. An absene.- <d normal winkmu 
has been noted and ascribed to the same cause. In contrast 
with the slow development of facial expression under the 
influence 1 of emotion, there is sometimes marked want 
control over the fully developed emotional movement, and 
the patient complains that the exuberance of his laughter ot 
tears is entirely out of proportion to his feelings ol merrimen 

The facies of paralysis agitans is often simulated c\actl\ 
bv patients who are suffering or have suffered from an 
attack of encephalitis lethargiea. This Parkinsonian syn- 
drome. which includes the facies, stance, and gad of paralysis 
agitans. may develop rapidly during the acute stage of be 



its appearance weeks. months, or years after the acute phase 
of the disease has subsided, and may progress slowly so 
that the patient becomes gradually more and more disabled. 
Ill all eases, Iherefore. in which the syndrome is present if is 
important to elicit from the patient an exact history of flu- 
onset of Ids symptoms, and especially to inquire whether 
they coincided with or followed some transient illness which 
may have been wrongly anil lightly diagnosed as influenza . 
The post-encephalitic Parkinsonian syndrome may often be 
distinguished from that of paralysis agitans by the presence 
of disturbances in pupillary and other reflexes. 

Tabetic Facies. In a considerable percentage of eases of 
locomotor ataxv the appearance of the faee is siillicicntly 
striking, to a close observer, to afford a clue to diagnosis. 
The small size or the inequality of the pupils may first attract 
attention. The slight drooping of the upper eyelids, com- 
bined with some wrinkling of the forehead [Fiji. -H*). due 
o. ... n. ........... to a compensating effort on the part of the frontalis muscle, 

gives a sad expression. This drooping of the eyelid, which may be termed pseudo-ptosis 
or hvpotonie ptosis, is not due to any paresis of the levator palpcbra- super, or, s. as may 
be si, own by the raising of the lid when the patient is looking up. It really depends on 




/•V/. ‘Jll*.- Tabetic facies. The 
photograph si tows tin- partial bi- 
lateral ptosis and the wrinkling of 
the forehead, which contribute to 
the expression ot sadness. {Htj 1 >t. 
\ A. K. Wilson.) 
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the fact 1 L;i t this muscle, like most of the* muscles ol' the body, is in a condition of 
hypotonia. This allows the action of gravity to assert its influence, with the result that the 
lid hanjjrs like a hall-raised curtain in front of the eyeball. In other respects the face may 
be normal, but the majority of tabetics have a sallow complexion and very little subcu- 
taneous fat, two facts which contribute to 
t heir generally unhealthy aspect. The writer 
believes that many victims of this disease 
exhibit a deficiency of the emotional reflex 
mov ements of the facial muscles. I hiring 
conversation the play of the features in 
response to the subject of their talk is not 
so noticeable as that of healthy individuals. 

Farirs of Acrunicgit ! // . In the course of 
aeroiueiialv changes in appearance frequently 
take place to such a decree that the patient 
becomes unrecognizable bv friends who have 
known him only before the onset of his 
disease. 'These an* the result of abnormal 
growth on the part of the bony and subcu- 
taneous tissues in manv parts of the body, 
and especially in the skull and extremities. 

The characteristic facies is brought about by 
osseous hyperplasia of the frontal ridges, the 
mastoid, zv^omatie. malar, and nasal pro- 
cesses, while the lower jaw is usually enlarged 
in ail directions. 'The prominent, arched 
brows, with retreat inn and wrinkled forehead, t he massive nose, the loan, thick upper 
lip. and the heavy chin (Fit*. -.*>!)) form the most conspicuous features. 'The lower set 
of teeth may project some distance in front of the upper, and they arc unduly wide apart. 
The tongue may be s< * enlarged as to keep the mouth open and 1 1 » display manv fissures 
and indentations as the result nf its pressure against the teeth. 'The increased weight 
of the lower part of the face tends to make the head lean forward and perhaps ultimately 
to rest upon the sternum. In some cases the lower jaw is not affected, and the face iiuiv 
be described as abnormally square (hf/tc currvc). 

Facies of Moni*olnm ltlunij. 'This facies is so characteristic that the diagnosis may 
often be made at s i o h t (Fin. *J.*il). 'The head is brachv cephalic : tin' palpebral fissures 




slant obliquely inwards and downwards towards a broad flat nose, rendered even broader 
by the presence of epicantlms : the eyelids show' si«jns of chronic blepharitis : the tars are 
larjjje and pitcher-shaped ; the lips arc fissured and often left open to allow a coarse tongue 
to protrude (Fi<*s. ; the forehead is downy, and the hair of the scalp scanty, wiry, 
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and frequently mouse-coloured ; tlu* complexion is llorid and mottled. The almond- 
shaped eyes, the presence of epieanthus, tlu* llorid complexion. and the absence of fatty 
masses serve to distinguish the Mongolian from the cretinoid idiot (Figs. 25 t, 255); in 
case of doubt the benefit or otherwise of thyroid treatment may clinch the diagnosis. 



Fig. 254. — Mai r cri'tin, >4 h»\\ intr r!i.»r:i< - /'/</. 2. >5. '1 Ik f.n <- :unl U • i • i «*l th* -.hik 

tcri^tic fiu'ii’:-. Nolr tli<‘ tliirk mw. li{ ‘ tin '-•■m in J ‘t* * ; : 1 « \nt< 1 1 1 # ■ - 1 n t r-« ■ t > « ■ - - nn i 

irajiiiiL' mouth, li«*sivy luill-Wont-il cm >, sijuat « o,ii-< m -.-. nt tic hut . 

neck, ami fat chin. 


Fades of Familial Lenticular Degeneration. The characteristic facies of this disease is 
only seen in advanced cases, and may be described as one of fixed (‘motion. The slightest 
attempt to cn^a^c in conversation may evoke an expression of exaggerated mirth (Fig. 
250), which takes a long time to wear off and is quite unlike that seen in other diseases of 
the nervous system, although perhaps related to the spastic smile of double hemiplegia. 

The accompanying photograph also illustrates the tendency 
to fall to one side or the other when in the sitting 
position. 

Fades of Mitral Stenosis. It is often possible to dia- 
gnose* mitral stenosis at sight, on account of the remark- 
able malar flush and dark-red lips contrasting with the 
yellowish pallor of the forehead, peri-oral and perinasal skin 
(Fit*. 7N. p. lit)). If one coxers the malar regions and the 
lips the face looks sallow, but the malar flush and the dark- 
rial lips give a look almost of plethora. Some normal 
individuals have a similar distribution of facial colour, but 
in mitral stenosis cases the facies is characteristic. 

Fades of S/ilenonagalic Poh/iifthani ia ( Fri/thra mia ). 
The (adoration is the chief feature of the facies in this 
malady, presenting a characteristic appearance which may 
be described as a combination of \x eat hcr-bcatciiness. 
plethora, and cyanosis (Fig. 515. p. I>52). The diagnosis 
depends on discovering pronounced pojyevthaunia. generally with a moderately enlarged 
firm spleen. 



Fig. 25c. -Fames of familial lontinilur 
ilomimrution. 


Fades of ( irrhosis of the Liver. There is nothing characteristic of the facies when 
cirrhosis of the liver is in an early stage ; nor can one diagnose the existence of cirrhosis 
with certainty even when the facies is that of chronic alcoholism, with its telangiectases 
over the checks, coarsening of the tissues generally, but especially on and round the nose 
and mouth, with purplish reddening in general a familiar picture ; but in the later stages 
of cirrhosis the sallow, dull, diffusely pigmented facies is often very characteristic, though 
the actual peculiarities may lx* defined with difficulty in words. 

Fades of Pernicious Anaonia. The facies in pernicious aniemia may be absolutely 
characteristic in the later stages. There is no emaciation, but the colour is remarkable. 
Often described as lemon-vcllow, it is more often a pale primrose-yellow, with a peculiar 
delicacy in the yellowish tint that is unmistakable when it is fully developed. 
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Facies of Acute Xcphritis. The generally swollen look, the partial closing-up of the 
eyes hv (edema, and the half-bloated look of aente nephritis with generalized (edema are 
characteristic ; simulated only by the effects of insect bites or of angioneurotic (edema. 

Facies of Fohjtuifositis or of Polyderwatomyositis. In this rare malady the symptoms 
affect many other parts besides the face : it is apparently a subacute streptococcal disease 
in which it is more or less accidental whether the skin, the muscles, the mucous membranes, 
the nerves, the subcutaneous tissues, tin* bones, or the serous membranes are most affected. 
There arc many types, therefore polymyositis, polydermatomyositis, polydermato-neuro- 
myositis, polydermato-mueoso-myositis, polydermato-neuro-mucoso-myositis, polydermato- 
ossco-neuro-mucoso-mvosit is, polydormato-ncuro-ossco-mucoso-scro-myositis ; all have 
prolonged pyrexia, and mav be fatal ; in a characteristic case the symptoms may simulate 
trichinosis, and the pat ient s face may present for continuous weeks an appearance which 
may be described as a combination of 
chronic erysipelas plus acute nephritis 
{Fig. 559, p. 702). 

Facies of Acaathosis Xigricans. 

The chief characteristic of this disease 
is the extreme pigmentation which 
develops in various parts of the body, 
but particularly on the neck or face, 
or both : the degree may he described 
as. more or less, what would result if 
a collier's hands were stroked over 
the parts affected, producing massive 
darkening, almost blackening, in the 
areas affected ( Fig. 257). The most 
remarkable feature of the affection is 
that it nearlv always indicates abdo- 
minal carcinoma, especially carcinoma 
of the stomach : and yet the* patient 
may present himself for treatment 
on account of the pigmentation only, 
without any suggestion at the time 
that there is a carcinoma anywhere. 

It is probably an extreme degree, 
in special eases, of the liability to 
diffuse pigmentation of the skin that 
malignant disease in general tends to 
produce. 

Facies of Addison's Disease. 

Lenerali/.ed darkening of the skin of 
the face may be the first tiling to 
attract attention in a case of Addison's 
disease, but the distinctive* character 
of the pigmentation is that it occurs in the mucous membranes within the mouth (Figs, 

590-502, p. till ) as well as on the fact*. 

Facies of Argyria. This condition is rare nowadays, though it was not uncommon 
when tabes dorsalis was treated with silver nitrate given orally. It may still be met with 
amongst workers in silver, and once seen it cannot be mistaken. The coloration is even 

and uniform, not patchy as in Addison's disease or acanthosis nigricans ; it gives a semi- 

negro appearance, and it is a subcutaneous rather than a dermal pigmentation. It is rare 
but unmistakable. 

Facies of (\qanosis. -See Cyanosis, p. 195. F. Farquhar Buzzard, 

FAECES, BLOOD IN. (See Blood »*i:k Am m. p. 99 ; and Mkl.v.na, p. 481.) 
FAECES, FAT IN. (See Fatty Stools, p. 299.) 

FvECES, INCONTINENCE OF. (See Ixcontim-nc f of F.eces, p. .393.) 
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FACES, MUCUS IN. - (Set- Mm s in tmk Stools. p. 195.) 

FACES PASSED PER URETHRAM. Fu'Cps or f:rcal fluid arc only passed per 

urethrani when the bladder is in fistulous eoimnunieation with some part of the bowel, or 
with some fjrculent abscess cavity infected with the Bacillus cnli communis. Pniu m v- 
TruiA (p. (M-(i) is liable to occur at the same time. 'Flu* chief causes arc as follows : 

C ancer of the bladder opening into t he rectum or into some loop of bowel whieh has become 
adherent to tin* bladder. 

opening into the bladder either directly or through the 
medium of an intervening abscess 

Cancer of the uterus opening both into the bladder and into the rectum 

Proctitis and periproctitis h ading to the formation of an abscess whieh opens into the bladder 
Prostatitis and prostatic abscess opening into the rectum 

Uectovesical fistula fiom injury and sloughing, particularly after childbirth 
Caseous tuberculous disease opening both into the bladder and the rectum 
Appendicular abscess opening into the bladder 

An abscess resulting from acute diverticulitis ('Felling's disease) opening into the bladder 
Pelvic actinomycosis. 

The passage of ficees in the urine may be simulated by some eases of very betid cystitis 
when the bladder has been infected by the Bacillus coli communis. 

If the symptom is due to cancer, it matters little whieh \ isous is the primary site by 
the time the growth has invoked both bladder and bowel. The diagnosis resolves itself, 
therefore, into one between malignant conditions on the one band and mm-malignant on 
the other. If malignant disease 1 is not obvious, it will nearly always be advisable to resort 
to surgical measures in the hope of curing the primary condition rectal, appendicular, 
prostatie. or otherwise. Tin* commonest causes other than malignant are local sloughing 
of the parts alter labour, and Feculent appendicular abscess opening into the bladder. 
The diagnosis will be suggested by the history and continued by local examination or 
exploration. //, rhert French. 

F^CES, PUS IN. (Sec Pi s in nil. Stoois. |>. <>K0.) 

FASCES, SAND IN. (Sec S \ N I > . IntinTinw. 7 11.) 

FACES, WORMS IN. (See PAIMsmis. IviKsTINAI. j>. 

FAINTING. The term ’fainting' permits of no concise definition, though what it 
implies is fairly clear : it includes mild and transient conditions such as ’coming over faint ' 
without actual loss of consciousness, or an ‘attack of faintness' ; hut usually it implies 
that there has been partial or complete loss of consciousness as well, the patient having 
fainted right of! : yet when the faint has been thus complete it is diilicult to sav some- 
times where one would cease to use the term * fainting' and substitute Com v (p. 1 ) instead, 

't hru landings recur without obvious cause the general bar in the lay mind is that there 
-I be serious heart disease, and it is to impure about this that the patient often consults 
ne doctor. Seldom, however, air fundings caused by actual heart disease; far more often 
they are due to vasomotor or neuroeardiae conditions, toxic, reflex, or the result of 
primary’ instability: if a relatively young person faints several times in a year, it is practic- 
ally certain that the heart itself is sound though the vasomotor nervous system is unstable ; 
apart from eases of heart-block, organic heart fainting occurs once only the fatal syncope. 

Fainting attacks may result from many different conditions, of which the following 
are some : 

Emotion : 

Sadden fright 
Noise 

Fnexpcctcd joy 
Sadden grief 
Horrible spectacle 

Exhaustion : — 

Physical over- fatigue 
Starvation 

Convalescence from 1 II- 


liMallisome smell 
l nkind words 
The sigh! of deal h 
Sudden shock 


Chronic illness, such as 
phthisis or cancer 
Prolonged standing 


First attendance at an 
opera! ion 

First attendance in the 
post-mortem room. 


Fong hours of work 
back of sleep. 


Cancer of the rectum 
Cancer of the sigmoid colon 
C ancer of t lit* ca'cinn 


ness 
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Heat: < >ve lheate-d looms. 

Cold. 

Bad Ventilation: Cluireh, theatre-, coiH'crl-roimi, lead mr-moiii. 


Injury : 

Severe general injury, 
as in train or motor 
smash 


Blow ove-r the* solar ple xus 
Blow over tla* internal semi- 
lunar ea rt ila^e of 1 lie knee 


Severe Blood Loss : 


I . Wit It e\t ernal 
I la mat emesis 

I la-mnpt v sis 

Bonn el ha-morrhaec 

II: emat uria 

J. With internal 


l>le-cdin<» : 

Menorrhagia 

Met rorrhajaia 

Placenta pr.ayia 

Post - part u m h:emorrhaL r e 

hleeilino only : 


Ibiodciial ulcer Internal bleeding after 

Buptureal (‘(‘topic tfesta- operation 

1 1 < > 1 1 Beak in jj thoracic aneurysm 


('out us(*d testicle 
Head contusions 
Severe* cuts. 


I*' rum cut alters 
l’rom ruptured varicose- 
vein 

Kpist axis. 


Leaking abdominal aneu- 
rysm 

Buptured live r or spleen. 


Pain: Whatever the cause 
Biliarv colic 
Belial rulic 
I .abour 


hut particularly perhaps the 
frantic earache 
frantic toothache 
Angina pectoris 


pain of : 

( rises ed tabes dorsalis 
After injuries and fractures 
Tic douloureux 


Sudden Visceral Lesions 

Perforated cast t ie ulcer 
Pc i lo ra t ed dilodeuial 

ulcer 

Buptun-d ectopic jjes- 
t at i« Mi 

SI ranirulatcd he rnia 


other than those associated 
Acute intestinal obstruction 
l»v a hand 
Pulmi marv ciubi disiu 
\ eii t e pneumothorax 
Interior vena cava throm- 
bosis 


wit h bleeding : 

Me s cut ( l ie t hromhosis 
Mesenteric artery cmholism 
1 >isscet inti aneurysm 
Acute h a • i n o rr 1 1 a c i c pancrea- 
titis 

Buptured aortic valve. 


Ascents to Heights: Momd aitieerinu : \e-r« iplauiii". 

Descents to Depths: ( oal-pits ; Mines ; ( aisson Work : I >eep-se a divinu. 


Ana-mia Not Due to Direct Blood Loss : 


( hlorosis 

Pernicious ana-mia 
Splcriomedullarv leuk 
anna 

I rnpliat ie leuka inia 

Various Conditions: - 

Vddison's disease 

Precnam v : e-spcciallv 
at the < j u i e k e m r i c 

I I v st cria 

Meniere s disease 
1 ,abv l int hine sclerosis 

Cases : 

C dal -cas 

Products ed' incomplete 
com I Mist ion : ijas-f ires, 
motor-car exhaust 
cases, coke ovens 

Sewer c;is 

Drugs : 

Amyl nitrite 
Trinit r in 
Sodium nitrite 
1 )icitalis 

Other Causes: 

l-'lat ulenee 
Indijje-st ie mi 
( dust ipat ion 


Splenic ana-mia 
I . v m p h a d c n o m a 
Aplastic ana-mia 
Malaria 

Tropical ana-mia 


( e-rehral t nine »ur 
Cerebral abscess 
( icneral paralvsis of the 
insane 

Cerebral ha-morrbaixe 


Bad drains 
Petrol fumes 
Carbon monoxide 
Marsh jLjas 

Sulphured ted hydrogen 
Phosphurct ted hydrogen 


Coal-tar products such as 
ace* t anilide*, phena/.one , 
pile nae-ed in , py ramie Ion 


Collars or nea-k -gear that are* 
too tiirht 


I .ardaee-e Mis disease 
Ankylostomiasis 
Bilharzioxis 
Worms. 


Cerebral embolism 
( ere-bral t hrombeisis 
Kpilepsy : fruste. petit mal, 
Lfranel mal 
J le art -block. 


Arseni met teal hydrogen 
Se le niuret teel hydrogen 
Carbon bisulphide 
Naphtha fumes 
Be-n/.ine 

Other trade fumes. 


Ana-st he t ie- fume s, e spe c i- 
ally chloroform, ethe*r, 
nitrous oxide*. 


Simple faints wit bout appar- 
e*nt cause. 
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There is no need to discuss ;tl) the above in separate detail, (or with most of them the 
diagnosis will either he obvious at onee, or else the fainting will Ik- ass, .e, ale, I with pain, 
hleedin-r. ana-mia. or some other symptom which will he more helpful as a clue than 
is the faint ino. The chief dillieulty arises when the history does not at once gixe one 
some idea as to the nature of the attack, or when there is not muc h ... the way o 
collateral symptoms to assist one. the- fainting or taint, ays hem- the eluet Icutmc ot 
the ease. When the patient is young the mam doubts that are hkelx to ansc aic 
expressed by the questions : 

Is mv patient's heart really sound? ...... 

Are these attaeks really simple faints, or is my patient an incipient epileptic . 

When the patient is older, the queries may he : . 

Are the attacks due to mvocardial changes, heart-block, or arteriosclerosis 

Has mv patient had a slight stroke, called a fainting attack by way ol euphemism 
One can onlv answer the doubts sometimes by doing everything one can to exclude 
organic disease bv thorough examination of all the systems, and then de pe nding upon one s 
clinical judgement. If the huntings have been seen l.y oneself one can come to a con- 
clusion more easily than if one has to rely upon the description ol them h> other-.. It 
is generally more easy to answer the query about the heart in a young sulqce. than , - 

i„ an older person : fainting is very seldom due to organic- heart lesion in the young it 
is a vasomotor phenomenon, due- to misbehaviour of the sympathetic- nervous system 
and not of the heart structure. Cases of valvular heart disease- may Ininl. but the 
are no more dangerous in them than they are in organically sound pe rsons \\ I, 
people this is not so true : huntings occurring tor the first tunc- m the latte, halt <> 
are less likelv to lie unimportant than they arc- in the young : but even the old max taint 
from vasomotor causes that are not of great importance. One should investigate the st.i c 
of the tic-art. however, with particular cure, measuring the blood-pressure, detenu, mug 
the exact size of the lie-art bv X-ray examination, and using the electrocardiograph a 
latter is almost essential in detec-ting heart-block (Fifis. 101. 1<« .104 pp. I0H. • »- a 
condition which may first indicate its presence by producing attacks ol tainting xxitlmut 
the full-fledged epileptiform phenomena of Stokes -Adams syndrome. 

The exclusion of epilepsy as the cause of apparently simple taints m the young adu 
m av he- extremely dillieult : if the attaeks are controlled by bromide treatment it does not 
follow that the condition is epileptic : there may. however, he some peculiar circumstance 
about one or more of the attaeks I, Ring of the tongue, for example, or a peculiar gioanmg 
in the attack to raise one s doubts to greater certainty : or. alter tin- huntings have 
recurred for years, a definite epileptic convulsion ol grand-mal type max establish 
diagnosis so that, looking hack at the story, one sees that the recurrent huntings have been 
epileptic- from the start. The great majority of huntings m the young, however, are ..the,- 
wise than epileptic. 

Distinct ion between a slight stroke ami a simple 

, nt ; if there is any asymmetry as regards 
i lenomena, known not to have existed previously, . 

I he blood-pressure is raised, the arteries thickened, the family history as regards strokes 
had. the same applies: but if there is no positive guide the tendency will he to diagnose a 
fainting, though perhaps with a shrewd suspicion that this faint was really a slim 

Both cerebral tumour and cerebral abscess may he latent over long periods, and occasion- 
a ]|v the onlv evidence they give takes the form of transient lapse s ot consciousness that 
simulate simple huntings: the ophthalmoscope should he used: il then- is optic neuritis, 
the- diagnosis of something more than simple lain tings becomes inevitable: it no optic- 
neuritises yet present, the true nature* of the ease may become clear only with the develop- 
ments that time brings. . . ... 

Duodenal nicer eases merit special mention, for d is not uncommon lor the first 
symptom to be an attack of unaccountable fainting, ge nerally when the patient is at work : 
there mav he- no abdominal pain whatever, but the ulcer lias tiled internally and the taint- 
ing is due to the acute blood loss. The pallor may lie attributed at the tune to he 
effects of the fainting: tint when it persists, and particularly when there is mcla-na the 
next day or the clay after, the true nature- of the case becomes c lear : the diagnosis may ,c 


faint is often impossible in an elderly 
reflexes, muscle power, <>r sensory 
the argument will favour stroke: il 
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missel, however, if the stools are not examined, lor then- may he no hainatemesis. One 
meets with eases in wliieli there have been two or . veil three such huntings in a fortnight 
before the duodenal ulcer character of the case has been realized. 

Aihlixim'x ilisinsi is diagnosed by the pigmentation of the skin and buccal mucosa 

associated with the low hi l-prcssurc : but recurrent faint ines of alarming severity may 

occur at any stajjr- of the disease, and they may precede tin- development of the character- 
istic pigmental ion. 

Kvcii when. bv a process of exclusion, it seems clour that a patient s huntings arc 1 of 
■ simple ' type, search should he inrnle lor possible causes, either toxic within the patient or 
in the lorni of drills or gist's from without. Women naturally faint more readily tfian 
men, and those with intrinsic instability of the nervous system more readily than those of 
robust nervous t \ pe : if landings begin in one who has hitherto seemed other than of a 
(•lint i no t N ’ pe, some toxin may be* at work ; early phthisis, for example-, or chronic poisoning 
from sept ic tonsils, and such’ t flings should be sought out and cured. Again, there may be 
chronic poisoning as the result of a "as escape in the bedroom, a badly ventilated gas-fire : 
nr the patient may spend much time in his garage with the engine running so that exhaust 
Liases are net tin" into his system : or his work may entail the use of chemicals which 
engender fumes that affect his health : or the patient may be unduly susceptible to some 
dmn which has been taken, such as phenacet in for headaches : often it is impossible to 
dismver anythin" of the kind, but sometimes a successful clue can be found and followed 
up, four of the commonest being slightly leaky gas-pipes, ill-vent ilated gas-lircs. petrol- 
exhaust fumes in garages, and gases from badly ventilated drains. Herbert French. 

FAT IN THE URINE. (See (hvuiua. p. lio.) 

FATTY STOOLS. In order to determine t he total fat and fatty acid in the Frees, 
these may be evaporated with 1 per cent hydrochloric acid in alcohol on the water-bath, 
and dried in the water-oven until of constant weight. A weighed quantity of the dried 
material is then extracted with ether in a Soxhlct apparatus for twenty-four hours; 
the result inn ether extract, after filtering, is placed in a weighed vessel and evaporated 
,,n the water-bath, and finally dried in the water-oven until of constant weight. This 
product includes a certain amount of pigment, water-soluble acids, eholalic acid, cholesterol, 
and <•( »prosterol. 'these may be determined by suitable methods, but. as their weight is 
small, they are usually neglected. 

If the process is repeated without the addition of hydrochloric acid in the first stage, 
the result measures the neutral fat plus free fattv acids without the fatty acids present as 
soaps, so that the difference between the percentages of dried material obtained in the 
two extractions measures the fatty acids present in the faees as soaps. 

Finally, if the second extract is redissolved in ether and alcohol and titrated with 

* alcoholic caustic potash, using phenol phthalcin as indicator, until a pink colour is 
obtained, the titration gives a measure of the free fatty acids present, which can be 
expressed in terms of stearic acid on the basis that 1 c.c. potash represents 0 028 f grin. 

of stearic acid. Subtracting the figure for free fatty acid from that for neutral fat 
plus free fattv acid, the remainder represents neutral fat plus small quantities ot 
other substances, of which liquid parallin would be the most considerable ii it wire 
present . 

A more correct figure for neutral fat would be obtained by adding a known excess of 
\ alcoholic potash after the titration for fatty acid, heating on the water-bath with a reflux 
condenser for fifteen minutes, cooling, and titrating back with acid, to determine the 
amount of potash remaining. Tin* potash used would represent the fat hydrolysed on 
the basis of 1 c.c. N potash 0 281 grin, of stearic acid. In practice, however, when 
1 hen* is no paraflin present, the figure for neutral fat is determined with sufficient accuracy 
for clinical purposes bv the method ol difference indicated above. 

A more rapid and less elaborate procedure for determining these quantities has been 
devised by ( ammidge, which is similar in principle, and gives results sufficiently accurate 
for clinical purposes. This is as follows : I he heccs are lirst dried to a constant weight 
with or without the addition of alcohol, but without addition of acid. 1 ht‘\ ait then 
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ground as finely as possible in a mortar. and two portions ol about ()■.» k rfm - each are 
weighed accurately and each washed into a Schmidt -\\ erner milk tube, the fiist ( A) with 
10 c.e. water, the second (H) with .'{ e.e. strong hydroelilorie acid diluted to 10 e.e. with 
water. The two tubes an* then heated on the water-bath lor fifteen minutes, be ini* occa- 
sionally shaken slightly, or rotated between the palms of t lit* bands, to encourage mixing. 
After cooling, water is added up to the ‘JO e.e. mark and ether up to the .»0 e.e. mark : by 
inverting the tubes many times sufficiently complete extraction is obtained. lire tubes 
are then plaeed in a vertical position until tin* ether Iras separated and cleared by 
sedimentation, which process may be assisted by occasionally rotating tlx tubes between 
the hands. Two small flasks are now dried and weighed : JO e.e. of each tther extract 
is measured out with a pipette, each into a flask, the ether is evaporated, and the flasks 
are dries! in t lie water-oven to a constant weight. The tther remaining in the tubes is 
measured by means of the graduations in the middle part of the tube, and a correction 
made thus: Suppose JO e.e. extract A gave 0 1 "Tin. residue and the ether remainin'; 
in the tube was 7 e.e., then the extract obtained from the weighed amount of faces, say 
01 J7 

0*5 grm.. was — — 0*1 J 17 srnii.. or J7 per cent. 

JO 1 

A ^ives neutral fat plus tree fatty acid. 

H gives neutral fat plus free fatty acid, plus fatty acids present as soaps, which have 
been liberated by heating with the hydroelilorie acid. 

As before, the free fatty acid in A may be titrated with alcoholic potash and the 
neutral fat obtained by difference. 

Some of the fatty material in the faces comes from intestinal secretions ; as regards 
fat in the food, up to a certain point the "renter the amount invested the higher is the 
proportion that is absorbed, until an optimum is reached : abo\c this optimum point, tin* 
proportional absorption of fat is less efficient . Fats with a high melt in"-point are less well 

absorbed than are those with a lower melting-point : and fats which are protected by a 

coating of cellulose or fibrous tissue may to a certain extent escape digestion : so before 
one can draw conclusions as to the significance of fat residues in the stools, one needs t < » 
know not only the total amount, of fat taken in the diet., but also the precise nature of 
the fat taken. Normal adults on an adequate milk diet, sa\ six pints daily, absorb on the 
average fit per cent of the fat in the milk. In infants the fat lost, when the diet is cow’s 

milk, is from 10 to J5 per cent of that in the food. 

However, a good deal of information may be obtained by studying the proportions 
of residual fat in a sample of dry faces, when an ordinary mixed diet is "i\en. The 
normal figures for the adult are : 


Total fat and fatty acid . . 

1.7 to 2.7 

per rent 


Neutral fat 

1 to 2 

unsoaped 

fatty acids 

Free fatty acids 

u to i:j 

10 to 1 

7 per or at 

Fatty acids as soaps . . 

into 17 

per cent 



The fatty acids as soaps and tin* free fatty acids plus neutral fat are in the normal 
about equal, and the free fatty acids are about nine times as much as the neutral fats. 

Failure to absorb a due proportion of the fatty acids obtained from the food may 
be due to : 

Deficiency of Bile. The fat is split, but imperfectly absorbed. The total liuure is 
above normal, the increase in the faces being mainly in the form of soaps. The relative 
proportion of neutral fat is not increased. The faces are typically neutral or alkaline in 
reaction, and contain an obvious excess of soap crystals and no fat globules when 
examined under the microscope. 

Deficiency of Pancreatic Juice. This may be due to carcinoma of the pancreas, to 
chronic pancreatitis, or to obstruction at the ampulla of Yater. There is a failure to split, 
the fat of the food. The figure for total fat is above the normal, and the relative 
proportion of neutral fat is raised to an extent dependent on the degree of pancreatic 
deficiency, 'there is frequently biliary deficiency as well, but this does not prevent the 
proportion of neutral fat from being high. 

Typically the faces are acid, and contain fatty acid crystals and globules of fat. 
I ndigested meat fibres may be seen. The acid reaction is partly due to imperfect 
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( li s t ion of carbohydrate as well. Further information can be obtained by determining 
the diastase in urine or blood. 

Lymphatic Obstruction. This interferes with the absorption of fat after it has been 
split. The total figure is increased, the increase being mainly in soaps, and the proportion 
of neutral fat is not increased. The fa*ees are not acid in reaction. I sually, but not 
always, they contain an obvious excess of soap crystals. One might find, lor example, 
that soap crystals are not conspicuous, but that the heces are bulky, that the latt\ acids 
as soaps arc 111 *5 pe r cent, the free fatty acid plus neut ral fat 1H-1 per cent of the dry 
fa*ees. 

Sprue. This gives results analogous to those of lymphatic obstruction. 

Gastro-colic and Jejuno-colic Fistula. Both tin- total fat and the proportion of 
neutral fat lire increased : the faces are usually acid, and show both fat globules and fatty 
crystals microscopically. 

Congenital Steatorrhcea. The fivvvs contain an obvious excess of fat, which separates 
as oily droplets. The proportion of neutral fat is not remarkably high. ./. II. Hyffd. 

FAVUS. (See Fcnooi s An i:t i ions or thi: Skin. p. 309.) 

FEMORAL SWELLING. (See Swki.um;, Fe.mokai., p. 824,) 

FEVER. ( See IIyi*eri*yri:xi a, p. HIM) : and Pyhkxia. p- <>87. ) 

FINGER, SORE. Digital lesions may be erythematous, papular, vesicular, bullous, 
pustular, squamous, or ulcerative, representing a long list of cutaneous affections. The 
crifthanulous affections which niav attack the lingers are erythema, lupus erythematosus, 
eczema, urticaria, chilblains, and frostbite : the papular, lichen planus and granuloma 
annulare, pityriasis rubra pilaris, angiokeratoma, eczema, and papular syphilidcs : the 
vesicular , scabies, eheiropompholyx (dysidrosis), eczema, dermatitis herpetiformis, chilblains 
the irritation set up by the habitual handling of sugar, or (in washerwomen) by immer- 
sion in water containing soda, or by contact with such vegetable irritants as rims, mustard, 
thapsia, the common orange, eucalyptus leaves, arnica, etc. : the halloas, pemphigus, 
epidermolysis bullosa, dermatitis herpetiformis, scabies, leprosy, and syphilis (chiefly in 
infants) : the pustular , scabies, boils, whitlow, impetigo contagiosa, eczema, and pustular 
syphilidc : the sipunnous. psoriasis, eczema, ichthyosis, lichen planus, syphilis, acanthosis 
nigricans, and verruca nccrogcnica : the ulcerative, bed-sore, chilblains and frostbite. X-ray 
ulcer, dissection wounds, lupus vulgaris, lupus erythematosus, leprosy, chancre and 
syphilitic ulcer, epithelioma, Raynaud's disease, diabetic gangrene, trophic ulcer, and 
scleroderma. 

The diagnosis of these various affections will he found under the names of the primary 
lesions papules, vesicles, etc. and here it is only necessary to particularize bed-sore, 
diabetic gangrene, verruca nccrogenica. dissection wounds, and chancre. lled-sorc on 
the lingers is caused by friction between the knuckles and tile bedclothes as the patient 
raises himself to the sitting position. It begins as erythema, and its significance can hardly 
lie mistaken, though its presence in such a situation may take the nurse by surprise. 
Diabetic prnigrene most frequently attacks the toes or other part of the foot : hut occasion- 
ally it has been observed in the penis, anil in some eases the lingers have been affected. 
Post-mortem wart. or post-mortem pustule, the condition sometimes met with chiefly on 
the knuckles and in the interdigital folds in those who have to handle dead bodies, whether 
of human beings hv mortuary attendants or of the lower animals by butchers and slaugh- 
terers. is a form of tuberculosis, caused by infection with living bacilli from tbe dead 
tissue. It is sometimes met with also in colliers, in whom tbe site of inoculation is 
prohablv an abrasion received in tbe bundling of coal. Tbe pustule, beginning as a Hat 
papule, dries up and forms a scab, which, when it falls off. leaves a surface that is made 
irregular bv overgrowth of papilla-. These grow and become harder, until they form a 
warty mass. The avocation of tbe patient will suggest tbe true nature of tbe lesion. 
Of liisseetiim wounds, consisting of pustules or small abscesses on the site of a puncture 
or scratch, or of lymphangitis and cellulitis, which may he followed by pya-mia. the 
history will supply the diagnosis. In chancre of the linger, usually met with in midwives, 
nurses, ami medh-al men. hut occasionally in others, a favourite situation ot the sore is 
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at the lateral nail-groove, and in many eases the lesion first attracts notice as a persistent 
fissure. If the sore undergoes induration, and there is general enlargement of glands 
with the other well-known secondary symptoms, the diagnosis can no longer he doubtful. 

Dairymaids, milkers, and other farm hands sometimes develop acute or chronic sores 
upon their fingers due to emv-po,v caught from the teats or udders of infected cows, and 
such patients may inoculate others who have no work that is connected directly with cows. 
The appearances are those of persistent boils or whitlows, and the diagnosis may be very 
difficult unless the source can be traced. Two other varieties of whitlow may pass entirely 
without recognition unless bacteriological methods are resorted to, namely, onychia or 
pcrionychiu due to Klchs-Locfllcr bacilli (digital diphtheria), and similar trouble due to 
the Bacillus col i communis. 

Sore lingers due to Raynaud's disease or to frostbite can be diagnosed from collateral 
evidence in individual cases : the deformities produced by scarring after local necrosis 
or superficial gangrene resulting from Raynaud's disease may sometimes be extreme. 
Syringomyelia mav sometimes take the form of recurrent sores on the lingers, or apparent 
whitlows followed bv scarring and deformity (IWorvan's disease*) owing to the patient's 
inability to feed pain or extreme* heat as distinct from simple touch ; the* diagnosis of the 
lesion of the spinal cord may be suggested by the condition of the fingers. in rare cases 
a spontaneous soreness of a linger tip may be the fi rst indication of infective endocarditis , 
the heart lesion being unsuspected until its existence is suggested by a peripheral embolus, 
for instance in a linger. Ernest Dorr. 

FINGERS, CLUBBED. (See* ( m imi:i> Finukus, p. l pj.) 

FINGERS, DEAD. (See* Di.vo Fixe; ruts, p. iio;c) 

FINGERS, NUMBNESS OF. (See Sknsatiow AitNoitM \MTir.s or . p. 7 17.) 

FITS. (See Convulsions, p. ISO.) 
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FLATULENCE. It is important to distinguish between: (1) Gastric flatulence , in 
which wind is eructated : and (*J) Intestinal flatulence, in which it is passed per anum. 

Gastric Flatulence. Before* concluding that e*xe*e\ss of gas is being produced in the 
stomach it is necessary to exclude tin* possibility of air-swu/loiL'ing ( acrofdtagiu , eructatiu 
nervosa). This is common, but is apt to be* interpreted wrongly. It is met with often in 
women about the menopause : it is also by no means infrequent in young men prone* 
to be* ‘neurotic*, or to exhibit signs of neurasthenia or psychasthcnia, though otherwise 
healthy. Eruetatio nervosa is recognized by the* violence* of the* belching and the excessive 
"imt of wind expelled. It comes on in attacks both by day and by night, sometimes 
patient. If a patient can belch ‘to order', one may conclude* with almost 
perfect certainty that he is suffering from this form of neurosis ; 
and by watching him during the* attack one* e*an rce-ognizc that 
he* is gulping down air. 

True gastric flatulence is present to a great e*r e >r le*ss ele*gre*e* in 
many one* might almost say in all feirms e»f gastric disorder. 
For purposes of diagnosis one must distinguish be tween the* e*asc.s 
in which gas is produced by fermentation in stagnating gastrie* 
e*onte*nts, and tlmse* in which ne> such fe*rme*ntal ion is taking plae*e*. 
In the former the* stomach is elilated and vomiting is almost 
certainly pre*se*nt ; if e*xaminatie>n of the gastrie* contents shows 
delay in the*ir transmission, aid the* pre*se*ne*e of sare*ina* (Fig. 258) 
and yeasts, e>ne may diagnose pyloric obstruction, either simple* 
or malignant. In these* eases the eruetations are sometimes 
offensive, re vealing the* existe nce of putrefaction in the* gastric contents, and in rare* 
cases they are inflammable from the* presence of marsh gas. Occasionally eme* me*e*ts 
a ease in which the* breath catches fire if belching occurs whilst a pipe is being lit. 
X-ray examination will confirm the delayed emptying of the stomach. 

Xon-fermenUdive flatulence accompanies most forms e>f functional elise>rele*r of the 
stomach ; but is specially prone to occur in gastric atony. In that case there will be a 
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well-marked splash over the gastric* area, even some hours after a meal, hut without any 
evidence of actual dilatation of the organ, although there may he some gastroptusis. (See 
also 1m)I(;i:sti()n, p. 30a.) In other forms of gastric disorder flatulence is only a minor 
symptom, and of little diagnostic value. 

Flatulence is also not an uncommon symptom in emphysema of the lungs, and in eases 
of cardiac disease , especially when due to degeneration of the heart muscle In elder! v 
persons these conditions should always be looked for. In angina pectoris , also, flatulence 
may he a prominent symptom, hut in that case* the* attacks tend to come oh after exertion, 
and are aeceunpanieel by the characteristic pain of angina. 

Intestinal Flatulence may he* either (ante (se*c Mktkokis.m, p. l-Sh), or chronic 
(intestinal flatulence proper). In the latter c*asc it is often attended by colicky pain 
which is relieved by the passage* of wind. Flatulence is not a feature of ordinarv con- 
stipation: when marked, it is suggestive* of either chronic obstruction or intestinal 
fermentat ion. 

If ( distraction is present, coils of intestine undergoing peristaltic contraction are often 
to be seen, and there* is pronounced constipation, sometimes alternating with diarrhoea. 
A diagnosis e»f the* e xact cause* of the* obstruction may necessitate the* use* of the sigmoido- 
scope. the X rays, or e*ven an exploratory operation. In eases of intestinal fermentation . 
either constipation or eliarrheca may be* present. Micmseopie examination of the* stools 
is ofte n eif he lp in elucidating the* nature* of the* fermentative process, undigestc*d muscle 
fibres (protein fermentat ion or putrefaction) or an excess e starch c *e * 1 1 s (c*arhohvdrate 
fermentation) being se*en. (Se*e Djaimuicka, p. 21 t.) Hubert Hutchison. 

FLUSHING. The* difference 1 be*twe*e*n flushing and blushing is that the* former only 
e>e*ensie>na!ly , the* latter invariably, arises from emotion shyne*ss. shame*, and modesty. 
A flush may begin instantaneously in all the* parts in which it is felt, or. arising in a lower 
re*gion, it may ascend t e * the* head, or, beginning in the* head, it may descend to semic part 
e>f the body, or it may pass both upwards and downwards. The sensation varies in se*verity, 
and may be* actually painful. The* ncrve*-ste>rm generally ends in a cold stage, though this 
may pre*c*e*ele* the* hot stage*. The* cutaneous symptoms may be* accompanied e>r followed 
by nausea, vomiting, fainting, a sense of suffocation, numbness, tremors, tinnitus, giddiness, 
palpitation, paresis. The* physical states and conditions from which flushing arises include 1 
menstruation anel menstrual irregularities, the* climacteric, pregnancy, lactation, chlorosis, 
indigestion ofte*n associated with hypochlorhydria, feeble circulation, general debility ; it 
may also be* an e xpression of emotiem. may be caused by alcoholic indulgence, or may 
me rge* into an e*pile*ptie aura. It is (*ominemer in weunen than in men, but may disturb the 
latter as a male* climacteric phenomenon ; anel in certain cases of double castration fe>r 
disease of the testicles it may be* a distressing after-result recurrent ae*ute flushings of the 
face, with or withemt perspirations but always with a se*nse* of grc*at heat afllicting the 
patient several timc*s a day, pre venting him from accepting engagements, anel re*sisting 
treatment of all kinds for years. If it becomes chronic, the skin of the face*, t*sj >e*e*ia Ily 
e >f the* flush are*a the* middle thirel of Hie* fae*e is ivddemed permanently, anel the* e*onelitie)n 
becomes one of ros<tceu ; sooner e>r later the* superficial vessels undergo dilatation : hyper- 
seeretie>n anel re tention of se*baee*ous matter follow, anel inflammation may be* se*t up : 
the inflammatory pre>ee\ss, becoming ehremie, may give rise, (‘specially if the* patient is 
mue*h exposed to the* weather, t e > hypertrophic* thickening of the* skin e>f the* nose*, with 
lobulat iem ( rhinophyma ). 

The* condition or habit which is the* cause* of rosacea will be deduced from the history, 
(‘specially as ivgards tea, alcohol, and dyspepsia, anel from examination of the patient ; 
there* is generally very diminished free hydrochloric aeiel in the gastric juice, e>r a test 
meal may sImjvv complete achlorhydria. Hosaeea is distinguished from acne vulgaris by 
the absence of comedones, the redness e>f the affected surface, the limitation e>f the eruption 
te> the face, especially the ne>sc anel cluck —butterfly area the telangiectasis, the hyper- 
trophy, anel by its be*ing an affect iem e»f middle life* rather than of puberty. It eliffers 
freun lupus erythematosus in the absence e»f seal i ness and of atrophic scarring, in the border, 
which is not. raised anel shows no signs of active spreading, and by its fluctuations. 
Seborrhwic eczema may Ik* met with in the flush area, but it is usually associated with 
seborrhera capitis, there* is no telangiectasis, and the affected surface is oily or scaly. From 
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tertiary syph Hides, rosacea is distinguished by its slow course, its symmetry, the dilatation 
of blood-vessels, and the absence of any tendency to ulceration and scarring, or to 
atrophy. In syphilis, further, there will be the stigmata or the history ol earlier lesions. 

Ernest Dare. 

FOOT, DEFORMITIES OF.- (Sw Cuw-foot, p. ]4<>; and Cm n-iooi. p. n:i.) 

FOOT, ULCERATION OF.— (See l i .CHKATION OF Til K FOOT. p. H!*2.) 

FOOT-DROP. (See PaH.M.YSIS OF ONIi KxTIll'.MITV. I.OWF.K, p. (>P7 : 101(1 I’AIIAFI. 1.01 A. 

]>. 

FOREHEAD, ENLARGEMENT OF.- (See Kni.aiuskmunt of tiik Fohfim.ao. p. 251..) 

FORGETFULNESS.— (See Amnksia. p. 24.) 

FORMICATION.- (Si *e fiu iiiti's, p. <>58. ) 

FOUL BREATH. (See Bkeatii, Fouenkss of the, p. 112.) 

FRACTURE, SPONTANEOUS.— Spontaneous fracture signifies fracture of a bone 
from causes which ordinarily would have been inadequate. Tremendous muscular efforts 
sometimes lead to the breaking of bones without any external violence, but this variety 
would not be included under the heading of spontaneous fracture if the degree of 
muscular effort seemed adequate. A man has been known, for instance, to dive into 
shallow water, and in order to bring himself to the surface quickly, and prevent his head 
from striking the bottom, he has used his neck muscles so strenuously in bending his head 
back as actually to fracture his vertebra 1 . This fracture is not spontaneous, but due to 
excessive muscular exertion. There are three main groups of causes for true spontaneous 
fracture, namely, excessive brittleness, or innate lack of strength of the bones frugihtas 
ossium ; general paralysis of the insane ; and unsuspected lesions of the bones, particu- 
larly myeloid sarcoma, chloroma, tuberculous caries, or secondary deposits ol carcinoma 
or sarcoma. 

Fragilitas Ossium . — When the first fracture occurs in such a patient, then* may he 
doubt as to the diagnosis ; but when repeated breaking of different bones occurs, in each 



Fit/. nine H-kroiio which nrcompun.v hriitlc hour- li:ih|c to spontaneous fracture ( trapplitas ossium). 

(From a ai.se 1/ infer tin aire of hr. Forman.) 

case from apparently trivial causes, the diagnosis becomes clear. The undue fragility may 
show itself in early life, but more often not until the patient has reached adult stature and 
weight. There is a very remarkable familial type of the disease, in which successive 
generations contain some members who have fragile bones amongst others who are 
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healthy ; the latter have white selcrotics, whilst those exhibiting fragilitas ossium have 
selerotics that an* definitely blue (Fig. -51)) sometimes even dark blue. Roth bones and 

seh*roties lack part of their proper matrix ; tlie 
diagnosis is easy, though the condition, termed 
fc blue selcrotics with brittle bones', is rare. 

Two maladies which differ from fragilitas 
ossium, and yet which may cause undue 
bending, or partial or grcen-stick fracture of 
bones, arc* rickets in children, in which disease, 
for a time at least, there is excess of pre- 
paration for bom* formation, but deficiency in 
completing the* ossifying process, so that the 
bones, being unduly soft, not only bend, blit 
also give way as a green stick would, causing 
the* partial or green-stick fracture; and mol- 
lifies ossium (Figs. 200, 201 ), a rather rare 
affection in this country, though reported to 
be less uncommon in certain parts of the 
Continent, notably in the Rhine valley, 
coming on especially after pregnancy, and 
associated with concentric thinning of the 
bones from the marrow' outwards, so that 
they eventually consist of a mere shell, which 
/■/./. <>< .m*.- m MKiiiii i.- i.-iimi mi beiidswitli undue ease, and may sometimes 

irs 1 '' XT. l,r «» k spontaneously. The relationship to 

pregnancy may suggest tin* diagnosis, and 
there is no other disease* which produces the same degree of pathological softening, 
bending, and fragility of the bones in adults; active; rickets is practically confined to 
young children, only a few eases having 
been recorded during adolescence, and 
none in adult life. 

Spontaneous fractures in general /nrra- 
hfsis of the insane occur, like the aural 
haunatomata of this disease, at a late 
stage when the patient is bedridden. 

They may arouse* suspicion that the* 
attendants have been unduly rough in 
their handling of the patient : but so 
atrophic do the tissues, and particularly 
the bones, become, that tlx* latter may 
fracture from slight and otherwise made 
(plate causes. The diagnosis will have 
been made months or more* previously, 
by reason, first, of the mental changes of 
the pat ient, part icularly ideas of grandeur ; 
and secondly, by the* occurrence* of con- 
vulsive seizures after there have been 
changes in the patient's mental condition 
for a longer or shorter time. The case is 
generally that of a man who has suffered 
previously from syphilis, for which treat- 
ment was not very prolonged, and whose 
business has entailed much mental hard 
work, and possibly worry, in a city. 

Confirmatory evidence may be obtained, 
if need be, by finding relatively large numbers of small lymphocytes in the cerebrospinal 
lluid removed by lumbar puncture, and Wassermann's serum reaction for syphilis may 
be positive in the blood or cerebrospinal fluid or both. 

i) 
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Before concluding that spontaneous fracture of a bone is due either to neurotrophic 
causes, or to lragilitas ossium, it is important to exclude the possibility of primary or 
secondary new growth in the affected bone, or tuberculous caries. It may be that the patient 
is already suffering from a bony swelling, such as myeloid sarcoma, before the fracture 
takes place, or it may be known that there is, or lias been, a primary growth elsewhere ; 
for instance, in the pelvis, breast, stomach, or thyroid gland, in which ease the spontaneous 
fracture of a bone would suggest that a metastasis has occurred at the site of fracture, 
eroding the bone until it linally broke from a trivial cause. The chief dillieulties arise, 
first, when there are no symptoms of the primary growth itself, for instance in the ease 
of a diffuse carcinoma of the stomach of the indiarubber-bottle type : and secondly, 
when the patient is really suffering from tuberculous caries whose existence has been 
entirely unsuspected. As an instance, one might mention the east* of a woman fifty years 
of age, who. seeming to be in perfectly robust health, was standing in her kitchen, when 
her son entered unexpectedly, causing her to start suddenly, giving her body a twist at 
the same time. This movement was followed immediately by paralysis of both legs, and 
it seemed as though the sudden muscular exertion had led either to a haemorrhage or to a 
fracture-dislocation of the spine : the cause for the fracture was in itself inadequate, 
however, and it would not have produced the symptoms had there not been spinal caries 
which had been slowly eroding the bones for some time previously, until they now gave 
way as the result of what would otherwise have been a trivial movement. The diagnosis 
in cases of the kind depends chiefly upon remembering the possibilities, and not omitting 
a careful examination of every part of the body. When the X rays are available, they 
may sometimes be of considerable value in detecting a neoplasm (Figs. (>3K (ill, pp. 822, 
823) or a tuberculous focus (Fig. 451, p. 5<>5) in the affected bone. Herbert French. 

FRAGILITAS OSSIUM. (See Fuacti iu., Srovr ankoi s. p. 301.) 

FREQUENCY OF MICTURITION. — (See Mien iution. Aiinou.m \mtiks or. p. loo.) 

FULLNESS, SENSE OF. A sense of fullness is experienced when tin* tension 
exerted on the muscle fibres of the stomach or intestines is greater than normal. 

Localization, A sense of fullness felt in the upper part of the abdomen, in the 
neighbourhood of the umbilicus, and in the lower part of the abdomen is generally due to 
distention of the stomach, small intestines, and colon respectively. 

1. Gastric Fullness. — The bulk of gastric contents, whether fluid or gas, required to 
produce a sense of fullness depends upon whether the tone of the muscles of the stomach 
is (a) Normal, ( b ) Excessive, or (c) Deficient. The sensation is the same in each ease ; the 
patient commonly believes it is due to excess of gas in the stomach, and it is generally 
night that tone is deficient ; but the former is rarely true, and the latter is certainly not 
.■■re commonly the ease than the reverse. 

a. In normal individuals the sensation oi fullness is produced by eating very rapidly, 
as the intragastric pressure rises owing to the relaxation of tone, which should proceed 
pari passu with the increasing bulk of the gastric contents, taking place with insulTieicnt 
rapidity. 

b. When the tone of the stomach is increased, a comparatively small quantity of 
food produces a sensation of fullness unless the food is eaten with extreme slowness. The 
condition is common in patients who are nervy ; it occurs in both sexes, but is much 
commoner in women than in men ; the patient may sit down to a meal prepared to eat 
heartily, but before the meal is finished sometimes, indeed, after only a few mouthfuls 
have been swallowed there is such a sense of over-fullness of the stomach that the patient 
can eat no more ; or, in another type of the same condition, the meal is eaten without 
discomfort, but shortly afterwards clothes have to be loosened or stays taken off to give 
relief to the sense of over-fullness which may be almost unbearable ; the cause is nearly 
always a misbehaviour of the nervous mechanism of the stomach, and not the result of 
local gastric disease. In rare cases the stomach is abnormally small owing to infiltration 
of its walls with cancer (leather-bottle stomach. Fig. 281, p. 342) : as its capacity cannot 
then increase at all by relaxation of its muscular coat, a very small quantity of food 
produces an immediate rise in intragastric pressure and a corresponding sensation of 
fullness. 
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c. In atonic* dilatation of Hit* stomach the muscle-fibres arc relaxed completely 
before any food is eaten ; the weight of the food, however slowly it is eaten, stretches the 
fully relaxed fibres from the minute it is eaten, and a sensation of fullness is felt. 

In slighter eases (hypotonus) the muscle-fibres are not relaxetl completely, but 
complete relaxation occurs as soon as a small quantity of food has been eaten ; any 
further addition to the gastric contents produces a sense of fullness. 

From these considerations it is clear that : (1) If a sense* of fullness is only felt when 
an excessive quantity of food is eaten, the size of the stomach is probably normal, and the 
excess is the* cause of the symptom ; (2) If it is only felt when food is eaten very rapidly, 
the size of the stomach is probably normal, and the bolting is the cause of the symptom ; 
(11) When it is felt in spite of the food being normal in quantity and eaten at the normal 
rate, it is due to hvpertonus or hypotonus if it can be* prevented by eating small meals 
very slowly, and to atony or to leather-bottle stomach if this is not the* ease. 

The distinction can only be made with certainty, however, by estimating the tone of 
the stomach directly, or indirectly from its size, a hypertonic stomach being small, whereas 
a hypotonic or atonic stomach is large. 

Although percussion gives some idea of the quantity of gas in the stomach it does not 
help in the determination of its size, and auscultatory percussion and friction have been 
shown by means of the X rays to lx* quite valueless so far as the stomach is concerned. 

Splashing and suecussion occur in the normal stomach after an ordinary meal ; if, 
however, they can be produced after drinking two ounces of water on an empty stomach, 
atony is probably present. 

Inflation is the only method apart, from tin* X rays which gives definite information 
as to the size and tone of the stomach. 'Flu* patient drinks on an empty stomach two 
quantities of water in rapid succession : 1 \ drachms of sodium bicarbonate are dissolved 

in one, and 1 \ drachms of tartaric acid in the other. At the body temperature and 
atmospheric pressure, 1700 e.e. of carbon dioxide are evolved. The normal stomach 
has a capacity of 000 to 1200 e.e. when filled rapidly : the 1700 e.e. of gas arc therefore 
subjected to a considerable degree* of tension ; a certain amount of discomfort is felt, and 
the gas is expelled rapidly on sitting up. When the tone of the stomach is excessive, the 
capacity is less than 000 e.e., and when it is deficient it is more than 1700 e.e. : in the 
former ease a sensation of painful fullness is produced, and the gas is expelled violently 
on sitting up : whereas in the latter case no discomfort, and sometimes actual relief, is 
experienced, and the gas can be expelled only with difficulty. 

The tumour formed by an inflated hypertonic stomach is generally situated too high 
to lx* accessible* for palpation, but when it can be reached it is found to be firm and well 
defined : with a normal stomach it is also lirm and well defined, and is often visible 
through the abdominal wall : whereas with a hypertonic stomach it is soft, and its outline 
is less easy to determine by palpation and percussion. When the inflated stomach is 
outlined by means of palpation and percussion, the distance between the lesser and 
greater curvatures of the stomach should be between if and 4- in., and the greater 
curvature should reach within an inch of the umbilicus in the horizontal posture. The 
distance between the curvatures in a hypertonic stomach is less than ;i in., and the 
greater curvature is more than an inch above the umbilicus ; in atonic dilatation the 
distance is more than 4 in., and the greater curvature often reaches below the umbilicus. 

The size and tone of the stomach can be determined most accurately by examining 
the patient with the X rays in the vertical posture after a meal of porridge containing 
4 oz. of barium sulphate*. Owing to the adaptation of the tone of the normal stomach 
to the volume of its contents there is little difference in the upper level of the semi-fluid 
chyme as seen in the erect position, whether the volume is 5 oz. or 2 pints, and the greater 
curvature is not more than an inch above or an inch below the umbilicus. A hypertonic 
stomach is diagonal, or even horizontal, instead of almost perpendicular as in normal 
individuals, and its lowest extremity is situated at least an inch, and often considerably 
more, above the umbilicus. An atonic stomach docs not adapt itself to the volume of 
its contents : food taken when it is empty drops at once to its most dependent part, 
instead of being held up for a few seconds by the tonic contraction of the body of the 
stomach. As more and more food is taken, the upper surface of the gastric contents 
gradually rises, but it never reaches the height observed in normal and hypertonic 
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stomachs alter the first two or three mouthfuls of food are swallowed. The gastric 
tone is insuiheient to withstand the weight of the food, and the greater curvature 
consequently sinks as the quantity of gastric contents increases. 

Most patients ascribe a sense of fullness in the epigastrium to 'wind', and try to 
relieve their discomfort by eructation ; as, however, it is rare for excess of gas to be present, 
the attempt leads to acrophagy. The sense of fullness is thus often aggravated by uero- 
phagy, though primarily due to some other cause. In addition to ascertaining the tone 
amfsize of the stomach it is therefore necessary to discover whether the sense of fullness 
is in part due either to excess of gas produced by fermentation or to secondary acrophagy. 
The presence of excess of gas in the stomach can be ascertained most readily by means of 
the X rays, as it is often difficult to distinguish by percussion whether a collection of gas 
is in the stomach or in the splenic flexure. 

Excess of gas is only produced in the stomach when evacuation is delayed : this ne\ei 
occurs in a hypertonic stomach, and only in a normal stomach when an excessive quantity 
of food has been eaten. In atonic dilatation of the stomach stasis is never suMieicntly 
great for much fermentation to occur, the only condition in which it is really active being 
dilatation due to pyloric obstruction. This can readily be distinguished from atonic 
dilatation with the X rays, even before the onset of visible peristalsis and the charactci- 
istic vomiting of large quantities of food eaten many hours earlier, by tin* excessive acti\it\ 
of peristalsis, the occurrence of retro peristalsis, and the presence of a large residue in 
the stomach six hours after a barium meal. The diagnosis of pyloric obstruction is 
confirmed if the passage of a stomach-tube at 9 a. in. shows that remnants of a dinner 
taken at il p.m. the previous evening are still in the stomach, nothing having been eaten 
or drunk in the interval. 

Acrophagy can be diagnosed with certainty if eructation occurs six or more times m 
rapid succession, or if it occurs before breakfast, unless food is present in the stomach as a 
result of pyloric obstruction. The air-swallowing may take place without the least 
consciousness of the fact on the patient's part, but one can often detect the air-gulping 
clinically, and it is cjuite easy to watch the whole process of ac rophagy with the X rays. 

2. intestinal Fullness. A sense of fullness in the lower part of the abdomen is almost 
invariably due to the excessive tension on the intestinal walls produced by the presence of 
an excessive quantity of gas. The only symptom which proves conclusive ly that this is 
the case is the passage of excess of flatus, particularly if it is found to relieve 4 the* discomfort. 
In the absence of evidence of a hypertonic condition of the colon, such as occurs in spastic 
constipation, a sense of fullness in the lower part of the abdomen may be presumed to be 
due to the pressure of an excessive quantity of gas. Spastic constipation is much more 
often accompanied by pain than a sense of fullness: it can be recognized by the contracted 
■edition of parts of the* colon, the situation and degree of the spasm varying from 
ite examination to another, and with more certainty by means of the X rays alter 
a barium meal or a barium enema. 

Intestinal flatulence 4 may be due to the excessive production of gas in the intestines 
from excessive fermentation or putrefaction, retention of gas behind a fsceal mass in 
constipation, the passage of some of the swallowed air into the intestines in severe eases 
of acrophagy, and deficient absorption of gas due to the impeded venous circulation in 
cirrhosis of the liver and heart failure. The stools should always be examined : if they 
are bubbly, acid in reaction, and contain obvious excess of vegetable residue, intestinal 
fermentation is probably the cause ; if they arc alkaline in reaction, have a putrefactive 
odour, and contain obvious fragments of meat, excessive putrefaction is probably present. 
On incubating some of the stool made thin with water for twenty-four hours in an 
apparatus in which the gas evolved can be collected, it is found that little* or no gas 
develops and the stool remains neutral in reaction if there is no abnormal bacterial 
activity. When excess of gas is evolved, it is due to fermentation of carbohydrates if it is 
odourless and the stools have become very acid, and to putrefaction of proteins if it has 
an unpleasant odour of putrefactive products and the stool is very alkaline. 

In the absence of excessive fermentation or putrefaction, a history of constipation 
would suggest that that is the cause of the flatulence (sec Constipation, p. 158). Acrophagy 
only leads to intestinal flatulence when it is so well marked as to be easily recognized. 

Arthur F. Hurst. 
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FUNGOUS AFFECTIONS OF THE SKIN. We 1kt(‘ include: (1) Far us : 

(2) Ringivorm ; (3) Fcznnu marginatum ; (1) Tinea imbricaia : (5) Tim’d versicolor : and 
((») Fnythrasma. 

1. Favus in man is due in about 99 per cent of eases to inoculation with the Achorion 
Schonleinii. Four other achorions, of animal origin, of which that of tin* mouse, the 
Achorion q uineheanum , is the most important, have been identified, and it has been 
proved that the affection can be communicated from various animals to man, but the 
instances are so rare as to he negligible. Hetwecn the achorions on the one hand and 
the microsporons and trichophytons on the other (see below) there are close morpho- 
logical resemblances, but the clinical differences art* well marked. 

Favus, while showing a distinct preference for the seal]), may attack any part of the 
skin ( Fig. 202), and even a mucous membrane. The lesions — tiny sulphur-yellow discs 
with a cup-like depression in the centre, and in hairy parts pierced by a hair resemble 
both in colour and in shape a honeycomb, anti 
are characterized by a peculiar mousy smell. 

The lesion begins as a collection of whitish 
material, somewhat resembling a pustule', which 
groxvs and presently becomes dry and friable. 

The cup-like disc can then be detached from 
tlx* epidermis, leaving a pimply, smooth, greasy 
surface. As they grow, the discs often run 
together. In a later stage irregular crusts art* 
formed, separated by pah*, bluish-pink sears. 

'File crusts, when broken up, are seen under the 
microscope to consist of spores, varying much 
both in size and shape, anti of short threads of 
mycelium, which may penetrate into the mucous 
layer of the epidermis, and may even reach 
the derma : this rarely occurs in trichophytosis. 

Hairs affected with favus are discoloured and 
lustreless: they may fall out. but do not break 
off as in ringworm. Fndcr the microscope one 
may see in fax ms-hairs segments of fungus 12 15 ft 
long, dichotomized at an acute angle, with groups 
of spores, irregular in size and shape, and often 
numerous air-bubbles. If the nails art* affected, 
the ungual cells will be found to be separated 
by irregular threads of mycelium, or by spores. 

In the less characteristic eases 1 1 it* lesions 
must be* examined closely under a good lens for 
remains of the yellow discs of favus or the broken 
hairs of ringworm. If, owing to applications to the skin, the crusts are lacking, treat- 
ment should be stopped for a few days, when the whitish points and the discs will usually 
reappear. In prolonged eases the crusts may be replaced by an irregular, lumpy, dirty- 
yellowish uccumulat ion, but the odour of favus will still remain. At this stage tin* disease 
may resemble psoriasis of the scalp ; but there is a much greater loss of hair, the scales 
are less pearly, and even when no discs or sulphur-yellow scabs can be seen about the 
edges, the lustreless hair and the atrophic scarring left by the scabs are sufficiently dis- 
tinctive of fax us. The scarring may suggest lupus erythematosus of the scalp, but in that 
affection the crusting and the mouse-like odour are absent, while generally there are 
characteristic lesions on the face. From both eczema and sehorrluva iavus is differentiated 
by the fact that its lesions are never diffuse, but always have a definite margin. In 
alopecia areata there is no sealing, crusting, or cicatrix. 

2. Ringworm whether of the scalp, the beard, the hairless skin, the mucous 
membrane, or the nails is due to fungi belonging to two different families, the microspora 
and the trichophyta, each of them comprising a number of different species. In the 
one ease the affection is styled mierosporosis , or tinea with small spores ; in the other, 
trichophytosis, or tinea with large spores the size of the spores, hoxvexcr, is not an absolute 




310 


fungous affections of the skin 

differentiating feature, as some of the triel.ophytons have small spores. Kleven speeies 
of mierosporon ringworm have been identified : of the tnehophyta. -'|>wa-< s o f> • 
Only four speeies of the mierospora. and the same number ol species of tin t.Kl.ophvta, 
are of importance. The four miorosporons are M. Audouini. M. Jclnumm. M. coos ve, 
common, and M. cp.inum ; the four trichophytons. T. crateriforme. I. aeunnna 
sulphureum , and T. viol a, rum. In both families some ol the species are ol an . s ' 
and it is tliese which account for the majority of the mjlammaton, forms of ""gwoim. 

inCl, Orthe < m < ier<,spor(.ns. the type speeies is M. Audio, ini. which is the cause of some 
90 per cent of the juvenile ringworm of London. .17. fclincum and M. cons, closely 
allied speeies, are responsible for an appreciable percentage ol human ringworms the 
one in England, and the other in France. Of the four clinically m.portan species ol 
trichophytons, the one encountered most frequently is T. coder, Jorme : next comes . 
acuminatum, then T. sulphureum, which, however, is not known m b ranee, .md las > 
T. violaccum. A fifth speeies of trichophyton. T. rosuecum, which chiefly allects th. 
beard, but also the hairless skin, is said to be relatively fre.pient in Northumberland 

The division of the ringworms into a small-spore.i and a large-spor. d group mav lastly 
lead to confusion in diagnosis, for among both micros, .orons and trichophytons the spores 
vary considerably in size, according to the speeies. Those of the n.ierosporo.is may be as 
large as 4 whiie those of the trichophytons may be as small as J! ,, ; the limits ol the one 
are 2 to t ,,, and of the other. :t to S Clinically, then-lore, mierosporosis and t.ieho- 
phytosis are to be differentiated from each other not alone by the size ol the spores. >u 
also by their shape and arrangement and cultural characteristics. 

First, as to shape: In mierosporosis the spores are, speaking generally, round or 
ovoid ; in trichophytosis, they tend to lie s.p.are with rounded angles, or oblong with 
sharper angles. Still more important, for diagnosis, is the arrangement ol the spores. 
In mierosporosis they are dotted about irregularly, and the mycelium interwoven with 
them is curved and branching, and irregularly jointed. In trichophytosis they aie a.iang. d 
in regular chains, and the mycelium is short and regularly jointed. In mierosporosis 
the fungus forms a greyish sheath around the hair whether ol the scalp or ol the body 
—which it eats away, fraying the edges, penetrating to the interior ol the shall, and 
growing downwards towards the root. Presently the hair breaks oil. at some distance 
from the follicular oriiiee, and the parasitic sheath is disintegrated and may he seen 
as a patch of ash-coloured scales on the epidermis. In trichophytosis, the parasite 
attacks the root of the hair lirst. and grows upward. The hairs are broken oil slant, and 
no sheath is to be seen outside the follicular orifice. Some small-sporcd trichophytons 
.mi a sheath outside the hair like that of mierosporosis. lint the spores observe tin 
chain-formation which is characteristic of trichophytosis, and this is never present in 
mierosporosis. These small-sporcd trichophytons are all pyogenic, and are the cause ol 

man v cases of kerion. . . . 

Trichophytons may be either endothrix or cndo-cctothnx. II the parasite penetrates 
the hair between the cuticle cells and develops entirely within the hair-structure, it belongs 
to the endothrix class. If it develops not only within the liarr. but also continues to 
proliferate in the follicle outside, it must be allocated to the tndo ectot nix t ass. 
great majority of the eases of scalp trichophytosis are due to endothrix nileet ions : but 
the endo-ectot .riches are responsible for most of the ringworms ol the hairless skin, lor 
nearly all the adult ringworms, and for the majority of specially inflammatory cases. 

in the case both of the mierospora and of the tricliophyta cultures may have to In- 
grown to distinguish between the different speeies. M. And, mini gives rise to downy disc- 
shaped cultures with radiating furrows and a central boss. The speeies ol annual origin 
yield lari»e, exuberant cultures. 

* of trichophyton cultures there are four main types: (1) The crater.lorm or aeu- 
in in ate ; (2) Those with large white growths, either powdery or velvety : u ‘ 

faviform • ( !) A single speeies. Kpidermaidp/ton inguinale, which is the cause ol eczema 

marginatum. In the first group, to which belong all four clinically important spcces, 
the culture resembles the crater of a volcano, white, cream, or primrose-coloured, or is 
like a mountain peak ( acuminate'), grey or yellowish in colour. The parasites of this 
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cultural group art* all cndot riches. In the second group the cultures are very large and 
white, some of them powdery, others velvety. The species which yield cultures of this 
type are all endo-eetotriehes, and are of animal origin. The species which give cultures 
like those of the parasites of favus, although the clinical course of the lesions and the 
appearance of the fungus in the hair leave no doubt that they are trichophytons, are also 
of animal origin. The Epidcrmuphifton inguinale yields a yellow-orange culture, dry and 
powderv, hut often white and velvety as the result ot pleomorphism. 

Bingicorm of the Scalp {Tinea tonsurans). Both the small-spored and the large- 
spored ringworm of the scalp begin as a small red papule which develops near the orifice 
of a hair-follicle : the size, and yet more the shape and arrangement of the spores, and 
the way in which tin* hair is attacked, help to distinguish between them. In trichophy- 
tosis there is a much smaller number of stumps to be seen with the naked eye ; and on 
the surface* of the scaly patches, among the* remaining healthy hairs, one may detect those 
dark points to which the a fleet ion owes its name of 'black-dot ringworm'. These dots 
are broken or coiled-up hair-stumps. If the* whole scalp is thus a fleeted the ease becomes 
one of ‘disseminated ringworm'. In trichophytosis the scales are scantier, or may even 
be absent, and the outline of the lesions is not so rounded or so well defined. As a rule 
it is not dillicult to distinguish tinea tonsurans, whatever its form, from other scalp 
affections, the clinical picture the broken hairs, the black dots, the slight scaliness, the 
prominent follicles, the baldness, in varying degrees, of the involved area --being suffi- 
ciently distinctive. In favus then* is the same dull and brittle condition ol the hair, but 
tlu* patches arc* not generally circular, while in ringworm the* cup-shaped crusts are absent, 
there is no mousy smell, nor is the skin atrophic. The broken hairs distinguish tinea 
tonsurans from pit ipiasis of the scalp and from psoriasis ol the hairy skin, in both which 
affections the hairs fall out unbroken. In psoriasis, too, there is a greater degree ol 
sealiness, generally it is not t he scalp only that is affected, nor is loss of hair usual, though 
it occurs sometimes. In the anomalous form of ringworm known as tinea decalvans , or 
bald ringworm, in which the hair falls out in places leaving smooth bare patches, confusion 
with alopecia areata may be avoided without much difficulty ; the billiard-ball smoothness 
of the patches in the latter condition is not present in ringworm. Another differential 
feature is the shape of the short hairs found at tlu* edge of the patches : in tinea tonsurans 
they arc* bent, whereas in alopecia areata they may be compared to a note of exelamat ion. 
In the latter condition, too. the* hairs that remain are free from fungus. In the infre- 
quent eases of inflammatory ringworm, a condition somewhat resembling impetigo or 
eczema may be se t up : but the* broke n stumps and the limited area of the disease, together 
with the history of the* ease, should prevent confusion with those affections. Seborrluva 
can be ruled out by remembering the* greasiness of the scales, the diffusion of the condition 
over the* whole scalp, and the absc*nee ot patches ol baldness. 

Bingicorm of the Heard {Tinea s pros is). From ordinary sycosis this affection is 
distinguishable by its more rapid spread, and the greater lumpiness of the affected surface. 
In sveosis vulgaris, too, the* pustules are usually pierce*d by a hair, and are* ejuitc small, and 
unless the*re is much more* suppuration than is usual the* hairs do not fall out. I ine*a sycosis 
differs from eczematous folliculitis in the absence ol the* serous discharge* that maiks tbe 
latter aflection. In the eczematous condition, again, there is but slight if any loosening of 
the* hairs. The aflection is not confined to the* hairy parts, as in tinea sycosis, nor do the 
patches assume* the ring-like form. The ring-femnatiem is absent also in seborrluva , nor 
is the hair involve-el as in beard ringworm. In the circinate tubercular syphiloderm the 
border e>f the* le*sion is darker and more infiltrated, and there is either atrophy or 
pigmentation, e>r both. Oeeasiemally the severer cases of ringworm of the bcarel take 
the* form of a single* tumour-like* formation which may be mistaken for a carbuncle , but 
the inflammation is alnmst always less active than in carbuncle, anel the swelling, pain, 
and pyre xia are* ee>rre*spe>nelingly less. In any clinically eloubttul case*, cxaminatie>n e>f the 
hairs under a mie*re>se*e)pe* will show* whe*the*r e>r ne>t the* case is one e)l be*arel ring\\e>rm by 
revealing the pre*se*nce e »r the* absence e>l the* tricheiphytic tungus. 

Bingicorm of the Body Skin {Tinea circinuta). The small, reel, slightly raised 
sped which is the* first visible* le*sion of ringworm e>t the* boelv, gradually spreaels at the edge 
and becomes se*aly. Fueling away at the centre, the reelness leaves a slightly discoloured 
branny area which forms the insiele* e>t a re;el ring. 1 he circle slowly e*nlarge*s without any 
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widening of the edge. Usually, though not always, there are several rings, sometimes, 
though seldom, arranged concentrically , and those adjoining each other may rim together. 
Frequently, as the edge advances, there is no involution in the centre, the lesions then 
appearing not as rings hut as patches. A similar appearance may he produced by the 
local application of a skin irritant such as carbolic acid , hut with the latter the hairs show 
no trichophyta on microscopical examination. 

In eczema seborrhadcum the scales are greasy, and often there are projections into 
the glandular openings. In psoriasis the skin is affected in ring-like areas, hut all the* 
other characters are different. From the circinafe tubercular syphiloderm. ringworm of 
the body may be distinguished in the same way as ringworm e»f the* heard (see* above ). 
As a rule microscopic examination will disclose the* ringworm fungus usually a tricho- 
phyte — without difficulty ; but occasionally the parasitic eleme nts are deep-seated, and 
must he sought in a section of the* affected tissue*. 

Ringworm of the Mails (Onychomycosis) may appear in association with trichophytosis 
of the* heard or of the body skin, hut usually occurs as a separate* affection. The* first 
visible lesion shows as a greyish stain under the* borders of the* nail and at tlu* root. 
Inflammation of the matrix follows and the* structure e>f the* nail degenerates, becoming 
thickened, spongy, and more e>r less brittle, with a dulled surfae*e. When exfoliation 
occurs, a mass of disintegratcel nail substance* is se e n, in which the fungus may he* found. 

Similar changes may arise in connection with gout, rheumatism, and other constitu- 
tional disorders those for instance in which there is impaired nutrition as well as in 
such inflammatory affections as eczema and psoriasis. From all such cases the* presence 
e>f the parasitic elements will suffice te> differentiate* onychomycosis. In the onychomycosis 
of favus, the stains under the borders of the* nail are* yellower, and the* mycelial elements 
shorter and less regular. 

3. Eczema Marginatum. — In this form of ringworm of the* body, more* frequent 
in tropical climates than in Europe, t lie* parts attacked chiefly arc the* lower portion of 
the abdomen, the groins, the buttocks, the fold of the* nates, and the* axilla* parts, that 
is, where the skin surfaces are in contact. The hands and fingers, the* interdigital spaces 
between the toes and the* dorsal surfaces of the* toe*s. the nails and the* soles may also he 
affected. The hair is never involved. The charae*te*ristie* feature* of the* lesions on the 
body is their well-defined scaly margin. They arc often eczematoid, but they can be* 
distinguished from eczema and from ecze*ma scborrhuicum by their gradual spre*ad and 
broad, elevated margin and by the* ring-like* formation of the* early stage. Between the 
toes they occur as patches of white macerated skin. If any doubt remains, the* microscope* 
will clear it up by revealing the* parasite, the Epidcrmo/dtylon inguinale. 

From eczema marginatum, dhobie's itch is differcntiate*d very imperfe*e*t ly. It is in 
fact a popular name for all epiphytic skin dise ases of warm climate's, but usually it connote s 
i ease's of this group of which tile sites are* the* inguinal regions and the* axilla*. Castellani 
distinguishes two fungi as the cause of dhe)bie*\s itch, besides Epidcrmophyton inguinale . 
namely E. Perneti and E. rubrum ; and Mansem holds that, in many cases, the parasite s 
cemccrned are M icrosporon minutissimum and M . furfur. For practical purposes, dhobie's 
itch may be rcgarde*el as another name* feu* eczema marginatum. 

An ule*erative dermato-onychosis occurring in Ceylon and the Malay State*s has be e n 
described by Castellani ; sharply defined ulcers, nodules, and furuncles oe*e*ur in various 
parts of the body as well as in connection willi the* nails, and are* caused by a fungus 
winch has been te*rme*el . tccladium ( 'astellanii . 

4. Tinea Imbricata- known also as Tokelau ringworm was formerly peculiar 
to certain oe*e*anic tropical climates in the* East, but now has a wider distribution. 
Castellani re'eognizes four species of fungus causing the* disease, Endodermophyton indicam , 
E. tropicale , E. concentricum , and E. Munson i. The affection to which they give* rise* is 
characterized by a concentric arrangement of closely-set rings of scaly epidermis. The 
conditions from which this disease lias to be distinguished are tinea circinata and ichthyosis. 
From the former it is differentiated by the greater abundance of the fungus elements, the 
tendency of the process to spread centripetally, the absence of marked inflammation or 
congestion of the rings, their concentric disposition, and the greater size of the scales. 
From the latter, by the presence of the fungus, the concentric arrangement of the 
scales, and the fact that the attached border of each scab* is towards the periphery, the 
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free border being towards the centre of the circle, or group of circles, to which the scale 
belongs. 

5. Tinea Versicolor often styled pityriasis versicolor is caused bv the Micro - 
sporon furfur, The disease is contagious, but only in a low degree. The* lesions, con- 
fined to the horny layer of the epidermis, take the form of roundish, scaly patches, with 
a definite margin, and of a colour varying from fawn to liver in coloured races, grev 
or white : in persons who have lived in warm climates it may be black. The hair is 
not affected, nor are the hands and feet. As a rule the lesions are limited to the trunk, 
particularly the front of the chest, but occasionally they extend to the upper parts of the 
limbs : they have been mistaken for secondary syphilides, but the colour and distribution, 
and tiic large patches in which they are found, should serve to obviate the confusion. 
In exceptional cases the face may be invaded, and the affection might then be confounded 
with chloasma. From pityriasis rosea and from eczema scborrhoicum it may be distin- 
guished by the absence of inflammatory reaction, except in persons who perspire freely. 
'Flic lesions of tinea versicolor offer some resemblances to the pigmentary patches some- 
times met with in leprosy and other diseases accompanied by pigmentation; but from 
these, as from the other cutaneous manifestations mentioned, they may be differentiated 
almost certainly by t In* case with which the scales can be detached by a stroke of the 
finger-nail, and cpiite certainly by the fungous elements which may be detected micro- 
scopically in the scales after these have been treated with potash. The spores are rounded 
and. like the mycelium, have a double* contour with a diameter of it to 5 p ; they are 
generally grouped together in masses, suggesting a resemblance to bunches of currants. 

(». Erythrasma, due to the M icrosporon minulissimum. presents several points of 
resemblance* to linea ? ersicnlor. In both it is only the horny stratum of the epidermis 
that is affected, nor is the hair ever attacked. In both there is but a low degree of con- 
tagiousness. The lesions offer some likeness to those* of tinea versicolor, but they are 
reddish-brown in colour, and their usual site is the genito-crural region or the axilla* or 
both, though occasionally, in fat subjects, there may be extension to the abdominal and 
submammary folds and those of the large joints. In rare cases, erythrasma resembles 
one type of eczema nutrgi natum . but is distinguished from that affection by its low degree 
of contagiousness and slow evolution, and by the absence of inflammation, which also 
distinguishes it from eczema sebtn rhaicum and from pityriasis losca. Any doubt between 
erythrasma and any other affection, including tinea versicolor, may usually be cleared up 
by examination of a preparation under a microscope of sufficiently high power. The 
spores of M. minulissimum. like the threads of mycelium, are extremely minute, having 
a diameter of about (Hi p. The mycelial threads, of the same diameter, are so abundant 
and so twined together as to form, here and there, a network over the epidermic cells. 

Ernest Dure. 

GAIT, ABNORMALITIES OF. As a genuine aid to diagnosis the gait cannot be of 
much real assistance. There are. however, several diseases and affections which produce 
manifest, and in some cases peculiar, alterations in gait. In some respects, indeed, the 
gait is a diagnostic point in identity, though this probably also depends on the total back 
or front view* of the individual, rather than on real peculiarities of gait as such. 

In analysing gait for diagnostic purposes, we find that it consists of co-ordinate and 
painless movements of the muscles of the lower limbs and pelvis often, indeed, sinking 
into purely reflex, or at least subconscious, movements and these art* associated, in 
easy and ordinary walking, with rhythmical movements of arms, body, and head. The 
directions, therefore, in which it can be disordered are: (1) / neo-ordination ; (2) Local 

loss of power ; (If) Pain calling attention to the movements. 

t. Inco-ordination. The test for the presence of this is the complaint of the patient 
that he feels unsteady in walking, especially on turning or walking on uneven ground, or 
on walking or standing with the eyes shut : and if co-ordination only be at fault, it will 
then be found that on testing the legs for simple movements, such as flexion and extension, 
t lie* power of the muscles is unimpaired. Having discovered inco-ordination, the next 
question is, to what may this be* due ? Tabes dorsalis , ataxic paraplegia (combined lateral 
and posterior sclerosis), disseminated sclerosis, multiple neuritis , and hereditary ataxy 
(Friedreich's dise ase) are far and away the commonest causes, in the order of mention ; 
their differential diagnosis depends on many other symptoms and signs, discussed 
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elsewhere. Cerebellar disease causes rather a reeling in the* gait than a simple inco-ordina- 
tion in the individual movements : and here again other symptoms will he to the front. 
Localized paralyses of eye muscles may also cause inco-ordination : this will probably 
cause complaints of double vision, and may be diagnosed by the fact that the patient 
walks better with one eye shut than with both open — in eases of some dural ion it is 
quite likely that this simple test will not discover which is the affected eye. 

2. Local Loss of Power is well illustrated by the waddling gait of pseudo-hypertrophic 
paralysis , calculated to get the weight of the body as speedily as possible on the loot as 
a basis. The diagnosis depends on the peculiar way in which the patient climbs up himself 
(see Parapi.kuia. p. (521). Another condition in which the loss of power is due. not to the 
muscles themselves, but to the position of their attachments, is seen in congenital dislo- 
cation of the hips ; the gait here, too. is waddling, the lower part of tilt 1 back exhibits 
extreme lordosis, and the* belly is thrown forward through attempts to balance the pelvis 
on the loose supports at the hips. 

Other forms of local loss of power betray themselves by a limp or by a dragging of 
the foot or leg, and (or) peculiar positions of the feet, and possibly by wasting of muscles 
generally or locally : measurements must of course be made if wasting be suspected. 
Infantile paralysis , and old hemi - or numo- or para-ptegias arc' the common causes of this, 
if it be unassociated with pain, and inquiry must 1>e made as to mode of onset and 
duration, in completing diagnosis. 

8. Pain on Walking is at once obvious, because' complained of by the* patient : acute 
inflammatory trouble's of muscles, joints, or tissues will be obvious on examination, and 
chronic joint troubles, ostco-arthritis, etc., may be discovered easily, chronic gonorrhua 
or pyorrhoea alveolaris not being forgotten as possible* cause's of these. ( tne* thing 
that may (‘scape observation is hip- joint disease', when pain in the* knee may be* the* 
complaint. 

The only other caution we can administer here* is to warn practitioners against any 
hasty conclusions as to the nature of a disease* from tlu* gait ; the high-stepping gait of 
tabes, the shuttling gait of lateral sclerosis, the* lest mating gait of paralysis agitans, are 
all easy enough of recognition when a diagnosis is made, but are too frequently absent 
or atypical to allow much diagnostic superstructure to be* built on them alone*. 

1C. h'anpthar Huzzaed. 

GALL-BLADDER ENLARGEMENT. 

Physical Signs. — The only physical method of examination which is of material 
assistance in detecting enlargement of the gall-bladder is palpation ; inspection, percus- 
sion, and auscultation seldom help. On careful palpation one may feel an oval, smooth 
swelling, which may be no larger than a hen's egg, or as big as a swan's, moving down- 
■rds close behind the anterior abdominal wall when the patient inspires, descending 
it her from beneath the right costal margin near the tip of the ninth rib, or approaching 
the under surface of an enlarged and palpable liver in the right nipple line. The tumour 
generally extends inwards as well as downwards as it grows, so that it may ultimately 
cross the middle line below the level of the umbilicus. It may be large enough to be 
palpable bimanually in a thin patient ; but it seldom fills out the loin in the* way that a 
renal tumour would. It may or may not be tender, according as the cause of the* enlarge- 
ment is associated with inflammation or not ; it feels firm and tense rather than hard ; 
on careful percussion it may be found to give* an impaired note, but it is seldom quite 
dull unless it is very big. 

Diagnosis from other Swellings. It has to be distinguished particularly from four 
groups of conditions which may simulate it : (1) From carcinoma arising in the bile-ducts 

or gall-bladder, and replacing the latter with new growth ; (2) From tumours in or 

attached to the liver in the neighbourhood of the gall-bladder, Rie'deTs Jobe, si'condarv 
new growth, or more rarely gumma, abscess, or hydatid cyst ; (8) From movable kidney 
or hydronephrosis ; (4) From tumours in organs in the neighbourhood , such as carcinoma 
of the pylorus, carcinoma of the duodenum, carcinoma of the transverse* colon, carcinoma 
or sarcoma of the right suprarenal capsule or right kidney. 

1. Carcinoma of the Gall-bladder . — It may be difficult to decide whether a giv en mass 
is merely an enlarged gall-bladder, or a growth replacing the latter ; in either ease there 
may be a history of gall-stones, with biliary colic, pyrexia, and even jaundice, extending 
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over years ; for primary new growth of the gall-bladder is often associated with gall- 
stones. The rapidity of the enlargement in the absence of any definite cause may suggest 
growth, particularly in a person of the cancer age; careful palpation may show that the 
mass is not smooth as most gall-bladder enlargements themselves are, but more or less 
nodulated or covered with bosses or irregularities, which in themselves suggest new 
growth, though similar bosses may be caused by projecting gall-stones ; in some cases 
there may be secondary deposils in the liver, and sometimes the enlargement of the left 
supraclavicular gland points to malignant disease with metastasis. Notwithstanding 
these points, however, the differential diagnosis may be so difficult that laparotomy will 
bo resorted to in order to decide it. 

2. The Tumours attached to or iti the Liver . — Those most likely to be mistaken for 
enlargement of the gall-bladder, or vice versa, are Riedel's lobe, secondary carcinoma or 
sarcoma of the liver, and much more rarely gumma, abscess, or hydatid cyst. A Jiiedd's 
lobe (see p. Mil ) may be quite impossible to distinguish by physical examination from an 
enlarged gall-bladder or from a movable kidney. Owing to the absence of symptoms 
then* is seldom need for laparotomy ; but sometimes the lobe arouses such alarm lest it 
be some more serious condition that laparotomy may be resorted to and the diagnosis 
verified in that way. Speaking generally, a Riedel's lobe usually depends from the liver 
farther to the right than a gall-bladder does, and it is more apt to simulate an enlarged 
or a movable kidney than an enlarged gall-bladder. 

Secondary new growth in the liver, whether carcinoma or sarcoma, nearly always causes 
very considerable, and sometimes enormous, enlargement and great hardness of the 
organ, not infrequently associated with Jaundici: (p. M15), Ascitks (p. 59), or both. The 
diagnosis depends, first, upon the discovery of a primary grow'th, which in the case of 
carcinoma is likely to be in the stomach, duodenum, pancreas, colon, or rectum ; or in 
the ease of sarcoma, the eye some of the greatest enlargements of the liver being due 
to secondary deposits of melanotic sarcoma, sometimes a great many years subsequent to 
the removal of the primary ocular growth : and secondly, on the discovery in the liver of 
several separate nodules, some of which may be felt to be umbilioated, that is to say 
depressed in their central part and raised around the edges. 

Gmnma of the liver is not very frequent nowadays, and when it occurs is apt to be 
mistaken for new growth unless there is an obvious history of syphilis or the effects of 
tertiary lesions are visible elsewhere, especially gummatous lesions of the skin or leuko- 
plakia of the tongue. The diagnosis may be confirmed by obtaining a positive 
Wassermann's serum reaction, or by the beneficial (‘fleets of giving salvarsan, or potassium 
iodide and mercury, though these drugs do not always cause a gumma of the liver to 
disappear rapidly. In cases that have come to laparotomy the diagnosis between gumma 
and new growth is by no means easy even when the liver is inspected. 

Abscess of the liver (see p. Mil), if it is to simulate an enlargement of the gall-bladder, 
is likely to be a single large one, which if it has not arisen in some pre-existent mass, such 
as a gumma, new growth, or hydatid cyst, is likely to have been acquired in a tropical 
country, where 1 he patient may have suffered from anuebie dysentery. The diagnosis 
may not be evident until laparatomy is resorted to, or until the mass is punctured with an 
exploring needle, when the ehocolate-and-milk appearance of the pus obtained may be 
eharaeterist ie. 

Hydatid cyst of the liver is seldom situated in such a position as to cause difficulty of 
diagnosis from gall-bladder enlargement, the cyst, being more often embedded in the liver 
substance, or projecting from its upper surface. The diagnosis might be arrived at if the 
patient were known to have had hydatid cysts elsewhere ; but in most cases it is only 
when laparotomy has been performed that the correct diagnosis can be made. It might 
have been suggested by the occurrence of eosinophilia, and also by a specific hydatid 
serum reaction, though neither of these is likely to be found unless the hydatid cyst has 
produced toxic symptoms, because latent hydatid cysts cause no symptoms. 

3. The Distinction between an Enlarged Gall-bladder and a Movable Kidney or 
Hydronephrosis . This might seem to offer no difficulty, but clinically it is not always 
easy. There is often no jaundice to suggest gall-bladder trouble, nor need there 
be any obvious urinary changes to suggest kidney, so that the diagnosis has to be made 
chiefly by palpation. One would lay stress upon the fact that the gall-bladder is more 
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easily felt anteriorly than posteriorly, whilst the reverse is the ease with the kidney : that 
the kidney is the more freely movable of the two, as a rule ; that it is seldom possible 1 to 
demarcate the upper pole of an enlarged gall-bladder in the way that the* top of a movable 
kidney can sometimes be made emt ; that with a kidney tumour the loin is dull, whilst 
with gall-bladder enlargement, it is resonant ; and that, on rather linn bimanual palpation 
the peculiar sickening sensation that the patient may complain of is more characteristic 
of kidney than it is of gall-bladder. 

4. Tumours of other Organs simulating Enlargement of the Gall-bladder have to be 
distinguished partly by the fact that new growths of the pylorus, duodenum, transverse 
colon, or suprarenal capsule, big enough to simulate an enlargement of the gall-bladder, 
wall seldom have the smooth oval outline that the latter nearly always possesses. There 
may, however, be distinct symptoms attributable to the primary growth, such as 
dilatation of the stomach, coffee-ground vomit, achlorhydria, or there may be secondary 
deposits in the liver, in the left supraclavicular gland, or elsewhere, to indicate* tlu* 
diagnosis. It is not easy, however, to exclude enlargement of the gall-bladder without 
resorting to laparotomy in some of these cases. 

The Cause of Enlargement of the Gall-bladder. Having decided that a given tumour 
is an enlargement of the gall-bladder, it is necessary to determine to which of the 
following causes it is due : — 

Empyema of the gall-bladder Typhoid fever i 

Chronic pancreatitis Obstruction of the common bile-duet by a 

Carcinoma of the head of the pancreas gall-stone 

Cholecystitis from : (i) (hill-stones ; Obstruction of the cystic duct by gall-stone 

(ii) New growth Simple mucocele. 

It is noteworthy that gall-stones lead to enlargement of the gall-bladder far less often 
than might be expected ; if the inflammation they lead to, and which leads to them, 
does not go on to empyema of the gall-bladder, the latter usually becomes thick- walled, 
contracted, and embedded in dense adhesions, the latter preventing it from dilating even 
when the cystic or common bile-duets become obstructed by a stone. It is the exception 
to find a very big gall-bladder with gall-stones. Indeed, in a middle-aged patient in whom 
there has not been any very definite attack of biliary colic, the occurrence of progressive 
and considerable enlargement of the gall-bladder, associated with a deepening jaundice 
and no ascites, should always arouse serious suspicion of there being a lesion of the head 
of the pancreas which has extended along the pancreatic duct so as to occlude tin* common 
bile-duct gradually, the commonest cause of these symptoms being either chronic pancrea- 
titis or carcinoma of the head of the pancreas, 'idle greater the epigastric pain in such a 
ease, especially if it is paroxysmal and such as to suggest gall-stones, the more likely is 
' lesion to be chronic pancreatitis rather than new growth, and the suspicion may be 
a i tinned by ( am union's Panc ukatic Hkaction (p. 12 K). Then* lire, of course, cases in 
which gall-stones are tin* cause of tin* enlargement ; but when this is so there is nearly 
always tenderness over the gall-bladder, and pain when it is palpated firmly, associated 
with a rise of temperature, possibly with rigors, especially if the inflammation has spread 
to the bile-duets (infective or suppurative cholangitis). Lcueoeytosis, with a relative 
increase in the polymorphonuclear cells, would indicate that in addition to gall-stones 
there is suppurative inflammation— that is to say, empyema of the gall-bladder requiring 
surgical treatment. 

Another important cause for empyema of the gall-bladder is typhoid fever. Tin* 
diagnosis is not difficult as a rule*, for there will be no question of new' growth or of gall- 
stones in most of the eases, and the patient will have been suffering from a prolonged 
asthenic fever which will have been diagnosed already by Widal's test. In a certain 
number of typhoid patients rapid enlargement of the gall-bladder occurs owing to the 
bacillary infection, and there are instances in which the distention has become so great 
that the gall-bladder has ruptured spontaneously and produced general peritonitis. Some- 
times the inflammatory products discharge themselves naturally by the bile-passages ; 
but it is often necessary to open and drain the gall-bladder, the diagnosis of the nature 
of the empyema being settled by bacteriological examination of its contents. It is note- 
worthy that, whereas in uncomplicated cases of typhoid fever Widal’s reaction rapidly 
becomes negative during convalescence, when there are persistent bacillary complications 
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the 1 scriini test may remain positive, or at least partly positive, over rnueh longer periods. 
When an empyema of the gall-bladder due to typhoid fever remains latent for weeks or 
longer the nature of the east* may be suggested bv the 
previous history, and by the persistence of the positive 
serum reaction. 

Simple mucocele of the gall-bladder is probably the 
result of former catarrh of the cystic duet, or of a 
gall-stone which has disappeared ; in many cases it may 
be impossible to determine the precise cause ; the gall- 
bladder may become greatly distended with perfectly 
colourless mucoid fluid, free from bile pigment, though 
sometimes containing crystals of cholesterin (Fin. 2f>d). 

The fluid is sterile. There are usually no symptoms ; 
the patient may by chance have discovered the tumour 
for herself. Such a mucocele may Ik* mistaken for 
a movable kidney, and tin* diagnosis of the nature 
of the mass is sometimes obscure until operation is 
resorted to. Herbert French. 

GANGRENE. When any necrotic tissue becomes infected with moulds or putre- 
factive micro-organisms, the resulting condition is known as gangrene dry, moist, or 
spreading. (Sec also Ganoiu.m: or tin. Li no. p. .T22.) 

CAUSES OF GANGRENE. 
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Local Traumatic Causes : — 

Severe bruising or crushing of the tissues 
Prolonged pressure -splint -sores, bed-sores 
Extreme heat or cold hums, frostbite, etc. 

The action of strong chemicals acids, alkalis, phenol, etc. 
Tin* action of powerful electric currents, or of lightning. 


Lowered Vitality of the Tissues, either (a) Local , or (h) General. 


Local : adjacent to the 
Septic wounds 
Erysipelas 
Anthrax 


infected area in such a 

(ionorrlnca 
Syphilis 
1 >ipht hcria 


•ute infections as 

Scarlet fever 
( anerum oris. 


General : occurring after 

I tiahcU s 
Enteric fever 
Small -pox 
Chicken-pox 


some slight injury, as a 
Measles 

Infantile marasmus 
Cholera 
1 Plague 


complication or sequela of 

Yellow fever 
Malaria 

Poisoning by snake- 
venom. 


Disturbances of the Innervation of the Tissues, such as occur in - 


Raynaud's disease ’ 

Eryt hromelalgia ! 

Peripheral neuritis 
Syringomyelia 

Stoppage of the Circulation, 

Embolism 
Thrombosis 
Endarterit is ; senile 
gangrene 

Occlusion of vessels, 
complete or partial, by 


Tabes dorsalis 
Leprosy 
1 lemiplcgia 
Myelitis 

due to 

Ligature, t ight band- 
ages, splints : Pressure 
of new growths ; Pres- 
sure of aneurysms or 
effused blood 


Mcningo-mvelit is 
Lesions of the spinal cord 
and cauda equina. 


The arterial spasm of 
ergotism, the so-called 
‘ epidemic gangrene ' 

The after-effect of poison- 
ing by coal-gas or carbon 
monoxide*. 


Speaking generally, more than one of the causes enumerated above will be at work 
in the production of gangrene in any particular instance. Thus, in the gangrene following 
severe* injury te> eme* of the extremities, stoppage of the circulation through the affected 
part is usually observed in addition to the direct injury caused by the mechanical crushing 
of its tissues. Again, in cancrum oris or noma the name given to the spreading gangrene 
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of the soft tissues of the mouth anil cheek occurring in debilitated children after measles 
or scarlet fever -great feebleness of the circulation contribut es to its production, in addition 
to the lowered vitality of the necrotic tissues (Fig. »5. !>■ <>'>)• A diabetic patient with 
eanerene mav owe it partly to the impoverished or altered quality of Ins blood, partly 
to the arteriosclerosis that is often associated with diabetes, and partly to peripheral 
neuritis occurring as a further complication ol his disease. 

In tin/ orutgrenc, or mummification, the affected part of the body, usually the distal 
end of a limb, becomes livid and cold, and gradually blackens as the blood-pigment dilluses 
out of the blood-corpuscles and enters the tissues : the part withers as the fluid in it 
evaporates. It. is a slow process: putrefaction is little in evidence, and there is no 
markedly offensive odour about the part, for it is too dry to atlord a satisfactory culture 
medium' for the bacteria of putrefaction; between Ibis dry gangrenous tissue and the 
adjoinin' 1 ' healthv part, of the limb is an inflammatory zone, the line ol demarcation. 
Dry gangrene is common in cases of embolism or other complete obstruction of the 
arteries, hi senile gangrene (Fig. -Mil), and in Raynaud's disease (Fig. -’ho) : the affected 
part is converted ultimatelv into a shrunken, black, and mouldy-smelling mass. 



Fi't. (rttn^ri IRC ol the loot. Nolctho line ol (Inium-filioii at n. (Prom ‘ A n / ntrodtn (ton to Simjrrn , 

hi/ hind firnnissin it of Prof. Put her ford M orison . ) 

Moist gangrene* sphacelus , or sloughing , may often be seen after seve re crushing ol a 
] C g or an arm, when the distal portion of the limb dies and putrelies. At lirst hot, red, 
and painful, the erushed extremity presently becomes mottled, purplish, and cold, as the 
circulation through it stops. Putrefaction soon appears in the dead tissue, the skin rising 
into discoloured blebs, which, on rupture, give issue to offensive sanious lluid. A dusky 
red line of demarcation separates the gangrenous from the adjoining healthy part. 
‘Sloughing’ is the name commonly given to the putrefactive separation of smaller parts 
of the soft tissues from the body ; sloughs are the localized gangrenous patches that result 
from most of the injuries described under the first heading. 

Spreading gangrene is the form due to infection by special virulent bacteria, generally 
anaerobic, such as Bacillus aerogenes capsulatus , which cause death of the tissues in which 
they grow and spread. Patty acids, sulphides, and gases are among the chemical 
compounds formed by these micro-organisms, and it is to them that the ollensive odour 
is due. 



ol the linens in H:i vnninl." ilisvusn. {ltepwduccd bp pennisswn of the House Covnndtce 
Hospital from a note/ -colour druuiiu / bp the fate Hr. 11. A. Wilson.) 
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THE DIAGNOSIS. 

Traumatic Local Causes and Lowered Vitality of the Tissues, (iaiifimic being 
a massive necrosis of some part of the hotly, producing changes obvious to the eye and 
nose, the fact of its occurrence can rarely be dillieult to determine. The history of 
exposure to one or another of the forms of severe injury or infection, or of exposure to 
some injury or infection that would be unimportant, if it occurred in a healthy pe rson 
but may lead to gangrene in severely debilitated patients, ought to be elicited readily. 

Disturbances of the Innervation of the Tissues. Gangrene due to disturbances 
in the innervation of the tissues is commonly described as a trophoneurosis or trophic 
change. It may be either chronic or antic in its onset. 

Gangrene of a Chronic Type. In Raynaud's disease gangrene may affect the tips of 
the lingers or the toes, less often the edges of the ears and the end of the nose or tongue. 
It is often symmetrical, and is preceded by the other two well-known stages of the disease 
namely, local syncope, in which the affected extremities become cold, mind), and white : 
and local asphyxia (Tig. 200), in which they turn from white to blue-grey or purple. 
Rarely Raynaud's disease is characterized only by recurring attacks of necrosis in the 
extremities with deformity as the result of repeated tissue loss. It is a chronic affection, 
and gangrene only occurs in marked cases and in their later stages, although it may be 
seen at any age. As a dry gangrene attacking the superficial and terminal parts of some 

of the digits, it may bear some resemblance to 
senile gangrene : this, however, generally attacks 
only one limb, usually a foot : it is more ex- 
tensive and progressive than the gangrene of 
Raynaud's disease : and it is associated with 
well-marked disease of the arterial walls. 

Gangrene may be a part of the manifesta- 
tions of erythromehdgia , a rare and chronic 
disease of adults who do hard work while ex- 
posed to considerable changes of temperature. 
It is characterized by pain. heat, and Hushing of 
one or more* of the extremities, all aggravated 
when the limb is allowed to hang downwards. 
The colour varies from rosy red to purple, and 
Fuj. — Knyim-.i*r*: disonsr : <>f lor.-ii :ispiiv\iii. t h<‘ affected parts are hot : lienee the condition 

should not be confused with Raynaud s disease. 
The gangrene of erythromelalgia is confined to the extremities and may Ik* symmetrical : 
as a rule it is more narrowly localized and less superficial than the gangrene met with in 
i ay naud's disease*. 

Gangrene is a rare complication of peripheral antritis due to alcoholic, arsenical, 
or other forms of poisoning : it occurs only in patients exhibiting the* vasomotor type* 
of neuritis. This closely resembles Raynaud's disease, with which, indeed, some hold 
that it is identical. The gangrene is symmetrical : the patient will very probably 
exhibit other symptoms of peripheral neuritis disturbance of sensation, tremor, paresis, 
wasting, trophic changes and a history of alcoholic e*xe*ess may be* obtainable. 

Gangrene of the skin and superficial tissues of the hands or fee t, or e>f the finger-ends, 
may be met with in syringomyelia ; this disease, if associates! with painless whitlows on 
the* lingers, is known as Morvan's disease. This gangrene* is to se>me* extent traumatic, 
anel may be symmetrical ; but the diagnosis should not be dillieult, for in most eases three 
promine nt symptoms are seen in syringomyelia : (a) Loss of the* sensations of pain and 

of temperature, tactile* sense being preserved over the anaesthetic area the ‘dissociated 
anaesthesia" of Charcot, (h) Trophic changes about the extremities, often originating 
in some neglected e>r unnoticed injury ; hypertrophy e>r atrophy of the skin e>r nails ; 
trophic changes in the joints, the so-called ‘Charcot's joints' ; brittleness of the long 
bones, with a tendency to spontaneous fracture, (e) Progressive muscular atrophy, 
invading the hands first, later the forearms, arms, and shoulders ; atrophy of the spinal 
muscles may ensue, giving rise to spinal curvature. Thus the gangrene of syringomyelia 
is characterized bv its painlessness, and by its combination with other wa ll-marked special 
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symptoms; in addition tin* hands often present certain deformities, ‘Claw-hand 1 
(]). I ll) resulting when the muscular atrophy of the hands is marked, ‘succulent hand’ 
when much hyperplasia and redundancy of the soft parts of the hand and fingers occur. 

Gangrene of the toes may occur in tabes dorsalis, usually in connection with a 
perforating ulcer about the hall of the big toe (Fii*. (WMi. p. 898). The process is slow 
and painless, not symmetrical : and is associated with the other main signs of tabes 
(p. 7 .*>8). Gangrene of a similar sort, and similarly started by some ulceration or a 
neglected injury, is common in lepras// ot the smooth or anaesthetic type. ft occurs only 
in the later stages of this disease, and from its rarity calls for no further consideration here. 

Gangrene of an acute type, attributable to trophic changes, occurs in the form of 
deeabitas aeutus, or acute bed-sore, in certain acute disorders or infections of the central 
nervous system or spinal cord producing both paralysis and anaesthesia. Within a few 
da\s or even hours of the primary lesion, secondary changes are seen in the skin and soft 
t issues where they are most exposed to pressure about the buttock, sacrum, coccyx, 
iliac crest, great trochanter, tibia, or heel, according to the position in which the paralysed 
patient lies. When the* pressure is unduly great or protracted the skin turns red or 
purple*, and unless most carefully protected! presently undergoes extensive and spreading 
necrosis and gangrene*. Hot-wate*r bottles that would expose an ordinary patient to ne> 
discomfort or danger, may se t. up necrosis and gangrene if allowed to remain too long 
or too elo^elv in contact with the* skin of a paralytic patient liable to the formation of 
bed-sores. The prolonged application of an ice-bag may do the* same : indeed, the use* of 
ice-bags over long periods may be* followed by gangrene even in patients who are free from 
any nervous disorde r, and particularly in patients who are very fat. The chief nervous 
lesions in which the* acute* bcd-se>re* is se*e*n are* the* following: hcmi/dcgia, whether eiue to 
cerebral embolism, lueme >rrhagc. < > i* threunbosis : acute* infections of the* spinal membrane's 
or cord, such as meningitis . tni/elitis . e>r aiea i noo-m i/el it is, whatever the nature of the infec- 
tion ; transverse lesions of the* spinal cord eu* caudn e*ejuina, such as are caused by fracture's 
or tract u rc-d islocat i< ms < »l the* spinal column, or by penetrating wounds involving the 
spinal e-orel. 'These* beel-se >re*s e»e*e*ur emly in the* anaesthetic areas, and hence tend to e*se*ape 
the* ite it ice* e>f t lie- patient, who may alse> be* unconscious or delirious. It is me>st important 
te» ke*e*p a sharp look-out on the* skin eiver all the bony prominences exposed to pressure 
in these patients, see that an incipient be*d-se»re may be detected at once, and its spread 
checked by suitable* treatment. Once well established, the* acute bed-sene* te*nels to spread 
in area and in ele-pth in spite* of the* me>st e-are ful treatment, and brings about the death of 
the* patient bv se*ptie* absorption, pya-mia. eu* the exhaustion e*onsecpient to prolonged 
suppuration. 

Stoppage of the Circulation. Among the* nmst important anel e xtensive causes of 
gangrene* are* tlmse* in which the* exciting lae*te»r is some more e>r less c-e »m j)le*t e* vascular 
obst rued ion . with consequent ste>ppage* e > t the* e-ire-ulat ion, and the* elcath e > f those tissue's 
whose* blood-supply is nit edT. Occlusion of arte ries is ine»re impe>rtant than that, of the 
veins, but in e*xe*e*pt ieuial e*ase*s moist gangre*ne* of seune* elistal part follows blocking e>l the 
veins |>\ thrombosis or bv pre*ssure* lreun withe)iit. while* the* arte*rie*s are* still pat e*nt . Ihe 
importance and amount of the* pathological changes following vascular obstruction depenel 
on the e xtent, to which collateral channels are able to carry on the circulation thremgh the 
alTe-cte-d area. If they are* ill-de veloped, the* consequences of the stoppage are serious. 
Jimbolism is like ly te> occur in patients who have valvular disease of the he*art, with vege- 
tations em the* mitral or aortic valves that may be* swept off into the blood-stream ; e>r 
the embolus may be* derived freun a blond-clot formed in a elivertie-ulum of one e>f the 
chambers of the le ft lu*art. or in an aneurysm, e>r upe»n the surfae-e of a rough atheromatous 
aorta. Thrombosis, whethe r arterial or venous, may be* suspected in patients in whom ne> 
source* for an embolus can be* detected. but who exhibit widespread arterial degeneration, 
phlcbosclerosis. or local disease that may spread to seune vessel anel set up clotting in its 
e*e>nte*nts. 'The* oe*e*urre*ne*e* e > 1 " arte*rial e*mbe>lism, in the le*g tor example, is maikeei b\ a 
sudden anel very severe pain in the limb about the level e>f the ble>ckage. The parts 
beyond become* numb, cold, insensitive: pulsation can no lemger be felt in the arteries 
elistal to Hu* obstruction. The gangrene that follows is usually of the dry type. Very 
similar symptoms may mark the occlusion ol an artery in the leg by thrombosis, but the 
onset is usually much more gradual, and the pain may be terribly protracted and severe. 

i) 
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Senile gangrene occurs in patients of advanced years with extensive arterial sclerosis ; 
in n mil v instances tliev also give a history of gout, or suffer from diabetes mellitus. It 
is in reality a form of occlusive gangrene, due either to the clotting of blood on the diseased 
and roughened arterial intima, or to increasing obstruction of the arterial lumina by a 
proliferative endarteritis. It is often of insidious onset and confined to one lower limb, 
just as embolic gangrene may be ; lint it tends to spread upwards slowly and indefinitely, 
a tendency that finds a natural explanation in the extensive character of the arterial 
degeneration that goes with it. It is not often symmetrical ; if more than one limb is 
affected, the lesions arc successive in their development. 

Little need be said about the gangrene that follows complete or partial occlusion of 
the vessels by the other causes enumerated above. The gangrene will be secondary to 
some primary lesion that will seldom fail to be obvious. The ligature of an arter !f in the 
course of a surgical operation of the femoral, for example, in the treatment of popliteal 
aneurysm has caused gangrene of the leg in patients whose collateral circulation unfortu- 
nately proved to be inadequate. The application of light bandages round a limb, possibly 
to check hemorrhage, may cause similar gangrene* if they are left on too long. \cw 
growth readily compresses or invades veins, or arteries in exceptional eases, and icndtis 
them impervious ; in either ease gangrene of some distal part may result. The new growth 
may be primary, or a secondary deposit growing perhaps in a lymphatic gland. Thus 
carcinoma in the mammary gland, or endothelioma of the* lung or pleura, may lead to 
secondary deposits about the axillary and subclavian vein and artery : and these* may be 
so extensive as to obstruct the circulation through the arm, and set up moist gangrene 
in the fingers. Similar gangrene* of the* fingers may result from the vascailar obstruction 
caused by a large intrathoraeic aneurysm , or by blood that has cse*apcd and e*lotte*el round 
the vessels e>f the arm. 

The epidemic gangrene of ergotism is only of histone* interest in Gre*at. Rritain, although 
it is saiei to oecur still in Russia. It is seen only in persons who consume quantities of 
mouldy rye ; it appears not te> ex-cur in human beings as the result of exe-essive doses of 
the pharmaceutical preparatiems of ergot. Minor degrees of ergotism may. howcxcr. 
simulate Raynaud's disease or erythromelalgia. Gangrene* due to ergot is dry, chronic m 
progress, extremely painful, and ‘usually asymme trical : it results in much disfigure ment 
from le>ss of tissue, and has hael a high mortality in many of its epidemics. 

Patients who have been near to death from poisoning by coal-gas or by carbon 
mono, ride are liable*, after recovery, to various disorders of the* circulatiem : and oceusinn- 
ally to phenomena like* tlmse of the se verer types e>f spontaneous Raynaud's disease with 
superficial gangrene e>f the* soft parts of the extremities. A. J . Jc.r-lllakc. 

GANGRENE OF THE LUNG eieeurs when a portion e»f this organ undergoes necrosis 
mel then, owing to invasion bv one or more of many kinds of bacteria, putrefies. 
It usually eieeurs in senile, intemperate, diabetic, or debilitated patients. Most often it 
affects a eire*iimse*ribe*d area of lung tissue* only, but it may lie* a elifluse* proe*e*ss involving 
a whole lung. It occurs as a rare complication e>f pneumonia or bronchopneumonia : 
mid as a comparatively common eonqilie'at ion eif aspiration pneumonia due* to direct 
infection of the lung by bae-teria e-ontained in food, mucous secre tions, or foreign bodie s 
generally (peas, beans,* fish-bones, extracted teeth, etc.), that have* made* their way past 
the* larynx and into the* trachea or bronchi. Gangrene may also result from an extension 
of the* infection in such chronic suppurative alTeetieins of the* lungs as chronic pulmonary 
tuberculosis , bronchiectasis , eir fat id bronchitis. In either instances the* infecting agent 
reaches the* lungs by the blood-stream ; thus gangrene* may follow pulmonary embolism 
if the emboli contain se-ptic or putrefactive bacteria, secondary, fe>r instance, to lateral 
sinus thrombosis eiue to middle-ear elise*ase* ; eir it may result freim penetrating wounds 
of the lung, eir freim the spread of infection from the pleura, peritoneum, eir perie-ardium 
to the* tissue* eif the lungs. 

Gangrene eif the lung is characterized by great, prostration, irregular fever, cough, 
and in most eases the expectoration of copious, fluid, frothy sputum of disgusting odour. 
The sputum settles into three layers on standing, and the leiwermeist of these contains 
fragments of elastic tissue. Severe hiemoptysis may result freim gangrenous erosion eif a 
blood-vessel. In a few eases the sputum lacks the indescribable but characteristic feetor, 
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oftenest so in diabetics or children. The physical signs of gangrene of the lungs are in no 
wav distinctive : more or less extensive consolidation or infiltration of the affected part 
will he indicated early in the disease, and later, when the gangrenous tissue has softened 
and been expectorated, the signs of a cavity may appear. 

As a rule, however, the diagnosis presents no great difficulty, being suggested by the 
supervention of copious and highly offensive expectoration in a patient known to be 
suffering from one or another of the diseases mentioned. The gangrene may, however, 
he simultaneous with the development of an aspi ration pneumonia, and this condition 
may therefore Ik* considered more fully. It is often set up by the entry of a foreign body 
into tin* trachea or a bronchus ; it may follow stenosis of a bronchus from any cause, such 
as syphilis, or the pressure of an aneurysm or of a new growth ; it may result from the 
establishment of a fistula from the (esophagus to the trachea or a bronchus as a terminal 
event in malignant disease of the air-passages or (esophagus; it is seen in patients with 
spreading infections of the mouth, pharynx, or larynx, especially epithelioma of the tongue : 
it occurs in the insane, or in persons with extensive laryngeal or bulbar paralysis who are 
constantly exposed to the danger of swallowing food directly into their air-passages ; and 
it is observed occasionally after operations, particularly those on the mouth, pharynx, 
larynx, or trachea, when infective matter e.g., mucus, sputum, a fragment of a tooth that 
has just been extracted has made its way into the bronchi while the patient was under the 
influence of a general aiuesthctie. All the causes just enumerated are dependent on excep- 
tional circumstances or conditions that should be distinguished fairly easily ; but in not a 
few instances gangrene* of the lung has followed bathing, diving, or accidental immersion, 
(hough the* patient could not call to mind that he inhaled any water; in the same way 
the origin of other eases of pulmonary gangrene has remained obscure until the patient 
has coughed up a piece of bone, a fragment of a tooth, part of an car of corn, or some other 
foreign body that he* had no recollection of having inhaled down his trachea. 

In patients with pyaania, gangrene of the lung due to multiple embolic pulmonary 
abscesses would be suggested if the patient should develop the signs of pulmonary con- 
solidation, cough, and offensive expectoration. Similar symptoms occurring after icounds 
or confusions of the chest would make the same* diagnosis highly probable. 

Greater dillieulty is experienced in deciding whether gangrene of the lung has occurred 
in a patient suffering from bronchiectasis, fivtid bronchitis , chronic pulmonary tuberculosis 
•ii'ith cavity formation, or putrid empyema discharging through the lung, where expectoration 
of highly offensive sputum was already present. Elastic fibres and shreds of pulmonary 
tissue may be, and often an*, present in the sputa of all these conditions ; but they are 
commonest, and present in greatest amount, in pulmonary gangrene. Again, the onset 
of pulmonary gangrene is often acute, and accompanied by much prostration, no doubt 
due to septic absorption ; these facts, coupled with evidence of appropriate changes in 
the physical signs over the patient s lungs, should assist in arriving at the diagnosis. 

Pulmonary gangrene may occur so soon before death as to be unsuspected ; in a few 
instances the sputum is not firtid ; in others, particularly in children, the gangrene may 
lead to no expectoration at all. In these circumstances the diagnosis is impossible, and 
the gangrene of the lung may be described as latent. A. J. Jcx-Wakc. 

GASTRECTASIS. (See Dilatation oi tiii: Stomach, p. lil 8.) 

GIDDINESS. (See Viumuo, p. Dll.) 

GIGANTISM (Macrosomia). Overgrowth of the body as a whole may be termed 
gigantism wlu n the stature exceeds 0 ft. <> in., or 2 metres ; but there are giants of lesser 
height. The term is relative only. Thus it may be applied to children of excessive 
growth, and a distinction may be drawn between : (I) Infantile gigantism, or the relative 
overgrowth of childhood : and (II) Adult gigantism. 

General overgrowth is prone to be associated with local overgrowths, the latter 
usually taking the form of tumours of some endocrine organ. In some forms of gigantism 
it is not possible to say to what extent the* general excess of growth is caused by this local 
disturbance or is merely associated or correlated with it. 

Gigantism is either: (1) Primary, essential, physiological, when tile whole body is 
almost equally overgrown ; or (*J) Secondary, symptomatic, pathological, the result of 
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the unbalanced action of one or more of the endocrine organs which control the growth 
of bone. 

I. INFANTILE GIGANTISM. 

1. Primary infantile gigantism is usually first manifested at birth and continues into 
the adult form presently to be described. 

2. Secondary or Symptomatic infantile gigantism is connected with or is due to over- 
action or tumours of (a) the suprarenal, (h) the pineal, (e) the gonadal, or (d) the pituitary 


1 »- 



a. 'The suprarenal form is usually, but not always, associated with a suprarenal neo- 
plasm, and this may sometimes be detected by abdominal examination. The intelligence 
is often impaired. Sex characters arc accentuated or inverted : consequently there 

an* two types, sometimes mure or less mixed. The (tlwse form 
(Fig. 267) affects females chiefly, but sometimes occurs in males. 
With general overgrowth and conspicuous obesity there is, as 
a rule, a too early enlargement- or exaggeration of the exter- 
nal sex organs, but not of the breasts or gonads. 'Fla re is 
a tendency for masculine features to appear in the female, 
and occasionally this is exaggerated into definite pseudo-her- 
maphroditism. Pubic, axillary, and facial hair are sometimes 
observed, and a generalized though sparse crop of coarse hair 
is also a not uncommon characteristic. 'Flic muscular . or * infant 
Hercules * type, is a rare form 
which occurs only in males. .Mus- 
cular strength is excessive, sexual 
development and ossification arc 
advanced. 

b. In the pineal form the char- 
-sujir:«n*iiai ^iLMn acters are similar to those of siipra- 

tism. l'.al.v <>1 i;U month-. . . . 

uri-hinr in\iriv r.o it. ii m.». renal gigantism with the addition <»l 

<’»' «• tumour. Tin- 

and | iliI m ■«- . lit- way litu-rulai Iv t.WO groups of SVlllptoiUS are piob- 
stroiiL', Imi oi hark \v:iri] inl'-Mi- ‘ . 

p-iic-i-. ably correlative only, not cause and 

effect. The intelligence is normal. 

As a rule this particular form a fleets males before the end of 
the third year. 

e. Infantile gigantism of gonadal origin is distinguished 
by premature sexual and bodily development with normal 
backward mental development. Ossification Finishes too 
. the stature in the end being rather under than over 
' : o ■ normal. 

The ovarian (Fig. 268) is three times more frequent, than 
the testicular. It may be associated with ovarian neoplasms. 

Sex precocity may be very conspicuous, but there art' ajl 
degrees between full sexual development with fecundity and 
mere partial outward manifestations of sex. in the testicular 
form tht* organs of generation ripen too soon, and there is rif/ __ | M( . Mltil) . f| „ illltlv|M 

moderate overgrowth of the both , together with the strength 1( ’ " rxi,;i1 mri. 

and sturdiness of a more advanced muscular development. and 111 *- -cxiial d<‘\ iiMial 

ft. Infantile gigantism may be suspected to be of pituitary i'll-,! * n v ' 1,lt ' ,l, ~' n ' ' " 

origin when a fairly uniform spurt of growth begins in late 

childhood and carries the stature considerably beyond that common to the rest of the 
family. Signs of acromegaly may not appear until after puberty, when the disorder 
merges into the pituitary gigantism of the adult. 


and til'' -i 
at I I. II. 
dfl.-rtn 


II. ADULT GIGANTISM. 

1. Primary. — In primary or physiological gigantism of tin* adolescent or adult 
(Fig. 269) the ordinary processes of growth are carried to extremes. Though growth and 
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envelopment. in general may he* fairly well balanced, they are prone* to he* a little irregular, 
and giants of this type* sometimes elisplay sueh loeal anomalies as polydaetylism, goitres, 
or na vi. It is hereditary, though th(*re* is ofte*n some le>ss of fertility. 

2. Secondary. In secondary or pathological adult gigantism there* is dispropor- 
tionate growth, ehielly of the limbs. It takes one* of two forms, according to whether 
the* fault lie s in (a) the* pituitary gland, or in {!>) the* testes. 

a. The fntnitarf/ form e » f gigant ism is distinguished by notable* irregularities e>f greiwth 
and development, shown chiefly hy increase* in size* of t he* nose*, lowe r jaw, e*nels of the 



f if. ~ 1 ‘i'im.irv :. r iL r .i r.! i- 111. < ; 1 1 * T . i i ii :itnl Mrs I *.;i I « •«- 1 : 1 1 1 . 1 i n <_r lii-twci'n two im-oj.Iv ot Iiri^lit. ('attain 

t w.i- 7 tt.lM in lii;;!i .oil wii^’lml t.‘>" II'. e i'.'J -t . TI h\ li.ul two oliiMnti. tin- Orst woiL’luti^r is lb. at birth, 

tin .-.lei m, | ‘j; Hi. Mr-. J it • - u.i- j/mt nm-, l»ul mitlior .-liowi-'l * • \- i< Iriiri- ol .-iiriiiiir'Mh . 

limbs, and othe*r tc*rmini oi the* body. This temelenev is alsei displaced in c*onspieue)US 
eivcrgrowth ot the* skeleton, giving rise* to an awkwarel, shambling, more* eir less ugly 
form of gigantism with mental and physical debility. 

Of this gigantism of pituitary eirigin there* are* thre*e chief varieties: (i) Acromegalic 
gigantism . in which the* excessive* growtli e»e*e*nrs as part of the complex of symptoms eif 
acromegaly (see* p. 21>.‘I) beginning be*fore or during the* einset of puberty. (ii) The 
main acromegalic features may he less prominent in ceimparisein with those due te> sex 
< l( , lie*ie*ne*y , e*onst it ut ing acromegalic gigantism xcith infantilism. Heine* greiwth is then 
excessive, though ossification is often delayed and the* sex organs are* undeveloped, 
(iii) Sometimes instead of a mere* negation of se*x there is assumption of opposite sex 
charaerters. (‘(instituting acromegalic gigantism with feminism . mascalinism , or hermaph- 
roditism. It. is ne it possible definitely t e > say to what extent these anomalies e>f the* sex 
organs are* caused hy the morbid state of the pituitary body, or are only correlated with it. 

b. Gonadal eir eunuchoid gigantism is a elisorder exclusively of males, and is eluc to arrest 
or deprivation of the* endocrine secretion of the testes before the age of puberty. With 
moderate e*xec*ss eif height anel absences eif eiistinetive* aere)ine*galie feature's, there is genital 
hypoplasia, a tendency to lankness e>f figure, to knock-knees, relatively broad hips, anel 
ge ne ral effeminacy e>f form and conduct. Tlu* growth of the* long hemes obviously outpaces 
t he* greiwt h eif the seift. struct tire s. Occasionally t hese opposite sex characters are less 
noticeable, and the state is then one of gigantism with infantilism. Hastings Gilford . 
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GIRDLE PAIN, or ‘gi relic sensation' — which is often a better description of the 
phenomenon--- is a sense of constriction, sometimes of painful constriction, as though a 
til’d it hand encircled the trunk. The band may be narrow or broad, and may be referred 
to any level of the thorax or abdomen. Although a common symptom of tabes, it is not 
pathognomonic of that disease, and may occur with any morbid condition involving 
symmetrically the posterior spinal roots, such as syphilitic spinal meningitis. 

Another form of girdle* sensation, having a different pathological basis, is often 
described by patie*nts suffering from spastic paraplegia due to focal disease* within or out- 
side the* dorsal region of the spinal cord. In 



such a ease the tight iccling is found to corre- 
spond with the highest le*ve*l of spasticity, some- 
times with the highest, level of sensory loss 
Thus a girdle sensation may be a symptom of 
dissent inated sclerosis, of myelitis . or of campres- 
sifttt paraplegia. In the last it may help the 
physician to localize the le vel of the disease*, but 
it is rarely so reliable for this purpose* as the* 
information which can be* obtained from a care - 
ful investigation of the* distribution e>f motor and 
sensory paralysis and of the superficial reflexes, 
eu* by the very special met herd of X-raying the 
spine* after injecting 1 to 2 e.e*. of lipiodol into 
the spinal theca by occipital puncture ( Fig. 270). 
Lipiodol is a heavy oily liquid containing 10 per 


A 


cent of iodine*. 


I'anjuhar Huzza rd. 


GLANDS, LYMPHATIC, ENLARGEMENT 

OF. (Sec 1, ami-math IIiami l\\ i.ahc; km kn i . 
|>. 171.) 

GLANDS, SALIVARY, SWELLING OF. 

(Sec S\\ iii.i.i sc; m Tin; S \i.ivaiiv (hands. |>. N (S.) 


GLAUCOMA. ( Se*e Kyi:. Act tk Im i.\mm\- 
Tieix or, p. 2N5.) 


i 
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GLYCOSURIA. 'The* first essential in the* 
diagnosis of glye*osuria is to make certain whether 
the* urine* contains glucose* or not. Many a patient 
has been labelled glve*osurie* when, by FVhling's 
test, there* has been a partial reduction of the* 
reagent ; ye t the* fVhlings solution may ne »t have 
bee*n fre sh ; or the te*st-tube* may not have* be*e*n 
perfectly cle*an : or the* urine* may have containcel 
seime* re*elue*ing substane'e* eitlicr than glucose*. It 
is important. that all source's of fallacy in this 


respect be* avoided, especially perhaps in cemncction with life insurance examinations, in 
which even trae*e*s e »f sugar are regareicel with profound elistrust. Kcageaits ne*cd t.e » be* 


pure anel i‘re*sh, anel in cases of doubt confirmatory tests should be applied. 


TESTS FOR SUGAR IN THE URINE. 

There have been many different tests for glucose in the* urine*, but the two clinical 
te*sts generallv employed are* : (1) Jb'ehfitig's test ; anel (2) Jlcnedtcl s test. The de*tails ot 
each are as follows : 

1. Fehling’s Test. - This depends on the* power peisse*sse*d by glucose of reducing 
alkaline solutions of salts of copper, leading to the formation, on boiling, of a precipitate, 
eif reel oxide of ce>pper. Two solutions are prepared as follows : (i) Dissolve 150*0-1 grin, 
of copper sulphate crystals in distilled wute*r and make* up te> 500 c.c. ; (ii) Dissolve* 
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125 grin. of potassie hydrate and 178 ^rm. of sodio-potassic* tartrate* (liochcllc salt) in 
distilled water and make up to 500 c.e*. These* two fluids should he kept in separate 
stoppered bottles. For use, take equal quantities of each (say [ in. deep in a test-tube), 
mix, and boil : the typical blue colour should persist. Add to the hot fluid a few drops of 
boiling urine from another test-tube and continue to boil. If glucose is present the colour 
changes first to greenish, then to orange, and even to a brick -red, the solution at the same 
time changing from clear to opaque owing to the formation and precipitation of a red 
suspension of cuprous oxide ; when this reaction occurs quickly and obviously it is almost 
certain that glucose is present and in considerable amount. The chief doubts arise when 
the change of colour is delayed, or when only a greenish or greenish-yellow discoloration 
develops in the boiled mixture after it has been left to stand for a few minutes, and then 
confirmatory tests are essential : if sugar is absent, the fluid retains its blue colour and 
remains clear unless phosphates are brought down bv boiling. 

When Fehling's sugar test gives a dubious result, it is sometimes helpful to boil both 
the h elding s solution and the urine in separate* test-tubes and then pipette some of the 
boiling urine on to tin* surface of the boiling Fehling's solution in such a wav that the two 
do not mix ; in the presence of sugar a bright yellow’ ring appears at the junction of the 
two fluids. 

2. Benedicts Test. This is a modification of Fehling's test , and similar in nature : 
but it is about ten times more delicate, so that proportionately smaller quantities of urine 
need to be used. r \ he solution is made up as follows : Copper sulphate 18 grm. : sodium car- 
bonate crystals 200 grm. : sodium citrate 200 grm. : potassium sulphocyanide 125 grm.; 
5 per cent potassium ferroeyanide solution 5 e.c. : water to 1000 e.c. 'there are various 
modifications of Benedict s solution, but they are all similar ill principle. 

Sources of hrrnr in the Ahtrer 1'csts. Krror may be caused by the* presence in the urine 
ol other bodies besides glucose which ha\e the power of reducing copper salts. The most 
important of these are Lactose . Ltrrulose. and Lcntosc. Lactosuria is fairly common in 
women who are pregnant, or who art* suckling after the baby has been born : it is then no 
indication ol disease, disappears in the intervals between pregnancies, needs no treatment, 
and is of importance solely in connection with the liability then* is to mistake it for glycos- 
uria. F;e\ ulosiiria is a rarity and its precise significance is obscure: it appears to have 
no necessary relationship to glycosuria and diabetes, but may be mistaken for the latter 
unless the polarimeter is used to verify the la*\ orotatory character of the reducing substance 
present. IVntosuria is also rare, has little of the significance of glycosuria, mav appar- 
ently be a familial peculiarity calling for no treatment, and the chief importance of tin* 
condition lies in the liability of its being misinterpreted as indicating diabetes mellitus 
when none exists. Knob of these sugars form * osa/.one * crystals with phenyl-hydrazine, 
but they do not lerment with yeast. Pentoses give a cherry-red colour when heated with 
hydrochloric acid and a little phloroglucin. They also react with the following solution 
(Bials Test) : Orcein, 1 grm. : 10 per cent solution of ferric chloride. 25 drops : strong 

hydrochloric acid, 500 e.c. On heating 5 e.c. of tin* urine with 10 e.c. of this solution a 
greenish-blue colour is produced, and finally a precipitate of this colour is formed. 

Other substances which may cause error in testing with Fehling's solution are 
(Htfnmnnc Acid, t rie Acid. Uip/inric Acid. Xanthin . (' rentinin . ('hotvsterin . and Aleajdon. 
As a rule, however, they do not produce more than a dull greenish-yellow precipitate, 
instead of the golden colour given with glucose. Tiny are none of them fermented by 
yeast, (dycuronie acid gives the reactions described as characteristic of pentose. Alcap- 
tunuria is suggested by the dark colour of the urine (see I'hink, Abnormal C oloration 
or. p. <>02). The reduction sometimes seen on testing the urine of patients who have 
been taking certain drugs, such as morphine, chloroform, chloral, salol, camphor, phen- 
a./.oiie, benzoic acid, or carbolic acid, is probablv due* to glyeuronic acid. 

If the urine to be tested for glucose by the copper-reduction method contains any* 
Inige amount of albumin, this should be removed first bv boiling and filtration. Strongly 
alkaline or ammoniacal urine should be rendered slightly acid with acetic acid, or instead 
of a golden-yellow or brick-red precipitate one may get merely a discoloration of the blue 
Fe hling's solution without any cuprous oxide precipitate. 

If neither Fehling's solution nor Benedict's solution gives any reaction fe>r sugar, 
there is little neeel te> proceed further, but if either gives a partial or nondescript- result, so 
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that doubt remains as to whether sugar is really present, one or other, or both, of the two 
chief confirmatory tests for the presence* of glucose should be applied. These are : (.‘5) The 


phenyl-hydrazine test ; ( t) The 

Q fermentation test . 

0. The Phenyl - hydrazine 

Test. Fill a test-tube about a 

quarter full of urine, add as 

much phenyl-hydrazine as will 

lie on the point of the large 

blade of a penknife, and a 

rather larger amount of sodie 

acetate. Boil some water in a 

beaker, place the test-tube in 

this and keep it boiling for half 

an hour. Then remove it and 

allow it to cool. If glucose 

be present, crystals of phcnyl- 

glucosazonc will form in the 

shape of an abundant bright 

yellow precipitate which is seen. 

under the low power of the 

microscope . to consist of deice 

sheaves of bright yellow needles 

(/*7g. 271). Other sugars, such 

/•’///. - 7 1 . I M n ■ n y 1 - u r 1 1 1 1 / n : i f • jtvst.iIs srn, un.l.-r the tu«>.] ium as lact-OSC, hcvillose. aild pentose, 

power of the lmeroM-opo. -Not.- 1 h « ■ 1 1* follow rolouc. liner r.iv ntel _ ' 

lar-.'r hi/.e th.-m the of t\ «*r\ -i t/'/y. p. 1 1 as well as glyeuronic acid, form 

crystals with this test ; but. these 
differ from those of phenyl-glucosazonc in shape, pheny l-lactosa/.one, for example, being 
shorter and in the form rather of bundles than of sheaves (Fill. 272). The melting-points of 
the different compounds also differ ; phenyl-glucosazonc crystals melt at 200 F., phcnyl- 
laetosazonc at 200 F., phenyl- . 

In 

cases of doubt the crystals 

should not only be inspected 

under the microscope ; their W 

exact melting-point should Ik* j 

determined also, though this ^B 

seldom be done except at 

al clinical laboratories where r '*** 

are the necessary capillary 
t ubes, water-baths. and so forth. 

"File fact, that phenvl-hevulos- v . 

azone crystals melt at. almost ^B 

the same temperature as do ^ . >r y ^B 

the corresponding dextrosazone ^B 

crystals, and that hevulose IV* r- ^ ^ 

ments with yeast as readily as A ^^B 

dextrose does, renders it neces- ** ?V' h 

sary to use the 
to 

this is very seldom done in 

practice. ami it is fortunate that ri "' - 7 "' l ' l "'" vl u ' l '""" 

hevulosuria is rare, (Jlycuronie 

acid usually gives rise to an amorphous precipitate, or scales, not to crystals. The urine 
to be tested should be free from albumin. 

4. The Fermentation Test. Boil some urine (200 e.e.) in a beaker, and allow it to 
cool ; stir into it a piece of yeast the size of a cherry till it is thoroughly mixed. Alkaline 


< r\ -l :i I- 
of I lif linen 



GLYCOSURIA 


:V2h 

urine* should first Ik* rendered acid with a few drops of acetic acid. Fill a test-tube com- 
pletely with the fluid, close its end with the thumb, invert the tube, submerse its open end 
in the beaker of urine and yeast, release (lie thumb, and let tin* inverted test-tube full of 
yeasty urine stand for twenty-four hours in a warm place. If glucose is present, carbon 
dioxide* gas will be formed and will accumulate at. the top of the tube. If performed 
carefully this test is a certain indication of the presence* of glucose. A small amount of 
fermentat ion may be produced by bacte rial ae*tion on other sugars, but by boiling the 
urine in the* first instance this error is eliminated. La*vulose* may also ferment, with yeast, 
but its presence in urine* is so e*xee*pt iotial that it may practically be* disregarded. A rough 
indication of the* amount of sugar present may be* gained by taking the spe*e*ifie* gravity of 
the urine after fermentation, and comparing it with that of a specimen kept under similar 
conditions but without yeast. It is said that a fall of one* point in the specifie* gravity 
takes plae*e* for e ve ry grain of sugar per (tuner of urine : but this mode* etf quantitation is 
very inaccurate. 

ESTIMATION OF THE AMOUNT OF SUGAR IN THE URINE. 

Quantitative measurement of the* glucose present, may be made by either Fehling's 
solution or Benedict's fluid: Paw's solution use*d to be* employed, but it has been 
replaced nowadays by Benedict's solution. 

If Fehling's Fluid is used. 10 e.e*. of the mixed fluid (i and ii) are* placed in a porcelain 
dish along with about 10 e*.e. of distille*d water, and heated to boiling over a flame. A 
burette is filled up to a known mark with the urine, diluted to 1 10 (10 e.e*. plus 00 e*.e*. 
of distilled water), and this is allowed to run slowly, a few drops at a time*, into the* boiling 
fluid, which is stirred meanwhile* with a glass rod. A precipitate of red oxide* of ceippcr 
forms, and the blue colour is gradually discharged. \Vhe*n the* blue* e*olour has disappeared 
eomplet e I v , the quantity of diluted mine* left in the* burette is re*ad off and the* amount of 
diluted mine* required to decolorize the* measured quantity of Fehling’s solution is thus 
ascertained : the* amount of sugar in this is known to be* 0*0.*> grin. Suppose* that, for 
e xample. N e.e. of mine diluted to 1 10 have* b(*e*ii used ; the*n 8 e*.e*. of undiluted urine* 
will contain 10 0'0,"> grin, glucose*, or 0\*> grin. Knowing this, the pe-reent age* of sugar 

is easily calculated to be 0'.~> 100 S, or f>**J,*> pe r e*e*nt. 

The* method of using Benedict's Solution is similar. The* e*omple*te* reduction of 
the eopper is known b\ the ele-colori/.at ion of the fluid : -a e*.e*. of Benedict's solution 
are equivalent to 00.*> grin, sugar. 

The I'olari meter may also be* used for the quantitative estimation of gluceese* : but as 
I lie instrume nt is not like Iv to Ik* available* in ordinary medical praetie*e, it will not be 
described here. 

THE DIAGNOSTIC IMPORTANCE OF GLUCOSE IN THE URINE. 

If glycosuria of definite* de*gre*e* pe rsists for any length of time e*.g., if sugar (dextrose) 
is found in the* urine* at frequent examinations during we*e*ks or months -the* patient i> 
probably suffering from some* form of diabetes mellitns. When, on the othe*r hand, glucose* 
is present mi some* occasions and fleet on others, though no special precautions, etietetic 
or other, are* taken in the* interval, it often bee*omes a difficult matter to elecide whether 
the* condition is merely e»ne* of glycosuria (not diabetes) on the* erne hand, e>r whether it 
is really one* of diabetes me llitns still in an early stage* and only of mile! eiegrea*. Opinions 
differ ve ry much as to whether it is possible* to subdivide glyceisuric eases inte> essentially 
diffe rent kinds, or whe the r all. or almost all, are* really diabetic in some elegree, from very 
mild and re latively unimportant, at one extreme, te> very severe* and real and presently 
fatal at the* other. Broadly speaking, the* younger the patient the more serieius the 
malady and the more* definitely the* dread labed diabetes mellitns has to be give*n : many 
a patient in the* see*ond half ed life has more e>r less persistent glycosuria and yet survives 
for many years, even whe n no particular dietetic restrie*tions are* undertaken nor insulin 
injections given. The se ve rity e>f the* malady appears to diminish materially with age, 
and yet e ve n in the* e lderly the* e nd-re sult is so often a <lire*e*t, effect e>f the glyceisuric state 
that one* fee ls unable* to distinguish the elderly fre»m the juvenile form in kind, though one 
doe*s in type* and de*gre*e*. 
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Broadly speaking, the younger tin* patient and the worse the prognosis, the create*!' is 
the decree of acidosis that aecompanies the glycosuria : the urine should always he tested 
for diacetie aeid and for aeetone when sugar is present ; the significance of Acktom kia 
is discussed on ]). d. In particularly serious eases the presence* of acetone* in the* breath 
may he* recognized by the peculiar swe*et. odour of the latter. 

It is generally dangerous to assume that i*vt*n small amounts of sugar in the urine* 
are unimportant, and this is true even when the sugar is intermittent in its appearance: 
for wlien patients, owing to the slight and intermittent degree of the glycosuria at an 
early period of observation, have been regarded as ne)t. suffering from the early stages of 
true diabetes mellitus, it is surprising how e>fte*n, a few years later, the degree* of the 
glycosuria is found to have* increased so that the condition has become one of undoubted 
diabetes after being one* of seemingly unimportant intermittent or transient glycosuria. 
It is probably safer to regard all glyeosuries as potential diabetics, though it may not be* 
necessary to give a bad prognosis if care is taken with died and general mode of life*. The* 
younger the* patient the* greater the care neede*d. It is noteworthy that the re* is a type* 
of unduly heavy, almost obese*, young persons whose* weight in early life* seems to be* 
associated with seune* peculiar abnormality of metabolism in such a way that, though 
non-glyeosuric feu* years, there is liability for true* diabetes mellitus to develop late*r : and 
this is amongst the reasons why insurance* companies dislike* accepting ve ry heavy young 
persons as average lives. 

There are. howe*ve*r, certain conditions which seem prone to produce* transient or 
temporary glycosuria which is not essentially related to true diabetes mellitus, and amongst 
these one may enumerate the following : — 


CAUSES OF TEMPORARY GLYCOSURIA OTHER THAN DIABETIC. 


Severe physical exertion : e.g., 
mountaineering. boat-race 
rowing 

Severe nervous fatigue 
C erebral injury : Concussion, 
meningeal hiemorrhagc. frac- 
tured skull, cerebral laemor- 
rhage. cerebral thrombosis, 
cerebral embolism, operation 


on t lie skull, cerebral t union r. 
ineningit is 
fractured spine 
Acute alcoholism 
(.raves' disease 
Acromegaly 

Excessive eating of carbo- 
hydrate : alimentary glycos- 
uria 


Pregnancy 
I .act at i < m 
Severe malaria 
Phlorid/.in 

Other drugs (e.g.. morphine, 
heroin, and perhaps other 
opiates and nicest het ies ). 


Before deciding that a glycosuria is but temporary and unimportant, it is wise to 
make sure : ( 1 ) that the patient's blood-sugar figure is not above the normal when, after 
an interval, the urine becomes spontaneously sugar-free (see below for blood-sugar estima- 
tions) : and ( 2 ) that the urine remains permanently sugar-free after the event which is 
the presumed cause of tin* apparently temporary glycosuria has passed by. One may, 
f \ er. discuss each of the items in the above list in turn before passing on to a discussion 
e »< id-sugars, renal glycosuria, and true diabetes mellitus. 

Severe Physical Exertion. The effects of severe, physical exertion upon the urine 
have been studied particularly in rowing men. It lias boon found repeatedly that a 
healthy, well-trained man may pass a normal urine immediately before a boat-race, and 
yet the urine he passes soon after the race may contain both albumin and sugar. The 
paradox that arises from this i* that the individual might be passed as a first -class life at. 
**av. d p.m., and yet at d.d(> p.111. he might be turned down as uninsurable because of 
albuminuria and glycosuria. This effect of excessive* physical strain upon metabolism, 
and consequently upon tin* urine, is but little understood, but it has an important bearing 
upon the interpretation of clinical phenomena: for if excessive physical exertion may 
cause glycosuria, in well-trained athletes, minor degrees of physical exertion, fatigue, or 
exhaustion probably have a bearing on the explanation of some types of both albuminuria 
and glycosuria met with in practice. Bowing men do not tend to die of diabetes mellitus ; 
the glycosuria which follows tin* extreme exertion of a boat-race seems to Ik* transient ami 
unimportant. ; the same may be caused by the effects of mountaineering, boxing, long 
marching, and other similar physical strains. 

Severe Nervous Fatigue may be responsible sometimes for a transient, glycosuria 
which need not pass on into diabetes. Perhaps, if the cause of the nervous exhaustion 
were to continue, the result might be otherwise ; this we do not, know for certain, but it is 
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important not to label ;i nerve-exhausted indi victual whose urine contains sugar for the 
time being an incipient, diabetic until steps have been taken to wateh the condition of 
both the urine and the blood-sugar after the mode of life* has been altered so that nervous 
exhaustion by reason ed' overwork. over-excitement . late* nights, short sleep, worry, or 
anxie ty has be*e*n recovered from anel is not repeated. 

Cerebral Injury of any kinel can produce glycosuria, just as experimental puncture* 
of the* medulla oblongata (Slich-pmil.i) eie»e*s. Probably a fracture-dislocation e >1‘ the* spine*, 
or a lesse r injury such as comes under the* heading e>f * railway-spine* * freun a concussional 
accident. or from sheer fright or funk, comes under the* same* heading. All have* as the*ir 
common basis damage* t e » the* central nervous syste*m, anel glycosuria other than diabetic 
may result from any of the* varieties given above. The details e>f the differential diagnosis 
depend upon other features of t tie* ease: but oik* important point arises if. for instance*, 
a patient is found unconscious in the* street, and glycosuria is found in the* urine* drawn 
oil late r by e*athe*te*r : it does not follow that the sugar indicates a diabetic* coma, for the* 
re*ul le sion may be* concussion, a ce re bral hsemorrhage. or a fractured base*, the* glycosuria 
be my but a transient concomitant . 

Acute Alcoholism, brought to the* dcgre*e of delirium < >r coma a ’blind drunk' — 
mav produce* a state e>f glycosuria which may lead to a. mistake n diagnosis of diabetic coma : 
a fatal prognosis may be* given, ye t the* patient, after sleeping off the* effects of the drink, 
mav recover completely and never pre*se*nt any glycosuria again. it may be next to 
impossible* to say whether the* sugar in the* urine* matters or not when it is discove*re*d 
whilst the* patient is still comatose: but t tie* fact that it may he* transient and immaterial 
should he borne* in mind, 'file* urine* will probably’ he* of low spe*eilie gravity (e.g., 1008). 
anel not high (e.g.. 103.*» or 10 0)) as it is more* likely to be* in a true diabetic case*, and 
tin* urinonu ter may assist one in deciding whether t lie* ease* is diabetic or alcoholic*. 
Acidosis \n i 1 1 1 diacctic acid anel ace tone* in the* urine* may occur in e*ithe*r condition. 

Graves' Disease and Acromegaly. These <iise*ascs may he* taken together so far as 
glveosiiria is cone*e*rne*d . The* diagnosis of the* main condition will he* obvious from 1 1 it* 
other symptoms: but in each disease* glycosuria is apt to he* discovered transie*ntlv or 
intermittently. The* sugar-threshold may he* reduced in each to such an extent that 
glucose appears in the* urine* whe neve r the* least excess of carbohydrate is taken in the* diet. 
On the* other hand, ejuite* apart from transient anel unimportant glycosuria, out-and-out 
diabetes me llitus may develop in eae*h of these* maladies, and it may sometimes be very' 
dillicult to decide* whether the* patient is merely passing sugar occasionally without its 
having any material hearing <>u the* prognosis, or whether, on the othe*r hand, he* or she* is 
de ve loping i*e*al diabe tes in additiem to the* either associated malady. Hlood-siigar estima- 
tions are* them essential : and the* higher the* blood-sugar figure in a particular ease the* 
less e*as\ will it he* to pass the* glycosuria as transient or immaterial. 

Alimentary Glycosuria is an ill-defined state* of affairs, in whieh the* patient passes 
sugar in the urine* whene ver any e xtra epiantity e>f sweets e>r carbohydrates is indulged 
in. but lias no glycosuria when he* is reasonably careful with his elie*t. Some sueh patents 
live* an inde finite* numbe r of years and die of something e lse* : others pass mi and become* 
true diabed ie*s later on ; and there is no <*asy way of being certain in any particular case 
whether the* glveosurie* tendency is going to remain permanently unimportant, or whether 
one* is deluding oneself by calling the* condition merely •alimentary' when it is really the* 
first e vide nce* of impending diabetes. Opinions will always differ abend the*se* eases ; but 
it is gratify ing to the* patient to be* told that his glycosuria is ne>t diabetic, but merely' 
alimentary, lie* should, nevertheless, he cautious in the* future* e ven if drastic* treatment 
is not e*alle*el for at the* moment. Many e*ase*s of * alimentary ‘ glycosuria are really incipient 
diabe tics, 'l ime* alone will show to what e xtent the sugar matters. There is ne> differential 
test that applies with certainty at the* moment : blood-sugar estimations should be* made, 
howe ve r (see* below), and also tevsts made as t e > the* patient's sugar-threshold (see* * Renal 
Glycosuria.' below). Many subjects of so-called ’alimentary'' glycosuria are also subject 
to gold or to gouty manifestations ; so that " gouty glycosuria ' is almost synonymous 
with * alimentary glycosuria'. The patient, is gene rally erne* who, in the past at any rate, 
has * done* himself well', and the* probability is that most, of these cases are* really em the 
verge of diabe tes, but have* enough rese rve not to go on to diabetes in its full degree if 
they begin to take* care about their dietary, alcohol, and general mode of life. 



Pregnancy and Lactation may he taken together. Many women pass lactose in f heir 
urines in relation to pregnancy, and this may be mistaken tor glycosuria or diabetes if the 
phenyl-hydrazine and the fermentation tests are not applied to verily the precise nature 
of tlie sugar in the urine. Such laetosuria does not matter in the* least ; it passes oil 
spontaneously and needs no treatment. Apart from laetosuria. however, pregnancy and 
lactation mav bring out a latent tendency to true glycosuria (dextrosuria). and it is not 
wise to pass the ease one way or the* other without expenditure of gre*atcr care* upon the* 
precise diagnosis than is sometimes the ease. If dcxtmsc is found and ve rified it is unsafe 
te> pass the Fchling's solution reduction as unimportant until the future* e*ourse* ed‘ the 
urine changes and ed' the* blood-sugar changers has be*e*n watched. Some* such eases 
pre>ve* temporary and unimportant ; but some develop true diabetes mellitus later on. 
the* pregnanev or the* lae*tation being the* lirst thing t < > bring out the* latent- flaw in the* 
metabolism. Considerable clinical acumen may be* reepiired in e*oming to a decision : 
it is just as seriems to alarm a patient who has unimportant pre*gnane*y urine* changes 
as it is te) pass as unimportant that which, treated in time*, may be* prevented from 
becoming e>ut-and-emt eliabe*te*s me llitus. 

Blood-sugar estimations during pregnancy have* a diffe re nt base* line* from that of non- 
pregnant. individuals, anel it may be* nee*e*ssary t e > wait till pre*gnane*y and lactation are* 
past before one comes to a final e>pinion as to what precautions, it' any. the* patient needs 
to take for the* re st of her life. 

Severe Malaria. In se*vere* malaria glycosuria may be* met with during the* le brile* 
spe*lls, te> disappe*ar entirely when the* inlection is cured by quinine. 

Phloridzin and Other Drugs. Pliloridzin as a cause* of glycosuria does not ente r much 
into clinical eliscussion, for it is se*lelom employed in treatment : but its use* in animals has 
served to throw mucli light upon the way glycosuria may be* produced by substances. other 
than foods, given by the mouth. Phloridzin glycosuria is transient, and results from t lie* 
e* fleets of tlie* drug itself. It. is probable that eithe r drugs may act in a similar way : but 
as most of the* drugs which lead to the* urine* causing a reduction of Fchling's solution also 
tend to the secretion in the urine of definite amounts of glyeuionie* ae*iel which may simulate 
glycosuria, it is diflieult to say with much emphasis whether they are* commonly causes of 
real glycosuria as well. There* is. however, no doubt that a Fchling's solution redue t ion 
simulating glycosuria may be* produe*eel by various drugs, particularly opiates and anaes- 
thetics, anel it is a soure*e* of fallacy to be* borne in mind. The* effects are* transie*nt. how- 
ever ; anel this source of fallacy is obviated i I' the* e*ire*umstance*s are* known and the* urine 
is rc-te*ste*d later on and found normal. Probably the* effect of the opiates and amest be t ics 
acts partly via the* nervous system, so that it may be* comparable te> glycosurie* effects of 
lesions of the nervous system. 

Chronic ‘ Simple ’ Glycosuria. — This occurs in elderly subjects, who are often obese. 

* may show gouty tcndcncie*s. The* urine* is not markedly increased in amount, and 

not, contain ace*tone bodie s. The amount of sugar present is reduced conside rably by 

.net dieting. Tlie*re* is no wasting, anel little* alte*ratiem of thirst, or appetite*. 

ESTIMATION OF THE PERCENTAGE OF SUGAR IN THE BLOOD. 

We can now pass on to discuss definite* diabetes mellitus, and its relation to renal 
glycosuria, in connection with whieh it may be of the* greatest, importance to know the* 
re sults of e*sl imat ion of the* pe rce ntage* of suga r in the blood. 

The*re* are various methods « >f estimating this, none* of which, if real accuracy 
is to be attained, is applicable without the assistance of a special e*linie*al laboratory. 

The three* in general use are*: (1) MaeLean's method: (2) Folin and Waifs method: 

(,‘J) Ilagedorn and Jensen's method. 

It would be* e>ut of place to go into the e laborate* details of each of these ; those* who 
require the information should consult a text-book of laboratory technique. The essential 
principle of each is to utilize a small quantity of blend obtained from a finge r-prie k or 
by venepuncture, accurately measured about. 0*2 c.e. is sullieieiit ; 1o precipitate the* 
proteins in the specimen ; and then t,e> estimate the sugar in the remainder by an elaborate 
process which depends in Folin and Way's method upon a colorimeter ; in Maclean's 
method upon the amount of iodine liberated from a mixed solution of copper salts and 
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iodide ol potassium, with starch solution and a standard solution of sodium thiosulphate 
as the indicator and estimator; and in Ha^edorn and Jensen's method upon the amount 
ol iodine* set free from a mixed solution of potassium ferrievanide, zinc sulphate, and 
potassium iodide in a similar wav. 

The difficulty with all three processes is that at least the earlier stages of the technique 
of su^ar estimation have* to he* carried e>ut upon quite* fresh blood. se> that it is ne>t satis- 
lhedory to send the me*asure*el epiantity e >f fresh hlc»od by post: othe*rwise* glycolysis takes 
place* in transit and the* figures obtained from the* analysis are* valueless. The* patient ne*eds 
to he* taken te» the* laboratory, therefore*, or else* the analyst brought to the patie*nt. This 
eliflie ulty may be* overcome* whe n fresh medheds are devise*el. 

Renal Glycosuria. Ordinarily, when a healthy person has ne>t recently had a me*al 
abounding in carbohydrate, the* ble»e>el-su«rar figure* is ahead 0*10 to 012 pe*r edit: afte r 
a copious carbohydrate me*al this figure* may rise* eve*n in netrmal persems to 0 IS pe*r e*ent, 
and this is regarded as the* su^ar-thrcshold for normal people, glycosuria de*ve*!e>pin<» should 
the* blood-su^ar execed this figure*. In diabetic patients the* su^ar-t hreshold is ofte*n 
raised, and may be* e*ve*n as high as (KM) per eent ; that is t < » say, it is possible for a diabetic 
patient to have a blood-sugar as e*xecssive* as (KM) pe*r cent, without the urine* giving any 
reduction < > f Fediling's solution. On the* othe*r hand, there* are some* inelividuals in whom 
su^ar appears in the urine* long be fore* the* blc»e>d-sugar figure* reaehe*s the* outside* normal 
sugar-t lucshold of 01S per e*e*nt ; for instance*, the* urine may reduce* Fediling's solution 
with a blood-sugar figure* of pe rhaps emly 0*1 t pe*r cent : this cemelition e>f affairs, when 
glycosuria oecurs at what is termed a low blnod-sugar-thrcsheild. is generally regarde*d as 
essentially different from true diabetes mellitus. and is semie*time*s given the* name* of 
renal ghfcosuria . It is at any rate* a state of affairs that seems to have mue*h le*>s se*rious 
e*onse*e|ue*ne*e*s than ordinary diabetes has: and it is emly eliagnosable* with eertainty when 
Monel-sugar figures are* available* ; it e*auue>t be* diagnosed by estimations of the sugar 
in the* urine* alone. 

True Diabetes Mellitus, in any stage* in whiedi sugar is being passed in demonstrable* 
quantities in the* urine*, is nearly always associated with a raised blend-sugar figure*, 
generally to a point beyond the* outside normal maximum e»f (MS per e*e*nt. often to a 
figure* that lies between 0*22 and (KM) per edit. and sometimes in se*vere* e*ase*s to relative*ly 
enormeais figures sued as (MO, ()•■>(). e>r e\e*n (MM) pe*r cent. 'File* higher the* blocd-sugar in 
a particular case the* more* certain ran erne* he* that the* glye-eisuria matters materially: 
though the* amount may subseepient ly he* lessened very much by dirtedic rest rie*t iems and 
b\ insulin injections, even te> the* e xtent e»f be*ing brought down again to within the* normal 
limits. < )n the* othe r hand, it is found frequently that the* blend-sugar figure* of a diabetic 
patient may be* wedl ove*r 0*20 per eent without any glve*e>suria being dcmemstrable* at all ; 
so that in gauging the* se*v«*rity e>f the* a fleet ion it is w ise*r t e » keep watch upon the* 1 >le >oe 1 - 
sugar e*st imat ie ms at intervals than it is to re ly upon urine examinations alone. 

THE SUGAR-TOLERANCE TEST. 

When it is desired te> investigate a particular gl veesurie* e*ase* in special eletail it is 
some*time*s necessary tee apply what is known as the* sugar-tolerance* test. 'Fins consists e>f 
izi \ ini; the* patient ,*i() grin. e>f elextreise* in 150 e.e. of water, when ne> fe»e>el has been taken 
for some* hours. The blend-sugar is estimated at the* time*, and again at one lmur anel at 
two and three* hours afterwarels : in neermal individuals there* is a rapiel rise in the blned- 
suosir, reaching its maximum at about one 1 hour, seldom re*ae*hing 0*18 pe*r ee*nt. anel 
rapidly diminishing there*after, se> that at two hemrs the* figure* has returned te> its eiriginal 
le*\e*l : in eliabetie* subjects the* rise* may be* t e > a higher level than 0*1 8 per cent, ele)e*s ne>t 
reaeh its maximum tilt e ven after one hour, and remains high still at two anel at. three 
hours in a way whiedi is ne>t eompatible with normality ; whilst at the same* time the* 
diahe*tie* may pass suoar in his urine afte r the above ele>se. whereas, contrary to the* general 
statements that are* sometimes made, a normal individual ele>e*s ne>t. generally present 
glycosuria e*ve*n if the* eleise* e>f ele*xtre>se* given e*xcee*els 200 grm. This test is not se> 
necessary as are blend-sugar e*stimatiems in ave*rage* eases, but there are many instances 
in whiedi it may be* of value* in deciding the* e xtent te> which what might otherwise appear 
lo he* a minor state* e>f glycosuria really matters. 
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TYPES 


DIABETES. 


True diabetes mellitus may be subdivided into two types, whieli may b(* elassilied 
either as (1) acute, and (2) chronic: or alternatively as (1) diabetes in the young, and 
(2) diabetes in the middle-aged or elderly". The older the patient, generally spe*aking. tlie 
less acute the malady". 

Acute Diabetes, occurring mainly in the voting or youngish, is generally" indicated bv 
excessive thirst, polyuria, excessive' appetite yet loss of weight, muscular weakness, nervous 
irritability", and inability" to continue at work. Apart from the loss ol weight, the glycos- 
uria, the raised blend-sugar, and very often the acidosis, there may be no abnormal 
physical signs ; though the knee-jerks often disappear even when there are no other signs 
of peripheral neuritis. The disease may" arise without any apparent cause ; occasionally 
it may" be attributed to the effects of influenza, tonsillitis, measles, or other infective 
illness, or to nerve shock, or to some injury, particularly perhaps 
injury to the abdomen. The skin becomes dry and lustreless , 
the quality of the hair ami nails may deteriorate ; the tongue is 
often large* and deep red, without fur : and the mentality may 
' 'J be changed. The urine is generally abundant, bright, clear, 

fjlwilL pale: often with a high spc*cific gravity, e*.g., 1O10 or even more. 

Treatment by dietetic restrictions and by insulin injections may 
Ip prolong life for a few years, but the end is generally ushered in 

by diabetic coma at a premature age, or the patient succumbs to 
I intereurrent infection, especially to lobar pneumonia or to rapid 

I pulmonary tuberculosis. 

I LifKvntia may occur in fatal diabetic eases, and its existence 

I may sometimes be detected during ophthalmoscopic examination 

? during life. The condition is not distinctive of glyeosurie states 

I however, for it mav be met with also in patients siillering from 

' chronic tubal nephritis (Fi g. 27,1): it may be entirely unsus- 

pected unless blood happens to Ik* drawn tor some purpose s *ue*li 
as a \\ assermann test and allowed to staml. 

Chronic Diabetes occurs in older subjects, at any age even 
up to 90. Sometimes the onset is definite, with thirst, polyuria, 
increased appet it e. and loss of weight, as in the young: more often 
the malady begins insidiously, so that it may be discovered only 
aeeidentallv in the course of an examination for life insurance, 
or in some other routine in whieli the urine needs to be tested : 
or attention is drawn to its possible existence by the tic urrenee 
of cataract, gangrene of a toe, ac ute vulvitis, eczema of the penis, 
scrotum, or thighs, or the- development of boils or carbuncles. 

ift-.Wi’i.- "i uV» V*' *1 !| ,i J, 1 i i A* One curious symptom that has been known to be the first thing 

XVil ' 'mi* i t < > attract attention to glvcosuria is when ants or flies have been 

i . irniM.I oil-, I-.I-I-, hilt liol * 

u umIs in. ih. tillin' i attracted to the ground upon which the patient has micturated 

* Tu* 1 , | , |ii ,n,l ;i ho vi ■ out of doors. Freepient ly the pat.iemts may have complained e>f 

;ip[.i*:i '•; » m« ■ cm OMiim-; tin svmptoms at all : and even when the* onset has been bv thirst, 

tint O! I j »* ■ I'M"-! « - 1 n *< • til 1 1 1 i;l 1111. 1 * 1 

\s.u- <imt« mi-^j |>olvuria, excessive* appetite*, and loss of weight. these* symptoms 

mav subside* entirely" in a few weeks or months, leaving the* patie*nt 
free from personal complaint though the glycosuria is still present. Whe reas in veiling 
persons the specific gravity of a diabetic urine is generally high or very high, this is often 
not the* e*ase* in olde*r subjects ; the* urine may" appe ar to be e>f gend normal colour, with a 
specific gravity that may not e*xe*eed 1018, and may be* only 101 0, ye t with sugar prese nt 
in it. Not a few eases of elelcrfy eliabetes are associated with arte rial and re nal elegenera- 
tiein, so that albuminuria, a high bloed-pressure, and a big heart may be found as well as 
gly cosuria. Certain types of individuals seem predisposed to it, particularly pe rhaps the>se* 
who have had acute geiut e>r a gouty family histeiry, e>r tlmse* who have been e>f overweight, 
as yei uuger individuals. Women and men are affected indiscriminately. There is a belief 
that the condition is commoner than it was ; this may be* elue* to me>re skilful ree*e>gnition 
not always a blessing to the patient ; but it may alternatively be really commoner 
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owing to the increasing stress and strain of modern life, or possibly to the greater inroads 
of ebronie insidious mierobie infections from such plaees as the teeth. Certain races seem 
more prone than others to suffer from diabetes in the latter half of life Rrahmins, 
Hindoos, and Jews particularly so. Sometimes the condition runs in families. As a 
general rule, though degeneration of parts of the pancreas is regarded as the essential 
factor in causing diabetes, there is no other objective evidence of pancreatic disease: 
whilst, on the contrary, diabetes is often not. present when there is gross disease of the 
pancreas in the forms, for instance, of carcinoma of the bead of the pancreas, chronic 
pancreatitis, pancreatic cyst or calculus. 

Apart from cataract, sight is apt to be impaired progressively in senile diabetic cases 
as the result of either optic neuritis, optic atrophy, or a generalized neuroretinitis similar 
to tlie corresponding albuminuric state. Some diabetic patients exhibit more extensive 
changes in tin* nervous system : acute generalized painful peripheral neuritis with neuro- 
pathic muscular atrophy : lateral sclerosis of the cord ; combined scleroses of the cord : 
medullary degeneration with (heyne-Stokes breathing, or with bulbar paralysis; mental 
degeneration with dementia from cerebral softening; or psychic changes constituting 
dclinitc insanity mania or melancholia with or without delusions. Trophic changes in 
the skin, apart from boils and carbuncles, may take* the form of perforating ulcer of the 
foot, generally under the big toe (Fig. <*><>(>. p. 8SK1). precisely like that seen in tabes dorsalis ; 
shedding of the hair or nails ; gangrene of the toe. foot, or leg, less often gangrene of the 
lingers, hand, or arm : and occasionally one sees a rare skin affection known as xanthoma 
diabeticorum (p. S Kit). The end may occur from diabetic coma, precisely similar to that 
of younger diabetics, though after a much longer course of the disease : or from cerebral 
ha-morrhage : or from some intcrcurrcnt infection, particularly lobar pneumonia, in which 
case there is a decided tendency for the pneumonic lung to become putrid and gangrenous. 

Bronzed Diabetes. 'There is one special form of diabetes, known as bronzed diabetes, 
in which the glycosuria is associated with increasing pigmentation of the skin, and in these 
cases there is nearly always cirrhosis of the liver as well as cirrhosis of the pancreas : the 
cause is probably alcohol. The condition is quite rate, but it is very characteristic and 
remarkable ; at autopsy the liver in these cases gives quite as pronounced a blue-green 
Peri s test with the potassium fcrrocyanidc and hydrochloric acid reaction as it does in 
pernicious ananiia. Herbert French. 

GOITRE. (S» e Tuvuom (.i vM) E m.a ii< ; km i ;nt. p. S?(i.) 

GREEN VISION. Now and then one meets with a patient who complains that his 
colour vision is changed temporarily, so that tilings which should have other colours now 
appear abnormally green : when he looks out of the window, for instance, he gets the 
impression that his perfectly clean gravel paths art* covered with green weeds, or that his 
wife's face looks coated with fine green powder. Sometimes this symptom is a purely 
mental delusion, but occasionally it results from the administration of digitalis in large 
doses, ceasing when the drug is omitted, recurring when it is given again. Other drugs 
may perhaps have a similar effect, but when the symptom is not purely psychic or the 
result of insanity the administration of digitalis is its commonest cause. Herbert French. 

GRINDING OF THE TEETH DURING SLEEP is a symptom which troubles the 
patient little, but may considerably disturb those who sleep with him ; in itself it is, 
however, a symptom of little importance. It is popularly held that grinding of the teeth 
at night, especially in children, is an indication of the presence of intestinal worms, particu- 
larly of the (hr if it r is rcrmicularis ; it would be well, therefore, to have the fieces examined 
in all cases of the kind, both for parasites and for their ova. The popular belief of the 
association of intestinal parasites with the teet h-grinding habit is seldom verified clinically, 
however, and the habit may be very bad and persistent in children, or even adults, who 
arc in perfect health. Very often it is rather a rattling of the upper teeth against the 
lower, owing to lateral movements made by the lower jaw as the patient, when half roused, 
turns over in bed ; actual gritting of the teeth during sleep is far less common. It is 
possible that in its beginning there was a gumboil or other local irritation, which led to 
jaw-movements that persisted as habitual grinding of the teeth long after the primary 
cause was gone. Herbert French. 
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GUMS, BLEEDING. <««• Bi.kkiunc Cnis, p. »»•) 

GUMS, RETRACTION OF.- (Sec Hunt action or Till, (inis, 1>. ?:u 
GUMS, SPONGY. -(See Hi.kkimn*; (inis. p. «a.) 


HjEMATEMESIS is a term indicating vomiting of lilood. It lias to lie dilleren- 
tiated from ll.T.Morrvsis ; the distinction is based upon points discussed on P- 

Ilavino arrived at the conclusion that the patient is suffering from Inematemes.s, the 
next point is to determine the cause. 

CAUSES OF HAiMATEMESIS. 

1. Swallowed Blood : 

Fpistaxis Bleeding from the mouth and Malingering. 

1 hemoptysis throat 


2. Diseases of the (Esophagus 

Epithelioma 

Aortic aneurysm rupturing into the 
(esophagus 

Rupture of varicose (esophageal veins 


Mediastinal growth perforating the (esophagus 
and aorta 

Foreign hodv perforating the (esophagus and 
aorta. 


3. Diseases of the Stomach : 


Acute gastritis 
Chronic gastritis 
Toxic gastritis 
Corrosive poisons, 
such as strong aeids 
or alkalis 


tiast ro-intestinal irritants, such 
as arsenic, phosphorus, anti- 
mony 
Fleer * 

(hist mstaxis 
] hemorrhagic erosions 


Carcinoma 

Injuries 

Atheroma 

Abdominal aneurysm opening 
into the stomach. 


4. Diseases of the Duodenum : 

Fleer Carcinoma 


(hill-stone ulcerating into the 
duodenum. 


5. Portal Obstruction : 


Cirrhosis of the liver 
Pylephlebitis (adhesive) 

Some eases of enlarged spleen, notably splenic ana inia 


Pressure on the portal veins 
Chronic heart and lung disease 


quite rarely. 


(i. Acute Febrile Diseases : — 


Malignant variola 
Malignant scarlet 
fever 


Malaria 
Yellow lever 
I )enguc 


? . Blood Diseases : — 

Purpura 
Scurvy 
1 hemophilia 


Leukiemia 
Hodgkin's disease 
Chlorosis (?) 


Cholera 

Acute yellow atrophy 
Fungating endoeardit is. 


Pernicious amemia 
Malarial cachexia 
Splenic amemia. 


8. Miscellaneous : — 

Chronic Bright's disease Prolonged jaundice 

Following abdominal operation Syphilis. 

It may he said at once that there are only four common causes of profuse Juematemesis 

namely, gustrostmris , gastric ulcer , duodenal ulcer , and cirrhosis of the liver. The differential 

diagnosis between these is bv no means always easy. The greater the history of alcoholism 
the more likely is the symptom to be due to cirrhosis of the liver ; at this stage of the 
malady there may he neither jaundice nor ascites, but tin* liver may be felt enlarged and 
unduly linn, and the spleen may also be palpable. I bematemesis in a young, ana-mic 
woman is more likely to be due to gastrostaxis than to ulcer, whereas in older patients, 
especially in males, gastric or duodenal ulcer is the probable diagnosis if cirrhosis can be 
excluded. The distinction between gastrostaxis and gastric ulcer often becomes one of 
opinion only unless X-ray examination affords positive evidence of ulcer, or unless operation 
is resorted to. The longer the preceding history of gastric symptoms, and the more delinitely 
localized the epigastric pains, the more likely does ulcer become. 
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The diagnosis is often arrived at quickly enough ; but sometimes a routine discussion 
of all the possible causes is required, each being considered in turn : — 

1. Swallowed Blood. 

Epist<u'is. If there is obvious bleeding from the nose as well as hiematemesis. the 
probability will be that some of the blood has trickled down the posterior nares into the 
pharynx and been swallowed and subsequently vomited. If cpistaxis has taken place 
during the night, blood may have been swallowed unconsciously. In some cases in which 
no blood has come from the anterior nares examination may reveal blood trickling 
from the posterior nares, and the cpistaxis may become evident if the patient blows 
his nose. 

I hemoptysis. When blood comes from the air-passages some of it may ilow back 
into the pharynx and be swallowed, especially if the haemorrhage occurs during sleep. If 
the patient has a cough, or expectorates blood-stained sputum and presents signs of chronic 
pulmonary disease, the possibility of swallowed blood must be considered as a cause of 
the hiematemesis, though dillieultics may arise in forming a correct conclusion, for cirrhosis 
of the liver, for instance 1 , is not infrequently complicated by phthisis, and so on. 

Hindi nil from the Mouth and Throat . — The gums, tongue, and fauces should be 
examined care full v, as blood from any of those sources may be swallowed and vomited later. 
Bleeding from the gums is most likely to occur when they are spongy, as in scurvy or 
mercurial stomatitis : but 1 1 it* amount of hiematemesis that can lx* due to blood swallowed 
from these sources can seldom be great. 

Mtdingering. The possibility of blood having been drunk in secret and afterwards 
vomited with intent to deceive must he considered in some cases when no cause can be 
found to account for its occurrence. Should fraud be suspected it may be detected by 
close observation. The red corpuscles should be examined microscopically in case the 
oval corpuscles of a bird may reveal their extraneous source. 

2 . Diseases of the (Esophagus. 

Epithelioma. Iliemorrhage is rare in the commonest form of epithelioma of the 
(esophagus which leads to an annular stricture, but it may occur from erosion of small 
blood-vessels as the result of the ulcerative form of the disease, the amount of blood which 
is brought up being small. When the ulceration is deeper and more extensive it may 
finally lead to perforation of a larger vessel, even the aorta, a condition which causes 
sudden, profuse, and rapidly fatal haemorrhage The diagnosis of this cause does not, 
as a rule, give rise to much difficulty ; dysphagia is the earliest symptom in nearly all the 
cases (see p. 1M0). 

An Aneurysm of the Thoraeic Aorta compressing the (esophagus may linally erode and 
open into it, with profuse and fatal luematemesis. 

Rupture of Varicose (Esophageal J eins . — Varicose veins occur in the lower end of 
the (esophagus as a result of portal obstruction, especially that form which is due to 
cirrhosis of the liver, and the rupture of such veins is often followed by profuse hiematemesis. 
It is, however, practically impossible to determine whether the blood comes from the 
lower end of the (esophagus or from the stomach, so that the diagnosis resolves itself into 
one of whether the patient has cirrhosis of the liver or not. 

Mediastinal (Iroxvth perforating the (Esophagus and Aorta . — Vomiting of blood is an 
infrequent complication of mediastinal growth, but it may occur if the growth compresses 
and erodes the (esophagus. It is most likely to be mistaken for thoracic aneurysm or 
epithelioma of the (esophagus. The tendency of new growth to compress and invade the 
large veins, leading to (edema of the neck and upper extremities, cyanosis, and dilated 
superficial veins, is characteristic, and serves to distinguish it from aneurysm, in which 
severe venous obstruction is much rarer. 

Foreign Iiody perforating the (Esophagus and Aorta. Copious luemorrhage, which may 
cause death, may be produced as a result of a foreign body, such as a pin, lishbone, or 
tooth-plate, perforating both the (esophagus and some large vessel, or even the aorta. 
A history of such a foreign body being swallowed, followed by a feeling ot discomfort in 
the (esophagus, would suggest such a condition, which might be confirmed by the use ot 
X rays, bougies, or the (esophngoscope. 
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3. Diseases of the Stomach. 

Acute Gastritis. — The mucous membrane of the stomach in this disease is congested, 
and small lia-morrhapes and erosions have been seen in such cases with the ^-astroscope. 
The htemorrlwee which occurs is slight, in the form of streaks ol blood mixed with mucus 
in the vomit, and it hardly merits the term lurmat emesis. Acute gastritis is caused mos 
freuuentlv bv errors in diet, irritating or decomposing foods, alcohol, corrosive or irritant 
poisons, or sepsis from septic teeth, stomatitis, or pyorrhu-a alveolaris. The duel symptoms 
are : a feeling of discomfort and tenderness in the epigastrium, nausea, eructations, vomiting, 
constipation— or in children, diarrhu-a— -headache, a feeling of depression tuned onguc. 
foul breath, and concentrated urine, l'us corpuscles, or micro-organisms such as streptococci, 
pneumococci, or diphtheria bacilli, have been recovered troiii the gastrn con < n s <>" 
appropriate examination in some eases: anthrax in its sept ica-mic stage is a mos awa\s 
associated with ha-morrhagie ulcerative gastritis and ha-malemesis. 

Chronic Gastritis.- The mucous membrane of the stomach may be tl,i«-ke„e<l and 
congested, with luvmorrhagic erosions scattered over its surlnoe. I h< 'emit hmm \ 

consists of a good deal of mucus, and occasionally a little hi I. It may billow acute 

gastritis, but most frequently 
is caused by the continual 
and excessive ingestion of 
alcohol, tea, coffee, and irri- 
tating and indigestible articles 
of diet. The main symptoms 
are : tenderness in the epigas- 
trium aggravated by the taking 
of food, nausea, vomiting 
especially in the early morn- 
ing if due to alcohol — flatu- 
lence, foul breath, a furred 
tongue indented by the teeth 
at the edges, constipation, con- 
centrated urine, and slight 
pyrexia. The word ’gastritis* 
is much misused, however : 
many forms of flatulent dys- 
pepsia or indigestion are apt 
to be labelled ‘gastritis* for 
sake of giving the patient's 
optoms a name, when there 
no real inflammatory trouble 
in the stomach at all. 

Gastritis due to Corrosive Poisons.- Strong acids or alkalis destroy the mucous 
membrane of the stomach besides injuring that of the mouth, throat, and (esophagus. 
Vomiting of blood and blood-stained mucus is associated with intense pain in the mouth, 
throat, and abdomen, dysphagia, pain and tenderness behind the lower end of the sternum or 
in the epigastrium, distention of the abdomen, collapse, and a rapid, feeble pulse. I la 
urine may contain blood and albumin, and, if the poison is oxalic acid, crystals of oxalate 
of lime. If corrosive poisoning is suspected inspection of the mouth and pharwix Mill 
show signs of corrosion, and chemical examination of the vomit will furnish evidence of the 
nature of the poison. 

Arsenic. — The mucous membrane of the stomach is red, inflamed, partly detached, 
and covered with blood-stained mucus. The chief symptoms are nausea, violent and 
incessant sickness, burning pain in the epigastrium, diarrluca, faintness, and depression. 
The vomit is usually a brownish, turbid fluid, mixed witli mucus and streaks of blood. 
Later, there may be severe diarrh<ea, witli rice-water stools. Arsenic may be detected 
in the vomit. 

Phosphorus , antimony , and other irritant poisons may also cause inflammation of 
the mucous membrane of the stomach, and lead to slight h;emateniesis. 
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(iastrir l leer. I hemal emesis is the* most ini|»ortimt symptom of gastric ulcer, t lions’ll 
it occurs in less than at) per cent of the eases both in the acute and chronic forms of the 
disease, being due in the former to erosion of small vessels, and in the latter to the ulcerative 
process extending to and opening up larger gaslrie* 
vessels, and occasionally even the pancreatic or 
splenic artery. The amount of blood varies within 
wide limits. I f the quantity is small, or if it is 
gradually poured out into the stomach, it may 
remain there a sufficient time for the acid gaslrie* 
juice to act on it and convert the I.cmoglobin into 
haanatin, which gives to tin* vomit a eharaeterist jc 
dark-brown “coffee-grounds * appearance. In some 
eases the blood is not vomiled. but appears in the 
stools as mekena (p. ISl). If a medium or large 
ve *ss<* I is ended the bleeding may be very copious, 
a quart or more of blood being vomited, either liquid 
and arterial in colour or in large* red clots. A pro- 
fuse luemorrhage* causes sudden pallor, a feeling of 
faintness, restlessness, syncope, and a rapid, feeble 
pulse*. It is rarely fatal unless a large vessel such as 
the splenic artery has been eroded. Occasionally 
haanatemesis is the first intimation of the presence 
of a gastric ulcer, but in the majority of eases there 
are other symptoms and sinus which have preceded 
it. The disease was formerly said to occur most 
frequently in females, especially of the servant class, 
between the ants of twenty and thirty, but not a 

few of these cases diagnosed as gastric ulcer are probably example's of gast rost axis. or 
bleeding from a spongv . oo/.ing mucosa without any elefinite* and macroscopic ulceration. 
An analysis of 101 fatal cases showed ,VJ males and 12 feauale*s, and it is epiite as 
e'ommon in later as in early adult life. It does occur befe>r<‘ pube'rty sometimes — but 

only very rarely. In addition to hiemutemesis. 
the* signs most characteristic of gastrie* nicer are* 
abelemiinal pain, nausea, vomiting, anei mekena. 
Pain is felt in the* epigastrium, either just belenv 
the- eaisiform cartilage e>r at a point an inch or twe> 
loweT than this, often epiite* localized, and either 
in the* mid-line, or to the left of the niiel-line ; l(*ss 
ofte n it is te> the* right of the* mieidlc line, seldom 
mue h so ; it usually begins a few minute's after the 
ingestion e>f foed. but in some* cases is not ex- 
pe-rie-ne'cel until about an hemr afterwarels ; relieveel 
if the* patie'nt vomits, or hcichcs up wind. Pain 
may also be felt in the* back, between the tenth 
elorsal and first lumbar spines. Its character and 
intensity are very variable*, but it is usually severe' 
and fairly local. I Iypenest hevsia of the* skin anel 
tenderness e»n pressure* in the* epigastrium may also 
be* present. Vomiting may e*ome e>n immediately 
afte r food is taken, or may be* eleferreei fe>r an liour 
or two. being pree*e*dcd usually by a geioel eie*al e>f 
pain. Mekena follows luemat emesis ; occasionally 
it may pre*cede* it. and rarely oe*e*urs inelepenelently. 
'The' tongue* in the majority e>f cases is clean, reel, 
moist, and sternly. There- is more e»r levss atuemia ; the* points of distinction between gastric 
ulerr and amende* vomiting are* discussed on page* IS. 

Simple* ule*e*r is sorne*lime*s difficult to differentiate from cirrhosis e>f the* liver or carcinoma 
e>f the* stomach (Fin. -T I ). Kxaminatioii of the* stomacli with the* X ravs afte*r a bismuth 
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or barium meal somct imcs affords positive evidence of Hit 1 nature (O’ the lesion (Fill. -To), 
especially when there is some stenosis of the pylorus ; but it is possible* to have* an active* 

ulcer and yet for the X-ray appearances of the* 
stomach to be* normal (Fig. 27G). 

Gnstrostuxis (see p. 48). 

JJtvmorrhagic erosions are probably the 
earlie*st stage of gastric ulcer, though they may 
not develop beyond the* phase* of minute* e*rosions. 
They may be the* actual cause of crust rust axis, 
and pe*rhaps the* distinctions be*t\ve*e*n gastro- 
staxis, hamorrliagic erosions, and multiple* small 
gastric ule*e*rs are differences of degree and ne>t 
of kind. The*re* are certain cemditions, however, 
e*spe*cially acute* malignant fevers, purpura, infee- 
tive* eneloe*arelitis, septic states. ye*llo\v fe*ve*r, 
blackwatcr lever, and anthrax, in which a gen- 
eral tendency to siibcutane a ous and submurous 
ha*morrhages le*aels to multiple small gastric 
erosions, which produce lia*matcnie*sis without 
being directly related to ordinary gastric ulcer. 

( (treimnna . 1 la mat e me sis is a le*ss frequent 

and important sign of e*are*inoma of the* stomae*h 
than of gastric ule*er, for it occurs in but a little* 
eiver 20 per cent of the e*ase*s, and even then is 
generally slight. Itright-red blood is rarely see*n 
in the vomit, for the slow ooze from the* ulcer- 
blood to remain in contact with the gastric juice* 
Appearance. 
case\s occur between 
The chief symptoms 



Fit). -77. — Skiagram after a bismuth meal in a case 
of carcinoma of the pylorus and pyloric » ml of the 
stomach, marked by the arrow. [Jit/ J>r. C. Thur.stan 
Holland.) 

ated surface e»f the growth allows the* 
and develop the ‘ coffee-grounds ' 

About GO per cent, of the 
the ages of forty and sixty. 

and signs of the disease are : pain in the* epigastric 
regiem, nausea, vomiting, anorexia. joss of weight 
and strength, pyrexia, amcmia, cachexia, and the 
presence of an abdominal tumour. Pain is one 
of the earliest symptoms, blit it varie*s considerably 
in degree and position. It is referred most fre- 
quently to Ihe epigastrium, but is not as a rule so 
re* as in gastric ulcer. Vomiting is another 
symptom, which varies in freepicney and 
laraeler according to the* position of the* growth. 

When the pylorus is involved (Fig. 1277) and 
stenosed, the stomach eiilates, hut generally to a 
much smaller extent than it eloes when similar 
pyloric* stenosis results from the healing of a simple 
ulcer ; instead of the patient going several days 
between vomits and then bringing up large quan- 
tities of frothy brownish fluid, he is apt to be* sick 
every day, and sometimes me>re than e>ne*e a elay, 
the amount brenight up corresponding more e>r le*ss 
with that of the last meal, though the* latter may 
be discoloured by altered ble>ed ; the latter may be 
of ‘ coffee-grounds ' type. When the gre)wtli is at 
the cardiac orifice (Fig. 278) the symptoms resemble 
those of epithelioma of the oesophagus, the food 
being swallowed but refusing to go down, so that 
after a few minutes some of it, e>r all of it, comes 

up again — by regurgitation rather than by true vomiting. In eases of growth whieh 
involves neither of the orifices but forms an ulcerating mass of tin* body of the stomach 



Fitj. *J7S. Skiagram taken in 1 tic left oblique 
po-.ii ion of the thonix when bismuth was ln-inp 
swallowed in ;i ruse of carcinoma *»l the cardiac 
• ■ml of the slomacli. The bismuth is seen to pass 
from the (csophiipus iulo the proximal end of t.lm 
stomach ami there to be obstructed. Traces of 
bismuth liavc parsed 1 hrouidi the earemomatous 
portion ol the stomach and mav be seen t rick I \ni* 
throne'll the distal end ol the malignant stricture. 
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(Figs. tiT!*, 280), then* may Ik* no vomiting, or if present it may have no special charac- 
teristics, the symptoms being mainly those of dyspepsia or* gastritis; whilst with diffuse 

carcinoma of the stomach, ' indiarubber-bottle ’ 



stomach [Fig. 281 ), the latter may be so entirely 
replaced by fibrous growth that no musculature 
remains, vomiting is impossible, bleeding is 
absent , no tumour is felt, and the diagnosis 
may be arrived at unexpectedly on an X-ray 
examination after a bismuth meal, carried out 
because the patient has complained of being 
able to eat so little food at a time. 

A chemical analysis of the gastric juice 
after a test meal may show deficiency of free 
hydrochloric acid, but the value of this test 
is limited : first because about three per cent 
of perfectly healthy adults show no free hydro- 
chloric acid in their gastric contents, apparently 
as a normal idiosyncrasy : secondly, because 
there are a great many other conditions besides 
carcinoma of the stomach in which there is 
deficiency or absence of free IK’I in the gastric 
contents cachexia of any kind, cirrhosis of 
the liver, heart disease with failing eompensa- 
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ill enough for all his secretions 
fail to show free hydrochloric acid 
in the gust ric juice for some while, 
generally three-quarters of an 
hour at least, after a meal con- 
taining protein. The more the 
protein the longer it lakes for 
the stomach to accumulate sulli- 
eient IK I, first to combine with 
all the molecules < >f protein as 
combined IK I. and later to per- 
mit of a surplus of uncombincd 
or free IK I. Merely to test a 
vomit obtained at hazard is there- 
fore of little use ; one must know 
what food was taken previously . 
and how long before ; it is on 
this account that test meals of 
known composition are employed, 
different types of meal being re- 
covered through an Kinhorn s or 
other stomach tube at the appro- 
priate subsequent times. The 
usual meal is a test breakfast : 
further details art* given on 
pp. 844 and MM). 

A growth in the stomach 
may be seen with the aid of the 


’ ,r ' ’ tion. enteric, pneumonia and other fevers, 

; i i n > v. . achylia gastriea, combined scleroses of the 
n 1 spinal cord, pernicious amentia, and many 

other conditions under which the patient is 
to suffer, amongst them 1 1 it* gastric juice. All persons 



gastroscope, but the list* of this 

instrument has up to now proved too difficult for it to be adopted for general use. 
The loss of weight and strength are usually progressive, and they are amongst the 
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most constant and characteristic* signs of the disease, always meriting early attention in 
a patient of middle age who lias never, until t lit* last month or two, complained of anv 
gastric symptoms whatever. Anirmia of the secondary chlorotic* type, with a low colour- 
index, may be so prominent a symptom that a primary amentia may be suspected until a 
careful blood examination has been made. Careful palpation of the abdome n may reveal 
an ill-defined ‘slipping' epigastric tumour, but by the list* of X rays and with the help of 
test meals it is to be hoped that, diagnosis of carcinoma ventriculi may lx* made with 
increasing frequency before this stage is reached, and whilst surgical cure is still possible*. 
The position and character of the* tumour vary according to the part of the stomach which 
is involved. Pyloric growth may cause tlu* abdomen to be distended as a result ol gastric 
dilatation, and a movable tumour may be felt above the umbilicus, near the middle line 
and to the right of it. When the cardiac* orilice is involved there may be no tumour to be 
felt, and the same* applies to the* small * indiarubber-bot t It* ' stomach of diffuse* carc inoma 
ventriculi ( f7g. 2N1). 'rumours of the* body of the stomach may be felt in the epigastrium, 
or below the left costal margin. It may be* necc*ssar\ to examine* under a general ana*sthetic 

in some e*ase*s, and not infre*<|uent ly laparotomy may 
be* advisable as a diagnostic* measure*. If the* patient 
is weighed carefully twice* a we*e*k. and is proved to 
increase* in we ight steadily unde r treatme nt, carcinoma 
is improbable*, provided this increase does not prove* 
transient after a we*e*k e>r two. 

Injuries. Ihcmatemcsis may follow blows, stabs, 
or gunshot wounds in the* epigastric region, or the* 
passage of instruments or foreign boelie*s. such as a 
broken thermometer, into the* stomach. The history 
and the ev idene*e of any such oe*curre*nec would make* 
the* diagnosis sufficiently obvious. 

Atheroma in association with artcrioscle*rosis or 
granular kidney and high blood-prc*ssuri* may lead to 
ha*matc*mc*sis in very exceptional e*ases by causing 
weakness and rupture* of small gastric vessels. Such 
a diagnosis should be made* with extreme caution, 
howe ve r, even when other symptoms and signs of 
atheroma are* present, for h:emateme*sis as the- result 
is e*xe*e*e*elingly rare*. 

Haniatcmcsis may be 
amrmia (p. 1-hh), and it 
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an early symptom of splenic 
is apt to recur in small 
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amounts 
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some e*ase*s of s/dcnomciialic }><>h/ctjih(cni ia 


Abdominal Anenrtfsm open in<* into the Stomach. 
Aneurysm of the* abdominal aorta is uncommon. The sac* may rupture into the* stomach, 
however, and le*ael to a sudden, profuse, and fatal attac*k of haniatemesis. The diagnosis 
may have been known previously bv reason of there* having been an e*pigastric* tumour, 
with distinct expansile* pulsation, and severe pain both in the* abdomen and in tin* back 
over the* site* of the bulge, in a patient who has suffered from syphilis and lias be*c*n 
accustomed to repeated and violent muscailar exertion. 


f. Disf.asks or tiik 1)i odfai m. 

Duodenal Ulcer TI;rmate*me*sis is caused by the* erosion of small duodenal blood- 
vessels in the base of the* ulcer or by the ulcerativ e process spreading to and opening larger 
and deeper blood -ve*ssels outside, some of the* blood regurgitating through the pylorus 
into the* stomach to be* veimiteel, the rest passed down the intestines to produe*c me*la*na. 
The condition is commoner in men than in women. Some e>f the* symptoms are* similar to 
those of gastrie* ulcer, viz., hiematcmcsis, mekena, abdominal pain and teneh rne ss, ana*mia, 
and vomiting. Ikrmatemesis, however, is not so frequent as it is frenn gastrie* ulcer ; it is 
generally less marked than is the meljrna, anel the* latter may occur inelcpendcntly e>f 
haematernesis e>r before it. In the acute form of the disease there may be a copious intes- 
tinal haemorrhage in an apparently healthy person, accompanied by acute pallor and 
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followed l»y the cvacuat ion of a mixture of black altered blood and bright arterial blood 
from the rectum. The more the bleeding, the greater the tendency for the blood passed 
to be still bright red. There may be no pain 
at all, but often it considerable 

t here is hardly any part of the abdomen to *****<#& 

which it may not be referred, but generally 
it is deep-seated in the upper part, about 

inch below the tip of tlit* ninth right rib. ya 

to the right of the middle line than that of jj 

ulcer, and usually onset is two ffl 

three hours after the invest ion of food. ( )ii(‘ a 

point about this pain that is almost patlio- j| 

gnomonie is the way in which, coming on ■ V 

when the patient is beginning to get hungry .-.y^B 

•hunger pain' it is often relieved by t a k i n lv : jxB| 

food. Vomiting may Ik- troublesome, though 

it is entirely absent : it is '/ ^pP |^£raJ||H 

monest when the ulcer of chronic libn »sinii : kcBWB 

type, interfering with tlx- proper empty inn - yv ! 4 m 

of the stomach and lead i my to gast reetasis. * ^ jB 

in which eases the symptoms resemble those 
of pyloric stenosis, and it may only be when 
laparotomy is performed that the precise 
situation of tlx* ulcer can be determined. In it; / 
such eases t tie X ray s will show a large gastric 

shadow and much bismuth may still remain ,i,.oh . 7 ,V of.-, r oiiihi.Hi k'hNni’i h .’ ' 'im' Uia^rnmwal, 
in t he stomach a I ter eight hours: but in mans ’ " ' uo ' , “' 1 •' 11,11 l,Mlirr , ' t * *‘ r .« i.i-nmin me..,. when 
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eases of duodenal ulcer <juite the reverse r*-mnine i i hrem-iemt t m- in*, i* nmu. The i -i < » ■ - •< 1 1 « »n of 
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type ol bismuth and X-ray may be found. , i|( . iimm . \„/.w/., 

the stomach itself being of relatively small 

transverse type, peristal! ing very actively, and emptying itself so rapidly that all the 

bismuth may have passed on after so short an 
interval as even two hours (Fig. 282). The trans- 
verse type of stomach, emptying with undue 
rapidity, is not necessarily associated with ulcer ; 
but when it is found in conjunction with clinical 
symptoms surest ive of duodenal ulcer the fact 
affords further presumptive evidence in favour of 
that diagnosis (Fig. 28IJ). 

A test meal, whether fractional (p. Jiff) or 
otherwise, will sometimes assist the diagnosis ; 
there is no character ot a fractional test-meal 
result that can be called pathognomonic of- either 
duodenal ulcer or of gastric ulcer, but, broadly 
speaking, the former tends to be associated with 
hyperehlorhydria, the latter with a total acidity 
and a free acidity which is not abnormally high. 
Figs. 28 t, 285 , 28<» are types of fractional test-meal 
curves from representative eases of duodenal ulcer, 

■ gastric ulcer, and gastric carcinoma respectively. 

('ureinomu of the Duodenum is very rare, and 

flowhi . h"«V^L 3 .h-'u.'r.u!’- " onl<l <ml . v ,M ‘ <«ia>tnose<l if there were general 

tvpc which I- (iiirii ii>-oi i.iic(i with iu»n -.tiMiosin^r sviuptoiiis of malignant disease together with a 

■luoiletiul nicer. There was, Ill l;ie|. ;i chronic * , 4 ‘ . . ... , , 

■ luoilennl ulcer in tin- patient from whom thi-skia- llXC(l tUIUOlir U 1 the Situation ()! tllC (lliodeillim. 

r Gall-stones ulecruting through from the Gall- 
bladder into the Duodenum may cause luematemesis 
and mekena. Previous attacks of pain occasioned by the gall-stone might lead to a 
diagnosis of gastric or duodenal ulcer ; but if the pain was colicky in character, and 
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was associated with tenderness and enlargement of the liver, pain over the gall-bladder, 
and jaundice, it would point to a gall-stone. The diagnosis might be confirmed by the 
discoverv of the stone in the fa*ces, or, occasionallv, as a result of direct X-ray examination 


Typic al Fractional Tkst Mi.ai.s 

Charted each (juarter of an hour after the 
test meal. 

The ‘•shiuN't! arrti sliows (lie limits for free ll(’l in SO 
jk'I emit of normal proplr, and tin’ iixcnit:*’ rate ot cinpt \ - 
ino (*j to hours). 

Tl»r plain linos show lln- total aoi'iuv. Ill*' lu'ohon 
lines show the f i e< lit '1 . 



Fit/. -Si. < 'ase of duodenal ulcer with hvper- 
ehlorhvdria. Many duodenal ulcer case'- ha\c no 
hyporrhlorhydria : and hy pen'hlorhydi'ia of this 
decree may exist without duodena! ulcer, though it 
penerally produces suiri^c^tivr* symptoms. 


Fostmq 5 2 ■* I hr, l« I,* I* 2 hr. 2? 



Fi<i. Us.1. ( ase of r_ r ast ric uleer : there is nothin'.' 

d i-d inet 1 \ e in t he eha I t , hu t it ser \ e- t o exclude east ric 
carcinoma. 



Fit/. — Ouhc showing complete achlorhydria 

such as occurs witti ttast ric carcinoma. Similar achlor- 
hydria may he md with in some apparently normal 
people ; it is characteristic of pernicious amentia, and 
may he met with in other conditions of ill health, so 
that it is not hy itself diagnostic of gastric carcinoma. 


( Fig. .‘121, p. K)b) ; or, in the ease of a very 
large calculus, by the occurrence of acute 
intestinal obstruction from its impaction in 
the small intestine. As a cause of lucma- 
t emesis this condition is naturally very rare. 

5. Pohtai. Ohstiuttion. 

As a result of obstruction to the flow of 
the blood through the portal vein, passive 
congestion and lucmorrhagic erosion of the 
mucous membrane of the stomach, and 
varicose gastric and (esophageal veins, may 
be produced. I bemat emesis may then arise 
through oozing of blood from the congested 
mucous membrane, or from an actual escape 
of blood in the ease of hsemorrhagic erosion 
or the rupture of one of the varicose veins. 
The signs which arc common to portal 
obstruction in addition to hicmatemesis 
are : nausea, vomiting, ascites, erdema of 
the legs, albuminuria, and the presence of 
dilated and tortuous superficial abdominal 
veins : the chief cause is : — 

Cirrhosis of the Liver. This disease is 
one of the important causes of profuse 
luematemesis, and it is often difficult to 
diagnose from gastric uleer or carcinoma of 
the stomach. Hicmatemesis may be the 
earliest symptom, and the cause may re- 
main in doubt until, years later, ascites 
and chohemia supervene. There may he a 
history and the signs and symptoms of 
chronic alcoholism (p. K81). The liver may 
be enlarged and firm, but its surface at this 
stage is generally quite smooth and its edge 
as yet neither irregular nor beaded. The 
spleen may be enlarged as a result ot the 
portal obstruction, but in adults rarely 
attains to such ;m enormous size .as it does 
in the splenomegalic variety of cirrhosis in 
children and young adults. 

Adhesive Pylephlebitis. - Noil-suppura- 
tive thrombosis of the portal vein is rare, 
and difficult to diagnose. It may, however, 
give rise to sudden and profuse luema- 
ternesis. It is distinguished from other 
forms of portal obstruction by the rela- 
tively sudden onset of ascites, haanat emesis, 
mebena, and enlargement of t lie spleen, and 
by an absence of signs and symptoms of 
cirrhosis of the liver and other causes of 
portal obstruction. 

Pressure on the Portal J’ein. Ilirrna- 
temesis when due to this cause is generally 
associated with ascites and jaundice, the 
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common bile-duct being compressed as well as the portal vein on account of their close 
proximity to each other. (See Jaitndick, p. 405.) 

Some rases of Enlarged Spleen (see Si»u«:i;n, Kni,aiu;i:m r.vr or, p. 771). Hiematemesis 
is met with in eases of enlarged spleen even when the enlargement is not associated with 
cirrhosis of the liver or leukirmia ; it is particularly prone to occur in splenic arnemia , as 
the result, apparently, of close interrelationship between the vasa brevia and the splenic 
circulation ; sometimes it results from actual thrombosis of the splenic vein, though the 
diagnosis of this is scarcely possible without laparotomy or autopsy. 

(>. Acrxi: Ekhkilk Diskasks. 

Malignant Yariola . — Ibcmatcmesis occurs in about a third of the eases of haanorrhagie 
small-pox. It is associated with cutaneous, subcutaneous, and submucous haemorrhages, 
hiematuria, epistaxis, mehena, and bleeding from the gums. The sudden initial rigor, 
intense backache and headache, severe vomiting, epigastric pain, cutaneous lucmorrhages, 
and the diffuse hypcnrmic rash with small punctiform lucmorrhages which appears first 
on the groins and lower part of the abdomen, would point to a diagnosis of luemorrhagic 
or black small-pox if such a cast* occurred during an epidemic of the disease. 

Malignant Scarlet Fever. In the lucmorrhagic form of scarlet fever luematemesis may 
occur; but luematuria, epistaxis, and cutaneous lucmorrhages are more frequent. The 
sudden and severe onset, the very high temperature, the rapid and feeble pulse, the 
headache and delirium, and the appearance of the characteristic rash on the second day 
would point to scarlet fever. 

Malignant Measles , or black measles, is extremely rare in civilized countries, but it is 
met with amongst the natives of islands where measles has broken out for the* first time ; 
the luematemesis is less prominent than is the generalized purpura, and the diagnosis is 
indicated by the nature* of the general epidemic. 

In lllaclrwatcr Fever and in Anthra.r luematemesis may occur without purpura, though 
there is a tendency to all kinds of lucmorrhages, of which blood-vomiting is but one. The 
diagnosis depends upon other features of the ease. 

Yellow Fever. 'Black vomit* due to the presence of altered blood is one of the most 
characteristic* features of this disease. Hypenemia and catarrhal swelling of the mucous 
membrane is the only change which is found in the stomach. It is essentially a disease 
of tropical and sub-tropical countries. The onset is sudden, with a chill, headache, and 
severe pain in the back and limbs. The face is flushed, and very soon jaundice appears. 
After the first day the pulsc-rutc drops, so that with a temperature of 10.4 or 10 1 the 
pulse may be only 70 or 80. Albuminuria is another early symptom, which may appear 
on the third day. In addition to the black vomit, there may be cutaneous petechia* and 
bleeding from the gums. It may In* difficult to distinguish from malignant malaria, 
unless a blood-examination reveals malarial parasites. 

(holera may be associated with luematemesis sometimes. The sudden onset of acute 
gastro-intest inal symptoms, the rapidly repeated rice-water stools, and the epidemic nature 
of the malady, all point to the diagnosis, which may be confirmed by recovering the vibrio 
from the motions baeteriologieally. 

Acute Yellow Atrophp of the Liver. Ihrmatemcsis is the commonest form of haemor- 
rhage in this rare disease. Women between twenty and thirty are affected more frequently 
than men. especially during and just after pregnancy. It sometimes follows fright and 
mental emotion. The first symptoms are indistinguishable from catarrhal jaundice— 
viz., malaise, loss of appetite, nausea, vomiting, and jaundice. The vomiting soon becomes 
intractable, the jaundice increases, and drowsiness, restlessness, and delirium supervene. 
The vomit is black, and may resemble treacle, its appearance being due to altered blood. 
Mehena , epistaxis, and subcutaneous petechia* may be noticed. The tongue becomes dry 
and brown: the liver dullness diminishes; the urine shows characteristic changes in the 
marked diminution in the amount of urea and the presence of bile pigment, whilst leucin 
and tyrosin crystals in it (Fig. Jfcih, p. 410) are an important diagnostic sign of this disease. 
It is not improbable that acute yellow atrophy of the liver has variable causes ; and that 
whilst in some it is due to acute microbic toxa*mia, in others it is caused by chemical sub- 
stances, notably aeroplane dope varnish and trinitrotoluol ; when due to the latter the 
patient's occupation gives a clue to the cause. 
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7. Hi ,OOD I ) IS I. ASKS. 

Purpura Huniorrhagica. lbematcmesis may occur either as a result of blood derived 
from the mucous membrane ot the nose or mouth be*ing swallowed, or bv reason of super- 
ficial erosions of the gastric mucosa itself. There will generally he other haanorrhages 
h’om nuieous membranes too epistaxis, oral bleeding, haanaturia. uterine or vaginal 
haanorrhage, blood per rectum. As purpura is a symptom rather than a disease in the 
majority ot eases, before making a diagnosis of purpura hu'inorrlingica or ieliopathiea 
those diseases which lead to symptomatic purpura must he excluded leukaania, for 
instance, or pernicious amentia (see Pi imm i{\. p. (57.*)). Blood-examination and general 
bacteriological cultures will be required. 

Scurvif. I laanalemcsis occurs in severe and well-marked east's : the diagnosis de*|>e*nds 
mainly on the circumstances. The swollen spongy gums. amemia, cutaneous haanorrhages 
around the hair sacs, and subcutaneous indurations, in a patient who has been living on 
a diet deficient in quantity and in fresh vegetables, would point to scurvy. 

Ilu'mophiha . Out of 331 eases analysed by (iranelieliea*. there were only 15 examples 
of haanorrhage from the stomach. Kxccssivc ble*e*ding from slight cuts or after tooth 
extraction, epistaxis, bleeding from the mouth, and haanorrhage into the joints an* 
the earliest and the commonest manifestations of the disease. The association of 
haanatemesis with haanorrhage from other parts, and with haanorrhage* into joints in 
particular in a patieait whose* near male relations show a tendency to bleed on the slightest 
provocation, would point to haanophilia. No pathognomonic changes are* to be found in 
the blood. 

Leulavniia. I hemorrhages from and into various parts, especially epistaxis, are* 
common in this disease. Ilaanateanesis may be the actual cause of de*ath. Its association 
with cimrinous enlargemeait of the.* spleen is by no means patlmgnnmonic of leuka*mia, 
for the two conditions may be present in chronic malaria, splenic amemia, and splcno- 
mcgalie cirrhosis. An accurate diagnosis canned be* made* until the* blood has been 
examined and a high degree of leuceieytosis found (100,000 to 1.000,000 white e*e*lls 
Per e.mm.). with a large* proportion e>f mye*lo(*ytes in the* ease* e if* sple > nome , dullar\ le*uka*mia 
anel a high ])e*ree*ntage of lymplioeytes (00 per e*e*nt) in lymphatic leukaania. 

Hodgkin's Disease. In the* late* stage's e>f this disease- there is a tcndeaicy te> haanor- 
rhage from and into various parts e»f the* body, c.g., epistaxis. ble*e*ding from the* mouth, 
cerebral haanorrhage. and rarely haanatemesis. There* should be* little* difficulty in making 
a diagnosis, as ha*mateme*sis wemld be* a late* symptom : the characters of the disease* are* 
elcscrihe*d on pages 10 and 7N’J. 

( Idorosis. It is difficult to de*te*rminc whether haanatemesis oe*eurring in an amemie 
woman under thirty is due to gastric ulcer e>r te> gastrostaxis (p. IS). That chlorosis has 
’n< thing te» do with ha inatemesis, apart fremi the* formation of maeroseopie* ulce rs, is 

;,| )le ; it is also probable* that chlorosis predisposes te> gastrie* ule*e*r. The* precise* 

“ i 1 1 ! ieanee* of ha*mat eme*sis in a ehleirotie girl may be* very difficult te> de*te*rmine*. se>me* 
observers diagnosing gastrie ulcer where otliers prefer te> label the* condition gastrostaxis. 

1 he* former withheld solid f < >< »c I longer than the latte*r, and are* perhaps inclined te> re*eom- 
mend operatiem more* readily : the*se* are* the* main grounds for striving to draw a eh*ar 
distinction between the* two conditions. 

Young women suffering from chlorosis are usually well nourished. The skin sheiuld 
have* a greenish-yellow tinge to be* typical. (Kdema of the feet, elvspnua, palpitation, 
vomiting, and amemorrhcea are prominent sympteuns. 'The* blood is pale and thin; the* 
re*d blood-eorpuseles are re*eluee*el in number, but are* rarely under 3.000,000 pe r e.mm. ; 
the average size* of the* re-el blood-eorpuseles is slightly below normal ; the haanoglobin is 
reduced much more in proportion than are* the* red blood-corpuscles. so that the* e-olour- 
index is le>w, often about 0*5 e>r unde*r ; the* white* blood-eorpuseles are* not ine*re*ase*el, anel 
the* differential leueoey te-eount is almost normal. Se*eing that amenorrheea and luema- 
t emesis are both liable to occur in amemie girls, the gastrie haanorrhage has sometimes 
been regareled as vicarious menstruation ; there is little evidence te> support this view 
of its pathology, howe*ver, and when the bleedings recur the attacks seldom show any 
monthly regularity. ('Idorosis useel to he common ; it is now rare. 

Pernicious Alumna . — Haanatemesis is rare in pernicious amemia ; when it occurs 
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the cl iflic'i illy in (list in^uishine between this disease and carcinoma of the stomach is much 
increased, (‘specially when practically all eases of pernicious uiuemia show complete 
absence of free hydrochloric acid from the gastric juice after a lest meal. The tempera- 
ture chart (p. 707) may sometimes serve to distinguish the two, for it seldom happens that 
a pernicious uraemia ease in its severe phases exhibits no pyrexia, whereas many cases of 
carcinoma of the stomach have hypothermia: though on the other hand they may be 
pyrexial if there are secondary deposits in the liver. The absence of any pyrexia is against 
active pernicious uraemia, however, even if the converse is not true. A correct, diagnosis 
cannot lx* made until the blood has been examined (p. 00). The urine contains pathological 
urobilin. 

Malarial Cache ria. Anamia and enlargement of the spleen may follow repeated 
attacks of malaria, and severe hamatcinesis may be a symptom. In making the diagnosis 
the historv of residence abroad, of attacks of a«ruc, and the condition of the blood, must 
be relied on. A normal or a diminished number of leucocytes, with a relative increase 
in the lnr*»c mononuclear cells beyond 1.7 per cent. is strong presumptive evidence of 
malarial infection. 

Splenic anatnia may run its course without any luematemesis : on the other hand, 
the latter is sound hues one of t he most serious symptoms in t he ease, and may be t he cause 
of death. The chief features of the malady are described on p. Ml. 


S. MlS< I.I.I.VM.Ol s. 

Chronic Interstitial Xejdtritis. I hematemesis occasionally, but very rarely, occurs 
in this disease. Its association with anaania. hi«rh blood-pressure, hypertrophy of the 
heart . albuminuric retinitis, polyuria, and urine of low specific gravity containing a variable* 
quantity of albumin and renal tube-easts, would point to chronic interstitial nephritis as 
the cause. It is most important that the blood-pressure should lx* measured instrument- 
ally, and not guessed at by palpation. 

Colloid at! . Ihdotn i nal Operations. I hematemesis may occur after severe abdominal 
operations, independently of any injury to the stomach or duodenum. Should death 
occur no obvious lesion can be found in the stomach t < » account lor it in the majority ot 
eases. The reason for the occurrence of such an alarming symptom remains a mystery 
in many eases, but in some inleetive conditions, such as appcndicit is, multiple minute 
erosions of the mucosa have been found. 

Frolon^ed Jaundice. The importance of this condition as a cause ol almost, any 
varictv of bleed inn 1 bv oozing lies ehielly in the added danger attending operations in such 
cases. 

,S7 fphi/is o j the Liver is sometimes cited as bein^r itself a cause of luematcmesis : the 
difficult \ is to exclude the possibility of alcoholic cirrhosis in such a ease : it is doubtful 
whether syphilis alone can cause* the vomiting of blood. Herbert French. 

H/EMATIDROSIS. ( See Svvi.v riNc;, A iinoum.vi.it i i:s or. p. 8(KS.) 
H/EMATOPORPHYRINLRIA. (See l him:. Aisnokmvi. Coi.oiiation or, p. 

HEMATURIA. Hlood may appear in the urine as the result of injury, of disease 
in some portion of the urinary tract, or of other organs involving the urinary apparatus, 
or of a lew general diseases of other parts of the body. I he blood may be present, in 
larjjc, small, or microscopic amounts, it may continue* lor days or e*ve*n weeks, or, appear- 
ing suddenly and without apparent cause*, may disappear completely lor a variable 
period. Further, it mav be* present in the urine e*ithe*r as corpuscle's or as ha*mn<rlobin, 
and it is necessary to distinguish be*twe*en the* two conditions. In hicmojjlobinuria the 
urine* is dark brown from the* presence ol mctha*mo»dobin, and any deposit is found to 
consist of brownish debris in which no re*d blood-corpuscles can be found (se*e 1Lv.mo(U,o- 
iuni hia, p. h.77). ( lecasionall v the* colouring matter of the blood may escape* from the* 

corpuscle's if the* stained urine has be*e*n retained lor any length ol time in the bladder, 
when crenate'd or disintegrated corpuscles will be found on microscopic examination of 
the sediment. The* following list ijives th(* duel causes ol lia'inaturia : 
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A . Renal Causes. 

Profuse. 

Malignant tumours of the kidney : 
Hypernephroma 
Kmiinottiu 
Carcinoma 
Sarcoma 

Innocent tumours -papilloma of pelvis, 
angioma 

Injury of tlic kidney 

Calculus 

Tuberculosis 

So-called * essential ' luematuria 

B. Ureteric Causes. 

Calculus in the ureter. 

C . Vesical Causes. 

Profuse. 

Villous tumour 

Papilloma 

Villous-covered carcinoma 

Prostatic adenoma or carcinoma 

D. Urethral Causes. 

Acute urethritis, impaction of calculus, 
injury 

Acute spermato-cystitis 


Slight. 

Calculus 

Tuberculosis 

Renal mobility 

Hydronephrosis 

Polycystic disease 

Injury 

Oxaluria 

Nephritis, acute and subacute 
Raeilluria, and bactcriuria 

Drills : turpentine, carbolic acid, canlharidcs 
urol ropinc, hexaminc. 


Slight. 

Kpit hclioma 

Tuberculosis of bladder or prostate 

Calculus 

Acute cystitis 

Hilhar/ia luematobia 

In jury. 


Papilloma 

N;evus. 


II. -II-KMATI HIA FROM DlSF.ASI. OF Till. 

ITUNAKY 

Carcinoma of the uterus, vagina, or 
rectum 

Acute* appendicitis 
Acute salpingitis 


Niaoimoi ring Yis( i:ha involvino mi: 

Oho a ns. 

Pelvic abscess 

Dysenteric or tuberculous ulceration of the 
intestine 
1 livert ieulit is. 


I IT. H.FMATriUA IN 

Renal infarction in endocarditis 
Arteriosclerosis 
I ,euka*mia 
Purpura 


G i: n i : h a i, D i s i : a s ns . 

Scurvy 
I hemophilia 

Acute* fevers, malaria, small-pox, and ye llow 
fever. 


In considering the diagnosis of a ease presenting luematuria as a symptom it is 
seldom that there are not other symptoms present, such as pain, tumour, or increased 
frequency of micturition, which will point to one or other organ as the source* of the bleed- 
ing : but in some eases luematuria may be the only symptom. The following points will 
often help in the differential diagnosis : 

The Colour of the Crine. - If the urine is bright red tin* liiemorrhage is most likely 
to arise from the bladder or lower urinary tract. Dark -coloured blood in tin* urine may, 
however, be due to the retention of blood in the bladder for some time, or from the large 
amount present in the urine. 

The Distribution of the Blood in the I rine during .Mirturition. If the urine during 
micturition is only tinged with blood during the final expulsive efforts, or the terminal 
urine is stained more deeply than the rest, the source of tin* luematuria is almost certainly 
in the bladder. If the first urine passed is blood-stained and the remainder clear, the 
bleeding is probably from the urethra or prostate ; whereas if the urine is evenly stained 
with blood throughout it suggests that the source of haemorrhage is in the kidneys, 
although a vesical lesion which causes more than a slight haemorrhage may also give rise 
to a deeply blood-stained urine throughout micturition. 
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The Quantity of Wood Present in the Vrine . A large quantity of blood in the urine, 
in the absence of traumatism, suggests some form of growth in the bladder or kidney. 
Papillomata and villous-covered carcinomata in the bladder may cause sudden profuse 
hiemorrhage without pain or other symptom, whilst equally profuse haemorrhage may 
arise from a malignant tumour in the kidney which has invaded the renal pelvis. Knlarge- 
ment of the prostate often causes fairly profuse luematuria. Examination of any clots 
of blood passed may occasionally afford useful information in determining the seat of 
ha'inorrhagc. The urine should be poured into a large flat tray containing water, and 
the clots floated out, when some may show the triangular or pyramidal shape indicating 
their formation in the renal pelvis, or others the thin, worm-like form with tapering or 
decolorized ends from their formation in the ureter ; their passage down the ureter is 
accompanied by the same acute renal colic that is caused by renal calculus. C lots formed 
in the bladder are flat, disc-like, but often broken up in their passage through the urethra. 

If the quantity of blood is increased by movement or exercise*, suspicion of renal 
stone or growth will arise. In a recent ease, profuse luematuria occurred after three 
successive railway journeys, when the lesion found at operation was an early carcinoma of 
one kidney which had recently invaded the* renal pelvis. 

77/e Association of other Elements [row the Irinary Organs with Wood in the Erine. - 
Microscopical examination of the deposit obtained by centrifuging the urine may reveal 
cellular elements distinctive of the renal pelvis or vesical mucous membrane, or epithelial, 
granular, and blood easts from the renal tubules (Figs. 9 lb, pp. (>, 7), which may help in 
the diagnosis in a ease of luematuria. The presence of a number of urinary crystals in 
a urine of acid reaction will point to renal calculus. Occasionally, small pieces of growth 
may be passed in the urine from the* delicate villous papilloma or villous-covered carci- 
noma of the bladder, and more rarely plugs of mueo-pus from a caseous tuberculous 
cavity in the kidney may be found. The presence of a villous tuft in the urine gives no 
indication whether it is derived from an innocent papilloma or a villous-covered carcinoma, 
as it becomes detached only from the surface of the growth. 

The association of pus with blood in the urine does not give much assistance in 
determining the seat of the bleeding. Both pus and blood will often be present with 
either calculus or tuberculosis of the kidney or bladder, and they may both be present 
with vesical growth, prostatic enlargement, or eoli bacilluria. 

The Amount of Albumin. If tin* amount of albumin in the urine is in excess of 
that which would be due to the amount of blood present, the bleeding is probably renal 
in origin. 

The Reaction of the l line is of very slight assistance in determining the source of 
bleeding. Generally speaking, blood in an acid urine is more likely to be derived from the 
kidney than from the bladder ; this, however, is no universal rule, for blood may be 
present in an acid urine in a east* of vesical calculus or growth ; whereas, on the other 
hand, there may be blood in alkaline urine in a case of renal calculus as well as in patho- 
logical conditions of the bladder. 

The association of unilateral lumbar pain . situated in the angle between the last rib 
and the border of the erector spina* muscle, passing forwards above the iliac crest into the 
groin, with occasional attacks of colic, would suggest a renal lesion ; whilst luematuria 
accompanied by increased frequency of micturition , or by penile pain immediately following 
micturition, would indicate vesical disease : sacral pain with luematuria suggests disease 
in the prostate. This statement must of necessity be taken in a very general sense, for 
exceptions to it arc frequent. Thus a vesical tumour causing luematuria may implicate 
an ureteric orifice sufficiently to cause increased intra-renal tension on that side with 
lumbar aching or even enlargement of the kidney ; whilst on the other hand a tuberculous 
lesion in the kidney, with descending ureteritis, may cause increased frequency of micturi- 
tion before there is any vesical infection. Equally important is it to take into considera- 
tion the age of the patient ; thus, in a young adult, continued slight luematuria with 
increased frequency of micturition are highly suggestive of tuberculous disease of the 
kidney, whereas slight luematuria in a more elderly patient suggests vesical carcinoma 
or calculus. At any age, severe luematuria may be present with a villous tumour of the 
bladder, or in a patient more advanced in years with renal growth or prostatic enlargement. 

Further evidence of the source of the luemorrhage may be obtained upon the physical 
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examination of the patient. This should bo carried out systematically, and not only should 
the urinary organs be examined, but any evidence of disease elsewhere in the body, as in 
the heart, lungs, blood, liver, or pelvic organs, sought for also. Kaeli kidney should be 
examined bimanually, one hand being placed in the angle made by the last rib and the 
margin of the erector spina* muscle, and the other in front, immediately below the costal 
margin; the patient is then directed to breathe deeply whilst pressure is maintained by 
the two hands, when an enlarged or unduly mobile kidney may be felt to descend, or may 
be grasped on deep inspiration. Any pain or undue tenderness on cither side should be 
noted, especially any sharp, pricking pain experienced by the patient if the anterior hand 
he depressed suddenly, a sign said to be indicative* of renal stone. 

Examination of the bladder by palpation in the suprapubic area may elicit pain in 
acute inflammatory conditions, or may give evidence of a distended bladder in a ease of 
hiematuria from prostatie obstruction : but much more knowledge may be gained by a 
thorough reetal examination. For this purpose the patient should assume the knee-elbow 
position, when the examining linger can explore* not only the prostate, but the vesieula* 
seminales, the lower end of each ureter, and the bladder base, as well as the late ral pelvic 
wall. The prostate may show adenomatous enlargement, or may be infiltrated with 
primary carcinoma far from uncommon when the gland presents marked, firm, rounded 
nodules, and is often immovable. Search should be made for any nodules in flic prostate 
or vesicles, or thickening of the lower end of the ureter, suggestive of tuberculous disease, 
or thickening or infiltration in the bladder base, which may often be felt in a cast* of 
vesical carcinoma. Examination in tin* lateral pelvic space may show infiltration of the 
pelvic lymphatics or enlargement of the lymphatic glands in a cast* of carcinoma of the 
bladder or prostate. Examination of the testes should always be made. A nodule in 
either epididymis may indicate tuberculous disease which may have spread to the urinary 
organs, but care must be taken not to mistake a nodule dating from a gonorrlural epididy- 
mitis for one due to tuberculous disease. Vaginal examination similarly may show 
thickening in the vesical base or in the lateral lymphatic areas with carcinoma of flu* 
bladder, or may give evidence of disease in the pelvic organs. The lower end of each 
ureter can be palpated in the forniees. 

Great assistance may be obtained by the use of the cifstoseope ( Figs. 'JHS p. do I ; 

Figs. 571 57 1, p. 717). Great gentleness must be used in carrying out any instrumentation 
to avoid any further lucmorrhage which would obscure a view by the cystoscopc, and 
if any bleeding is present an attempt should be made to arrest it by irrigation of flu* 
bladder with silver nitrate 1 1000, or with adrenalin solution of the same strength. If 
the bleeding is profuse it may be impossible to obtain a satisfactory view of the interior 
of tin* bladder, but with even moderate haemorrhage going on a rapid distention of the 
’ ftdder may produce a medium clear enough to obtain a view which will show the scat 
morrhage. Thus in renal luematuria blood-stained urine may be seen to be emitted 
in one ureteric orifice (Fig. Lbd, p. 351) and clear urine from the other before the 
medium is too obscured : or with vesical ha morrhage a vesical tumour may be seen. 
Even slight lnemorrhage will, however, rapidly render the medium in the bladder too 
hazy for a satisfactory examination of any minute changes in the vesical wall to lx* 
obtained tuberculous disease, for example. In cases in which the bladder is found to 
be healthy, changes in the appearance of the ureteric orifice* of one side, (edema, ulceration, 
or ecehymosis may indicate the* side* of the bleeding. Blood in small quantity in the 
efflux from a ureteric orifice may be* difficult to detect ; in these eases a ureteric cat later 
may be passed into each ureter and the* urine* from e*ach kidney compared, though it must 
be remembered that hiemorrhagc may be caused by the passage of the* catheter. 

1. HEMATURIA FROM AFFECTION OF SOME PART OF THE URINARY TRACT. 

A . Renal Causes. 

The Malignant Tumours of the Ki/tnet/. hypernephroma, embryonal. carcinoma, and 
sarcoma, are all associated with profuse luematuria at intervals. Ilypcrncphromnta are 
the most common ; they arise in the cortical portions of the kidney, and arc of compara- 
tively slow growth. The embrvomata may occur in small children or in elderly persons, 
whilst the true carcinomata and sarcomata are much more uncommon. These tumours 
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cause an aching in tin* loin, and may lead to considerable enlargement of the kidney before 
any Incmaturia occurs. In the progressive growth of tin* tumour the renal pelvis is 
involved gradually and luematuria is evoked. This is usually severe, so that clots may 
be formed in the ealiees of the renal pelvis or in the ureter, and cause the typical pain 
of renal colic in their descent of the latter. The renal tumour usually maintains tin* shape 
of the kidney, but in some cases may present a nodular form. Hence profuse luematuria, 
with clots of pyramidal or worm-like shape, associated with renal enlargement, is strongly 
suggest ive of a renal malignant growth. 

The only common form of hnuteetd 'I'umour of the Kidney is jut pitbana of the renal 
pelvis. 'This gives rise to profuse hamaturia and to renal enlargement which in this 
instance is due to hydro- or haniat o-nephrosis from the obstruction to the ureter by the 
papillary growth or by blond-clot. Thus the renal tumour may vary in size. Papillo- 
mata of the mucous membrane of tin* renal pelvis arc accompanied occasionally by similar 
growths in the ureter, and may also show a similar growth at the ureteric orifice upon 
inspection of the bladder. 

An angioma of the kidney, forming a distinct tumour in the renal tissues or developing 
upon the apex of a renal papilla, may cause profuse ha maturia : this is a rare condition 
which is generally diagnosed as something else until the kidney is operated upon or is 
seen post mortem. 

Injuries to the Kidney may cause hamaturia : the diagnosis is usually obvious. The 
history of the accident, a blow or squeeze to the lumbar region, associated with haanaturia. 
would point to an injury to the kidney. There may be renal enlargement, but this must 
be diagnosed from an extravasation of blood in the perinephric tissues from rupture of 
the renal cortex. Comparatively slight injury to the loin may produce luematuria from 
a small lesion in the renal tissues, whilst in some eases there is no sign or recollection of 
external violence. In any case of luematuria following traumatism, it is essential to 
diagnose an injury to the kidney from injury to the urethra or bladder. 

I r i urethral injury the canal may be merely contused, or partially or wholly ruptured : 
blood may be found at the urethral meatus, or may be marked in the first portion of any 
urine that may be passed, whilst if the urethra be entirely divided, signs of extravasation 
of urine, with inability to micturate, will appear. 

It the bladder be injured blood may be present in any urine drawn off; or after 
rupture of the bladder involving the peritoneal coat fluid may be found in the abdominal 
cavity. The length of time between the last passage of urine and the occurrence of the 
accident should be ascertained, and a catheter passed ; very gentle irrigation of the 
bladder with sterile fluid should be carried out in any suspected rupture of the viscus, 
to see if the amount of fluid run into the bladder is duly returned. At the same time, 
a thorough examination of the bony pelvis should be made for any sign of fracture, which 
is frequently the cause of direct injury to the bladder or urethra. 

In Hcna! ('(deulus the bleeding is seldom profuse, is usually associated with a small 
amount of pus, and frequently is increased after exertion or the jolting of a journey. 
The subject of a renal stone will usually complain of aching pain in one loin, which will 
remain of this character so long as the stone remains fixed in the renal tissues, in -which 
condition slight hamaturia is often present. When, however, the calculus projects into 
or is free in the renal pelvis the urine also contains a small quantity of pus. and attacks 
of renal colic come on, characterized by very acute pain in the loin, passing forwards and 
downwards to the groin, upper part of the thigh, and testicle of the same side, and accom- 
panied by frequent desire to pass urine. The calculus may be passed into the bladder 
along the ureter, may become impacted in the course of the ureter, or may remain in the 
renal pelvis, in which ease successive attacks of renal colic may occur. The previous 
passage of a small calculus per urcthram, following an attack of renal colic, is an important 
point in the history of such a patient, but in any ease an examination by skiagraphy 
should be carried out, when a calculus may be proved present in the kidney or ureter. 
(Set* Kidm'.v, Km, A iau.Mi.NT or : Diagnosis 01 Kaiuouiiaphic Shadows, p. HO). A 
calculus in the kidney may attain a size too large to become engaged in the upper 
end of the ureter , when renal colic will be absent, or it may cause hydronephrosis, renal 
abscess, or pyonephrosis, of which symptoms may be present. 

Jienul ' Tuberculosis , apart from the miliary form of children, is not uncommon as a 
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primary disease of one* kidney. The patients affected art* usually young adults, who com- 
plain of a constant aching in t»nc loin, with occasional attac ks of more acute* pain resembling 
renal colic. At ihe onset of the* disease, when the loci are limited to the renal tissues, 
there is no change in the urine beyond the occasional presence of albumin ; but as it 
advances the foci coalesce and form a softened area which opens into tin* renal pelvis, 
when there is a constant discharge of small quantities of pus and blood in tin* urine. The 
liberation of tuberculous material into the renal pelvis ami ureter causes infection ot the 
mucous lining of these passages, and is marked almost constantly by increased frequency 
of micturition during both day and night, even before any tuberculous infection has 
occurred in the bladder. These eases are often mistaken for renal calculus or for coli 
bacilluria, but in any case of persistent slight ha-maturia or pyuria a careful search should 
be made for tubercle bacilli in the urine. A skiagram may show a shadow produced 
by a tuberculous locus in the kidney (Fig. 287), but this generally differs from that due 
to a calculus in its less definite border and by variations in the density. In renal tubercu- 
losis the ha-maturia is rarely increased by exertion 
on the part of t hr patient , as is frequently the ease 
with calculus, and pain in tin* loin is less mitigated 
by rest in bed. In renal tuberculosis the lower 
end of the ureter of tin* affected side may often 
be felt to be thickened on examination per 
vaginam, or per rectum, whilst in the male 
tuberculous nodules may lx* felt in the prostate 
or vesicles, and in either sex tin* eystoseopie 
appearances of the vesical end of the tuberculous 
ureter may be distinctive. 

In Renal Mobility* ha-mat uria is certainly 
uncommon, but occurs occasionally. In tin- 
case of a patient with markedly increased renal 
mobility ha-mat uria may follow any strenuous 
exertion such as hunting or dancing. Hcnal 
mobility is so common, however, that the oceur- 

renee of ha-mat uria should in any ease arouse 

1 suspicion of some other lesion of tin* urinary 

1 tract, and a thorough examination both of the 

: 1 urine, especially for tubercle bacilli, and of the 

fr"* r'Mjk 1 bladder (by tin* cystoscope) and of the kidney, 

<*-•' should be made- before any attempt at fixation 
^ ^ j s undertaken. Movable- kidney may be entirely 

to no symptoms whatever, 
or may cause lumbar aching or attacks of acute 
pain resembling renal colic (I)ietl\s crises). It 
frequently causes gastro-intestinal disturbance 
from the drag upon the duodenum in relation to 
it, and occasionally also polyuria and increased 
frequency of micturition. The kidney can be felt to be movable, but care must be taken 
not to mistake other abdominal swellings for a kidney (see Kidney, Knlaikjkmi.nt of, 
p. 4JJ7). 



/>/. L’ST. - Ski:i<7r;im in a rase of tuberculous 
t.i'lm y with pyonephrosis ; the comlition. <lue to 
marked deposit of calcium salts in the old tuberculous 
lesions, mii-rht l>e mistaken for a lari»e ant.lered 
calculus. (Ihj hr. C. T/inr*tati Ilnlluntl.) 


Hydronephrosis occasionally gives rise to ha-maturia, and the combination of renal 
tumour and ha*maturia would suggest a growth in the kidney. The blood from a hydro- 
nephrotic kidney, however, is very rarely copious, and the other symptoms of hydro- 
nephrosis would distinguish the two, in particular intermittency with corresponding changes 
in the amount of the urine. Much assistance may be obtained in the examination of a 
suspected renal swelling by pyelography- that is, the radiographic appearance of the outline 
of the renal pelvis and caliees after the injection of some radio-opaejue substance such as col- 
largol 5 per cent or a solution of sodium bromide 25 per cent (Figs. .‘Kill .‘575, pp. 115 11*7). 

Polycystic Disease of the kidneys is commonly accompanied by ha-maturia in the later 
stages of the disease. It occurs in early childhood or in adult life, and is most commonly 
bilateral, forming an enlargement of each kidney which may reach large dimensions, 
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all In mgh, on Ihe other hand, a tumour may only Ik- felt on one side. In the early stages 
the diagnosis is diHieult ; I here is polyuria with a low speeifie gravity urine, and, later, pain, 
hilat eral tumour, lia-mat uria, and signs of renal incflicie-ncy will' be present. The renal 
tumour rausnl by polycystic disease is smooth and rounded, but differs from hydro- 
nephrosis in that Hurt nation can seldom be obtained. Bilateral hydronephrosis will he 
diagnosed from polycystic disease by the finding of some lesion obstructing the normal 
urinary How, such as stricture of the urethra, prostatic or vesical disease, or carcinoma 
of the pelvic organs invading the ureters. 

( ),i( ilunu (p. may give rise to slight ha-maturia. The passage of large* numbers 

ol oxalate crystals in the urine occurs in some* patients, especially after a diet containing 
rhubarb, gooseberries, tomatoes, strawberries, and spinach, and is often accompanied by 
dyspepsia. An examination of the* urine* on successive days will demonst rate* the* con- 
dition. 'File* aching in one* loin, and the* pre-se-ne-e* of envelope crystals in the* urine, inay r 
simulate re nal stone*, but the* absence of a shadow in a skiagram will disprove- the* latter. 

Acute Xcphritis is accompanied by ha-mat uria. but is usually obvious by the* rapid 
nuse-t ol the* disease, by the history of some* specific fewe r or of a chill, and bv the* subcu- 
taneous (edema of le gs. back, and e y e lids. 'File* urine* is scanty and of high specific gravitv. 
anel contains, in addition to blood elises, hyaline* and epithelial tube-casts, many renal 
epithe lial e*clls. and abundant albumin. The re* are* some e*ase*s of acute nephritis in which 
no eedema occurs, and then the abuinlaiicc of renal tube-easts in the urine* affords the 
main evidence as to the* diagnosis. 

Psxcutiut Penal Hnntuturiu is the* name* given to a group of eases in which definite 
unilateral ha-maturia is present, but in which examination of the* kidney on exploration 
has tailed to show the* cause ed the* ha inorrhage*. 'Fhe* bleeding is profuse, and comes on 
suddenly without any apparent cause*: it is intermittent, and may be* accompanied Iw 
lumbar aching, but the re* is no tende rness and enlargement of the* kidney , anel e>n eysto- 
se-opie* examination it is proved to he* unilateral. In the intervals e>f ha-maturia there 
may be* no albuminuria. I he kidney on e xploration appears to be* normal, but if a piece 
is removed for microseopie seetion. evidence e » f nephritis will usually be* found, 'idle 
e*v idenee tends to show that these* cases arc probable due* to a unilateral ne*phritis. 

/{. Ureteric Calculus may cause ha-maturia. cither during the* ele-scemt of the- stone 
or when the* latter becomes arrested in the* due*t without causing complete obstruction 
to the* How of urine. "File- diagnosis is usually easy from the* history, and the* e-haracter 
ol the* pain, accompanied by the* increased de*sire* to mie-turate ; but in some cases on 
the right side it may lie* mistaken for appendicitis. The* previous history eif the* passage 
ed a calculus or of symptoms of renal stone will usually he eliciteel. A calculus may 
beeemie* obstructed in any part of the ureter, though most commonly in the pe lvic poition. 

( v stese opie* examination may show swe lling anel ccchymosis of erne* ureteric orifice, or 
oe-casionally the* stone may Ik* seen partly projecting from the oriticc. Kadiographie 
examination may show a shadow in the line of the* ureter, hut this should always be 
confirmed by a ste renscopie* radiograph taken with an opaque bougie passed into the* ureter. 
Shadows v e ry similar te> calculi may he* caused by calcareous glanels ; the-se- are frequently 
multiple* anel show variations in density with indistinct outline, but if single and in the 
appa rent line* ed the* ure*te*r, may e*ause* tremble* in eliugnosis unle-ss a ste*re*e>sce>pic radiogram 
with an opaepic bemgie is obtained (see* Kidm.y, Kni.akckmknt oc, pp. ffj, 4b‘}). 

C. Vesical Causes. 

File- profuse ha-maturia ed’ a Papilloma. \ illous Tumour, or of a I illous-covrrcd 
( urcnuuuu ed the* blaelele*r lreapie-ntlv occurs without any e>the*r svmptom, coming on 
sudelenly without any e*xe*iting cause* : it may last a variable time*, anel then elisappear 
entirely, or continue as a slight ha-maturia lbr se>mc elavs. With the carcinomatous 
fe)rm tlu-re- may be* some* increased fre-epie-ncv ed’ micturition in the- absence* e)f bleeding, 
but in e-ithe-r variety the clotting ed’ bloeul in the bladder may' cause urgent desire to 
micturate* or ewe*n re-tentiem ed urine. A rectal examination may* give- evidence of 
infiltration e>f the- base* ed tlu* bladder or of the* pelvic lymphatics in the malignant 
iernin, but it is emly rare-ly that an innocent tumour is large enough te> be felt per rectum. 
In the* inte rvals between ha-meirrliages, a cvstoscopic examination will demonstrate] the 

i > gjj 
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presence of a vesical gnwtli (Figs. -'SS. It should !»«• noted that the common 

situation for a vesical tumour is at the base of the bladder, m close proximity to a 
ureteric orifice : the latter may be obstructed, or dragged upon by the growth in such 
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manni'r as to cause renal distention or hydronephrosis, so that a vesical tumour may give 
rise to renal pain and tumour, and in this way he mistaken lor a renal growth. This 
difficulty will be overcome by a eystoscopic examination of the bladder. 


II.E.M ATURI A 


355 


Frostatu hnlaigt wt nt of tht* adenomatous, or more frequently of the carcinomatous 
variety, ma\ cause lurmntuiia. I he age of the patient (5t or more), the increased fre- 
quency and difficulty iu micturition, the evidence obtained by rcc*tal examination and by 
cat lieteri/.at ion, suffice to diagnose the disease. The hiematuria of prostatic enlargement is 
often profuse, and may occur early in the disease ; but on careful inquiry it will usually be 
found that there has been for some months a gradually increasing frequency of micturition. 

I csical Epithelioma occurs in elderly patients, and causes slight but fairly constant 
haunaturiu. For luemorrhagc to take place from a vesical epithelioma there must be 
ulceration of the surface of the growth, and other symptoms will be present, namely, 
increased frequency of micturition both day and night, penile pain following the act of 
micturition, and pyuria. The blood often occurs as a few drops at the termination of 
urination, or may be mixed throughout the act. Fsually a vesical epithelioma is situated 
on the base of the bladder, and may be felt as a distinct infiltration per rectum. 

Ccsical Tuberculosis gives rise to exactly the same symptoms as an epithelioma, but 
it occurs commonly in young adults. Persistent slight hrematuria and pyuria in a young 
patient will always suggest tuberculous disease, and a very careful search should be made 
in the cent rifugalized urine for tubercle bacilli, whilst other evidence of tuberculous disease, 
(‘specially in the testes, vesieuhe seminales, and prostate, should be looked for. Tuber- 
culous disease of the urinary organs occurs as a 
primary disease, though frequently there is evidence 
of former tuberculous disease in the chest or other 
sites. Apart from an infection secondary to disease 
in the generative organs, tuberculosis in the urinary 
organs almost always commences in one kidnev , in 
an area which softens and opens into the renal 
pelvis. Infection then occurs in the mucous and 
submucous coats of the pelvis and ureter, as well as 
in the peri-ureteric lymphatics, and spreads to the 
bladder. Kven before there is any visible infection 
of the latter there is persistent pyuria, hamaturia. 
and increased frequency of micturition, so that 
vesical disease may be thought to have commenced 
whilst the infection is limited to the kidney. Cysto- 
seopie examination may reveal changes in the 
ureteric orifice of tht* affected side or evidence of 
vesical infection (Figs. a?:i. .77 I. p. 717). A careful 
rectal or vaginal examination may show an enlarged 
and thickened ureter. When tuberculous disease 
spreads to the bladder from the direct ulceration 
of a prostatic or vesicular focus, haanaturia is usually present. Kxamination of the testes 
and of the prostate and vesicles will reveal the nature of the infection. 

\csicul Calculus also causes slight haanaturia, usually as a few drops in the terminal 
urine. The subject of a calculus in the bladder unaccompanied by cystitis will complain 
of increased frequency of micturition during the day or during exercise, but is usually 
free from micturition during the night. There is pain of a pricking character in the glans 
penis after micturition, and there may be a history of sudden stoppage of the stream 
during the act. The patients are usually men, and there may be a history of previous 
calculi iu the bladder or of attacks of renal colic with the descent of a renal calculus which 
has not been passed per urcthram, but which has increased in si/.e since it entered the 
bladder. The stone may be felt with a sound, or, better still, seen by a evstoseope, with 
which small calculi which may be missed with a sound may be diagnosed with certainty 
(Fig. The X ravs are also useful in detecting the stone in many cases (Fig. 

If t he calculus has caused cystitis, there w ill be in addition pyuria and nocturnal 
miet urit ion. 

Acute ('ffsfitis is accompanied by luvmaturia : but the other symptoms, such as vesical 
tenesmus, suprapubic pain, and pyrexia, together with pyuria and a cause for the condition, 
will point to the disease. 

ltithurziu Ihnnatobia causes slight haanaturia, and gives rise to symptoms very similar 
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to vesical tuberculosis. The discovery of the typical ova in the urine (see Fill. Hti, p. W-), 
together with a history of residence in an affected district, notably hgypt or certain 
parts of South Africa, will make the diagnosis clear. The eystoscopie appearance* in the 
bladder of small, glistening yellow nodules and small areas of raised granulation 1 issue* 
is distinctive of the disease (Fin. -HI). 

D. Urethral Causes. 

Acute Zrcthritis , whether gonoe*oe*e*al or septic, may cause* blood in the* urine Irom 
the acute congestion of the urethral mucous membrane. The history and the presence 
of an acute* urethral eliseharge make* the* eliagnosis evident. 

The / in pact ion of a (' ulcu/us in the* urethra causes some* ble*e*eliiiix Irom direct injury 
to the urethral mucous membrane*. There* is usually retention e » 1 urine*, so that true 
hiematuria may ne>t occur: but the* history of sudden stoppage of the* stream ol urine* 
during micturition, with acute penile pain, together* with the previous history e >1 renal 
or vesie*al stone, will usually make the* diagnosis ele*ar. It is not une*ommon in male* 
children. f riu* calculus may be* fe*lt from the* outside* in the* e-ourse* of the* urethra. olte*n 
at e>r near the meatus, or seen by an cueloscnpic e*xamination. 

A trvus of the* urethral mucous memhrane is a rare* but important e*ause* ol se\e*re* and 
ree*urrent hiematuria, the* )>atient gene*rally presenting no othe*r symptoms beyond the* 
spe)ntane*ous bleeding and se*rious amentia re*sulting from it. The blood is passe*el both 
with anel apart fre>m micturition. There* may or may not be* blending navi e-lsewhere : 
but the condition is pree*isely analogous t e > the small bleeding na*\ i of the* tohguc anel 
mouth that have bee*n ele*se*ribe*d in conjunction with na*vi oi the* skin by Osier and othe rs 
(Figs, 2HH, ,‘S()(), p. :5(bs ). The diagnosis of a urethral navus cemlel seare-ely be* made* 
with certainty e*xe*ept by uret hrose*opy. 

II. HEMATURIA FROM DISEASE OF THE NEIGHBOURING VISCERA INVOLVING 

THE URINARY ORGANS. 

The elire*ct spread of carcinoma of the* pelvic organs may in its progress involve the* 
blaelele*r, as is not iineonimon in the* later stages of carcinoma ol the* ute rus, vagina, ree-tum. 
or pelvic colon. The infiltration of the* bladder wall before* ae tual ulccrntiem has occurre*d 
is usually indie*ate*el by vesie*al irritability , followe*d by ule*e*ration and hainaturia. toge ther 
with the passage* of urine* by the* vagina eu* ficeal matte r in the* urine*. Occurring as a late* 
stage* e»f carcinomatous elise*ase* the*re* is usually little* dinie*ultv in the* diagne »sis. 

TTa‘inaturia may e>ceur during an attack of acute ay/iendicitis from the* direct spread 
e>f the inflammatory pre>eess to the* ve*sie*al wall. In some e*ase*s in whie*h the* inflamed 
appendix turns downwards over the* prlvie* brim it may become adherent te> the* bladder, 
or an absevss may form in immediate re lation to the* bladder wall. The* loe-ali/cd inllam- 
• ion of the* vesieal mucous membrane* e*ause*s hainaturia, whilst tlie* sudden appearance* 
a ejuantitv e>f pus in the urine* has be*e*n notie*e*el when an appenelieular abscess has 
i upture*d intej the bladder. The* history of acute* pain low elown in the* right iliae* fossa, 
the* py re xia, anel ge*neral symptoms of peritoneal inflammation be fore* any urinary symptom 
was noteel. will pe>int to the* disease : a rectal examination may reve*al the* inflammatory 
process in the* right pelvic re*gie>n. 

Acute Saljiingitis or Pelvic Abscess may similarly e*ause* haanaturia from elirect inflam- 
matory extension to the* vesical wall, but this is rarer than in appendicitis. 

Tuberculous and Dysenteric llcerution of the Intestine have* both caused ha inaturia bv 
the adhesion e>f the* bowel to the* fundus e>f the bladeler anel the subsequent inflammatory 
conditiem of the* mucous membrane. In a case* of slight hiematuria a e-ystose-opic rxani- 
inatiem showed a localized area of intense congestion at the fundus of the* bladele r without 
any other vesieal lesion, and on e>pcning the* abdomen, a e*oil of small intestine*, obviously 
ulcerateel by tube-role, was found adherent te> the pcritemeal aspect of the* bladder. In 
most cases the symptoms elue* to the intestinal disease would be* apparent. 

Diverticulitis occasionally results in a pelvic abscess which may ulcerate* into the 
bladder, giving rise to hiematuria, and te> an intestine)- vesical listula. The preeceling 
history e>f the* passage e>f blood and mucus per re ctum anel of irregularity e»f the bowels 
is very similar te> that e>f colonic carcinoma, anel the diagnosis is seldom certain until 
laparotomy has been performed. 
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III. HEMATURIA IN GENERAL DISEASES. 

Thr sudden plugin*; of a renal vessel by embolism (renal infarction) is not uncommon 
in easts of endocarditis, and may lx* accompanied by lucmaturia. Kmbolism is seen 
most commonly in inlcctivc cndocardit is : it is indicated by sudden pain in tile loin, 
followed by harnaturia. The occurrence of acute endocarditis in tile course of acute 
septic processes, such as acute osteomyelitis, pneumonia, or acute rheumatism, is not 
uncommon, and will usually be diagnosed before there is any evidence of renal embolism. 
On the other hand there arc certain eases of chronic heart disease in which the first 
evidence of infective endocarditis having become superadded may be the occurrence of 
sudden Iwematuria: and in some such cases there may be diflicultv in excluding acute 
Ih'inhl s disease, because around each infarct there is local acute inflammation, and there- 
fore the urine will contain tube-casts as well as blood ; the other si^ns of infective endo- 
carditis (p. 1.7) should be watched for. 

Le alarm i<t may be accompanied by harnaturia : but the enlargement of the spleen, 
general symptoms of aiuemia. and t he total and differential blood-counts (pp. ,TJ da) 
will point to the diagnosis. 

*S <nr\'t( and the various forms of Pi him it \ (p. (>?,*>) may each be accomp.anied bv 
haanatmia. but the general symptoms of each disease arc usually well marked before 
lllis A*. //. .lnrcl/,11 Vnv/H. 

HEMOGLOBINURIA differs from haanaturia in that the blood pigment is passed in 
solution in the urine apart from ml corpuscles : small numbers of red corpuscles, or their 
ghosts, may be found microscopically, but these constitute Inematuria in association with 
the hamoidobinuria : the essential part of the latter is the passage of the blood pigment 
dissolved out of the red corpuscles. It nives the same ehemical tests as ordinary blood: 
spectroscopically it is almost as common to find the bands of met hiemo^lobin (Fill- 
p- Id) as those of oxyha inoidobin (l'ii*. 17. p. Id) : by the addition of ammonium 

sulphide the spectrum is changed to that of reduced haanoi'lobin (Fig. IS. p. Id), and by 
the further addition of a tew drops of concentrated caustic soda that of alkaline haanatin 
(/’ ill- -0. p. lit) is ju'odueed. The diagnosis depends upon the discovery of blood pigment 
in the urine, whilst ihe microscope shows no red corpuscles, or so few' as to be out of all 
proportion to the pigment. It is important that the urine should be examined fresh, for 
otherwise. owin<j to the disintegration of red cells after they have been passed as such, it 
is possible to mistake for hamoolobinuria that which is really haunaturia. To the naked 
eye the urine may be only just tinned with a colour that surest s blood pigment, or it may 
be absolutely blood-red. brown, murky, or even black, as in tropical blackwatcr fever. 
It is seldom clear ; but clouded by mucus, easts, amorphous masses of pigment, and 
d( In is. 

I hemoglobinuria results from any condition which leads to haunonlobinaunia by 
lakiiiLT the red corpuscles within tin.' living vessels. It has been produced in animals 
experimentally by the injection of various haunolytie sera and other substances. It may 
occur in man as the result of the oral administration of certain chemical substances, such 
as potassium chlorate, phen vlhvdrazine, turpentine, ether, carbon bisulphide, pyro<xallie 
acid, naphthol, carbolic*, hydrochloric, sulphuric, nitric, oxalic, and chromic acids, idyecrin, 
chloroform, sulphonal, veronal, trional, tannin, saponin, strychnine, urotropinc, impure 
aspirin, and possibly quinine : after the inhalation of certain toxic leases, notably carbon 
monoxide, naphtha vapour, arseniuretted, antimoniuretted. phosphoret ted, scleniuretted, 
or sulphuretted hydrogen ; after the transfusion of blood from a donor who is not quite 
of the ri«»ht irroup for the recipient, after intravenous injection of normal horse serum, or 
of anti-tetanic, ant i- meningococcal, ant i-dyscntcric, anti-diphtheritic, anti-streptococcal, 
ant i-pncumococcal, or anti-anthrax sera, or after the introduction of such poisons as those 
of snakes, venomous toads, or spiders ; from ricin, abrin, robin, erotin, phallin : after 
eating poisonous mushrooms, toadstools, or trollies ; after frostbite and extreme exposure 
to cold ; after severe burns : after lar«*c internal extravasations of blood, especially those 
within the abdominal cavity : in a few cases in which pregnancy is associated with toxaunic 
symptoms ; in some new-born infants, occasionally in an obscure epidemic, form ; in 
association with certain functional disorders of the vasomotor system, especially 
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Raynaud's disease, factitious urticaria, and angioneurotic oedema : after very long- 
sustained excessive physical exertions and fatigue : in association with severe torms of 
microbial— or presumably microbial - toxa-mia. especially malaria and blaekwater fever, 
and to a much less extent in severe syphilis, typhoid fever, acute pyogenic septiea-nna. 
generalized anthrax, yellow fever : in Henoch's purpura : in certain eases of nephritis; 
and in that remarkable affection known as paroxysmal ha-moglohinuria. 

In connection with blood transfusions it is noteworthy that, if the same donor is used 
a second time, h.-emoglohinuria may follow the second transfusion when none accompanied 
the first. 

Although the above list may appear formidable, the differential diagnosis between the 
different diseases mentioned will seldom depend solely upon the presenee or absence of 
hfemoglohinuria. The chief importance of the latter, indeed, lies first in the necessity ol 
not mistaking it for ha inatnria, and secondly in that its occurrence is a sign that consider- 
able luemolysis is taking place and that the prognosis is proportionately less good. 

The question of whether blocku'tilcr fever is due to the effects ol quinine in a patient 
whose blood is already susceptible to haniolysis on account of malaria, or whether the 
blaekwater is due to a distinct and specific malady, has not yet been settled, though there 
is increasing evidence that blaekwater' may he due both to a pyrexial malaria-like illness 
that has a different hamiatozoal cause from that of ordinary malaria, and to particularly 
severe infection with malaria itself ; the diagnosis is suggested by the geographical cireimi- 
stances under which the disease develops. 

Paroxysmal hemoglobinuria is rare : but in (ire, at Britain it is probably the commonest 
cause of considerable hemoglobinuria without symptoms of extreme illness. It may alieet 
children, adolescents or grown-up people, males or females: it has probably several 
different ultimate causes ; amongst the latter, however, previous syphilis stands out pre- 
eminently, and probably heredity is also a factor. Males are alieet ed rather than females. 
The remarkable feature of the malady is the way in which an attack can be brought on. 
almost at will, by certain immediate causes, of which the most potent is exposure to cold, 
others being excessive exercise or mental excitement. Sometimes the exposure has to be 
considerable before hiemoglobinuria results : on the other hand, it max be impossible tor 
the patient to keep his hands immersed in cold water tor any length ol time without an 
attack ensuing. The urine may look like blood ; the output ol pigment, togethci x\ith 
considerable albuminuria, persists for a day or two, or several days : the attack max bt 
unaccompanied by other symptoms, but sometimes there is a shivering attack or an 
actual rigor with rise of temperature and a general feeling of illness, necessitating rest in 
bed. if repeated attacks occur at short intervals, the patient becomes anamie, with all 
the symptoms that result from such amemia. The diagnosis may be difficult at the time 
of the first attack, but it is relatively easy when the attacks recur, especially when there 
} istinet relationship to some definite immediate cause, such as exposure to cold, undue 
’ i g ue, or mental excitement. The main mistake to avoid is a diagnosis of hamiaturia, 
ueh as a villous tumour of the bladder might cause. The way to obviate this error is to 
employ both the microscopic and the spectroscopic tests for blood, much pigment and 
few corpuscles pointing to hiemoglobinuria. It there is still doubt as to "bethel the 
patient has paroxxsmal luemoglobinuria. a little ol his blood serum, obtained bx 
venepuncture, should be examined in the laboratory for Bason's reaction, a complex serum 
test winch is positive in essential hainoglobinuric cases, negative in others; the \\ asscr- 
manu reaction would probably be tested at the* same time to determine whether the 
cai^e was syphilis, as it so often is. Herbert l rank. 


/ HAEMOPTYSIS literally means blood-spitting, but clinically it is restricted to 
expectoration of blood derived from the lungs, bronchi, or trachea, to the exclusion of 
blood from the mouth, nose, or pharynx. Some include blood coming irom ulceration 
of the larynx under the heading of hiemoptysis : others do not, so that the meaning of the 
term is arbitrary ; for practical purposes it is simpler to include the larynx as a source lor 


haemoptysis. 

The differential diagnosis resolves itself into two main portions, namely: (I) A deter- 
mination of whether the symptom has really been haemoptysis in the restricted sense, or 
whether the blood has been derived from the mouth, nose, or pharynx on the one hand, or 
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tlic stomach on the other ; and (II) If true h.emoptysis has really occurred, a determination 
of its exact cause in the particular ease. 


I. THE DISTINCTION BETWEEN TRUE AND SPURIOUS HEMOPTYSIS. 

True hainoptysis that is to say, lncmorrliago from the lungs, bronchi, trachea, or 
larynx can sometimes be distinguished at once from the spitting of blood derived from 
the nose, mouth, or pharynx. The occurrence of epistaxis, bleeding gums, tonsillitis, 
ulcerative stomatitis, epithelioma lingua*, injury to the mouth, gingivitis, dental caries, 
pyorrhua alvcolaris. pharyngitis, septic conditions of the antrum of Highmore or frontal, 
ethmoidal, or sphenoidal air-cells, or rarer conditions such as lupus of the palate or 
sarcoma of the tonsil or of the basisphenoid, may generally be detected bv a careful 
examination of the nose, mouth, gums, and pharynx ; moreover the blood in these condi- 
tions is usually mixed with saliva, and watery. It is important, however, to be decidedly 
guarded in concluding that blood comes from the mouth, nose, or throat, and not from 
the lungs : and a careful examination of sputum for tubercle bacilli, and an X-ray exam- 
ination of the lungs should be carried out in every such ease, lest the early stage of phthisis 
be missed. 

Tin* distinction between huanoptysis and h;ematemesis is often easy, but sometimes 
very difficult. 'The historv may help, or the patient’s own sensations may make him 
certain that he coughed up blood, and did not vomit it. The following is a summary of 
t he points of dist inet ion : 


1 1 i:\ior i x ms. 

1. 'file patient ninths the blond lip 
*J. Part of the blood is often frothy 
.’i. The blood max occur b\ itself, but il is 
often mixed wit 1 1 sputa, recognizable 
mien >srt »| aeally 

1. The blood iN alkaline in reaction 


a. Tubercle bacilli or elastic fibres max be 
< let eel ed 

<». There max* be a previous history of acute 
rheumatism, or of cough and night sweats, 
indieatixe of heart or lung disease, con- 
tinued bx abnormal cardiac or pulmonarx 
physical signs 

7. Heforc the blood is coughed Up there is 
often a sense of tickling or gurgling in t lie 
throat, alwaxs suggestive of true luemo- 
pt x sis 

H. The motions are not altered afterwards 
unless the blood has been abundant and 
much of it has been swallowed, when they 
may be tarry as in hamat emesis 
th blood-stained sputa may be expectorated 
for sexeral davs after a sex ere attack 
1 0. A history < »f cough 


1 1 ,i:m au:mi:sis. 

1. The blood is vnmited 

‘J. The blood is not frothy 

3. The blood may occur by itself, hut it is 
often mixed with vomit, recognizable 
by the presence of food particles 

t. The blood may be alkaline if it is abundant, 
but it may be acid from admixture with 
gastric juice. 

5. Tubercle baeilb will lx* absent 

<». There may be a definite history, with 
or without physical signs, pointing to a 
gastric lesion or to cirrhosis of the liver 

7. before the blood is brought up there may 
be a feeling of sickness, nausea, oppression 
in the cpigast limn, faintness, and giddi- 
ness 

<s. The motions are often black and tarry 
aft erw aids 


IP There are usually no sputa 
10. A history of abdominal pains after food. 


Notwithstanding all these points of distinction, however, one may be misled unless the 
patient, can be kept under observation for a time ; moreover, luematemesis may be caused 
by ha inoptysis. especially when the bleeding takes place in the night, the blood being 
swallowed as soon as it gets into the pharynx whilst the patient remains asleep and quite 
uneonseions of the occurrence. The frequency with which haemoptysis occurs during the 
night when tin* patient is at rest is remarkable ; but in the majority of instances the 
incidence of bleeding excites coughing, and the patient wakes. 

Malingering by the production of blood-spitting by gum-sucking is diagnosed upon 
circumstantial evidence. It has sometimes happened that a patient has produced the 
blood of fowls with the statement- that this has been coughed up— a fallacy that can be 
detected by finding oval instead of circular red cells under the microscope. 

Kcdncss of the sputum is not always proof that the colour is due to blood ; the 
presence of rod cells should be verified under the microscope, and the guaiacum and 
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o/AHi ic ether or tlif benzidine test also applied : occasionally patients have been regarded 
as suffering from reeurrent phthisical haemoptysis when in reality the redness of the sputum 
has been due to infection of the respiratory passages by relatively unimportant pigment- 
producing micro-organisms, generally of the UaeiUns pM(tii*i(>sus type : this source of 
fallacy is to he avoided by having careful bacteriological examinations of the sputum 
made in all cases that are not perfectly straightforward. 


II. DETERMINATION OF THE CAUSE OF THE HAEMOPTYSIS. 

II aving arrived at the eonelusion that a patient has had lucmoptvsis. the next point 
is to ascertain its cause. By far the commonest are phthisis and mitral stenosis. 'The 
heart and lungs need particular examination therefore, and the family and personal history, 
both as to acute rheumatism or chorea, and as to consumption. ma\ assist. II there arc 
no abnormal physical signs in the thorax it does not follow that phthisis is absent even 
phthisis with cavitation may exist without any definite abnormal physical signs being 
detected; microscopical examination of the sputum, therefore, both for tubercle bacilli 
and for elastic fibres, should never be omitted, especially alter haanoptysis has ceased- 



repeated examinations may he required if the first proves negative : and the chest should 
be X-rayed. 

When the patient is apyrexial and there is much doubt left in the mind as to whether 
tubercle is the cause in spilt* of the use of all the more ordinary methods of diagnosis, it 
is occasionally important to resort to the tuberculin-injection test. Notwithstanding 
earlier fears, this has been shown to be a perfectly safe proceeding: but if the result is 
positive it does not prove that the patient has phthisis pulmonalis. for there might he 
tuberculosis elsewhere, and not in the lung — glandular tuberculosis for example. The 



test is, perhaps, of greater value when it is negative than when it is positive. That it has 
a real value in certain instances, however, is clear, provided that the tuberculin employed 
lias been verified as to its activity by previous tests in other eases. The tuberculin employed 
is Koch's old tuberculin, in a dilution of 1 1000 ; half a c.e. of this is used for the first 
injection, and if the result is negative a second dose of 1 c.e. is given four days later; souk* 
observers give even a third dose of ‘J c.e. after another interval of four days. The 
temperature should be recorded as nearly as possible two-hourly whilst the test is being 
made ; a positive reaction is indicated by a rise in the chart after a characteristic latent 
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period of about twelve hours, the rise beino as a rule more abrupt than the tall, and the 
whole pyrcxial response bciii** over in something between twenty-four and iortv-ci^ht 
hours. 'Flu* actual height of the temperature rise varies much in different eases, and Die* 
height is less eharaet erist ie than is the latent period and the general look of the* chart. A 
typical positive chart is shown in Fig. -!M. whilst Fig. -?M» shows a negative result in a 
corresponding non-t ul>crculous case. Simultaneously with the temperature response there 
are positive local changes in the skin at the site of the injection swelling and redness 
over a fairlv wide area, almost lik(“ a local patch ot erysipelas ; the skin changes take 

a little longer to subside than does the pyrexia, The dillieulty is that it, is by no means 

easy to obtain a supply of Koch s old tuberculin of precisely the ri<dit activity : and 
unless it is kept in bulk and diluted when mpiired, it is apt to cl(*t eriorat e. especially if, 

alter dilution to 1 1000. it is sealed off into "lass tubes or bulbs. It, does not keep well 

thus : but it it is possible to obtain a ‘* , ood stock tuberculin, tested clinically and iound 
to oive positive reactions in known positive phthisis eases with tubercle bacilli in the 
sputum, and negative results in people in l,mkkI health, its use in the way indicated above 
for diairnost ie pm'poses in apyre.xial eases of dubious phthisis is olten ol <j;rcat value. 

Although phthisis or mitral *-teno**is are the commonest, there are a oreat many other 
causes of haanoj it \ sis. as the follow i n lt tables indicate : 


t. Haemoptysis due to Changes in the 

1. Phthisis : p/j Karlv : (//) l.ater 

•J. Cirrhosis < » I him: : pnriimoiioeoni- 
osis : 

a. K m lr lei s lunjj 

h. StimciiiasDii’s him: 
c. Minn's phthisis 
( aniiae disease. especially initial 

M i-liosls 

I. \ iolent eoiiyhinir efforts, as in 
w hoopitiL!-e( nit*h or bronchitis 
.1. 1 n jurv tot In chest ; 

u. Blows upon the chest wall 
h. I'riictiiieil rib 
i . I a \ | il< a at i irv needling 

(/. At the end of paracentesis 
t In n aeis 

U. l.ohar pneumonia 
7 . I Iroiielio) inemnonia 


Lungs : 

S. Septic pneumonia, with or without abscess 
!». ( .annrene of I he lull" 

Id. I nf aret ion ot the Imm : 

in ) Kmholie : (//) Thrombot ie 

1 1. Neoplasm of I lie Imm. win t her primary 
or seeomlary : 

a Sarcoma : b ( areinoma 

PJ. Sporotrichosis of the Iuiijj : 

'/. Aspergillosis 
h. Act im unv eosis 
r . < It her forms 

i:». \ortie aneurysm pressing on and 
opening into the lutm 
It. Kmpveiua hurstirm throtmh the hum 
1.1. Hepatic ahseess hurstiim through tin 
diaphragm into the hum 
Hi. llvdatid cyst. 


/>\ Haemoptysis clue to Changes in the Bronchioles, Bronchi, or Trachea : 


I . Bronchi! is ; 

(//) Acute : (b) Chronic : (e) Plastic 
*J. Bronehorrln ea 

;t. Bn mehieet asis 

\. Aortic aneurysm openinn into t he 
I i aeln a or a tin melius 
.1. Cleeration of the trachea or a 
hronelms : 

a. Tertiary syphilitic 
b Malignant 

i. Primary epithelioma of 
hronelms 


ii. Invasion of a hronelms by a 
mediastinal sarcoma, lympho- 
sarcoma, osophancal epithe- 
lioma. or other neoplasm 
r. Secondary to a foreinn hotly, such 
as a button, a fruit-stone, a tooth, 
etc. : or to a tracheotomy tube 
d . Secondary to a caseous or calcareous 
bronchial eland 

(». The effects of irritant eases. notably : 
Chlorine 
Mustard nas 

7. Parasitic infection by Dislnma pulmonale 
nv.sVi nun mu. 


(’. Haemoptysis due to Changes in 

1. Acute* laryngitis 

‘2. Tuberculous ulceration 

.*>. Syphilitic ulceration 

4. Malignant uleerat ion : 

a. Kpit helioinatous 

b. Sarcomatous 

5. Post-t yphnidal ulceration 
<>. Post-diphtheritic ulceration 


the Larynx : 

7. Injury to the larynx, by a blow, a 
throat nrip. a cut throat, intubation, 
or operation 

N. Lupus of the larynx 

O. Variolous ulceration 

10. Leprosy of the* larynx 

11. Angioma of the larynx. 
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D. Haemoptysis due to Changes in the Blood 


1. Purpura and its various causes 

(p. «7f») 

2. Scurvy 

3. Spleiioinediillary leukaania 

4. Lymphatic leukicmia 

E. Doubtful Causes of Haemoptysis 

1. Granular kidney 

2. Arteriosclerosis 

3. Vicarious menstruation 

4. Recurrent haemoptysis in arthritic 

subjects (Andrew Clark) 


5. Pernicious umcmiu 
<». Lympluulenoina 

7. Malignant types of specific fevers, such 
as variola or measles 

S. Ihemophilia. 


1 hemoptysis in apparently sound and 
healthy young subjects 
(>. Primary atheroma of the pulmonary 
arteriole's. 


Copious Haemoptysis lias only two causes, namely, rupture of an aortic aneurysm into 
trachea, bronchus, or lung ; and rapture of an aneurysm of a pulmonary arteriole in a lun<* 
cavity or phthisical vomica. The former, when once it causes seven* luemoptysis, nearly 
always proves immediately fatal : the latter may also cause rapid death, hut sometimes the 
severe bleeding stops and recovery may ensue. In either case, however, then* is often a 
stage of slight or premonitory bleeding for days, weeks, or even months before the final 
rupture occurs. 

There are some causes of luemoptysis in the' above* list about which little need be* said. 
The whole of Group E. for instance, is open to much doubt ; it is true that apparently sound 
young subjects may have transient lurmoptysis and never develop phthisis : on the other 
hand a certain proportion of such cases do become consumptive later, so that the presump- 
tion is that in all of them the lurmoptysis really has a tuberculous origin, cure resulting 
spontaneously in some*, but not in others. Particular care should be taken in the examina- 
tion of the sputum and of the chest by the ordinary physical methods, and by X rays, 
and even though the cause of the lurmoptysis may not bo determined precisely the patient 
would be well advised to live as healthily as possible, lest a further stage of phthisis 
develop. The same applies to so-called vicarious menstruation ; and in not a few eases in 
which the lurmoptysis has been attributed to the arthritic diathesis, to arteriosclerosis, 
to renal lesions, or to primary atheroma of the pulmonary arterioles, the cause* may be* 
really an intercurrent infection of the lung by tubercle bacilli even in middle-aged or 
elderly people. 

Causes in Group l) seldom give rise* to extensive true lurmoptysis. though there may be 
much epistaxis, bleeding from the gums, and so on. The diagnosis between the different 
conditions in this group will be found elsewhere. 

Phthisis is by far the commonest cause of lurmoptysis. It may be tin* very first sign 
of the disease, it may be* the last, or it may occur at any intermediate stage. The amount of 
1 '•'*<! brought up is very variable ; the sputum may be only streaked, ora pint or more may 

iin from the* mouth. In advanced stages tin* diagnosis is not difficult. There is the 
lory of cough, loss of appetite and weight, night sweating, and expectoration ; there are 
the wasting and flattening of the chest wall, especially above and below the clavicles, often 
more on one side than the other ; the deficient movement on respiration, the unequal tactile 
vocal fremitus, the impairment of note, over one upper lobe more than over the other, with 
the bronchial breathing, consonating rales, bronchophony and pectoriloquy at one apex, 
with signs of similar but less advanced disease at the other. Detection of pus cells, tubercle 
bacilli, and perhaps elastic fibres in the sputum, is conclusive. I hemoptysis may, however, 
be the* earliest evidence of phthisis ; the diagnosis is then difficult, for the physical examina- 
tion may not reveal any abnormal signs. Particular stress may be laid upon greater promi- 
nence of one clavicle than of the other, prolongation of the expiration, and the constant 
presence of one or more apical clicks, or rales, perhaps brought out only on coughing ; 
but it cannot be emphasized too strongly that a negative physical examination by no 
means necessarily implies that early phthisis is not present and active. In some cases 
the mottled shadows seen with the X rays may assist the diagnosis ( fVg. 117, p. 133), 
although, taken by themselves, they may be misleading ; undue shadowing of the lung 
roots is sometimes regarded as indicative of phthisis, but a great many people exhibit 
root-shadowings and striations without being consumptive at all ; on the other hand, 
in the quite early stages of phthisis skiagrams of the chest may seem to indicate perfectly 
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clear, licalthv lungs, for at this stage 11 1 e degree; of change is wholly inadequate to cause 
opacities that, arc recognizable with any certainty by present radiographic methods ; 
tubercle bacilli may be found in the sputa quite early, so that a careful examination even 
of the most insignificant amount of sputum must always be made before a definite opinion 
as to the cause of luemoptysis can be given. 

In the early stages of phthisis ha moptysis results from local inflammatory hypenemia 
with rupture of capillaries ; the amount of blood expectorated is then usually small, and 
it may amount only to streaking of the sputum. A little later, small vessels may them- 
selves become inflamed and softened, or directly invaded bv the tuberculous process, 
consequently rupturing if any extra strain is suddenly put upon them for instance, 
during attacks of coughing. This may lead to a more profuse haemoptysis even quite 
early in the disease. When tie 1 malady is more advanced, caseation and breaking down 
of lung tissue may lead to softening of tin* external wall of a considerable branch of 
the pulmonary artery, resulting in an aneurysmal bulge, which, if thrombosis does not 
occur within it, will sooner or later rupture, and cause a profuse and possibly fatal 
liana irrhagc. 

Cirrhosis of the Lung Pneumonoconiosis, Miner s Phthisis is a particular variety 
of fibrosis due to the inhalation of irritating particles, especially amongst workers at certain 
occupations. Coal miners seldom get it : although their lungs become packed with carbon 
anthracosis these particles do not seem to inflame the tissues. Knife-grinders suffer 
from it sidcrosis : so do workers in certain limestone quarries, rock-drilling gold mines, 
and diamond mines silicosis. The chief point in the diagnosis is the history as to occupa- 
tion : there is much doubt as to whether these conditions are not really of a chronic tuber- 
culous nature, and tubercle bacilli should be looked for in all these eases, whilst the blood 
should also be tested for W assermann's reaction, because recent evidence points to syphilis 
being another important factor in some of these patients. The hamoptysis is far less 
frequent and less abundant than it is in ordinary phthisis. 

Mitral Stenosis is the second commonest cause of hamoptysis. Other forms of heart 
disease seldom lead to it direct, though mitral regurgitation may do so occasionally, and so 
may aortic stenosis or regurgitation when they have caused secondary mitral regurgitation. 
('ongcnit<d heart disease , unlike the acquired forms, is so liable to lead to phthisis that any 
luemoptysis associated with it would arouse suspicions of the latter. Fungal ins* endo- 
carditis may also cause haemoptysis, but as the result rather of the septic state or of infarc- 
tion than of the valvular lesion. Mitral stenosis is the chronic valvular heart disease par 
excellence to produce luemoptysis. and it may do so either when there is complete compensa- 
tion or when there is evidence of failure. When compensated, the right ventricle pumps 
blood into the lungs with vigour, and causes great rise of pressure in tin* pulmonary vessels 
because the blood cannot escape freely through the stenosed mitral orifice. This is indicated 
clinically by accentuation or reduplication of the second sound in tin* second left intercostal 
space close to the sternum. At the impulse, which is often not materially displaced, the 
lirst sound will have a slapping character, and it will generally be preceded by a shorter or 
longer presystolie rumbling bruit. The latter is so short sometimes that it may be over- 
looked, but there may be a history of chorea or rheumatism to assist the diagnosis, and the 
accentuated pulmonary second sound will arouse suspicion in other cases, particularly if 
the precordial impairment of resonance is increased upwards and to the right, but not much 
to the left. The result of the great rise of blood-pressure in the lungs is that capillaries 
rupture from time to time : the resultant Inemoptysis alarms the patient, but it is really no 
sign of danger, and it may occur when the heart is at its best. Ear different is it when 
blood-spitting occurs in failing eases of mitral stenosis : it is then generally due to infarc- 
tion or to pulmonary ‘apoplexy'. The infarction is less often due to embolism from an 
ante-mortem clot in the right auricular appendix or other part of the right side of the heart 
than it is to thrombosis , due to the combined effects of slowing of the blood-stream and of 
atheromatous changes in the tunica intima consequent, on the strain put on the interior 
of the pulmonary arterioles by the block to the free egress of blood through the narrowed 
mitral valve in front of them. An embolic infarct occurs suddenly, and causes acute pain 
in the corresponding part of the thorax, orthopntra, increased cyanosis, dyspnoea, and 
luemoptysis ; a thrombotic infarct arises gradually, and causes haemoptysis without the 
other symptoms. 
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Violent Coughing Efforts, ns in whooping-eeuigh. or emphysema and bronchitis, may 
cause such pressure of tin* fraamm lingua* against tlu* teeth ns to abrade its surface and lead 
to the expectoration of blood-streaked salivary sputum spurious hamoptysis ; it is said 
tliat th(*v can also produce true haemoptysis ; tins is possible*. hut before blood-spitting in 
any give*n ease is attributed merely to violence of coughing every care should first be taken 
to exclude both tubercle and heart disease*. 

Injury to the Chest is not an uncommon cause of blood-spitt ing. There need have 
been no fracture of a rib a severe blow on the thorax sometimes sullices. 'The only diffi- 
culty in the diagnosis is to be sun* that the injury is the soli* cause, and that it has not 
merely been the final factor in producing haemorrhage* from a latent tuberculous focus 
or an aneurysm. 

In Lobar Pneumonia the amount of blood expectorated is slight in the majority of 
eases; the sputum is thick, viscid, tenacious, and generally there is no more blood than 
will give it a rusty or russet-brown colour. It may. however, be bright red. and in a few 
eases copious enough to be* in itscl f alarming. The difficulty then is to distinguish it from 
phthisis, or from lobar pneumonia superposed upon phthisis. The diagnosis is often 
obvious enough: but sometimes, notwithstanding the acute onset, the continued fever, 
the* high ratio of the respiration to the pulse-rate, the viscidity of the sputum, the presence 
of capsulated pneumococci in it. the abnormal physical dons. and the absence of chlorides 
from the urine, serious doubt remains until the subsequent course of the ease has been 

watched. When tin* X rays can be utilized at the bed- 
side a skiagram may sometimes mt\ c to differentiate* 
between phthisis (Fill v. 117 lift. pp. 1 1>:\ Ilk"*) and lobar 
pneumonia (Fin. *Jb7 ). 

Bronchopneumonia is a rare cause of hamoptysis. 
because the disease mainly affects children at an am* 
when no spitting occurs. In older patients broncho- 
pneumonia is generally either influenzal, or else due to 
the inhalation of septic* particles from the mouth after* 
operations under amest het ics, or in association with 
such diseases as epithelioma of the longue, or otitis 
media with lateral sinus thrombosis. Septic broncho- 
pneumonia is diagnosed by reason of its being a lum; 
(‘omplieation of some* other malady likely to give rise 
to it. J n/lnnmt/ hmnehn/maunom <t in sporadic eases is 
apt to cause* e*haraete*rist ie sticky rule's at the* bases, with less p\ rexia but more asthenia 
than does lobar pneumonia: and the minute liacil/i inflttninr may be found in the sputum 
in large numbers: in time's of severe* epidemic the* pulmonary complications may be exces- 
sive*. as was the e*ase* all over the* world in HHS in, and in such eases hamoptysis may 

'■onounecd and persistent, though the* cyanosis {Figs. 17’J 17 1. p. “JOl ) is apt to 

t still greater notice*. A similar state of affairs may present itself in finnunonic 

_'//e. If' the* signs are apical rather than basal, it will be* diflieult to be sure that 

lie condition is not tuberculous, except by watching the* ease and finding that rapid and 

complete* resolution and recovery ensue. 

Gangrene Of the Lung, due* to whate ver cause (p. .*122). is characterized by the extreme 
stench of the* breath and sputa. The only conditions which produce similar stench are* 
feetid eleeomposit ion e>l‘ t lie* retained sputum in hronchicctnt ie cavities or old phthisie*al 
\omiea*. or similar decomposition in the pus of an empyema whie*h has ruptured through 
the lime;, anel which empties e>ut its <*e)nte*nts periodic*ally. Gangrene* of the* lung ran 
be differentiated from these* by the* pulmonary elastic fibres which are* to be* found in the* 
sputum. 

Infarction of the Lung, embolic e>r thrombotic, has already been mentioned in 
connection with heart eiise*ase*. its most freepient cause*. It only remains te> add that it may 
alsei occur as the* re sult e if embolism secondary to thrombosis e>f systemic ve*ins, infective* 
endocarditis of the ]>iilmonary or trie*uspiel valves, or from primary thrombosis in some 
blood diseases, such as lemeecytha-mia. A large embolus causes sudden death without 
haemoptysis ; a smaller one may give* rise te> sudden acute pain in some part of the chest, 
a local patch of crepitant rales with a pleuritic rub, and perhaps impairment e>f percussion 
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note with bronchial I 1 1 in*JT. ILemoptysis associated wish such physical signs and 
accompanied by evidence of cndocardit is or venous thrombosis would surest an in (arid : 
difficulty arises mainly when there is no obvious phlebitis in the case, when the vein affected 
is deep-seated in the pelvis, for instance, after childbirth or some operation. The diagnosis 
is not so dillicult when there have been repeated sudden acute pains in different parts 
of the chest, each followed by a little pyrexia and ha-mopt v sis, due to repeated small 
emboli. 

Carcinoma and Sarcoma of the Lung ( E/g. I0o, p. lit. and /wg. 1-0. p. 1 ) are 

usually secondary, The diagnosis is sometimes obvious, sometimes very obscure. The 
primary seat of the growth may be near tin* lung for instance in a bronchus, the 
(esophagus, breast, or mediastinal glands : or it may be distant, in the stomach, pancreas, 
colon, or a bone, and so on. The sputum may be merely blood-tinged, or it may be dark 
like red-currant jelly ; occasionally the hamorrhagv is profuse. Malignant disease in the 
lung is often accompanied by pleuritic effusion, and unless the existence of a primary 
neoplasm elsewhere is known growth may not at first be suspected. The fluid is generally 
found to contain blood : indeed, the discovery of blood-stained pleural fluid at a first 
tapping of a ease that is not absolutely acute is always suggestive of neoplasm : miero- 
seopiea II v . large cancer cells, with atypical mitosis, or even fragments of new growth, 
may be found either in the sputum or in the pleuritic exudate to clinch the diagnosis. 
Increasing varicosity of the veins on the chest wall, with reversal of the blood current 
in them, also points to int rat lmraeie grow th obstructing the superior vena cava. The 
neoplasm may also stenose a bronchus, leading to unilateral deficiency of movement and 
tactile vocal fremitus, impairment of note, and deficient or absent breath-sounds, with or 
without faint bronchial breathing and crackling rales: whilst . accompanying these physical 
signs, no tubercle bacilli would be found in the sputum, and vet the weakness and 
emaciation would be progressive. 

Sporotrichoses of the Lung are generally mistaken at first for phthisis. They arc 
due to v ar ious moulds of the nature of . tel i nonnftes. . Is/icruHhis ni^rr , and others, and 
the diagnosis depends upon bacteriological investigations of the sputum by cultural 
methods. When no tubercle bacilli can be detected on repeated examination in the 
ordinary wav, the possibility of sporotrichosis should be borne in mind, particularly if 
the patient's occupation leads to contact with vegetable products such as hay or straw, 
grain, bird foods, or cotton as in the ease of seamstresses and tailors. 

Aortic Aneurysm far less often opens into the lung itself than it does into a bronchus : 
thi' sy mpt on is are similar in either ease, and if the h ist < >rv is long the diagnosis will already 
have been made on account of some symptom other than haemopty sis, ('specially pain in the 
chest or in the back. The X ray s are a valuable means of deciding the diagnosis {Fii*. -11b 
p. Two points air worthy of particular attention, and these are : first, that tilt 1 

nipt u ring of an aort ie aneurysm into a bronchus, w ith copious and rapidly fatal haunoptysis, 
may be the very first sign that anything is wrong : and secondly, that in not a few eases 
there may have been slight hainoptysis and blood-streaking of the sputum for weeks or 
months before the fatal rupture ensues : thest* preliminary slight attacks of haunoptvsis 
probable result from turgosecnce of small vessels in the wall of the bronchus and not from 
direct leakage of the aneurysm : if the latter is partially obstructing, say . the left upper 
bronchus, so as to produce impairment of percussion note' over the left apex, with a few 
rales there, and liamopt v sis, it is obv ious that a mistaken diagnosis of phthisis might 
readily be made. Tubercle bacilli will be persistently absent from the sputum, there will 
in all probability be a prev ious history of syphilis, hard manual work, and perhaps drink- 
ing ; without the X rays to show the pulsating shadow of the ane'urvsm, however, the 
correct diagnosis may be missed, and even when the* fatal rupture occurs the condition 
may still be' erroneously attributed to phthisis unless a post-mortem examination is made'. 

Empyema bursting through the Lung may or may not cause haunoptysis : the 
main features of the ease' will generally be' an obscure febrile illness subsequent, to pneu- 
monia, with delay in prope*r recovery, associated with paroxysms of cough, without much 
expectoration until during out* particularly severe bout the- patient suddenly brings lip 
a quantity of pus, and thereafter continues to expectorate pus at longer or shorter 
intervals ; in many eases there' are' comparatively few abnormal physical signs, for had 
the empyema not been hidden away deeply in the thorax its existence would have been 
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diagnosed earlier and it would have been relieved by operation before it burst into 
the lung. 

A Hepatic Abscess that has burst through the lung is apt to give rise to anehovy- 
sauee-eoloured sputum which is characteristic : no ainecba* may be discovered, and the pus 
will very likely be sterile ; the diagnosis is generally based upon the history of residence 
in the tropics, possibly of an attack of amerbie dysentery, and of hepatic symptoms, 
pyrexia, and rigors previous to the expectoration of the blood-stained pus. The abscess 
occurs on the right side more often than on the left, and there may be the typical dome- 
shaped dullness in the right axilla or at the base of the right lung. 

Hydatid Cysts arc much rarer in Europe than in Australia and New Zealand : those 
of the lung are, as a rule, secondary to hydatid of the liver. They may give rise to neither 
signs nor symptoms ; on the other hand, they may cause lucmoptysis, and phthisis may 
be simulated. The X rays are efficient in detecting their spherical shadows (Fig. -hS ). 

The patients blood may exhibit 
eosinophilia or the speeilie hydatid 
serum reaction. 

Hemoptysis due to changes 
in the Bronchioles, Bronchi, and 
Trachea, as distinct from changes 
in the lung, have to some extent 
been considered incidentally with 
the latter. 

Bronchitis should never be dia- 
gnosed as the cause of lucmoptysis 
until phthisis and mitral stenosis 
have been excluded. 

Bronchorrhcea is, in most re- 
spects. only a variety of bronchitis. 

Bronchiectasis may be associ- 
ated with recurrent slight or even 
severe lucmoptysis, or when the 
bronchiectasis is due' to obstruction 
of a bronchus by a thoracic aneu- 
rysm there may be copious and fatal 
lucmoptysis. as described above*. 
Krone*hiectasis seldom occurs apart 
from fibrosis of the lung : indeed, 
fibroid lung is commoner than 
bronchiectasis ; when fibrosis and 
bronchiectasis occur together and 
affect one lung in particular, the* 
diagnosis is relatively easy, for there* 
is deficiency e>f bulk, movement, resonance*. tae*tile vocal fremitus, and vesicular murmur 
e>ve*r the affected lung : the* voiec-sotmels may be eliminishcel, e>r they may be* unaltered, 
e>r incrcasce] te> bronchophony and pectoriloepiy aecemling te) the* extent to which the* 
alveoli are airless anel the bronchial tubes patent e>r diluted : the* heart is displaced 
materially towards that siele ; rale*s may be* absent, or they may be* nume rous and e*rae*k- 
ling over some* areas, especially em eleep bicathing, or after cemghing, whilst at the* same 
time* the*re* may be* little to be* heard at all e>ver neighbouring parts of the lung ; the 
lung e>n the* e>ther side* may give* relatively normal signs e>r the* signs e>f e*ompe*nsa te>ry 
emphysema. The lingers may be* clubbed. The* diagnosis of fibroid lung and bronchi- 
ee*tasis it se*l f is ne>t complete*, however, until the* precise cause* of the latte*r has been 
ascertained ; sometime's so complete a diagnosis is ne>t. pe>ssible*. 'Flic following is a list 
of the* chief causes of the* condition : 

1 . Causes in the lung : — 

( ongenital atelectasis I)e*layeel resolution of lobar (hmnic tuberculosis 
Kecurrent attacks of i pneumonia Sporot riehosis 

broncheipiicumonia ! Pneumonoeonmsis Kecurrent bremehitis (doubtful). 
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‘2. Causes which act by partially ste nosing a bronchus : 


a. Causes within tin* bronchus : 

A foreign body 
Inspissated bronchitic mucus 

ft. Causes in tin 1 wall of tin* bronchus : 
Syphilitic stenosis 
Primary epit hclioma 


c. Invasion of the bronchus from without : 
Aortic aneurysm 
.Mediastinal new growth 
Hodgkin's or iyinphudcnomutous glands 
( aseous bronchial glands 
A hypertrophied left auricle in some eases 
of mitral stenosis. 


Causes which have Ion g 
Pleuritic* effusion 
Pleural effusion 
Thick pneumonic 
lymph 


cow pressed the l uni* from the 

Kmpycmn 
A large heart 
Pericardial effusion 
Ascites 


pleural side : 

Subdiaphragmatic abscess 
Hepatic tumour 
Splenic tumour. 


There will be no need to discuss each of these here ; if the different possibilities arc 
kept in mind a probable diagnosis can be made fairly easily in most eases. Amongst 
modern methods of diagnosis one must not forget the bronchoscope, through which, in 
skilled hands, it is often possible to get visual proof of the nature of a tracheal or bronchial 
ohst ruet ion. 

Syphilitic Disease of a Bronchus is a tertiary lesion of gummatous nature, and as it 
heals it causes bronchial stenosis and consequent fibrosis of the lung, with or without bron- 
chiectasis. It will hardly be diagnosed unless there art* other very definite means of know- 
ing that the patient has had syphilis, or is still suffering from its tertiary effects, or has a 
positive Wassermann reaction : and even then care must be taken to exclude the possibility 
of the luetic patient having developed phthisis. The influence of iodide of potassium, 
mercury, or salvarsan does not afford conclusive evidence either way, for even though 
the syphilitic lesion heals it leaves behind it the tibrous stenosis of the bronchus. 

The nature* of the luemoptysis caused by irritant liases such as chlorine, mustard gas, 
and allied vapours such as may be employed in war will be obvious from the history. 

The Distoma Pulmonale Westermanni is an unlikely cause of luemoptysis in a patient 
who has not been resident in China, Japan, or Formosa. History of residence in those 
countries, on the other hand, would suggest the diagnosis, confirmation of which would 
be afforded by examination of tin* sputum for the parasites or their ova. 

The differential diagnosis of Hamoptysis due to changes in the Larynx depends 
mainly on two tilings: the history of the case, and the condition seen locally with the 
laryngoscope. The history and course* are the chief factors in diagnosing acute* simple 
laryngitis, post -t yphoidal. post-diphtheritic, or variolous ulceration of the* larynx, e>r 
conditions due to injury of the* larynx by a blow, a hand-grip, a e*ut throat, e»r intubation 
or other operation. Leprous ulceration of the larynx seddoni. if eve*r, occurs in any patient 
who has not lived in leprous lands, and who has not for a long time exhibited subcutaneous 
and cutaneous evidence of his disease. Of the* remaining five conditions given in the list, 
namely, tuberculous, syphilitic, and malignant ulcerations, lupus, and angioma of the 
larynx, the last two are very rare* indeed, though both may be* diagnosable by their 
laryngoseopic appearance, particularly if there is also lupus of the fae*e* on the one hand, 
or a tendency to cutaneous or buccal blood-oozing ruevi e>n the other (Figs, *2WL d()0). 
Between the remaining thre*e* conditions the re* may be* some doubt for a time, but if it can 
be seen that the* ulce ration is extensive* and yet unilateral it is probably epitheliomatous ; 
if tube rcle bacilli are prese nt in the sputum, if there are apical lung signs, and if multiple 
shallow ulcers can be* seen along the epiglottis, as well as in the larynx, tuberculous 
ulceration is probable it practically never oe*curs e*xe*e*pt secondary to pulmonary tubercle, 
though the* latter may be* slight and may remain latent whilst the larynge*al tubercle 
advances rapidly : syphilitic laryngitis may be diagnosed by exclusion, but if there is a 
lcnde*ne*v to healing, with marked deformity. afte*r extensive bilateral destruction of the 
laryngeal and neighbouring tissues, and if there is decided collateral evidence* e>f tertiary 
syphilis, including a positive* Wassermann reaction, the diagnosis may often be made 
directly. The chief difficulty arises in e*ase*s in which there may be both syphilis anel 
tubercle at the* same time*. This brings us hack once more to the fact that, once it has 
been decided that true* luemoptysis has oe*eurred, the next step is to examine the sputum 
anel the* chest carefully for signs of tubercle, and not to diagnose any other condition until 
both tubercle and mitral stenosis have be^cn excluded. Herbert French. 
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HEMORRHAGE, GASTRIC. (St *e* ILl’.M ATKMKKJS, J). 880.) 

HEMORRHAGE FROM THE GUMS. (S ( < Hi (iI’.ms, p. 98.) 

HEMORRHAGE, INTESTINAL. ■( Se*e* H i.ooi) J* i ; it Am m, p. 90; and 

|). f8I.) 

HEMORRHAGE FROM THE LUNG. (Se*e I Lkuoi’tysis, ]i. 8.78.) 

HEMORRHAGE, NASAL. (See Ecistams, p. 278. ) 

HEMORRHAGE, RETINAL. (Sec Ophthalmoscopic A ppkap wci.s, Xoti:s on, 
!>• .",17.) 

HEMORRHAGE, SUBCUTANEOUS. (Sec Praia ha, j». 07.,.) 

HEMORRHAGE, URINARY. (Se*e* h.kmatciua. j>. 817.) 

HEMORRHAGE, UTERINE AND VAGINAL. ( Set* Mi.nohhhaci a, ),. 182 

Mi i iioiiiui \*;i a, j>. 189: and Mi: thost axis, j,. 1-88.) 

HEMOTHORAX. (Sea* ( in s i . Hi.oody Ki itsimn in, p. 182.) 

HAIRS IN THE URINE. (Se*e* Pin miction. p. 0(0.) 

HALTING. (See (;.ur. .\i!N()HM.\T.mi:s or. ]i. :tl. - !.) 

HAND. ACCOUCHEURS. (Sec Arroiriii.i it's Hand. |>. l\) 

HAND. CLAW. (Sec ( I. \V\ -II \M». p. 111.) 

HEAD. RETRACTION OF. (Sec Hi.iilu no\ oi Tin: Hi:\n, p. 781.) 

HEADACHE may he of minor significance in many eases, but on the other hand it 
ma\ be th<* first symptom ealliiiLT attention to the existence of «jra\c organic disease, and 
ttie correct diagnosis of the cause is obviously important. Symptomatic treatment of a 
headache should nc\er precede a careful investigation of the ease with the object of either 
excluding or of rcee^ni/.inir one or other of its more serious causes. 

The explanation of the mode of production of the pain known as headache is not easy, 
seeing that the brain substance itself is insensible to mechanical stimulation. The men- 
inges are supplied with sensory nerves, and abnormal stimuli received therefrom reach the 
cortex and Lfive* rise to the impression of pain. Abnormal states of the* intracranial blood- 
vessels may cause pain, which is more dilhcult of explanation, as it is uncertain that they 
have any sensory nerve-supply. It seems probable that the headache produced by 
increased vascular tension is a pressure* effect acting on the brain as a whole, or on its 
coverings the meninges. The scope* ol this article does not allow further discussion of this 
part ol the subject. Certain general lines of diagnosis may be laid down. The closest 
attention should be paid to the character, situation, and time of occurrence of tlu* pain, 
and also to accompanying symptoms. 

( lumictcr. Whether throbbing, paroxysmal, or affected by movement or position. 
Headaches associated with alimentary disturbance*, or raised blood-pressure, are often 
throbbing in character, are relieved by rest in a recumbent position, and are increased on 
movement. Severe* paroxysmal attacks may be* due* te, neuralgia. 

Situation. This may be* frontal, vertical, occipital, e>r unilateral, and in e*ase*s e>f 
organic elisease* of the* ccrchrnm may be* an important inelicatiem and an aiei in local i/ing 
the situation ol the* lesion. In re*nal elise*ase* the* he*adae*he* asse>e*iat e*d with chreiuie* uraunia. 
is usually frontal, but may be* oe*e*i])ital. It is vertical in constipation, the* ' bilious* heael- 
J‘ (, i»c. It may be* unilate*ral in migraine*, tumour. absee*ss. mielelle*-e*ar elise*ase* ; e >r e>e*e*ipital 
in ce re be llar disease*. ()e*e*ipital lu*aelae*he* may also be* simulate*el by myalgia in tile muse*le*s 
anel te ndons e » f* the* nape* of the* neek. Purely frontal headache is su<oie*stive* of e*atarrh in 
the* Ireuital sinuse*s, though it is also familiar as a se*epie*la e > f malaria bre,w a*;ue‘. 

Tune of Occurrence. lle*adache* asse,e*iate*el with organic elisease* e>f the* brain e,r its 
me*nin«res often persists < >r be*e*e>me*s worse at ni«jht, anel may wake* the patient freun his 
i) 21 
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sleep, whereas that due to toxic and functional causes is relieved by rest in a horizontal 
position. Crave suspicion of the organic nature ol the headache should. Ihcrelorc, attend 
a case in which pain in the head disturbs the patient s sleep at night. A headache expel i- 
enced on rising in the morning may be due to a stuffy, ill-ventilated room, to the effects of 
coal gas leaking perhaps imperceptibly lrom the pipe, to the fumes of a coke sto\c 01 gas 
fire, or to the slighter degrees of combined astigmatism and hypermetropia. Pillows 
piled too high may cause interference with the cerebral circulation and result in headache. 
Persistent morning headache may be associated with chronic nephritis, and candid obser- 
vation should therefore 1 be made of the patient s urine, hvemng headaches are most 
commonly due to mental overwork, or eyestrain, especially where some visual delect 
exists. 

Eor the purposes of classification it is convenient to divide the causes of headache 
into three main groups : (A) Organic disease (brain, intracranial vessels, meninges, skull, 

special sense organs): (If) Toxic states : (C) Functional conditions. 


A. Causes due to Organic Disease.- 

These may be classified anatomically as follows : 

1. Diseases of the brain : — 

1 lydrocephaly 
1 hssemiiiutcd sclerosis 
Abnormal conditions of 
t he pituitary gland 


Concussion I (himina 

Tumour I Cyst 

Abscess | Encephalitis letliar- 

giea 


2. Diseases of intracranial vessels : — 
I hemorrhage ■ Thrombosis 

(rupture) 1 Embolism 


Aneurysm 

Syphilit ie endartcrit is 


(uncial paralysis 
of t lie insane. 


Art criosclen >sis. 


;j. Diseases of the meninges 
Meningitis, various forms I Pachymeningitis 

localized or diffuse | Syphilis meningeal type 


'rumour 

( Vst . 


4. Diseases of the shall : 


Tumours 


( Innocent 
i Malignant 


i Primary 
( Secondary 


Tertiary syphilis 

Suppuration or new growth in frontal, antral, or 
Suppuration or tumour in the orbit 
Dental diseases. 


mastoid 


sinuses 


5. Diseases of special sense organs : 

Fi/r — errors of refraction, iritis, glaucoma, conjunctivitis, melanotic sarcoma 
Far • -middle-ear disease 

\nsr adenoid*, polypi, nasopharyngeal catarrh. Inflammation of one of the 
accessory air sinuses frontal, ethmoidal, sphenoidal: empyema of a frontal sinus. 


Hkadac II i: IN Oiujamc ( kukhual Diskasi:. 

Time of Occurrence. Organic cerebral disease should be suspected il a history of recur- 
rent nocturnal headache be obtained. 

Severit if. The pain is often intense, and sometimes paroxysmal in character. 

Situation. This may give some clue as to the existence of an organic lesion. In cases 
of cerebral tumour the pain may be unilateral or frontal, or occipital with a cerebellar 
lesion. In middle-ear and mastoid disease with unilateral headache and localized tender- 
ness, occipital headache may be one of the earliest symptoms of meningitis. 

Associated Signs and Sfpnptoms. One or more of the following signs and symptoms 
may present themselves at an early period in cases of headache due to organic cerebral 
disease, and their early recognition is of great importance : — 


Vomiting that is of the ‘cerebral 
type ’ (see Vomitino, p. 927) : it 
usually bears no relation to food, and 
is not preceded by nausea 
Inequality of the pupils 


Squint 

Optic neuritis (Figs. 41 K, 419, p. 51H) 
1 )rowsiness 
Twi tellings 
Convulsions. 
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Tapping the* skull over the site of the pain may reveal local tenderness. 

The onset of any of these* signs associated with headache would point to the existence 
of one or other of the organic lesions enumerated above : ophthalmoscopic examination 
for optic neuritis is essential; lumbar puncture and investigation of the cerebrospinal 
fluid is often necessary (p. .TS2) ; and the differential diagnosis depends on experience* in 
int e rpre t ing the* find ini»s. 

'I'lie* headache* occasionally met with in disseminated sclerosis is sometimes paroxysmal 
and accompanied by vomiting, and is situated most frequent ly in the* back of the* he*ad 
and ne*e*k. The* absence* e»f optic neuritis se*r\e*s t e > e*xe*luele* cerebellar f amour e>r abscess , 
whie*h might be* alternative* diagnoses surest eel by the- nystagmus, intention trenmrs, anel 
ataxy. 

Cerebral hrrmorrhage. thrombosis . anel embolism are* often followed by headache ed 
varying severity. With cerebral uneurtfstn a rhythmic heating e > r pulsation may be* ce»m- 
plained of and rushing noises are* heard, me>re* particularly when the* internal carotiel is 
hived veel, but sue*h throbbini»s are* (•oniiiioiier as the* result e»f atheroma . arteriosclerosis, anel 
high blood-jtnssurc. Similar rhythmic heatings or noises in the* hcacl are common also 
in many aimnir persons. 

Aelvaneed arteriosclerosis is se>me*times attended by severe he*adaehe* accompanied by 
vomiting: and e*ase*s have* be*e*n ele*seribe*d prese*nt in*; features e*le»se*ly resembling those of 
ee‘re*bral tumour. 'The* dillieulty is increased when, as part of albuminuric re*t init is. the*re 
is definite* opt ie * ne*uritis although no e*e*re*bral tumour is pre*scnt. In arriving at the elia- 
itnosis instrumental measurement e » f the* l>|ooel-pre*ssure* is all-impe>rtant . Plumbism may 
also cause* opt it* neuritis simulating cerebral tumour (see Fig. 1 .*{.>. p. 15(1). 

In meningitis, especially in the* cpielemic ee*rebrospinal anel the* peist-basnl varieties, 
the character of the headache is significant. It is usually intense*, occipital, anel even 
at an early stage* attended by stiffness of the* ne*e*k and retraetieai e>f the* head. Exam- 
ination e >f the cerebrospinal Mind (p. .*IN2) obtained by lumbar puncture is important in 
determining the pre*se*ne*e of meningitis. 

II(*adaehe elue* to sinus disease may present the* following characteristics. It may 
be induces! or increased by e*e*rtain moveme nts such as stooping. It may be* we>rse in the 
morning than in the* evening. It may be* unilateral and periodical in oe*eurrenee. 

Lumbar panel tire for diagnost ie* purposes or lor the* aelminist ration of serum e>r a 
spinal ana*st he * t ie* may be* followed by severe* heaelachc which is usually relieved by absolute 
re*st in the* recumbent position without pillows. 

Special Sense Organs: Fife. I le*ae laelies due* te> erre»rs e >T refraction, glaucoma, iritis, 
ete*., are* generally frontal or temporal. A slight erreir e»f refract ie»n may cause what appears 
to be* a disproport innately severe headache. particularly in ehilelre*n. r T*his headache* is 
frontal, oe*e*urs mostly in the* evening e>r after school hours, anel is often attended by a 
burning, prie-k in«^ , or watering e>f the* e*ye*s. Correction of the elefect by suitable glasses 
se*ttle*s the* diagnosis by curing the* he*aelae*he. 

II. Toxic Causes. — 

These* may be* subeli vieleel into two groups: (1) That in which the* te>xic influence* is 
ae*<|uire*el from without, exogenous ; (2) 'Chat in which the* disturbin'; element e>r toxin is 
j >r < m 1 ue-e-e I within the* body, endogenous. 

1. Of exogenous origin : 

I on! air. as in e*lose\ ill-ve*nt ilate*d rooms, e*\haust gases fremi motor e*ars 

Poisormus gases, ( (),, CO, ehlorolorm, e*the*r, e*e»al ^as, ae*e*tone. ete*. 

Drills, e*.g., (|tiinm<*, irem in some* individuals. salicylates. opium 

Ale*ohol Tohae*e*o j Leael poiseming 

Malaria. 

2. Of endogenous origin : 

tra-mia j (.out 

Che»la*mia | Diabetes 

Cast m-intest inal distnrhanees ; dyspepsia, eemst ipat ion, ae*iele»sis 

Teixicmias : specific fevers, (‘specially typhoid ; pulmonary tuberculosis with pyrexia 
suppuration, ete*. 

As retire Is the* toau'r causes e>f headache* little* ne*eel be saiel as to the diagnosis of the 
exogenous poisons except perliaps te> emphasize the fact that unless they are remembered 
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■rcbral tumour wlun the real cause 


as a possibility a patient may be thought to have 
may be. for instance, a badly ventilated gas-lire. 

Of tlie endogenous causes, uramiu stands out as one ot the most important. I ricnne 
l„.a, Inches nut v lu- of all (U-trrtcs of severity, from a slight frontal liea.laelw f«-lt on rising 
in the morning to an intense vertical or General eephalal-ia. Other nra .me mamlestat ions 
mav l>e present, such as vomiting. drowsiness, dvspnoa. alfeelions ol vision, and retinal 
changes. examination of the urine in all eases of headache should never he nculectcd. 
as regards its speeilie gravity, the presence of alhumin. Mood, and easts. 


Functional Causes. 

Abnormal bit mi -pressure 


hats 


Venous congestion 
Kxccssivc mental strain 
Pressure oil the head heaxp 
carrying weights on the head 
Persistent noises ' gun headache * 
Sea-siekness -movement of boat . train 
motor car 


i high, in arteriosclerosis and renal disease 
(low, in nmcmia. morhus cordis. Addison s disc; 
.Meiist mill ion 

Hysteria ('claviis hystericus*) 
Migraine 

Keeurrent siek-he;idaehe 
Flpilepsy 

Kvestrain. ’ academy headache * 
Smist roke. 


High blood- press urc is often a cause of headache, usually of a throbbing eharaetet, 
nccomimnicd l.y a sense of fullness of the head. The headache lends to come on towards 
evening and after meals. The vascular condition is indicated hy the spin gmoniiinometer. 

Headache associated with line blw>il-jiii'\smc (eerehral ana-mia). as in some lorms ol 
morhus cordis and ana-mia with feeble cardiac action, is relieved l.y rest in the hori/.ontal 
position and cardiac tonics such as digitalis and iron. 

Feaoas congestion may cause headache. This is also met with in heart disease with 
failing compensation. It may also account for the headache lelt on rising in the morning 
as the result of sleeping with pillows too high or too low. 

The •clams hystericus ' is a boring pain felt in the vertex and in hysterical states. 

Headache in migraine is often unilateral, though quite commonk bilatcial. and 
frequently it is accompanied by vomiting. Transitory visual disturbance usually precedes 
the headache. 

In epilepsy headache is of frequent occurrence in the post -cpilept ic state, and it should 
be borne in mind that it may also follow the slight manifestations of petit mol. 

After sunstroke . chronic headache, usually vertical, may persist lor months, and tin 
same applies to many head injuries. 


It is sometimes difficult to distinguish between headache . which implies pain inside the 
skull, and neuralgia, which is pain felt in the peripheral course of a ncr\e trunk (sir Pain 
rm: Pac k. p. 518). Neuralgia, if of wide distribution, may simulate headache. Careful 
mnation may be necessary to decide whether the supposed headache may not in reality 
a neuralgia. * The local distribution, the often intense and paroxysmal character of the 
pain, the presence of ’ tender spots,* the existence of some definite exciting cause* such as 
dental caries, should point to the diagnosis of neuralgia. II Mnr/ey Fletcher. 

HEART, ENLARGEMENT OF. (See INiaiiuaiknt or rm Ilrun, p. 257.) 

HEART IMPULSE, DISPLACED. The apex beat, which is the lowest and outer- 
most point at which the eareliae impulse can be felt, is situated in the* normal adult chest in 
the liftli left intercostal space, one-half te » one inch internal t e > the* mammary line. It may 
be impossible te> de fine the position e»f the apex beat eve n in health on aceemnt of ine-rcased 
thickness of the chest wall either from muscular development e>r rxerss of fat : or m the* 
female* e>n account of a large mamma. A similar difficulty arises when the eareliae* impulse 
is feeble ; when the heart is overlapped by an emphysematous left lung : eir whe n peri- 
cardial effusion is present. In children the* apex beat is situated larthcr te> the* lelt and 
a little higher than in adults ; speaking generally, it is outside the* mammary line during 
the first three years of life, in the* mammary line* from the fourth te> the te nth years, and it 
gradually reaches the adult position by the age of’ fifteen. 

The conditions which produce displacement of the cardiac impulse are : - 
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.1. Wm:\ Tin: Rii.k of tiii: Hf.aht is i\ r tiii: Normal Position. 

1. Diseases of the heart : (a) Valvular; (h) Myocardial : (e) Pericardial. 

( fannies in the heart seemutarif to : {a) Diseases of the lmu»s, such as eunph yscina. 

fibrosis, etc. : (()) Arterial se le-msD and chronic renal disease ; (e) Anaunia and 
debilitatin'; conditions, affect im r chicily the ri<»hf ventricle ; (d) Toxic condi- 

tions producin'; myocardial changes, as in infective diseases ; (r) Muscular 
exert ion. 

Ji . W'iikn tiii: Wuoia: Hi.akt is Displaced. 

1. ( fannies in the i inn’s : (a) Contraction of one lun<; or a portion of it, especially 

hv fibroid hm;L with or without bronchiectasis ; (b) New growth of Inner: (e) 
Massive* collapse* of the lime:. 

•J. (lamiies in the pfennr : (a) Pleurisy with effusion, empyema, pneumothorax: 

(b) New growth of pleura. 

•*J. Other thoracic tumours : Mediastinal new growth : aortic aneurysm. 

I. Deformities of the (fast icalt : 'flic result of scoliosis, injury, operation. 

a. (fannies in the abdomen : Ascites; tympanites; abdominal tumour: pregnancy. 

0. ( 'oniien itaf transjmsition of t/ic heart. 

To distinguish between the two groups is usually not difficult : - 

. 1 . When the Bulk of the Heart is in the Normal Position and the apex beat 
is displaced bevond the left mammary line, the area of cardiac dullness is increased, not 
only to the left, but also to the ri^ht of the sternum, and upward. If both limits are 
emplix sematous and the cardiac apex is displaced outwards, although the size* of the heart 
cannot be estimated by percussion, x et the bulk of the heart max be presumed to lx* in 
the normal position. 

The presence of a cardiac xalxular lesion, arterial sclerosis. 1 i i «_* 1 1 blood-pressure, or 
chronic renal disease helps to confirm the view that the abnormal position of the apex 
beat is due to an increase in the bulk of the heart, and not to a displacement of the or<ian 
as a \\ h< ile. 

The presence of a cardiac bruit is of i*reat value in determining that the displaced apex 
U due to morbid changes in the heart : but the absence of a bruit does not necessarily mean 
that the displaced apex beat is unassoeiated with cardiac disease. The enlargement of the 
left ventricle due to arterial degeneration or chronic interstitial nephritis may not be 
accompanied hv any bruit unless dilatation becomes so meat that mitral regurgitation 
supervenes. The characters of anv of the cardiac sounds arc frequently altered in 
dilatation and hypertrophy of the left ventricle. Thus, the aortic second sound may be 
accentuated on account of the increased arterial tension, and the second sound over the 
base of the heart may be reduplicated on account of the aortic* and pulmonary valves not 
closing synchronously. The lirst sound is frequently louder and more prolonged than 
normal at the impulse when there is hvpcrtrophy of the* left ventricle, due to an increase* 
in the muscular element of the sound. The existence of cardiac hypertrophy and dilatation 
max be less certain when there is neither bruit nor raised blood-pressure, for instance, in 
the ease of ce rtain afcoholic hearts, or of sif/diifitii' hearts with myocardial changes without 
xalx ular disease ; it may be necessary to X-ray the chest to dete rmine the exact cardiac 
dimensions: the transverse diameter of the cardiac shadow should not exceed (»/ in. at its 
widest part, whereas sometimes a skiammn max show the* lie-art to be* far mvate*r than 
this even perhaps up to 10 in. in transverse width. The* X rays are a valuable means 
of deciding the* previse* size* of the- heart {Figs. 001 000). 

When the re is pericarditis, the* cardiac impulse may be* displaced to the* le*ft owinir te> 
dilatation, but the* diagnosis will be* indicated by the* pe-rieardial friction sounds or by the 
canter rhythm : these elo not disappear when pe*rie*arelial effusion e*nsue*s unless this is 
suppurative*, whe n the diagnosis may be* e xtreme ly < 1 i H i e* u 1 1 . W ith pericardial e ffusion the* 
impulse is apt to be* displaced outwards and upwards instead of < 1 e > w awards, and may lie 
in the* fourth spae*e* external to the leTt nipple*. 
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Tlu* direction in which the apex he:it is displaced may he ol diagnostic* value. It is 
laced downwards and to the left in hifftertrophif of the /tear/, especially when it a Meets 

chiefly the left ventricle. In mitral re- 
gurgitation the apex heat is displaced 
outwards and to the left, whereas in 
lesions of the aortic lalves the displace- 
ment is to the left and downwards, so 
that the apex heat is eoinmoniv situ- 
ated in the sixth intercostal space. In 
hot h these conditions the left ventricle 
is enlarged, hut with mitral regurgita- 
tion the riidif side of the heart becomes 
enlarged early in the disease, and the 
apex is displaced much more outwards 
than downwards. Win n the right ven- 
tricle atom' is enlarged. as in pulmonarv 
einphxsema or chrome hronehitis, the 
displacement of tin- apex heat may he 
directly to the left, and not downwards 
at all. 

It is raised and displaced slightly 
to the left by an\ cause which in- 
creases the height of the diaphragm, 
such as ascites, tympanites, ahdoimnal 
tumours, and prci>nnnc\ . The cardiac 
impulse is als(» raised hy pericardial 
effusion. 'The apex heat max he found 
to he displaced s|i“htk outwards in 
man\ \ ounii adult males w ithout any 
apparent cause; it' the subject he a 
muscular man in apparently perfect 
health, the condition is probably due to hypertrophy of the left ventricle as the result of 
athletic (xvereise or of sonic* arduous muscular work : 
the condition is familiar in rowing men. gymnasts, 
blacksmiths, navvies, and the like, 'llie history 
would suuLicst the diagnosis. If, on the other hand, 
the ]iatient is not a muscular person, the displace- 
ment may still be due to physical causes : hut some 
other cause should always he looked for. and in the 
absence of any obvious cardiac lesion the effects of 
recent illness, or of persistent toxaemia from teeth. 

urine, bowel, or elsewhere, with concomitant 
mxocardial changes, need to he considered: 

tanlial adhesions must not be forgotten : these 
iiay produce lew symptoms except slight enlarge- 
ment of the heart. 

In <drls the apex heat is often situated in the 
mammary line, and this displacement is associated 
with chlorosis and other debilitatin'? conditions : the 
aiuemie state may he associated with a functional 
systolic bruit in the pulmonary area and a bruit de 
(liable in the neck. 

In elderly people in whom there is no valvular 
disease of the heart, the apex may he displaced not 
only as the result of hypertrophy of the left ventricle 
secondary to renal disease and arterial sclerosis, or 
as the result of enlargement of the ri^ht ventricle 
secondary to pulmonary emphysema, hut also as the result of Jibroid or fatty myocardial 
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h^nii'inlinti or o| ran, nan/ art, a, trim, vis. The last t on, lit ion i„av lx- ilillicult of diagnosis, 
!,„| vvhrii tli.rr is no in id<h<T of valvular diwas.-, «rnpl.vs.n,a, r-l.ror.x- renal .lisease,’ 
arterial sclerosis, high hlood-pressiire, ., r anything causing displacement of the heart as a 
uliolc. it limy '«■ Mispeeted when a seemingly healthy patient, no longer voung, is subject 
to dyspno-a upon exertion, attacks of syncope, palpitation, prei-ordial painVor angina 
pectoris. I he patient mnv complain ot little when walking upoi. level ground, hut gets 
the s\ mptoiiis whenever lie goes up even a slight incline, or hurries in Ins pace. 

Another lor I mnlorin cardiac hypertrophy that needs special mention is that 

"'hieh results from long-e, mt timed drinking of large quantities of fluid, particularly beer 
( he beer tinnier s heart. 

It. When the Whole Heart Is Displaced. In the second class of eases, the cause 
of the displace,,., nt ,s usuallv easy to ascertain. The chest is frequently asvmmetrieal, 
ritlirr bul”ii»” <in tin side tnrni which 


tin- heart displaced, nr shrunkt n | 
mi the suit to which it is drawn. 

IVrciissmn imi\ show tliat resonance 
is present where normallv tliere is 
cardiac dullness : tluis, when the left 
Itni” is I i I » r< » i d and the heart is pulled 
over t<> the lelt, the resonance of the 
right Imiii mav he found cxtcndiri” 
to the left of the sternuin: whilst 
alternat i\ e I \ , w hen the right lull” is 
fibrous, the whole of the ordinary 
preeordia may be rt sonant and the 
heart dullness lie entirely to the right 
of the sternum as though there were 
t rue d< \t meant in ; tin impaired note 
at the right base behind will then 
give the clue to the diagnosis. 

It is 1 1 < »t ;ilwa \ s s< i easy to deter- 
mine till boundaries of the heart 
when tin displacement is due to 
the presence of a / ilenrul effusion . as 
there is dullness over the effusion 
which mav be continuous with the 
cardiac dullness. In such a ease, 
however, the dullness oyer the base 
of the Imi” behind, with deficient 
or absent breat h-soiinds and voice- 
sounds, will surest pleural or plell- -k. i-r.m Uiu-tr,; m.- two ,|..n„»i,-.tr..l,i,- ,-lT.vo i»rai 

lit it* illusion, ;ind tile t lisplaeemellt 1 1 “ l '*''otn,. Inn *. m 'In- >u-t mi tin- iMtuiu s ntrlti 

_ ' M I' . tiOH’lv . -MiI|o-,»\ 111 till UUflll,- of 111 , I l’l ul.l u! till- lillllillf.tL'MI, 

of the cardiac impulse towards tin* win. n -in r i i>< -m, ».>;(, a- n.uti i. .i . ;»n i ni»-< umnun m u,i- ro-io- 

.. 1 ill jUitt ’ii .Oi.'b . will. 'll -l mul I III 1 if i: ' 1 1 1 ,i : i . I .'ll ; i r . 

Opposite sale IS a valuable sign eon- T!,. ,..k,er.„„ ..Un x.n,, :i^ .Mammon Mt tin- ^ki.,i.rr:i]'tn<‘ 

firmatorv of fluid in the chest on the i4 > ,J ’’ 41 • l " “ ! ‘ ,l " n,l ' ! ■* luM ' n,/ l "- 11 • ll - 1 <0/10,7.1 

dull side. When the heart is drawn 

over by a contrac ted fibroid Inn g, the impaired resonant*e upon percussion over the fibrosed 
hui” is at the base of the same side as that towards which the heart is drawn, whilst the 
resonance over the healthy other lung will often extend across the middle' line' and thus 
invade the normal position of cardiac dullness. 

.l/c/.v.v/rr eolbiftse of the lung is met with mainly after abdominal operations which 
i n v< >1 v e extensive man i pula t ion of t he liver or which ot herwise interfere wit h t he diaphragm ; 
it is also met with after violent injury to the trunk. The right lung is a fleeted more often 
than the left : the lower half of the right thorax becomes dull to percussion, and there may 
be stethoseopie silence surest in” pleurisy with effusion, or definite* bronchial breathing, 
bronchophony , and pcctnriloc|uy suggesting lobar pneumonia: both these diagnoses are 
put out of count, however, when it is found that the cardiac impulse has become displaced 
well over to the dull side a fact that at once suggests massive pulmonary collapse as the 
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IIEAKT I.MPIM.SK, DISPLACED 


ciiuse nl' tlii> iihnornial sions. The collapse clears up in a lew days and tlic heart returns 
to its normal position, if the 1 patient does not (lit*. 

The changes in tin' abdomen causing displacement of the heart upwards are not likely 
to he overlooked, because there must he threat abdominal enlargement before tin* heart 
can be thus pushed up : if displacements of the apex beat are due to ascites, tympanites, 
abdominal tumours, or pregnancy, the latter are of such a decree that they are obvious. 
Rarities such as hernia of the stomach through the </iu/>hragm may be suggested by special 
circumstances in the ease the* history of previous bullet wound < if the thorax which may 
have lacerated the diaphragm, for instance : and may be confirmed by special methods, 
such as skiagraphy after a bismuth meal ( Fig. 51 1, p. (D9). Herbert French. 

HEART SOUNDS.— (See Him ITS, ( aiumac, p. 11(>.) 

HEART SOUNDS, ACCENTUATION OF. (See At (i:\ri ation or lIi.Ain Sol \ns, 
i>. i.) 

HEART SOUNDS, REDUPLICATION OF.- -(See Rr.m im.u ation or lli.uir Soi ad, 
p. 729.) 

HEARTBURN is a common symptom, yet difficult to define. Apparently it is due t<» 
regurgitation into the lower end of the (esophagus from the stomach of acid products 
of digestion, and it is thus related to pyrosis or waterbrash, in which similar acid products 
regurgitate suddenly as far up as the upper end of the pharynx and the back of the mouth, 
causing a local sense of burning acidity in the throat, and often a temporary huskiness of 
the voice. Neither waterbrash nor heartburn is distinctive of any particular malady. 
Either may occur in a perfectly healthy individual who for some transient digest i\e cause 
has rather more gas in his stomach than the latter can hold comfortably : with the escape 
of some of this gas a drachm or two of the liquid gastric contents may be shot up into the 
lower end of the (esophagus to cause heartburn, or further up still to cause waterbrash. 
On the other hand, if the symptoms are persistently troublesome either may indicate more 
serious lesions, such as flatulent dyspepsia (see Ki.a i i i.i ;m i p. .‘{02). or pyloric stenosis 
from healed ulcer or gastric carcinoma (see Dilatation or tiii: Stomu ii, p. 21S). If the 
symptoms are obviously not transient, analyses of test meals (pp. 1 1 and too) or X-ra\ 
examination of tin* stomach {Figs. 270-2SU. pp. may be required before the dia- 

gnosis of their cause can be established. Duodenal ulcer, gall-stone dyspepsia, appendix 
dyspepsia, ileo-ca*eal kinking, visceroptosis, gast ro-intest inal neurosis, and the excessive 
smoking of tobacco will also need to be borne in mind as possibilities. 

The actual symptoms of heartburn take two forms. The first consists in a more or 
less acute pain, sometimes of a really burning character, more often of a severe aching, 
boring, or even lancinating type, referred to the mid-line of the lower end of the gladiolus. 

eialK between the two fifth costal cartilages, coming on as a rule an hour or more after 
h< n digestion is at its height, beginning either gradually or suddenly, often increasing 

\ (ait \ for half an hour or an hour, and lasting sometimes for several hours ora whole 
> : this is generally referable to its cause flatulence with ease, especially if simple 
lieatmeiit with bicarbonate of soda and rhubarb relieves the pain. The other type 
consists in attacks of acute gripping pain in the prceordial region, especially near the apex 
of the heart : this pain comes on quite suddenly and often lasts less than a minute and 
seldom more than a few minutes. While it is there the patient may find himself unable 
to take an ordinary breath without increasing the pain to an unbearable extent : he 
therefore holds his breath entirely for as long as he can, generally- presses a hand over the 
prceordial region, and when he is compelled to inspire again he finds that he gets checked 
before he has breathed in as much air as he would like to : lie therefore contents himself 
for a minute or two with a minimum depth of breathing, by which time the acute pre- 
cordial pain passes off and he is able to breathe normally again. The attack may be 
repeated after an interval of minutes or hours : there is often no palpitation, but in some 
cases severe palpitations accompany or follow the pain, and the main difficulty is to 
exclude organic heart disease which the patient fears his symptoms indicate. When the 
attacks are only occasional, and then* is no shortness of breath, gastric disorder is more 
probable than heart trouble; when, however, the attacks are frequent and the patient 
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is out n( condition, it may require skillul judgement to decide that tin* attacks of’ prccordial 
colic arc ot gastric and not cardiac origin. Patty, fibroid, alcoholic, or tobacco hearts 
arc the most difficult to exclude ; the relief the patient receives from carminatives such as 
bicarbonate ot soda, gentian, cajuput oil, «jin«jer. rhubarb, peppermint, docs not necessarily 
indicate that the trouble is primarily gastric: and even when the fullest examinations 
have been made, including the use of the electrocardiograph, there are many instances in 
which it remains very much a mat ter of opinion whether the attac ks are due to myocardial 
changes or to the much less serious heartburn. Herbert French. 

HEEL, PAIN IN. (See Pais in tin: Iha.L. p. .751.) 

HEMERALOPIA. (See Vision. Duiats or, p. IfJO.) 

HEMIANESTHESIA. ( See* Sr. vs ATios, So mi-: Ahnoiim \utii:s or. p. 7 17.) 

HEMIANOPSIA •or. as it is sometimes called, hvtninpia or hnnianopia -means 
inability to see objects in one half of the field of vision. It is generally, but arbitrarily, 
restricted to eases in which this defect is due* to changes elsewhere than in the* retina or 
disc. It is not common, but it sometimes escapes recognition because, whichever half of 
the visual field has become blind. <»ood vision remains at the central part, and the patient 
may not be conscious of his defect until some accident, such as minimi' into objects in 



broad dayliuht, draws his attention to it. To map out the blind area with accuracy the 
perimete r is required. 

Hemianopsia in one eye only is rare apart from functional conditions or migraine: 
but it is met with sometimes in those who have ascended to urcat heights, either as 
mountaineers or in aeroplanes altitudinal hemianopsia. 
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When both eyes arc affected, the blindness may affect : (1) Opposite halves of the 
field of vision almost invariably the temporal halves, and referred to as bilateral temporal 
hemianopsia {Figs. .‘{05 and ;{()(>) : or (2) Corresponding halves of the field of vision 

Fivld of vision of left vyv. Fivld oi \i.-ion oi Unfit run 



"o»;. IVrintt'tvr chart showing O'i.i i . -im 1 tvmpor.il hemianopsia >lu> to < • 1 1 1 . 1 1 1.' • i ; 1 < ■ r 1 1 <v t h * • | Ouit.ov !■<• 1 m 
acronn ‘traly. The Mackvnvd area- in< limn . • tin- part- of thv livid o! \ i-ion tint h i i M'nniv Min i o oiu;-.o< 
t'itj. Tin- vvwniriv iim- indicate- 1 1»< ■ u\ < ram norma! livid of imlm-i l \i-im,. 

bilateral humonifmous hemianojtsia spoken of as right if neither eye can see objects in the 
patient's right-hand half of the field of vision (Figs. .'Ill, ,‘{12, and :tl.*t), and as left if in 
the left half. These are the two varieties of clinical importance : they are generally not 
the only symptoms in the ease, but they sometimes serve to localize certain cranial 
lesions with accuracy. 

Bilateral Temporal Hemianopsia. There is only one spot at which a single lesion 
can produce this condition : this is at the central part of the optic chiasma, where the fibres 



l vj. ,"07.— Skincratii ’-how '.m/ a norma! pituitary f(r--:i 
in an mlult . The arrow points to tliv basv of tie- pituitary 
fossa. (JO/ Dr. W. //. C'nldinll.) 



Fit], ."os. ski.ij'rani -liouinp t li • • norma! -vll.i turviva 
ami pit.mlarv fossa in a iim vmlv pativiii . Tin Mme ol the 
pituitary fo-sa i.-- i n> i i> -. 1 1 < ■• 1 In tin arrow. < /.’// Itr. M . //. 
< ohlin il. ) 


from the nasal half of each eye are decussating. The three commonest causes of this rare 
lesion are: (a) Hypertrophy of the pituitary body (Figs. ,‘107 .‘{10), a condition which 
also leads to acromegaly or to ^i^antism, so that it is important to test for bilateral 
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temporal hemianopsia in every east* of acromegaly, and it will be found in a certain 
number; (b) Callus, resulting from a fracture of tin* base of the skull through ttie basi- 
sphcnoid bone : (r) A eiimma or other tumour in this region, The different iiil diagnosis 
between these three groups will generally be obvious enough when the variety of hemian- 
opsia has bet'll established. 

Bilateral Homonymous Hemianopsia has a variety of’ causes, affecting one or other 
of three main sites, namely : (a) One optic tract ; (b) The posterior limb of one internal 
capsule; or (c) The optic radia- 
tions, or one occipital region at 
or near the cuneus. In any of j 
these sites the pathological lesion 
may be either vascular throm- 
bosis. h;emorrha<je, embolism, or 
intermittent claudication; or a 
neoplasm, such as a <_ r umma. a 
tuberculous nodule, an inflam- 
matory swelling, or it idiomatous, 
carcinomatous, or sarcomatous 
nodule. r ri»e first step is to locate 
the site of the lesion : its nature 
will then be determined more 
easily, because in the internal 
capsule a harnorrha^e, throm- 
bosis. or embolism of the middle 1 1 <> . u, , .ia - . i n " . i mint.irv n.. 

u;ih . i ! !<>(’( i v <•: i | • t i.n.ii \ » m »• 1 \ n. « • ■ u; l\ -|.i T iut m-rn i r . ■ j 

cerebral arterv is the commonest r \ • . 1 1 .* »>i- <>: u.*- t - 

.. . * |},»- arrow . ']'!•* ■ *. j ! n >’n ttu m< miii.iI w i ! i t ; 4 ] ,| . r« < • t < ■ i <m - < »m | . 

cause ol the symptom ; a nco- , )j( >t | ltlV , j t /.\. hr. n . //. i: . i 

plasm, or arr abscess, is probably 

its commonest cause in the occipital cortex, though rupture or occlusion of the posterior 
cerebral artery would also be thought of: in the optic tract it is as often as not jium- 
matous, or in some other way syphilitic. 

In order to decide the locality of the lesion, it is essential in the first place to determine 

whether a pencil of 1 i lt h t falling 
upon that part of the retina 
which cannot set* is able to evoke 
a reflex contraction of the pupil. 
'Phis requires careful testing in a 
dark room, with a small pencil of 
liydit directed towards different 
portions of the eye at the obser- 
ver's will by a suitable' mirror or 
lens. Anatomical considerations 
make it obvious that if the optic 
tract is destroyed there is no path 
by which the li«dit impulses from 
the non-seeing portions of retina 
can reach the' oculomotor nucleus, 
/ i'f. ."In. k iirrun -howiri:' tli*- tur<i.\» ;m.i titui: n* SO that tlure will be no reflex 

«.r o.«- m 

to litrlit ( Fii*. :tl 1 ). If. on the 
other hand, the* optic tract is intact, the lesion heini: in the posterior limb of the internal 
capsule, or in the optic radiations or the cuneus, the same hemianopsia results, but the 
pupils react to li^lit stimuli falling upon the blind halves of the retina* (Fu*. 

if the 1 iirh t reflex is lost t lie lesion is at once located to the optic tract, provided there 
is no obvious trouble, such as cataract, locomotor ataxy, or iritio adhesions, to prevent 
the reaction. If. on the other hand, the li^ht rellex remains, the lesion must be in one of 
the three other places mentioned, and in determining this the history may help considerably. 
If there has been an apoplectic seizure in an elderly person, luemorrha^e in the region of 
the internal capsule is likely, and there will often be both hemiparesis and hemiparirsthesia 


11 K> II ANOPSIA 


;jho 


at the same time. In a younger person sulicrini> I'roin heart disease, a somewhat similar 
liistorv would point to embolism involving the posterior limb of the internal capsule. 



If. on the ot her hand, then.* has been a slow onset, with increasing headache, vomiting, and 
giddiness, then either syphilitic endarteritis with thrombosis, or a neoplasm or numma 
alTec*tine' the optic radiations or one occipital pole will be not unlikrk . 




11 tin* patient is unable to see things in the riylit hakes of his fields of \ ision, the lesion 
will be in 1 1 is left optie tract, left internal capsule, left optic radiations, or left euneus, as 
the case may be, and vice versa. 
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II fin ianopsia due I > migraine < > r to intermittent closure of cerebral vessels will In* 
(list monished from 1 1 1 ; 1 1 due to the other finises by its presence on some occasions and its 
absence on others. 

Irregular or partial forms of* hemianopsia result from irregular or partial lesions in the 
optic tract or other regions mentioned above. The differential diagnosis is then more 
dillieult. though it is made upon the same lines as those described above. Prom a dia- 
gnostic point of view it is fortunate perhaps that hemianopsia, when it occurs at alb is 
generally definite, and either bilateral temporal or bilateral homonymous. Herbert French. 

HEMIPLEGIA signifies loss of motor power in the limbs of one side ; the face, 
especially its lower half, hein" affected frequently at the same time. In the jjreat majority 
of eases the face is paretic on the same side as the affected arm and lc". but there is one 
important exception, namely, when the lesion is in one side of the pons Yarolii. when there 
is paralysis of the face upon the same side as the lesion, and of the arm and leo upon the 
opposite side a condition known as crossed hvm i ftlnliu . The lesion in most eases, how- 
ever, is in or near the internal capsule. Jess often in the motor cortex, of the opposite side 
to that which is hemiplegic. There may or may not be hemiamest hesia (p. Tod) : and in 
rare eases, when the lesion is far back in the internal capsule, there may also be Ilr.vn- 
woivsia (p. ;{??). When the cause lies in the internal capsule the paralysed muscles may 
he either flaccid or spastic, but they do not as a rule exhibit the athetotic and other 
involuntary movements that cortical lesions may "ivc rise to (set* ( ontu actions, p. K>K). 
When a patient has dillieulty in speech associated with hemiplegia, it is important to 
distinguish dvsarthria from aphasia (see Sn-'.r.c u. Aiinoiimautiks of. j>. Ttitt). Lesions 
of the internal capsule often produce dillieulty in usin" tin tongue, which renders speech 
mechanically dillieult (dvsarthria) a very different thin" from the aphasia or dillieulty 
in uttering tin correct words when the mechanism fur the movements of the tongue is 
unaffected. True aphasia associated with hemiplegia sunuests a lesion at, or close to. 
H men's area of the cortex on the left side, and is therefore less common with left-sided 
than with riuht -sided hemipleuia. 

'The fact of hemiplegia i> "enerallv not dillieult to determine, though in some cases 
there mas be so slight a weakness that doubts arise. Itoutinc examination of such a patient 
will oeneralls detect a little inequality in ttie decree to which the eyes can be closed firmly, 
a slight difference in the depth of the t ss < » nasolabial folds when the patient opens his lips 
with his teeth clenched, a "renter difference than previously between the two hand-erips. 
slightly brisker radial and ulnar wrist-jerks, or trieipital and bicipital elbow-jerks upon the 
affected side, inequalitv of the knee-jerks with a tendenev to exaggeration upon the paretic 
side, with correspondin'; extensor plantar reflex and increased Aehillis jerk or even ankle- 
clonus. All these changes will be pronounced in eases where the hemipleuia is more 
definite, though if the patient be seen within a short time of the onset of hemiplegia from 
cerebral hainorrhaue, the tendon and other reflexes which will presently be exaggerated 
should the patient survive may for the time hem" be decreased or even unobtainable 
upon the affected side. 

Stress is often laid upon the presence or absence of rigidity in connection with hemi- 
plegia. pnrtieularlv according as the rigidity conn s on early or late in tin* case. This helps 
less, however, in the diagnosis than it does in the prognosis. A few cases of hemiplegia 
are flaccid throughout, though this is uncommon if the patient surv ives and the hemiplegia 
persists ; in eases of hemiplegia due to cerebral hu*morrha"e. early rigidity generally 
su^"ests a smaller ha morrhaue than does early llaccidity followed by rigidity ; so variable 
is this, however, that the point is of less value than has sometimes been supposed. 

The causes of hemiplegia may be summarized as follows : 

. f. Tin. (OMMOXKK ( AlSl.S OF 1 1 K VI 1 Cl.l'.UI A. 

1. Hemiplegia of Moderately Rapid Onset. 

Cerebral hiemorrha^e Syphilitic endarteritis of a middle cerebral 

'Thrombosis of a middle cerebral artery 1 artery. 

2. Hemiplegia of Sudden Onset. 

Embolism of the middle cerebral artery, generally due to mitral stenosis, or to fun^ating 
endoeardit is. 
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l). Hemiplegia dating from Birth, or from infancy, and resulting from : 

Injury Sinus thrombosis 

Congenital malformation Meningococcal meningitis. 

Acute encephalitis , 

It. -Li.ss l si at. ticsr.s or IIkwiim.kuia. 

(General paralysis of the insane Stab or bullet wound injuring the spinal 

Borderland suMieieney of the cerebral eir- | eord in the cervical region 

eulation in old people (intermittent Meningit is. whether t ubereulous, suppura- 
elaudieat ion ) tivc, posterior-basal, or epidemic eere- 

( erebral tumour, with or without luemor- brospinal 

rhage into it j Disseminated sclerosis 

Cerebral abscess ! C aisson disease 

Encephalitis lethargiea Hysteria, 

llemichorea 

Granted that a patient is suffering definitely from hemiplegia, the exact cause of 
the symptom has to he determined. The diagnosis is easy in a large proportion of eases. 

A. THE COMMONER CAUSES OF HEMIPLEGIA. 

Hemiplegia of moderately rapid onset in a patient over fifty years is almost certainly 
due to cerebral htrmorrhagc. particularly when it is associated with coma of rapid hut not 
instantaneous onset, when there is a high blood-pressure and enlargement of tin* heart, 
with a ringing aortic second sound, with or without albuminuria or other evidence of 
granular kidney or arteriosclerosis. If the hemiplegia has been of gradual onset in a young 
adult, particularly if one limb is very much mure affected than the rest of that half of the 
body, if there had been premonitory symptoms for some hours, or even days, before the 
paresis became marked, and if there has been no loss of' consciousness, the probability is 
that the patient is suffering from syphilitic endarteritis of the middle cerebral artery, with 
or without secondary thrombosis. The diagnosis may be confirmed by a history of syphilis, 
by the co-existence of leukoplakia, chronic superficial glossitis, pigmented leg-sears, 
cutaneous ulcers or other syphilitic lesions, or by a positive Wassermann’s serum reaction. 

If the patient is young, if the hemiplegia has been of absolutely sudden onset, generally 
without, but sometimes with, loss of consciousness, the prohahilit v of cmbnlism of the 
middle cerebral artery , secondary to mitral stenosis or to fanyatimi endocarditis , will be con- 
siderable, and the diagnosis will generally be confirmed by physical examination of the 
heart, and by inquiry into the history as regards acute rheumatism, chorea, or other 
rheumatic affections. The signs of fungating endocarditis are described on p. l.j. 

If the patient has been hemiplegic from birth or from early infancy, the probability 
is that there has either been an injury to the opposite side of the brain at birth, or eonilcnital 
malformation of that side, or acute inflammation of it after birth tin* result perhaps of 
acute encephalitis , sinus thrombosis, or mcninyococcal meningitis which has recovered. It 
; Muse infantile eases that hciniathetosis is liable to be associated with tin- hemiplegia. 
ixMigli the above are the commonest causes of hemiplegia at the different age-periods, 

• -ssible for them to overlap as regards age incidence ; and one occasionally sees fatal 
bml hirmorrhage, apparently of the senile type, in persons not much over twenty ; 
."lilarlv, syphilitic thrombosis of the middle cerebral artery may not occur until after 
fifty ; i ungating endocarditis followed by cerebral embolism mav occur at any age, though 
it is commonest in young persons : the same applies to cerebrospinal meningitis. The 
diagnosis will be indicated, if at all, by symptoms other than the hemiplegia. 

Examination of the Cerebrospinal Fluid. In doubtful eases assistance may be derived 
from lumbar puncture and analyses of tin* cerebrospinal fluid: the following are some of 
the main points in which the latter may differ from tin* normal under various pathological 
conditions : — 

Appearance. — Cerebrospinal fluid is normally quite clear and free* from colour, so 
that in a test-tube it may be difficult to distinguish it from water : when there are inflam- 
matory changes in the central nervous system, particularly acute meningitis, the fluid 
becomes opalescent, turbid, purulent, or even fibrinous ; and, instead of being colourless, 
it may develop a yellow or reddish-brown colour; when eoagulablc protein is also present 
the combination has been termed the xantho-proteic reaction. 
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Specific (gravity. Its normal specific- gravity is low, lying, as a rule, between 1-004 
and 1*007. It may retain a normal speeilie gravity even in diseased conditions, for instance 
in eases of general paralysis of' tlu- insane- ; hut with inflammatory changes, such as 
meningitis, the specific gravity is liable to increase. 

Tnisinn. Normally the fluid drops out through the himbar-punct urc needle at a 
rate not exceeding 00 drops per minute. If it exudes at a lower rate no definite deduction 
can he drawn ; hut if the rate of outflow is higher than one* drop per second it indicates 
a condition of hypertension due to disease such as meningitis, cerebral tumour, luemorrhage, 
or abscess. 

I{cacti<ni . Cerebrospinal fluid, normal or abnormal, is always alkaline. 

('rifusropif. The normal freezing point of the cerebrospinal fluid is 0-5.7 C. ; in 
disease it may be either above or below this ; generally speaking, the greater the diminution 
in the freezing point tlu* more likely is acute organic disease to be present in the* central 
nervous system. 

Sugar, 'the amount of reducing substance in normal cerebrospinal fluid, estimated 
by the reduction of Folding's solution, is approximately 1-5 parts per 1000; in diabetes 
mellitiis this is more or less increased ; what the figures are in other conditions has not 
yet been established fully, but there is some evidence* to show that the sugar is materially 
decreased in eases of meningitis, tuberculous or other, and in dementia pnecox. 

I’rca. I’rca in cerebrospinal fluid amounts normally to 0-15 parts per KMX); a 
material increase above this figure is common only in unemia ; excess of urea in the 
fluid may therefore be an important point in the differential diagnosis in eases of coma. 

Eratcias. There is no eoagulable protein in normal cerebrospinal fluid, or at most a 
trace of globulin ; in diseased conditions, particularly those associated with inflammation 
within the cranium or spinal canal, albumin, more globulin than normal, and often some 
nucleo-prot ein max be present. Coagulation of the cerebrospinal fluid on boiling is always 
pathok »gieal. 

Various chemical tests, such as the plat inoehloride test for choline, and the gold 
chloride test, have been applied to cerebrospinal fluid in attempting to differentiate one 
disease of the central nervous system from another, but so far there has been no degree* of 
certainty in interpreting the results. 

( 'i/lnlngiail E.ram iwit inn . The normal fluid is practically free from cells, although, 
owing to the impossibility of avoiding slight injury to vessels by the introduction of the 
lumbar-puncture needle, a few red corpuscles may be found in the cent rifugalized deposit, 
and a few leucocytes corresponding to the numbers that would be expected in the blood 
represented bv the red cells. It is probable- that cerebrospinal fluid obtained quite 
lice from blood contamination would be free from leucocytes. Quite otherwise is it in 
certain diseases not only in acute lesions, such as meningitis, but also in chronic degenera- 
tions. such as tabes dorsalis and general paralysis of the insane. 'Flic eentrifugalized 
deposit should be examined, not merely for the presence or absence of leucocytes, but 
also for the different relative proportions of polymorphonuclear cells and of lymphocytes. 
A considerable number of polymorphonuclear cells generally indicates bacterial infection 
of the subarachnoid space by some organism other than tlu* tubercle bacillus, especially 
streptococci, staphylococci, pneumococci, and meningococci. Some degree ot polymorpho- 
nuclear excess may. however, accompany tlu* characteristic* lymphocytosis of a few 
eases of tuberculous meningitis. Mononuclear proliferation - -lymphocytosis indicates, as 
a rule, a subacute or chronic* inflammatory or degenerative condition : it almost invariably 
accompanies syphilitic* lesions of the central nervous system, particularly general paralysis 
and tabes dorsalis : it is also to be expec ted in tuberculous meningitis, and in sleeping 
sickness. It is not, however, pathognomonic of any of these, for it has been observed also 
in entirely different conditions, such as herpes zoster, acute anterior poliomyelitis, 
encephalitis Icthargica. some eases of cerebral tumour, lymphatic' leukiemia, ehloroma, 
and even mumps. Although lymphocytosis generally indicates chronic* mischief, and 
polymorphonuclear leueoeytosis acute infection, in the later stages even of acute microbial 
infections mononuclear cells may be more numerous in the cerebrospinal fluid than are the 
polymorphonuclears. In a few cases of new growth, especially sarcoma, affecting the 
spinal cord or its meninges, the* diagnosis has been suggested by the discovery of large 
atypical cells in the lluid obtained by lumbar puncture. 
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Bacteriological Examination.— ormal cerebrospinal fluid is sterile. In put lioI<»i»*ic:il 
conditions it may be examined bactcriologically in various wavs, including direef staining 
of films made from t lie cent ri fluidized deposit, cultural methods, and inoculation into 
animals. The most important organisms that have been found are the pneumococcus, 
streptococcus. Bacillus tuberculosis , meningococcus (Weiehsclbaum's Diplococcus intra- 
cellular is meningitidis ), pncumobacillus, staphylococcus. Bacillus h/phosus. Bacillus i n/lucnzu’, 
Spirochata pallida , and. probably as a terminal infection only, the Bacillus ndi communis. 
The cerebrospinal fluid may be uscxl for testing for Wassermann's reaction for syphilis in 
the same way as is blood scrum : the test is not necessarily positive in the forme r whe n it 
is in the latter, but when the cerebrospinal fluid itself gives a positive reaction there is 
almost certainly active syphilitic disease of the nervous system. It is important to know 
that a negative Wassermann reaction in the blood does not exclude syphilis of the nervous 
system the blood is negative in not a few cases of tabes dorsalis, for example, even when 
no antisyphilitic remedies have been employed. The Treponema pallidum ( Spirochata 
pallida) has been found in the cerebrospinal fluid, but it is more likely to be detected in 
the local syphilitic lesions. The only protozoon at all constantly met with in the 
cerebrospinal fluid in disease is the Trypanosoma gumbiense in cases in which the trypano- 
somiasis has readied the stage of sleeping sickness. 

The Gold Curve. Lange's colloidal gold test as applied to cerebrospinal fluid promises to 
afford information of diagnostic importance, but experience with the test is repaired before 
one can relv upon conclusions based upon it. Colloidal gold solution is of a red colour : 
the addition of healthy cerebrospinal fluid fret* of blood admixture leaves the solution 
still red : in cases of tabes dorsalis, cerebral syphilis, general paralysis of the insane, tuber- 
culous meningitis, meningococcal meningitis, suppurative* meningitis, the cerebrospinal 
fluid change's the colour of the gold solution through a series of tints from red to blue-red. 
violet, blue, pale blue, to colourless. When the test is being applied, a series of tubes is 
prepared containing dilutions of cerebrospinal fluid of ,' u , J n . . . : the same 

amount of standard colloid gold solution is added to each, the colour changes are noted, and 
they are then plotted out in a curve -the gold curve. Those who have special experience 
in interpreting the gold curves thus obtained are able, it seem", to decide, for instance, 
whether the patient has general paralysis of the insane or merely tabes dorsalis without 
general paralysis, and so on : but more work is repaired upon the subject before one can 
dogmatize as to the reliability of the interpretations. 

B. LESS USUAL CAUSES OF HEMIPLEGIA. 

Amongst the less usual causes of hemiplegia it is worthy of particular ne ntion that 
general paralysis of the insane sometimes attracts little or no attention until a seizure of 
some kind occurs, this seizure not infrequently being epileptiform, and sometimes producing 
a hemiplegia closely simulating that due to cerebral bainorrhage. The diagnosis may 
' ? i uncertain until the course of the case can be followed, but Wassermann’s serum 
ai. and the lymphocytosis in the cerebrospinal fluid, may each scr\ c to point to 
true nature of the ease. Another feature is the very rapid rate of temporary recovery 
xhibited by some patients : deeply comatose and hemiplegic when seen upon the day of 
seizure, nearly all the symptoms may have disappeared by tin* next morning in a way that 
would be unusual were they due to a luemorrhage of sufficient size to cause so deep a coma, 
j In elderly people, incomplete hemiplegia may occur rapidly but transient ly over a 
period of years, in such a way as to suggest during the first attack or two that there has 
been an actual extravasation of blood within the brain. The rapidity with which the 
1 hemiplegic symptoms may disappear, and the way in which they may recur and \ ct dis- 
1 appear again each time, render it probable that these patients are not suffering from the 
'effects of recurrent small luemorrhages, but from a condition of partial occlusion of their 
cerebral vessels by atheroma to such an extent that, whereas the circulation is just sufficient 
for the needs of the brain at one time, it is just insufficient at other times ; the result being 
that when the insufficiency of cerebral circulation is most in ev idence, weakness of a hemi- 
plegic type ensues, to disappear when rest in bed restores the cerebral circulation to a 
sufficiency again. Jntermittent claudication is the name used to describe this sort of condi- 
tion, but its causation is more likely due to borderland sufficiency of circulation than to 
vagaries in the vasomotor control of the vessels. 
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Cerebral tumour or eerebral abscess may pmeluce hemiplegia by infiltrating either the 
cerebral cortex or the pyramidal tract directly, or by these becoming involved in the 
softening around the tumour or the abscess : in most cases there will be a history of weeks 
or months of headache, giddiness, and effortless vomiting, with or without signs of irritation 
previous to the paralysis; optic neuritis of the choked disc type (7'7g. 118, p. 518) 
may he found with the ophthalmoscope, and in the abscess cases there will generally be 
a predisposing cause, such as otitis media. A tumour or an abseess within the cranium 
may la* latent for months, however, and in some such rases symptoms may come on 
acutely, especially if there has been hicmorrhage* into a softening tumour. Ordinary 
cerebral hicmorrhage* may be simulated in this way, but if well-marked optic neuritis is 
found in both eyes, the cause is probably not haemorrhage only. The existence of 
pyrexia is not by itself evidence of abseess. for ha-morrhage near the internal capsule, 
or in the motor cortex, often leads to some rise of temperature for the time being, whilst 
pontine hamorrhage is not infrequent ly associated with hyperpyrexia, and in not a few 
eases of intracranial abscess pyrexia is conspicuously absent. 

Injun i to the spinal <ord in the <enieal region is a rare cause of paralysis of the arm 
and leg upon the same side : first, because trauma here is liable to damage more than half 
the cord ; and. secondly, because the injury must involve* the lower part of the cervical 
enlargement if the arm is to be paralysed, and it is. therefore, very liable to interfere* with 
the subsidiary respiratory centres, and thus prove rapidly fatal. Occasionally, however, 
either a knife stab or a bullet wound on one side of the neck produces hemiplegia with 
evidence of unilateral paralysis of the diaphragm, as observed when the* patient's 
abdominal respiratory movements are* watched in a gooel light. It has sometimes been 
asserted that the* patient will have anaesthesia, ne>t ed' the same*, but of the* e>ppositc side 
of the* body : in practice this is ned gene rally the* case, the* hemiplegia and the* hemi- 
ansesthesia be ing on the same* side* as the* le*sion in at Last se»mc instances. 

( hildren of a rheumatic tendency who are* subject to chorea seimctimcs present the 
moveme nts of the* latter upon erne* siele* e if the* body only hemichorea ; bedh before* the 
actual move ments appear and afte r they have* ceased there is apt to be* considerable, and 
occasionally extreme*, weakness ed‘ the* a fleeter! siele* ; so much so that some intracranial 
lesion may be* suspected, unless t he* re • has been cle ar eviele*nce* e>f the* existence e>f chore a. 

Occasionally, we akne ss of a hemiplegic nature* may be t lie* first symptom ed' tnenin**itis, 
whethe r tuberculous, suppurative*, posterior basal, or epidemic cerebrospinal ; sometimes, 
upon post-mortem examination a definite unilateral softening. or a tuberculous nodule 
affecting the* pyramidal fibre's, may be* found to account for this: but more ed’ten the* appear- 
ance’s se*e*n after death fail to explain why there* sheiuld have* bee*n unilateral paretic 
symptoms. In the earlier stages the* diagnosis may be* epiite* obscure, but sooner e>r later 
the* paresis becomes bilateral, and the* course* ed the* disease indicates meningitis beyond 
eloubt. especially if the re* are* convulsions, vomiting, and optic neuritis, (horoielal tubercles 
may be* de*tecte*d in some* e*ase*s ( /*7g. p. 5*J0) ; eytedeigieal and baetcrioleigical examin- 

ation e d* the* cerebrospinal fluid may assist in arriving at the* eliagnosis. 

Disseminated sclerosis is a ve ry slowly progressive elise*ase* in which during the earlier 
stages the* foci of sclerosis are* few anel irregularly distributed, so that whereas in the later 
stages ataxy, intention tremor, more* e>r le\ss spasticity with increased knee-jerks, extensor 
plantar reflexes, ankle-clonus, anel either slurred or staccato speech, are to be expected, 
t he se* are* only present when, in the course of ye*ars. numbers of selenitic foci have accumulated 
in the* spinal e*e>rel anel brain ; long previous to this there have been irregular sympteims, 
amongst whiedi may be hemiplegia : the* eliagnosis at this stage is ofte*n a matter of opinion 
only, though if the* patie*nt can be* watched ov e r a suflicient length of time* the nature of the 
ease ultimately becomes ed>vie>us. 

The symptoms ed' caisson disease are* elue* t e > the* liberation of air-bubbles in the nervous 
systean, anel what the* symptoms will be* de*pe*nels on whe*re these bubbles are ; in most 
instance’s they are widely scattered, se> that bilateral paralyses are* meire common than 
unilate ral : it is possible*, heiwever, for c*aisson elise*ase* te> pmeluce* hemiplegia if a relatively 
large air-bubble becomes libe*rate*el in e>r ne*ar the* internal capsule. The diagnosis elepends 
on the* histeiry and oe*e*upation. 

Hysteria may be* responsible for almeist any feinn of nerve symptom, hemiplegia being 
a not uncommon variety. There is ne> wasting, exeept that which may be due to elisuso ; 
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the knee-jerks may be exaggerated, blit the plantar reflexes will remain flexor, and there 
is no ankle-clonus ; the faee, as a rule, is unalTeeted : if t lie patient, lying flat upon her 
back, is asked to raise her legs from the bed. slit* will raise the sound leg, but not that which 
is paretic : whereas, in a ease in which there is incomplete paralysis of one leg due to 
organic lesions of the upper neuron upon one side, an attempt to raise the leg in this way 
often leads to the paretic leg being lifted as well as the other. The sex and age of the 
patient, her previous history, and possibly the presence of other functional nerve symptoms 
(p. 570), would indicate the diagnosis. Herbert French. 

HICCOUGH is a symptom which more often than not lias no clinical significance, 
resulting, as it does even in the healthiest people, from excessive laughter, from stimulation 
of certain reflex spots, especially about the chin, from tickling, or even coming on spon- 
taneously without any obvious cause at all. 

Alcoholism. The hiccough of this condition has a character of its own, and the 
circumstances will indicate the diagnosis. 

Perltonitic Hiccough is of bad omen, but it seldom helps in diagnosis, for the patient 
who has an acute abdominal condition associated with hiccough will have presented grave 
symptoms before hiccough sets in, the diagnosis often having been arrived at by urgent 
laparotomy. The hiccough in these cases does not serve to distinguish between acute 
peritonitis due to whatever cause, acute lucmorrhagie pancreatitis, acute intestinal 
obstruction from any cause, or acute post -operative dilatation of the stomach ; its 
occurrence and persistence, however, indicate a grave prognosis. 

When persistent or recurrent hiccough is a troublesome symptom in a patient who 
is not otherwise extremely ill so troublesome that something more than a simple hiccough 
has to be thought of— the main types of malady that will suggest themselves are tin* 
following 

Hysteria or neurosis Certain chronic abdominal lesions 

Mediastinal irritation of vagi or phrenic l ra mie hiccough 

nerves, e.g.. by caseous glands Chronic degenerative changes m tin- medulla 

Tabes dorsalis with hiccough crises oblongata. 

Acute epidemic hiccough 

Functional Hiccough is a remarkable malady hardly to he mistaken. The patient 
is generally a girl between 15 and *J5 years of age. and she may hiccough persistently 
throughout her waking hours for weeks, at the rate of two or three times a minute. She 
will sleep well, and the hiccough stops during sleep. She will eat well, but mav hiccough 
during meals in a most distressing way. She will have exaggerated knee-jerks, brisk 
flexor plantar reflexes, and she will be amenable to treatment by suggestion. Whether 
treated or not. the hiccough will cease in time: often it will be noticed to have come in 
the place of some other neurosis (p. 570), and when it goes it mav be replaced bv other 
functional nerve symptoms. The chief difficulty will probably be to exclude the ease 
> sporadic example of epidemic hiccough (see below). 

irritation of a Vagus or Phrenic Nerve by something in the mediastinum causes 
urrent attacks of intractable hiccough only in rare eases. In u child, the least uncom- 
mon cause is tuberculous caseation of bronchia/ and mediastinal glands ; these seldom obstruct 
a bronchus or in other mechanical ways afford evidence of their presence : but tliev mav 
be associated with periodic attacks of febrile illness in ;i patient who looks delicate, and 
who has been in the habit of drinking much milk : and there mav be evidence of chronic 
enlargement of the glands elsewhere, particularly those in the neck or in the abdomen. It 
mav be possible to see the shadow of the gland with the X rays ( Fin. loo, p. IN?). Adherent 
pericardium, or any cause of great enlargement of the heart , may also produce hiccough. 
In an adult the least uncommon causes are either malignant or hfmphadeaomutoas 
deposits in the mediastinum, or (rise fibrous mediastiaitis. The former may he indicated 
by reason of there being symptoms of a primary growth in the (esophagus or elsewhere, 
or by progressive varicosity of the veins of the chest wall, or signs of recent and increasing 
obstruction to a bronchus : chronic mediastinitis has generally been preceded by repeated 
attacks of pleurisy and pericarditis, especially in those subject to acute rheumatism. 
Hiccough is an exceptional symptom in these eases. 

Tabes Dorsalis is not a common cause of persistent, hiccough ; hut now and then 
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one meets with a case in which bouts of hiccough seem to take the place of other tabetic 
crises hiccough crises as it were and the paroxysms may be distressing, prolonged, and 
intractable to treatment. The diagnosis is indicated by the absence of tendo-Achillis 
jerks, the absence of knee-jerks, and by the Argyll-Robcrtson pupils. 

Epidemic Hiccough is of uncertain nature, but, rare though it is, it is of extreme 
importance in that it is fatal in a certain proportion of eases, and yet may be mistaken 
at first for a neurosis. The diagnosis is only easy when there is an epidemic in the district : 
the patient hiccoughs continuously, or with but transient remissions, for days and nights 
in spite of all sorts of treatment : the illness may subside* spontaneously within a week, 
or the patient may die and present little* if any post-mortem e*videncc of what has killed 
him. 'The re* is a belief that the* malady is closely allied to encephalitis lethargiea, the 
inflammatory processes affecting centres in the* medulla instead of those* in the mid-brain ; 
if there* are* ocular paresis and other symptoms of mid-brain inflammation at the* same 
time the* diagnosis is less diflieult ; < »r the* condition may be* suspected if the* patient is 

febrile: sometimes, however, there is no pyrexia. nothing abnormal in the* cerebrospinal 
fluid on lumbar puncture*, aid little* if anything tei distinguish this se*rie>us form of hiccough 
from that due* to hysteria or neurosis, unle ss it happens that the*re* have* be*e*n other similar 
cases in the* neighbourhood about the same* time*. 

Abdominal Disease*. — A few patients suffering from serious but ne>t urgent abdominal 
eliseast* develop < I ist ressing hiccough in some* reflex wav that is vu »t understood ; in a few 
instance’s it may be* that the* diaphragm is be ing irritated, for e xample by sab/thrcnic abscess* 
suhdia/diragmatic / icritonitis . secondary deposits of cancer in the liver . a aumma or abscess 
in the liver , an in farct in tin sateen, e » r a < an innma of the stomach : but semictimcs the 
misehie *f semis far removed fmm the* eliaphragm a carcinoma of tin’ sigmoid colon . for 
inst ane*e* , or cancer of the womb, e ven when the re* are no secondary deposits. 

Ura*mic Hiccough is rare*, but it may be* pe rsiste nt and of grave* omen : the* diagnosis 
will depend on the* associated evidence ed’ renal disease* whe ther this be* of Rright's disease 
type*, or the re sult e»f stricture, enlarged prostate, cedi baeilluria. cystitis, or other infective 
trouble in the* urinary passages. 

Degeneration of the Medullary Centres. — If hiccough is elut* to this cause it will 
almost certainly be associated with « »t he* r symptoms of cerebral or spinal mischief; in a 
veiling adult there* might be* a suggestive* history of syphilis or chronic alcoholism, whilst 
iu an older pe rson the re* would be* thickened aid tortuous arte*rics. a high blood-pressure, 
an enlarged he art. are*us se nilis, albuminuria signs e>f senile elegenerat ion. Herbert French. 

HIPPUS. ( Se*e 1*11*11., AltNOltM All I n:s Ol Till;, p. (i? I. ) 

HOARSENESS. II oarse-ness may be slight or se*ve*re. transie*nt, recurrent, permanent, 
according tee tin* nature e*l its cause: the following list includes se>mt* of the eonelit ions 
to which it niav be elm* : 


Overuse of the Normal Vocal Cords : 

1. Habitual : Clergymen ; Stockbrokers ; ( ostermongers ; Bookmakers. 

■J. Occasional : Shouting at a toed hall match, etc. 

General Weakness, so that even Slight Use of the Voice Tires the Cords : 


( ’on valesecnec 
Se’vcrc debility 
Severe* amemia 


Myasthenia gravis 
M v\ei*de*ina 


Acromegaly 
Graves* disease. 


Mlcrobic Infection of the Larynx, short of Ulceration : 

Congest inn Measles 

Acute laryngitis Chronic laryngitis 

Diphtheria Syphilitic* laryngitis 1 pre-uleerous 

Variola Tuberculous laryngitis , stages. 

Chronic Laryngitis Due to Causes other than Obvious Microbes : 

Alcoholism Gout | Tobacco smoking. 

Foreign Body in the Larynx : 


Breadcrumb 

Fly 


Food gone the wrong way 


Acrid gastric contents re- 
gurgitated in pyrosis. 
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Gases affecting the Larynx 

Chlorine Ammonia Lemilon l<*Jh eb 

Steam Mustard gas 


Spasm of the Laryngeal Muscles : 

('roup Tetanus 

Tetany Strychnine poisoning 

Paralysis of Vocal Cord 

Aortic aneurysm 
Mediastinal new growth 
Thyroid gland tumour 

Crico-arytenoid Lesions: 

Perichondritis of the Perichondritis of the ary- 

ericoid cartilage tenoid cartilage 

Fibrositis of any of the Laryngeal Muscles. 

Ulceration of the Larynx : - 

Tuberculous Ppithclioinutuus 

Syphilitic Leprous 


Malignant cervical lymph- 
atic glands 

ICpitlx'lionia of oesophagus 


Larvngcal crises of tales 
dorsalis. 


Injury to recurrent laryn- 
geal nerve during thyroid- 
ectomy. 


Ankylosis of the erieo-ary- 
tenoid joint. 


1 aipus 
Tniiinmt ie. 


New Growth of the Vocal Cord : Sessile wart ; Papilloma ; Angioma : Epithelioma. 


Displacement or Compression of the Larynx producing Deformity : 


R I't ro p h *a r y n ge 1 1 a hseess 
Cervical caries 
Kpit helioma of the 
pharynx 

(Edema of the Larynx : 

Irritant gases 
Laryngitis, of any kind 


Huge t hyroid-gland enlarge- 
ment 

Malignant disease in lloor of 
mout h 


Bright's disease 
Angione unit ie (edema 


Malignant disease in neck 
Act inoms eosis of the neck 


Aspirin 

Iodide of potassium. 


In arriving at a diagnosis of the cause of hoarseness in any particular ease the history 
carries one far, particularly in regard to how rapidly the symptom developed, how long 
it has been present, whether it is now improv ing, and wind her it is associated with sore 
throat or other evidence of local catarrh. Perhaps it would always he wise to examine 
with the laryngoscope, hut in the majority of eases this is not essential, for the condition 
clears up under simple treatment. When, however, there is anything about the clinical 
state that leaves a doubt as to the actual condition of the vocal cords, ary t eno-epiglot t idcan 
folds, cricoid cartilage, arytenoid cartilage, or neighbouring parts, it becomes essential to 
inspect th(» parts with the aid of the laryngoscope, and it may require the experience of a 
’ •<*i:ilist in this department to interpret correctly what is seen. The chief points that 
i I \ call for answer arc : 

My patient is no longer young and he has complained of a troublesome hoarseness 
times for the last few weeks ; can I be sure that he is not developing an epithelioma 
of a vocal cord 7 

My patient was suspected of having phthisis a year or two ago, but has been 
regarded as cured; now lie gets slight hut definite hoarseness from time to time: is 
this due to simple catarrh only, or is there* evidence* e»f incipient tuberculous laryngitis 7 

My patient has had a curious huskiness of his ve>ie e during the* last six months; is 
there* any vocal-eorei paralysis 7 

My patient has a husky voice at times and 1 can see a swe lling on one* voe*al cord ; 
is this malignant, or is it only a wart or a papilloma 7 

It is from the* laryngologieal appearances that the diagnosis is made* ; and fVg.v. 2 Oh 212, 
p. 245, indicate some of the tilings that may he* seen. New growths, whethe r benign e>r 
malignant, are nearly always unilateral; tubercle, syphilis, cuturrhM laryngitis, bilateral. 
Distinction between papilloma and epithelioma may necessitate histological examination 
of parts removed surgically. Syphilitic ulcers are* grosser than are* those* ed’ tube*rele, fewer 
in number, and associated with evidence* e>f iihrotie healing about the*m. Tuberculous 
ulcers are* multiple, small, shallow, and the y are generally see n more readily along the* edge 
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"I r ' ,,Si '" \'" : '"' 1 "" "" =">»< lol.ls IIimii tlM-v lire on tlw vocal ,-or.ls 

lh,ms ' K '"' 1,1 h "' "" "<,tlmc, or III, cell's or th, latter mav he as much 

■mouse-mhl,le,| as m the epujloths. or the eonls alone may he inxolve.l :' previous to 
actual ulceration it mav hi- possible to delect submucous tubercle., m some part of the 
lar\n\: or there may be a sii”L'esli\e pallid icdenia of the a rvt cno-cpielot t idcan folds 
u it hold an\ recooin/.ablc tub. roles ulcers al all. I < w but spcdalists can be accurate 
in dist iiiL'iiishini! the important I'rom the unimportant laryngeal stales, ami it is upon 
them that one must rely in deciding hetwim tul.erele ami catarrh, papilloma and epithe- 
lioma. ami ot her lary l urea I causes lor hoarseness. If one were to stress one point more than 
another, it would he to urire early laryngeal exammat ion in any patient of middle a ire who 
heir ills to he in the least hoarse without apparent cause, lor hoarseness oj apparently minor 
import anee may he the only symptom produced by epitlielioma of a vocal cord: the 
condition is painless and not associated with ill Inalth ; it is missed if it is not looked for 
dchhcmtcK. / In fieri lunch. 


HYPLRACUSIS. nr undue seic.it i\ cucns to ordittiiry noises or sounds, is seldom ;i 
symptom point mi* to disease ol the ear itself; aural lesions such as otitis media nearly 
always cause impaired heariii” or actual Di.aimxs (p. *J ().“>). and not hyperaeusis. The 
l ; dter is complained ol rather hy those whose hrain centres are in an unstable, irritahle, 
o\ cr-sj ra ine» I . * » r e\eitahle Mate as the result <*1 either local or ireiieral conditions which 
include the foil. »w inir : 

1 . Local Causes : 

a. II ith amss h sinus nf the brain itself : 

I uhei cult mis 1 1 1 1 ■ 1 1 1 n ir 1 1 is I ul\ (.amnia <>( the hrain 

.M ei 1 1 1 ijroi 'oeea I niemiiL'it is ^ \hscrss nf the hrain 

'suppurative nieninirilis N 'rumour of the hrain. 

I’aeliy nit 1 1 1 1 1 ir 1 1 is 


b. II i limit i a mss h sinus nf the hrain itst If , but affecting the (utter rejh\rhf from the 
se. i ritif nf Incut /nun : 

I (<• d o 1 1 1 mu ei i \ Seven* headache from anv cause 

( i laiieoina (p. .‘t(»‘.»), especially sick headache 

l r| t |s <»r migraine. 

I nllanmiat nry conditions of the scalp 

<\ . if ter injur// In the head enneussinn. 


!. General Causes : 


a. I hirin'; convalescence from any seven* illness, especially fevers. 

b. >1 ry ( Inline poisoning Secondary sy philis Ilvsteria 

I ct a i ms 1 1 i o 1 1 hit m »d- pressure eondi t i mis 1 1 v poehond riasis 

Malaria Neurasthenia (haves' disease. 


The eiivimist anccs of the ease will nearly always indicate the nature of tin 1 cause. 
1 ho ha lily the most marked instances of hyperaeusis arc met with in association with tie 
douloureux : it is not so much perhaps that the patient hears more aeutclv than usual, as 
that she dreads the onset of a paroxy sm of facial pain which may he brought on suddenly 
ami acutely hy almost anything, often hy hearing a door ham;, or somrhodv talking 
loudly ; she therefore complains ol the least noise, and keeps herself shut up in her room. 
Irom which sounds are excluded hy all kinds of special devices. 

The neurasthenic patient who suiters from hyperaeusis is to he pitied greatly: for. 
though sufteriim from no serious organic disease, he dreads all sounds so much that lie 
heroines an almost useless member of society, a misery to himself and his friends. His 
iunctiona! sufferings may he so had as to drive him to desperation and to suicide. 

Tim desire lor perfectly silent surroundings dinin'; an attack of sick headache or of 
migraine is familiar to all. The remaining affections in the list above need not Ik* dis- 
cussed in detail here, for they will he associated with other symptoms that will point to the 
differential diagnosis (Owi i.sioxs (p. l.so) for example ; or Kyi:. An ri: Ini i.ammation 
or (p. ), or Vo.mitinu (p. !»*J7 ), and so on. One would add, however, that before 

i> A 
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iliiisnosin*: a case as purely functional, tlic blood-pressure should be measured mstrumcid- 
.,|| v. and the urine tested for albumin, in case Ihe cause is arteriosclerosis or chrome 
nephritis with hyperpiesis : and in not a lew eases it is advisable to have the blood tested lor 
Wassermann's reaction, for it is noteworthy that unsuspected syphilis may be the cause o( 
various obscure nerve symptoms that at lirst si^ht appear purely functional. Herb: it I'rnirb. 


HYPERIDROSIS. (See Swkvuvi. Aisnoiim vi.itiks or. p. stKl.l 

HYPERPYREXIA. The point at which pyrexia becomes hyperpyrexia is arbitrary : 
by some it is iixeii at Ilia by others at 101* 1'. It may occur occasionally m mau\ 

different diseases, but it is seldom itself of diagnostic significance. 'Ihe patient will nearly 
always have exhibited other symptoms or sions pointing to the diagnosis : therelore the 
following list of maladies in which h\ perpy rexia may occur needs little discussion : 


] . Fevers of Microbial, 

Lobar pneumonia 
Bronchopneumonia 
Searial ina 
l‘v ;rmia 
Sept icemia 
Krvsipelas 
Tvphoid fever 
Tv 'plius fever 
Tel anils 


or probably of Microbial, 

Malignant endoeardit is 
(amend t ill uavulusis 
Tuberculous meninpit is 
Posterior basal meninpit is 
Kpidemie cerebrospinal nienin- 

pit is 

Siippui'at ive meninpit is 
Malaria 

Kelupsinp lexer 


Origin : 

j ( holt ra 
1 )\ sen t erx 
\ el It i\\ lex e»' 

It! lieu mat n lexer 
( hoi ea i Usaineiis 

l t;eii i la tine In ascend i in; 

lit |iln i! ’s 
1 *\ t il l i". 


> Lesions of the Central Nervous System : 


Cerebral liamorrliape, especially pon- 
tine. or into one optic thalamus 
Fractured skull, with contusion of the 
brain 

Cerebral softeniiur 


Cerebral tumour hi absciss especially 
liiniour t>l tin pons \ a roll i 
Fractured spine, t'-peeiallx in the lower 
eerxieal oi Upper dorsal legions 
Acute ms eh I is alter inpirx . 




Affections that are less easy to classify: 


After burns or scalds 
Ileat-slroke or sunstroke 
Infantile eonx ulsions 
Jlelirium tremens 


l neniiu other than that due to s< pi ie 
nephri 1 1 > 

\eute yellow al n>ph\ of the lixer. 


4. Hysteria. 

There are, however, certain small points about hyperpyrexia that may be important 
in diagnosis. 

.Jrn/r rheumatism is sometimes stated to be a prominent cause ot it : as a matter o| 
fuel hyperpyrexia is excessively rare in acute rheumatism, so that if it occurs in a ease 
m i has been regarded as rheumatic lever the diagnosis should be can dully revised lest it 
i>< si j>t iea inia . 

in children tin* phvsical sipns alone may leave one in doubt as to whether there is 
ouehitis onlv. < »r bronchopneumonia, or even general tuberculosis of the bmps; the 
occurrence of hvpcrpyrcxia generally indicates that there is more than bronchitis : ii the 
patient is not particularly livid, bronchopneumonia is more likely than general tuber- 
culosis : the latter becomes the more probable the more* ill the patient is out ot proportion 
to the physical sipns. Occasionally hyperpyrexia occurs in an infant or child after a lit. 
without any definite cause bcinp assignable either for the convulsion or for the hiph 
temperature, and without any serious consequence result inp. 

in tuheren/nus meningitis hyperpyrexia is generally terminal : in paster iardnisul 
meningitis, on the other hand, it sometimes occurs periodically and transiently , produemp 
acute upward ‘spikes' upon a temperature curve that is not otherwise very hiph ; these 
pyrexial 'crises' (Fig. .TTK. p. 7dd). as they have been called, point to posterior-basal or 
meninpocoecal rather than to the more serious tuberculous meninpit is. 

Hvpcrpyrcxia may sometimes serve as the chief point in (list inpuishinp pontine hatnur- 
rhattc or hcat-sfml.e from other forms of coma, such as acute alcoholism or opium poisoninp ; 
in the latter the temperature is below normal. The circumstances of the ease, such as 
climatic conditions or occupation, will generally serve to distinguish between heat-stroke 



II YroTIIKKMI A 


:;<n 

: i r i« 1 pontine haanorrhajje, ;m<l the latter is the more probable if then* is a bilateral extensor 
plantar retlex. 

Alter an injury to the hack for instance, by a fall in the hunting field the occurrence 
of hyperpy rexia soiik times serves to exclude the diagnosis of a mere bruising, and to 
point to the gravity of the conditions a fractured or dislocated spine near the cervical 
region, or acute traumatic myelitis or soft eniuu' of the upper part of the spinal cord. 

't he diagnosis of the other diseases mentioned in the above list is not much assisted 
|>\ the occurrence of by perpy rexia. 

It only remains to add a word or two about hysteria and hi^li temperatures. There 
can he no doubt that, in exceptional eases, mark all of which are of the female sex. the 
mercury in the clinical thermometer dors actually rise to a very hinh figure without there 
heiiiL! unv corresponding illness in the patient. Malingerers have sometimes learned a trick, 
such as compressing the hulh of the thermometer enough to send the mercury up. or 
deliberately heating the thermometer in a cup of tea or against a hot-water bottle: but 
< 1 1 1 i t e apart from maliiiL’erinu;. it would seem that there are females in whom, for some 
reason, the mercury really does record temperatures that are not those of the internal 
tissues. Headings have been taken simultaneously in the mouth, armpits, and rectum, 
all possibility of malinL;erinL r beini' excluded by special precautions: all the thermometers 
registered h vperpv rex ia . 'The diagnosis is Generally made by the fact that the readings 
are so tiioli that tin y must be unreal : the follow iiilt have been recorded in various eases : 
107 . I OS ,111 . 1 1 ; . II.VN .and even 1 1 « » * 1 I’. Inmost of t hese pat ient s t he symptoms 
were slight. 1 1 1 < m i u h sometimes there have been !lushin<rs. headache, restlessness, and various 
functional nerve svmptonis, or even delirium and convulsions. I nless it is at once 
obvious that the patient is not really ill there must always be dillieulty. danger, and 
anxietv in arriving correctly at the dia^nosi«> ot hysterical hyperpyrexia : the nature <d 
tin ease mav remain m doubt until the course and result have been watched, and it will 
sometimes tax the physician's ingenuity to detect malingering as the alternative to 
hvsbrieal hv perpv rexia . JInhert I'muh. 

HYPERTROPHY OF THE HEART, in-c Kw.vhu.mi.m <>i mi: Ih. vim. p. 107.) 
HYPOCHONDRIUM, PAIN IN. (So- l‘\I\ IN Mil 1 I Y IN >< IK >M >1! 1 1 M. |l. 

HYPOTHERMIA signifies a condition of subnormal temperature, and generally 
speaking it i s assumed to rdi r to the temperatures registered by the thermometer in the 
mouth. Rectal temperatures do not coincide with those of the mouth : the greater part 
of cluneal t hern mi in t rv is based on mouth or axillary or uroin t emperat ures, an<l the 
clinical significance ot variations in rectal temperatures is tamiliar to a relative minority 
of medical men. from a diagnostic point of view hypothermia is not often a symptom 
i if <_• rca t importance, but there are at least t u o point s about it that require special mention. 
In the first place, coma due to u/tiutn /misiminu may be closely' simulated by coma due to 
jumtint ha tmn rha'ic : in both there are bilateral loss of movement, pin-point pupils, and 
few other symptoms ; with opium poisoning, however, the temperature becomes sub- 
normal, whilst with pontine hamorrhane 
it tends to rise to the level of hyper- 
pv rexia. so that the thermometer may 
be the means of diaiinosinc between 
them. In the second, patients suffering 
from rh runic valvular heart disease . with 
symptoms of impendim: or actual failure 
of eoinpt nsat ion. very commonly suffer 
from hypothermia. This is a point not 
always emphasized sufficiently: not a 
few cases of heart disease have lor 
their normal temperature base-line not hN- t F., but t >7 F., or even 1M» l". {hill, dl I). It 

follows that a patient whose normal temperature is tM» f . really has over two decrees ot 
fever when his temperature reaches t)N- 1 1 ; . he may develop luiiLjatine endocarditis on 

the top of Ins chronic valve lesion, and yet his temperature may not rise materially above 
1 F. The fact, therefore, that hypothermia is a common feature in heart eases has 
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great importance, for it indicates the necessity for regarding even slight lists above 
<)S' 4 F. 'with greater seriousness in them tlian in other cases. 

Por the rest it will sutliee to indicate' the* chicl causes ol hypothermia, which aic as 
follows : 

Chronic Debilitating Maladies, such as 

Chronic valvular Cretinism 

heart disease Arteriosclerosis 

Addison's disease Myxuaiema 

Diabetes inellitus 

Coma due to poisons. part ieularly : 

Opium Chloral 

Alcohol Anastluties 

Increased Intracranial Pressure in certain east s of : 

Cerebral abscess Cerebellar abscess Cerebral hamorrhage. 

Cerebral tumour Cerebellar tumour 

These same lesions, especially if they involve either the pontine or the subthalamic 
regions, or if they affect the* corpus striatum, mav produce pyrexia or c\ cn II yiu.ki’Yki.xi v 
(p. dhO) instead of hypothermia, so that the inconstancy <>l the latter symptom detracts 
considerably from its value in differential diagnosis in these cases. 

Convalescence alter certain fevers ; for instance : 

Pneumonia Typhoid fever Relapsing lever. 

Shock after severe injury or after a serious operation. 

Collapse due to loss of fluid from the tissues from such conditions as : 

Severe vomiting. Seven' diarrluru. choleraic or Intestinal obstruction 

whatever the cause otherwise I hemorrhage. 

Pentonit is 

Exposure, especially in the ease of a child, or after immersion . 

In the morning, in cases of Intermittent Pyrexias of the septic or luetic tvpex. It 
is important that the temperature should have been taken both night and morning 

before the |<*w liglircs for 

the morning arc assumed 
to indicate rout ilitinl hv po- 
ttle rm i a : v ci v low readings 
in the earlier part of the 
da\ m a patient whose 
malady is not at once 
obvious mav arouse sus- 
picion of a tuberculous 
lesion w hich lin t her inv es- 
tigation may confirm. 

It is a point of clinical interest that, although the human normal temperature is upon 
the whole remarkably constant all over the world. . tna/o- 1 m/inns and those who have 
resided long in the Tropics are frequently found to have persistently low normal mouth 
temperatures when they return to England on retirement ; thus it is quite common for 
them to have a normal temperature as low as b<> K., or in a few instances even hi E. 

Herbert French. 

ICTERUS. (See .Jvi M»n i:. p. 10o.) 

ILIAC FOSSA, PAIN IN. (See Pain in tin: Iliac Fossa, p. 

ILIAC FOSSA, SWELLING IN. (See Sw i : i , i , i n ( ; in iiii: Iliac Foss \. p. Ngfi.) 

IMPOTENCE, strictly speaking, includes any condition, whether in the male or in 
the female, that prevents the performance of coitus; it has come to be restricted to 
inability on the part of the male. It is not synonymous with sterility ; the latter, in the 
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i ini o L t j ■ I* M pl'-ur.il <■ e il \ . 


Cl i roll i c nephrit is. w it ti or 
without uraiuia 
Inanition, malignant or 
otherwise ( I' ill. * • l '» > . 


Carbolic acid 
Oxalic acid. 
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male, implies absence ol‘ the living sp< miat oy.oa neeessa ry In fccundat inn ; a man may 
l>r sterile without beiii" impotent, nr impotent without bein«j sterile, or both impotent 
and sterile. 'There are three main groups of emu lit ions which lead to impotence, namely : 

1. Mechanical Defect, such as eoneenital or acquired malformation of the penis, 
absence of the penis, carcinoma, elephantiasis, and so on. 'These need not detain us. for 
the diagnosis is ocnerally obvious on inspection : one need only say that e\ en considerable 
deformities of the genital organs are by no nuaih necessarily associated with impotence. 

*J. Entire Absence of Penile Erections, as the result either of some organic disease 
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'There in little neeil to discuss these further here. for. providin': they are borne in mind, 
t h e \ will be diagnosed readily as tie- result of a careful routine examination » » T the nervous 
system. urine, lunes. and s« . on. One need only add that impotence may be an early 
s\ niptoin in ataxic paraplegia, disseminated sclerosis, and phthisis, and that the diagnosis 
may sei-in to be neurasthenia only until the ease has been watched. 

.*». Tctishism merits special mention in that, although the man may be impotent 
under what nuubt be termed ordinary <>r usual circumstances, he is able to perform the 
sexual act iiiiif r unusual or special conditions. Foi instance, lie may be impotent in his 
own house, but thoroughly competent at an hotel : lie may be impotent in bed. but not 
upon the health rue in t he 1 i r< • 1 1 u 1 1 1 : lie may be unable to ha\e coitus if his wile has her 
lees bare, hut ma\ be sexuallx st ion?j if she wears silk stockings at the time : this 
condition oj allairs is a psy ehoiieurosis. tin- man beine impotent unless there are special 
and unusual eireunist a nees attending the a<*t. and to this state of affairs the name fetishism 
Is e 1 \ ell. 

I Impotence due to Inability to obtain Erections at the right time. This i> a 
mt\ common loim of the symptom : the patients arc generally told they are sufferin': 
from neurasthenia: and so they are. of a particular sort . 'This is another form of 
ps\ elneal or inr\oiis impotence: stroll*: erections may be present at inopportune times, 
there may be emissions during sleep, and yet at the very moment when sexual intercourse 
is intended the erection is either ijuite absent or imperfect. Sometimes, owinii to extrenn 
irritahilit \ . emission occurs on so little excitation that it takes place before insertion is 
complete, the ri^idiiv of the penis relaxing almost at once, so that completion of coitus 
becomes impossible. 'Temporary impotence of this kind is not at all uncommon during 
the first few days or weeks of married life, especially if the wedding has been preceded 
immediately by particularly hard business strain or mental overwork preparatory to the 
honevmooti. 'The diagnosis i> arrived at partly by the history, partly by the negative 
result of careful phvsical examination of all the systems, especially the nervous and 
pulmonarv ; hut the final criterion is the effect of time. Where there is no organic 
cause for the symptom normal coitus will occur presently if the patient ceases to be 
over-anxious about it. Herbert French . 

IMPULSE, DISPLACED CARDIAC. (See Hi: a in- luiuisi:. Disci acid. p. ,t7lm 

INCONTINENCE OF F^CES. Kvnc nation of the contents of the rectum without 
voluntary control or initiation may occur under varied conditions, and the symptom is 
of importance ehieflv when it is associated with other evidence 1 of gross disease of the 
central nervous system. 
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In he*althy persons tin* reflex relaxat ion of t lit* sphincter ani which is necessary lor 
def;ecat ion take*s place onlv at the bidding of the will. Sdinc healthy persons are better 
able to resist an imperative call to stool than others : it happens occasionally that, an 
individual who is poorly endowed with the power of inhibiting the reflex may sutler from 
an incontinence of fjeces when the* stimulus evoked by irritating contents ot the bowel is 
overpoweriiujl v strong, and this even when then* is no disease to account, lor it. The 
individual would be conscious of the accident, which would be of rare occurrence, and 
examination would reveal no abnormality, ( hildren often suffer in this way. Somewhat 
similar ‘explosive diarrheea* is also a prominent feature of certain eases of carcinomatous 
stricture of the sigmoid or pelvic colon, or of the rectum. 

Mechanical incontinence of faces results from injuries or diseases <>l the rectum or 
perineum, such as carcinoma, in which the outlet of the bowel is no longer guarded by an 
ellicient sphincter, or extensive damage to the musculature such as may result from 
perineal tears after childbirth, or after operations for fistula, fissure, or piles, when the 
sphincter ani may have been o\ erst retched or divided. Local inspection and digital 
examination of the parts will sufliee to discover the cause of such incontinence. 

In conditions of coma or partial unconsciousness, from whatever cause arising, rctlex 
emptviiui of the bowel may occur at intervals, particularly if aperients are administered. 
Digital examination of the rectum in such eases will reveal a normal sphincter which closes 
on the observer's tinner. 

Injuries or diseases of the central nervous system above the sacral region of the cord, 
if thev interfere with impulses passing from the cortex to the lumbosacral enla men lent 
but do not cause serious sensory disturbance in the perineal area, lead to an unstable con- 
dition to which the term * precipitancy of defecation* is applied. In these* circumstances 
tilt* patient is usually constipated, but the call to stool, when it comes, spontaneously or 
as the result of aperient medicine, is imperative, and finds the patient powerless to resist 
or delay the* act. The examination of such a person discloses a normal sphincter but, in 
all probabilitv, some decree of spastic paraplegia, with brisk tendon jerks and extensor 
plantar responses, and inquiry will elicit the history of precipitate micturition. Moreover, 
the patient will be- conscious of the acts of defecation and micturition. This association 
of si«rns and symptoms is common enough in eases of partial injury to the spinal cord, 
in eases of old dorsal myelitis, of disseminated sclerosis. <>f syringomyelia, oj tabes 
dorsalis, etc. 

With more serious disease of the central nervous system above the sacral region, the 
impulse's conv evinij the need for de*facal ion do not reach the brain, and the act takes place 
in a reflex manner without the knowledge of the patient. I nder these circumstances, 
paraplegia with sensory disturbance over the sacral segmental areas will help to localize 
the site of the* lesion, 'fhe* tone* of the* sphincter ani may be* little* below normal or quite* 
unimpaired. 

Disease or injury' leading to de struction of the sacral cord or of the eauela eejuina is 
.i-died bv the* fact that incontinence of fa*ees is associated w ith an i nst nsil i\ c n/aicd 
hr and with serious motor, sensory, trophic, and reflex disturbances in the* lower 
omitie*s. When the* faces are* small ane] lluiel t he*y escape, more* or le*ss continu- 
tidy, through the i*apinu anal aperture. On the* other hand, they sometimes tend to 
accumulate in dry masses too la rye t < » pass the* portal without assistance*. The* patie nt is 
unconscious of the* accumulation, unconscious of soiling, and insensitive* t < > the exploring 
finder. 

It will be* understood from the above* statements that for the* purpose* of diagnosis it 
is necessary, in all eases of facal incontinence, not only to inquire* into the* e xact features 
of the* incontinence, the* presence* or absence* of a e •;« 1 1 to stool. the tendency to constipation 
or precipitancy, the* ability to feci the* passage* of motions, e tc*., but to supplement the* 
knowledge gained in this way by a local examinat ie»n, especially of the* sphincter ani. and 
an investigation of the motor, sensory, anel reflex conditions in the lower extremities. 

/,’. J'fin/Nhar Ihczurtl. 

INCONTINENCE OF URINE. (Se e K\r i { i ;s i s . p. *J?0 ; anel Mini limeiv. Auvoit- 
MM.rm.s or, n. 400.) 


INCO-ORDINATION. (See* Ataxy, p. T.‘i : and (hvn. Aijnokw a i.i tii:s of, p. did.) 



INDKiKSTION 


INDICANURIA. Indiean in the urine* is mainly due to the formation of indol in 
the intestine as the- result of putrefactive e-hantu-s in the products of t rvpt ic digestion 
of proteins. The indol so formed is absorbed from the bowel and converted in the liver 
into relatively innocuous potassium imloxyl sulphate, or indiean. This is tested for by 
oxidizin'* it to indigo, the blue colour of which is ebaraet erist ie. Almost anv oxidizing 
a cent could he ut ili/.ed for t lie t cst . but t he d i llieul tv is t hat e\ en slight excess of t he reagent 
destroys the indigo. A brown riiii* appearin'! at the junction of the urine and the acid 
when testing for albumin with nitric acid that is slightly fuming indicates indieanuria. 
To be certain of tills. . latte's bleaeliinu powder test is employed. To about ‘JO c.c. of urine 
add 0 e.e. ed ehlorofonn and d e.e. of h\droehlorie acid of medium 


strength : the eolouihss chloroform sinks to the bottom of tie 
mixture : a drop of freshly-made calcium hypochlorite solution is 
now added and the test-tube inverted deliberately once or twice: 
a second drop is added, and so on. the colour of the chloroform 
heiiiL! watched the while. If indiean is present, it becomes oxidized 
to indigo, which is dissolved out bv the chloroform so that the latte r 
changes from colourless to blue-, and the- depth <d indi<rn-hhic colour 
in the chloroform affords a roiiL r h measure- of the- amount e >1 indiean 
in the- urine- | Fi**. .‘JIM. The- main pre-e-aut i< »i 1 to be- taken is not 
to add tile- li v poch l< »ri t <■ solution te»(» rapidly. for excess of it dis- 
eharuies the- colour. 

Indiean heini* an ethereal sulphate*, it is pre sent in excess under 
the- same- circumstances as an e xcess of ethe real sulphates. At eme- 
tine- it was thought that much useful elinie-al information as t e » the 
eonditiem of the- intestine's could be- learned from its occurrence-. It 
is true- that anv circumstance-* that are- like Iv to incre ase- the putre- 



factive e-haiiL'es in the prote m in the bowe l are- also like-lv to increase 
the- amount of indiean in the- urine-, so that marked indie-anuria is 


genera 1 1 v found in cases of chronic e-e »nst ipat ion. intestinal obstrue- 

ti<m. eharrhu-a, tvphoid fe-ve-r. dilated stomach, peritonitis, acute- enteritis or colitis, 
appeiielicit is, membranous, tuberculous. e*r ulcerative- ee >1 i t is. acute- and e-hronie dysentery, 
e-lmle ra. int ussuseept i< »n. ami carcinoma e-edi. It aflbrels no assistance* in diagnosin'* 
between « >i i < - aial another ed the-*e- various affections, heiwe-ver. Meuveivcr, it may occur 
when there* is dcc<»mposit a m ed' albumin e-lse-w be-re- in the- be»dy than in the* beiwe-1 : f< >r 
instance, in naiiL're-iH- of the- lum:. jampenous empve-ma. putrid bronchit is. brone-hie-et asis. 
or aelv ane-e-d pulmonary tuberculosis. Another difficulty is that a considerable number 
of pe-rf ect I v healthv individuals pass (piite la r«»e* epiant itie-s of inelican in the ir urine*. The re* 
are some- who c-e »nt e-iiel that even tlie-sc healthv persons are really sulterim: lrom intestinal 
putrefactive- e-hama-s without kneiwini* it : this is possible*, but f re nn the- patient s point 
of view it is tantamount to sayino what is inele-e-el almeist true- that inelieanuria has ne> 
re al diagnostic or e-linie-al significance-. llvrbvrt i'rnu'i . 


INDIGESTION. * I n< I io< st ion * is a symptom. md a elisease- : ami i! a patie-nt com- 
plains nf it one- should impure more- part ie-ular!v a> to the- e-xae-t nature* ol the* abnormal 
serisatiems present, e • . o . . pain, fullness, flatulence-. vomiting. ete-. The- eliaum »st ie indica- 
tions furnishe-el bv e-ae-h ed the se- symptoms is e-e mside-re-el separately (se e- \ ovimxe;. p. 0J7 : 
I * v i n i\ rm. l-fie. vsthii m. p. ."».*{(» : l-’i i.i xr.ss, Si.nsi: or. p. .‘{(Mi : Ki.ati i.i.nc r. p. dOJ. 

< t<-.). but it mav be- e-emv e-nie-nt he-re- t e » offe r some* ncm-ral i’uidancc as to the- me-thexls 
of arriviii!* at a diagnosis in e ases in which * ineli^e-st ion ' in erne* e>r eithe r ed' its aspects 
is t he- e-hie-f e-< miplaint . 

I. SIMULATION OF DYSPEPSIA BY OTHER CONDITIONS. 

A patient mav ele-scribe- his e*ase* as eine- ed imljoe-st ion whe*n he- is not really suffcriiii* 
from anv primary affection ed the- stomach at all : mistake's can be* avebded only by 
subjecting every ease* t < > a thorough physical examination ed' all the- organs, and m>t cem- 
finini* it tei the- abdomen. If the- possibility of error is be>rne* in mind, it is md usually 
eliflie-ult to avoiel : anel. aeee-orelinidy . it will be sufficient to enumerate briefly the chie f 
conditions te> be* thought ed‘. 'Fhese* are: 
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The Vomiting of Pregnancy. — The possibility of pregnancy should :ihv;ivs lx* 
present to the mind when mu* is nonsuited by a young woman who complains of \ omit mg 
and indigestion : the other signs and symptoms <>f pregnancy (p. 2 1) should be looked for. 

Cerebral Vomiting. In children, part icularlx . vomiting of cerebral origin may be 
mistaken for dyspepsia. Incipient meningitis or tumour are the commonest causes of 
such vomit in*;. The* former. in its earliest stage, may be xcry dillieult to diagnose with 
certainty, but the presence of signs « > f* cerebral irritation (e*.g. photophobia. squint. irrita- 
bility, headache, Kernigs sign. etc.) should make one suspicious: paral\Ms. headache, 
and optic neuritis point to tumour. Examination of the cerebrospinal fluid obtained bv 
lumbai' puncture may be required (p. dS2). 

Unrmia may masquerade as 'indigestion*. characterized b\ loss of appetite and 
vomiting (unemie gastritis) in any form of nephritis, but particularly perhaps in eases 
of enlarged prostate with residual urine, with or without pyuria. The Miraanie odour' 
in the breath. high arterial tension, albuminuria, and albuminuric retinitis, should be 
looked for. It must be remarked, however, that albumin may be absent from the urine 
in undoubted cases of anemia. 

Phthisis. In eases of early phthisis indigestion may be the chief symptom of which 
the patient complains, nausea and xomitiny being often present. 'This can be excluded 
by a careful examination of the chest and of the sputum, which should never be omitted, 
especially in young subjects. 

The Gastric Crises of Tabes are apt to be mistaken for dxspepsja. I\irox\smal 
vomiting of great violence is the usual form they assume, and they max simulate gastric 
ulcer or other organic affections of the stomach. If the knee-jerks are absent and the 
pupils immobile to liyht the diagnosis is easy, but yastric crises max occur carlx in a ease 
of tabes before the usual signs of disease of the cord liaxe* manifested thcmsclxcs. One 
should inquire in such a case for a history of lightning pains, and for mix trouble with 
tin* bladder. It is said also that the blood-pressure is raised duriny a yastric crisis, whereas 
it is lowered in all other eases of acute vomit iny. 

Nervous or Hysterical Vomiting may also simulate dyspepsia. The diagnosis hen- 
must be made largely by the method ol exclusion. 'Die |)atient is usuallx a woman, and 
there max be other siyns of hysteria present (p. .*>70). 

In Chronic Intestinal Obstruction the abdominal pains, and the vomit iny which 
often accompanies them, may be described by the patients as * mdiyest ion ' . In such a 
cast* there will be distention of the abdomen, often with xisible peristalsis, and a history 
of gradually incrcasiny constipation. A tumour may be felt, or examination with X ray s 
or with the sigmoidoscope may clear up the ease. 

Cholecystitis is xery apt to be diagnosed as * indigestion *. In the ease of middle- 
aged or elderly women, particularly, who complain of wind' and spasms*, the possi- 
bility of the presence of gall-stones should always be thought of. 

Chronic Appendicitis may manifest itself chiefly by symptoms which point to the 
* rather than to the vermiform appendix as the seat of the disease. The pain in 
i ease may have the character of a ty pical ‘hunger-pain*, and be reliexed l>\ alkalis. 

hildren who are brought to one for 'indigestion . with vague abdominal pains, the 
possibility of appendicitis should be specially remembered. 

Angina Pectoris in one of its forms max be accompanied by much flatulence, which 
leads the patient to consult his doctor for 'indigestion'. The occurrence of thcsvmptnins 
Upon exertion, the characteristic tendency of the pain to spread into the left arm, and the 
frequent presence of a high hlood-pn ssurc are all of diagnostic xalue. Alxlom i mil <m^i nn . 
in which the pain is seated in the large abdominal blood-vessels, max be more dillieult to 
differentiate. Elatulcnce is again a pronounced feature : but there max also be xomitiny, 
and even hainatemesis. Thickening of the peripheral blood-vessels is usually present : 
and the therapeutic test is of help, the pain being reliexed by vasodilators, such as amyl 
nitrite or trinitrin, and especially by diuretin. 

Migraine. — A patient who suffers from this complain! may describe his case as one 
of indigestion'. The chief diagnostic point is the occuncncr of seven* headache xvilh 
or preceding the gastric symptoms, and the marked periodicity of the attacks. 

Extra-abdominal causes of Pain are often put down by patients to indigestion. 
Examples of these are ple urisy , spinal caiics. aneurysm, neoplasm e>f the* spine. 
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Eructatio Nervosa, due to air-swallowing, is also usually described as indigestion. 
For t Ik* method of diagnosing it, see Fi.atii .knci-: (p. 302). 

II. FUNCTIONAL VERSUS ORGANIC DYSPEPSIA. 

Having excluded all these* possible causes of error one may conclude that one has to 
deal with a ease of cither organic or functional disease in the stomach itself. If vomiting, 
loss of llcsh, or sncrc pain arc prominent symptoms, the disease is probably organic : if 
these are absent, and tin* affection has persisted for some time, one has most likely to do 
with a functional disorder. 

III. DIFFERENTIAL DIAGNOSIS OF ORGANIC DYSPEPSIAS. 

The chief organic diseases which have to be thought of are: (1) ('oncer: (2) l" leer ; 
(3) ( last r it is ; ( t) Obstructive dilatation . 

1. Cancer. A malignant growth in the stomach may be situated either at the 
cardiac orifice , in the body. or at the /n/lorns. In the first of these situations it will 
produce difficulty in swallowing. If at the pylorus, it will result in dilatation of the 
stomach. Growths in the body are those which are most difficult to diagnose. 

a. A history of indigestion’ beginning abruptly in a patient (oftenest a man) 
above the age of forty, and not yieldin'; speedily to simple treatment, is very suspicious. 
On the other hand it must be remembered that in a considerable number of eases the 
growth starts in an old ulcer, so that a long history does not exclude carcinoma. 

b. Steady loss of weight, and tin* early appearance of amentia, point to malignant 
growth ; but. on the other band, tin* absence of these signs. and even a temporary gain 
in weight under treatment, by no means exclude it. 

c. Goss of appetite, and especially a disinclination for meat, are usually early 
symptoms. Nausea and vomiting supervene later but are rarely absent altogether. Pain 
may be present early, and is often more or less constant. (See Pain i\ tiii: EeiovsTitn \i. 
p. 53(».) 

d. A steady diminution in the amount of hydrochloric acid in the gastric juice, with 
the presence of lactic acid and of Oppler-Iluas bacilli in the gastric contents, is a combina- 
tion pointing strongly to eareinoma. 

It is upon a combination of these symptoms and signs that the clinical diagnosis 
must be based in the early stage when it is most important to make* it. Later, a tumour 
may be felt below the left costal margin or in the epigastrium : enlarged elands may 
appear above the left clavicle, although they are exceptional: and there may be signs 
of secondary growths in the liver or at the umbilicus. When ulceration has supervened, 
traces of blood may be found in the gastric contents, and occult blood in the stools 
(p. 101). 

X-ray examination is of the greatest diagnostic* value in all stages. Filling defects and 
interference with peristalsis are the points to look for. (Sec Figs. 277 280, pp. 3 K). 341.) 

In son ic eases of carcinoma of the body of the stomach pronounced amentia is one 
of the earliest and most strikin'; symptoms. Such cases have* to be diagnosed from per- 
nicious amcmia. A blood-count will usually suffice to distinguish them, for in gastric 
eareinoma the red cells are rarely below 2.000,000 per e.mm.. whereas in pernicious 
amcmia they go much lower than that : in pernicious amentia, also, tin* colour-index is 
about 1 or above it. in eareinoma it is less than 1. Megaloblasts are found in the film in 
pernicious amcmia. but not in carcinoma. In spite of all that has been said above, the 
earlv diagnosis of eareinoma of the stomach is a matter of ere it difficulty : and it may 
be justifiable* to resort to an exploratory operation in a suspicious ease which docs not clear 
up after a few weeks' treatment. 

2. Ulcer. The characteristic symptom of gastric ulcer is /win which comes on after 
food and is relieved by vomiting, which is usually though not invariably present. The* 
pain occurs in ‘attacks' of a few weeks’ duration separated by intervals of freedom. 
1L rmutemesis is strongly confirmatory, but is often absent. The symptoms will be found 
on p. 339. Duodenal ulcer is also often associated with symptoms that the patient describes 
vaguely as ‘ indigestion * ; the* symptoms are given on p. 342. 
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The chief sign of ulcer is a localized spot of tenderness on deep pressure. This, 
however, is often absent. Occasionally the X rays show a definite outline of tin* ulcer 
projecting from the lesser curvature (Fig. 817). 

8. Gastritis. Chronic ‘gastric catarrh* is certainly diagnosed oftener than it should 
be, the majority of eases so described being really examples of functional dyspepsia. I he 
symptoms are loss of appetite and fullness with a sense of oppressive weight in the epigas- 
trium, dependin'* greathf upon the kind of food taken. Cain is not a feature of gastritis; 
nausea is common, and vomiting may occur but it is not usually a prominent symptom. 
There is no characteristic physical sign, and a diagnosis cannot be made with certainty 
without the list' of the stomach tube. This shows : (a) Diminished total acidity, or even 
complete absence of gastric juice: (h) Excess of mucus in tin* contents, or the presence 
of mucus on washing out the fasting stomach. Having determined the presence of 
gastritis, one has to settle whether it is primary or secondary. Secondary gastritis may 
occur : (a) Where there is disease of the heart, causing back-pressure ; (h) In cirrhosis 

of the liver : (e) In chronic renal disease. If all of these can be excluded, primary gastritis 
may be diagnosed, and the chief causes ol the latter looked lor. These are : (a) Detec- 

tive or carious teeth, and oral sepsis ; (h) Abuse of alcohol, tea. or tobacco, or the taking 
of irritating articles of food. 

4. Dilatation. The presence of dilatation is determined by : (a) Showing that the 

stomach is enlarged : and (h) Droving the occurrence of stagnation of tin* contents. 

a. Enlargement of the stomach 
may be inferred when, by percussion, 
the greater curvature is found to reach 
below the level of the umbilicus, the 
lesser curvature being in its normal 
position. In order to facilitate per- 
cussion it may be necessary to inllate 
the stomach by making the patient 
swallow 90 gr. of tartaric acid followed 
by 120 gr. of bicarbonate of soda. 
Examination by the X ra\ s is the 
most certain method of demonst rating 
the real size of the stomach ( Fig. IHa, 
p. 219 ). The presence of splashing is 

:;i - i ,u-iri< ui.-.r. a i.-iri.m, m.-.J h,- :„,i ""1 ■' 'it-'" < limitation, unless 

thr I'linum l- proi.u-tm- into ;■ hr-" nh< r <>n th- i - -r j( j s present some hours after a meal, 

enrvururo. ni:irl.<- I l>v an arrnw . I h* <lia-no-!- w.i- « oiinniM-.l 

sun/i.'aiiy. i a nuih, in, Mr„,r a. /;. j/.n r,„„r, /:. i. .i/.r.j and covers an area greater than the 

normal stomach should. 

t). The occurrence of stagnation of contents is proved by giving the patient an even- 
i'»" meal, preferably containing some easily recognizable food, e.g., currants, and washing 
t morning. If food residues are present in the washings, stagnation may be inferred, 
ination with the X rays is a still more certain method of diagnosing delay in emptying 
; i ie stomach ; normally the meal should have left the stomach in four, or at most six 
Hours. 

The cause of dilatation may be either: (a) Some obstruction at the pylorus; or 
(h) Primary atony of the stomach wall. 

In distinguishing between these, the history may help. Thus the occurrence in the 
past of symptoms of ulcer points to a cicatricial stenosis of the pylorus. If visible* peristaltic 
waves are seen one may be sure* of the existence of an obstruction. These can sometimes 
be* elicited by massaging the* stomach or by flicking the surface of the abdomen gently 
with the fingers or a wet towel. The presence of actual stagnation of the contents is 
also strongly in favour of obstruction, as this rarely, if ever, occurs in eases of atonic 
dilatation. Copious vomiting also points to obstruction, as it is exceptional to meet 
with this symptom in atony. In every ease X-ray examination is of great value : in 
addition to enlargement of the stomach with delay in emptying, strong peristaltic waves 
with ‘reverse* peristalsis can be seen in eases of obstruction. 

Assuming that obstructive dilatation has been diagnosed, one has next to distinguish 
between benign and malignant (distraction . A history or signs and symptoms of gastric 
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or duodena] ulcer point to the former ; tin* general symptoms of careinorna to the latter. 
A tumour may lx* felt in either ease. Examination of* the stomach contents also helps 
in the differential diagnosis. The presence of abundance of free IICI. with sareina* and 
yeasts, points to benign stenosis: diminution or absence of IICI with the* presence of 
lactic acid and ( )pp!er- Boas bacilli, to malignancy : skiagrams may clinch the diagnosis 
( Fi^s. 270 2k:c pp. :t:m :u:i). 

One has furthe r to elist inguish dilatation from : (a) (histroptosis : and (b) Hour-glass 
stomach. 

a. In gastroptosis, percussion (if ncee'ssary after inflation) will show that the* le*sse*r 
curvature* is displaced downwards, as well as the* greater : but the* normal distance* be*twe*cn 
the two eairvat ures about four inehe*s is pre*serve*d . In me »s t ease*s of gastmptosis the* 
right ki<lne*y is niorc or less freely nmvahie*. and this affords confirmatory e*vide*ne*c. The* 
X lavs (see* Fig. b‘10. p. a,‘{7) offe*r the most e*one*luxive* proof ed' the* dropping of a 
stomach. 

h. I/onr-glass stomach may be* diagnosed bv the* following signs : 

i. If the* stomae’li is washed out with a known epiantitv ed' fluief. e*.g.. .'}() eiz.. it will 
be* found that some has be*e*n lost, e*. g . b oz. , when the* return fluiel is measured. Seune* 
of the* fluid se*e*nis to disappear, in fae*t. as if it had flowe*d thremgh a hole*. 

ii. If the- stomach is washed clean, anei the- tube* passed again a few minutes later. 
se*ve*ral ounces ed fermenting liejuiel may be- obtained which have* e*se*ape*el from the- pyloric 
poueli. 

iii. If the* stomadi is elraineei apparently dry, a splash can still be* edilained over the* 
pylorie* e nd ( * purntioxicul dilatat ion * ). 

iv. If the- stomach resonance- is percussed out e*arefully, anel the- viseus is then inflated 
with tartaric ae-iel anel soda, as describes! above*, and the n again pe*reusseel. it will be* found 
that a great increase* in resonance- has occurred at the eareliae* enel only. II the* abele)ine*n is 
watclie-el for a little . the- pyloric pouch may sometimes be* seen t < > fill gradually anel be*ee)ine* 
prominent. A loud gushing sound can also be* distinguishes! on listening with the* stethe>- 
se*ope- eiver the- site- of the* eipeltillg be tween the- two pouche*s. 

v. X-ray e xamination will she>\\ the- eli\isie»n ed’ the- stemmed) into twe» poue*he*s (Fig. 
27.1. p. IM9), and this me thod whe n available* supersedes all e>the*r metlmels e>f diagnosis, 
though it is important not to mistake* fbr enframe* hemr-glas* stomae-li the physiological 
behaviour ed stray peristaltic waves which may pmelucc an hemr-glass appearance in a 
photograph : se*re*e*n e-xaminat ie m shows the- e*onst rie a t ion t e > be- inconstant in position in 
the- latte-i- e-ase-, always in the* same plaee* in the- former. 

IV. DIFFERENTIAL DIAGNOSIS OF FUNCTIONAL DYSPEPSIA. 

Assuming that all the- above* forms ed organic elise-ase* can be excluded, e>ne* may e*e>n- 
e-lude* that the- case is erne- ed lunetional dyspepsia. 

'The- ne xt task is te> determine what particular varie ty e»f functional elise>rele*r one has 
to ele-al with. In atte mpting to de> this one- is me t at the- emtse-t by the- difliculty of classi- 
fying functional disorders e >f the- stomae-li. Three* forms of classificat ion may be- aeleipted : 
(I) Fhffsiohtgical \ (2) Clinical : (J5) Etiological. 

1. Physiological Classification. In this classification. e*ase*s e>f functional dyspepsia 
are- arranged accord ini; te> the- particular function afleeded. thus: 

a. A fj'cctions of sel ection : 

i. E\e*e*ss I Iv peTse-e re l ie»n anel hypcre hleuhv elria. 
ii. De-fee t Achylia and hypochlorhy elria. 

b. .Affections of nn.tilitff : 

i. Excess Py lorie* e»r gastrie* spasm, 
ii. De-feet Atony, or impaired medility. 

c. . iffcctinns of sensation : 

Kxe*e*ss I Ivpera-sthe-sia e »r gnstralgia. 

Any ed' the*se* may be* presemt alone*, eir two e>r more may exist in conjunction. 

The diagnosis e»f affections ed' secretion and mobility can be* made by the aiel e>f the 
stomach tube* anel by the X rays. These are* undembtedly the* meist seientifie methods 
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of making a differential diagnosis in oases of functional dyspepsia, and both lines of investi- 
gation are wise notwithstanding the inconvenience to the patient of giving and recovering 
test meals. 

For the diagnosis of hypenesthesia (gastralgia), see Fain in tin: Epic; aktuii m (p. 5, *{(>). 

2. Clinical Classification. Clinically, eases of functional dyspepsia may he classified 
into certain rough groups according to their symptoms. Thus : 

a. Hyper sthenic or Hypertonic Dyspepsia. This is probably due to a combination of 
hypersecretion and hypenesthesia. The patient is usually a younj! man otherwise 
healthy, and the chief symptom is pain during the late period of digestion. It is apt to 
go on to the formation of a duodenal ulcer. 

b. . Asthenic or Atonic Dyspepsia. This is due to impaired motility (atony), with or 
without some disorder of secretion. The patient may be of either sex. of any age. and 
the chief symptoms are flatulence and fullness. It is often present along with gast roptosis, 
especially in women: and there may he atonic dilatation of the stomach. 

c. Acid Dyspepsia. This is an ill-defined group in which the chief symptom is a 
sensation of acidity, or the presence of acid eructations. Some cases are really examples 
of hypcrchlorhydria, with or without the presence of gastritis. In others, the cause is 
the production of organic acids by fermentation. Diagnosis can onl\ be made by aid of 
the stomach tube and analysis of a test meal : one of the simplest of which, taken on an 
empty stomach in the morning, is a pint of tea of which one third is milk, with sugar to 
taste, and two ordinary triangles of toast lightly buttered but well masticated so as not 
to obstruct the opening in the tube: the latter is passed exactly one hour after the test 
meal, and the maximum free IK1 should not exceed 0*2 per cent. 

Other clinical forms of dyspepsia are also described, e.g., 'senile* dyspepsia 
(essentially a hypoehylia), ‘ polity * dyspepsia (the same as the 'acid* form), ‘flatulent* 
dyspepsia (usually due to defective motility): ‘gall-stone* dyspepsia or indigestion 
associated with gal 1-st ones which do not produce acute colic or jaundice; ‘appendicular* 
dyspepsia, when the symptoms appear to be gastric, though in realitv the trouble lies 
in the right iliac fossa and is relieved only by appendieeetomy ; and others ; but the use 
of such terms is inaccurate, and should be avoided as far as possible. 

ii. Etiological Classification. Instead of attempting to distinguish different form of 
functional dyspepsia one can regard the latter as an aggregation of symptoms of gastric 
disorder excited by different causes, and classify eases according to the particular exciting 
cause at work. This method is simple and convenient, and is also useful for purposes of 
treatment. Adopting it, one may say that functional dyspepsia may be induced bv : 

a. Dietetic causes , c.g., unsuitable food, hasty meals, the abuse of alcohol, tobacco, 
tea. etc. 

b. Dhysica / causes , c.g., imperfect chewing, defective teeth, oral sepsis. o\ er-fat igue, 
deficient exercise, etc. 

Mental causes , c.g., over-work, a studious life, etc. 

I. motional causes, c.g., shock, worry, love-affairs, etc. 

Any of the above methods is useful, the essential point being that a classification of 
• •me sort should be adopted. Probably a combination of the first and third methods, 
which take into account both the particular disorder which is present and tin* cause which 
has brought it about, will lead to the best treatment. 

Mi:thods of Kxamimno tiim Stomach. 

I he following is a brief account of some special methods employed in examining the stomac h, 
which are capable of being carried out in ordinary practice : 

I. Determination of Size. This is done by light percussion, or by pereussion-auseultnt ion, 
with or without previous inflation. The position of the lesser and greater curvatures and of the 
fundus must he determined. Inflation is performed either : (a) Through a stomach tube connected 
with a Iligginson s syringe ; or (b) Hy making the patient swallow DO gr. of tartaric acid dissolved 
in three ounces of water, followed by 120 gr. of bicarbonate of soda. The only really adequate 
method of determining the size of the stomach, however, is by an X-rav examination after a 
bismuth or barium meal. 

2. Investigation of the Contents. A test meal, consisting of two slices of dry toast and two 
eups of tea with a little milk, is given in the morning, and the tube passed an hour later. The tube 
should have a solid end and one bevelled lateral eye close to it. The sample drawn off should be 
investigated as regards : 



INSOMNIA 


401 


a. Quanlih/. A very small result enntaininc little fluid indicates dimi nislied secretion 
(achylia ) or very rapid emptying (duodenal ulcer, h ypermol Hit v) ; an abundant and very liquid 
\ ield indicates di mmishe<l motility or pyloric stenosis. 

h. Kln/siiol (huructcrs. The presence of larce pieces of hut slightly altered food indicates 
defective secretion and digestion ; a la rye amount of liquid with a granular deposit shows hyper- 
seeretion. A verv sour odour reveals the presence of organic acids. Viscidity of the contents, 
so that the\ filter slowlv . is eharaet erisl ie of the presence of mucus in excess. 
c. Icif/ifi/. 

i. Trsf for Tree IK'I. ( onjm- red paper is turned hlue, methyl-orange paper red, if 
free Mil he present. The depth of colour indicates approximately the amount of free 
acid Proof of free IK I is civen hy ( Kin/.hii i test {Tin. :»IH). 

ii. Total [(iilitjf. Ten e.e. of the filtered contents are titrated with deeinormal caustic 
soda solution, t"o or three drops <d pheiiolpht lialein solution beinc used as an indicator. 
\ pink tinee appears as soon as the acidity lias heen neut rali/.ed. 'flic result is expressed 
in terms of t he amount of caustic soda solution required to neutralize 1 < M > e.e. of the 
cast rie contents: e.e.. if u e.e. neutralize 10 ee of the contents, then the acidity is (»(). 
'flic normal acidity is het ween fO ami 70. 

m. f)ri>unie .hills need olds he tested for if free IK I is absent . A sour odour of 
the contents indicates their presence : acetic acid and butyric acid can he recognized hy 
the odour of \ imyrar or ranciditv respect ively : lactic acid hy adding a few drops of the 
contents to some I ffehnann s reagent (e«jual parts of I “JO earholie and weak 1 i < j . lerri 
perelilor.) m a test tube : a bright yellow colour is produced if the acid is present. 

J. i'ennent s. lKiinin can he tested for h\ neu t ralixinj some ot the contents, and Irvine 
wlather the addition ot a few drops to a little milk remits in coagulation when kept warm lor 
t w cut \ minutes. 

There is no convenient test for pepsin, hut its ab>enec may usually he inferred if there is no 
reiinin piescnt. 

(. 4 / icrosiofiii ill ( liannleis. f ilms are made from some of t he deposit . and stained with dilute 
centum violet. (tppler-Koas bacilli, \ easts, and sareiiue (I’iU- -aS, p. dOJ) should he looked for. 
The lirsl occur specially m eases «t( ear 
emoina : the two last in benicn stenosis 
of the p v I* nils. 

The Krnetionnl Test-Men! is too 

1 1 inc-eoiisuimnc to he of use in onlinarv 
plait ice, iioi is the additional information 
which it supplies ot sullieient value t « » 
compensate |oi this disadvantage. Those 
who Wish to Use it should consult special 
t real iscs. 


I. Determination of Motilit*. bn- 

jtaired motihtv is shown hv the presence 
of food residue in anv (juantitv | sa\ about 
1 ounces) six and a half hours after an 
onlinarv dinner. In order to prove the 
presence of stagnation, a held meal, pre 
leruhlv containing some easilv reeoeni/.cd 
food (e.e.. currants), should tie eiven in 
the eveninc. and the stomach washed out 
next niormnc. It the currants or other 
similar food he found in the washings, 
stagnation exists. It there is no rccojj 
m/.ahle food from the prev ions dav . hut it 
several ounces of crcriiisli acid fluid are 
obtained, h v perseeret ion is present ; flakes 
of mucus may he found in the washings 
in cast rit is. Hohert Hutchison. 
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INEQUALITY OF THE PULSES. (S<<- l»n>is. I'vwa. i>. > 

INEQUALITY OF THE PUPILS. (See l*i AiiNoitMumr.s or tiik. j». (»7 1.) 

INFANTILISM. (See l)n aiu ism, p. : 

INGUINAL SWELLING. (See Su.:u..m;. Im.iinai.. p. Sdo.) 

INGUINO-SCROTAL SWELLING. (See Swi.I.UMi, I NCI INO-SC'HOTAl.. p. SdM.) 

INSOMNIA means inability to obtain the normal amount of sleep. It includes sleep- 
lessness and broken or restless sleep, and admits of no closer definition because the normal 
amount of sleep varies widely with ace. habit, and idiosyncrasy, dims, out ot the twenty- 
four hours, an infant at one month will sleep for twenty-one. at six months for eighteen. 
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at twelve months for fifteen hours. A child four years old needs Iwclve hours sleep. the 
sehoolho\ of twelve needs ten, the public-school man should have nine. The average hours 
of sleep in adult life are said to he eight for women, seven for men, hut idiosyncrasy may 
cut down the hours necessary in certain people to no more than three or lour, tor loin; 
periods and without any impairment of health or the power to work. Habit may train 
neglected children or overworked labourers and servants to net on with short hours ot 
rest and interrupted sleep that would speedily make an ordinary person ill. Insomnia 
is a symptom indicating that something is amiss, not a disease per sc. It occurs in a 
trreat many acute and chronic disorders, but in most eases it depends on functional distur- 
bances, faulty habits of hygiene, an ill-arranged regimen, and not upon organic disease. 
Most patients habitually underestimate the amount of sleep they get, without any inten- 
tion to deceive : and art' apt to complain that they have been awake all night when in 
point of fact they have had many hours of sleep. 

The chief causes of insomnia are tabulated below in three main groups, et iologieally : 

1. Insomnia due to Faulty Habits or Hygiene, such as 

Sonic sudden change in the routine of the day or evening 

Kxposure to undue excitement or had atmosphere before retiring 

The use of a noisv , airless, or overheated bedroom 

The use of too many bedclothes, or too feu 

(ioing to bed on too full or too empty a stomach 

Drinking strong tea or eolTee too late in the da\ 

The over-use of tobacco. 

2. Insomnia due to Acute Disorders, Mich as 

Pain due to anv cause, inllammat ion. injurs, neuritis, etc. 

'Fhe early stages of fevers 

Acute insanity, meningitis, delirium tremens, acute mania, etc. 

Acute nervous exhaustion. 

,‘J. Insomnia due to Chronic Disorders, such as 

(bistro-intestinal disorders, dyspepsia, constipation, etc. 

Chronic insanity of all sorts, neurasthenia 

Cerebral syphilis, intracranial tumour 

Disease of the heart, valvular or myocardial 

Disease of the lungs, emphysema, bronchitis, asthma, etc. 

Diseases of the liver or kidneys 

Arteriosclerosis and high blood-pressure, hv perpiesis 
Ana-mia. primary or secondary 
Ilvstcria and malingering. 

The closer investigation of the causes of insomnia may best be done by taking the 
of the patient into consideration. 

sleeplessness in an Infant is most often due to indigestion, hunger, or bodily discomfort : 
ir eases it is evidence of nervous instability or ear or brain disease. Inquiry into the 
(hods and hours of feeding the infant will often show where tin* fault lies : the food may 
he improper, the hours of feeding too frequent, the practice of giving the bottle or breast 
whenever the infant erics may have been followed, or the habit of allowing it a dummy teat 
to suck at all hours. The artificially fed infant is likely to suffer from indigestion and colic, 
with screaming, drawing up of the legs, and rigid abdomen : the breast -led infant will more* 
often fail to sleep because it is hungry. In many cases it fails to sleep because it is in 
discomfort from a wet napkin or bed. from having too many bedclothes and being over- 
heated. or from being cold : the bedroom may be too light or ton noisy. In not a few 
instances it fails to sleep well for want of proper training ; especially if it finds that it will 
be fed or rocked in the* arms or cradle as often and as long as it sees (it to cry. W hen the* 
infant is six months old or more, rickets anel the loe*aI irritation of teething are* common 
additional e*ause*s. In a minority of e*ase*s the* sleeplessness is elue* to the* onse t e »r presence 
e>f ae*utc e>r chremie disease, or te» the indeterminate cemdit ie»n eleseribeel as nervousness or 
nervous instability, e*r t< * definite mental deficiency ; careful examination e»f the infant anel 
its previous histeiry should suffice to clear up the diagnosis in these* eases. As the* treat- 
ment e>f sleeplessness in an infant hardly ever demanels the use* of' sedative* elrugs, but 
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consists nminly in rectifying errors of diet, hygiene*, or up-bringing, it is obvious that the 
medical man must he prepared to ge> deeply into these domestic rather than medical -• 
matters. 

Sleeplessness in Children is due largely to causes similar to those described above. 
In a gre*at many eases it is due to indigestion, with which may be associated flatulence, 
teething, and the presence of worms in the intestine : tea-drinking is a common cause of 
chronic dyspepsia, nervous irritability, and disturbed sleep, in children as well as in 
adults. Many children sleep ill because they are put to bed within an hour or so of a 
late tea or earlv supper of too solid a character : others, for want of fresh air in the 
bedroom, waking late on the following morning in a headachy and irritable 1 condition and 
with little appetite for breakfast. Not a few ill-fed or anamie* school-children sleep badly 
during term-time because they are overworked!, or worried! about the*ir lessons or their 
place* in class without beano aetually ove*rworkedl : in such cases the* distraction afforded 
bv game's is like-lv to be* more* sue*ee*ssful in effecting a cure* than treatment by re*st. It 
is only in the* minority of instances that the* insomnia is due* to dise-ase*. whether acute or 
e*hronie, such as ade*noids, enlarged tonsils, e»r organic elise*ase* e>f the* various viscera. A 
few special forms of insomnia se*e*n in childhood call for brief mention. In earl if hi/> disease 
slee*p mav be* disturbed by sudden starting pains ; the* child goe*s < >ff to sle*e*p, only te> be 
awakened almost at once h\ sudden shouting pains in the* affe*e*te*d leg or hip. Slee*p is 

broke n by fright in night-terrors (sea* Niciitm \ m:s, p. tUU), in whie*h the* child wake*s up 

sereamino and frightened, but <*e»nse*ious and able* to e xplain, see far as excitement permits, 
the- nature* of the* fright : indiscre tions in elie-t. e»r the* pre*se*nee e>f adenoids or worms, often 
e xplain the* e cenrrenec of such night -terrors. In the* rarer and more* seriems form e>f night- 
te rror. known as /miar n<>< tnrnns, 1 1 ie • e*hild awakes. screaming anel fright eneal , but not 
fully conscious, anel unable* t<» re*e*eigni/.e* those* arounel him. There- is no recollectiem < > f 
the* fright ne xt elay. and in all probability the- pavor is akin to epilepsy. excurring mainly 
in chilelrcn \\ it 1 1 a bad family history of nervous elisease*. It is plain from what has been 

said above* that the* eliagnosis e>l the* e*aiise- of slecple-ssne ss in a ehild elemanels scrutiny 

of the* daily routine*, die t, anel slee ping arrangements, as we ll as examination of* the* e*hilel 
itse lf. Sedative- eiriiL r s are* practically ne ver required for its treatment, except in the* ease 
of se vere* ae*ute* eir chronic elisease*. anel even then should be* driven l>ut rarely. 

Insomnia in Adults, in the majority of e*ase*s. is elm* to faults e >f habit or hffgiene similar 
to those* alreaelv mentioned in the e*ase* eif chilelrcn : but it is due* te> eirgnnic elise*ase* of one* 
sort or another in not a few instance's. elisenssed late r. 'The* sleepless adult shemld devote* 
thought to the* economy and arrangement e»f his bed and bedroom, and the* hours he* kee*ps. 
'The- bed should be* comfortable whether the* mattress be- harel e »r soft is a mat ter e>f taste ; 
many people* sleep better with a high pillow than with a low, anel if a high pillow is ne>t 
aL r ree*able, the same effect can often be* produced by putting ble>cks two or three* inches 
1 1 1 i .1 h beneath the* posts at the* head e>f the* be*el. 'Pile bedeledhes should be* light rather 
than heavy ; the-v should be* warm enough to prevent the* occurrence e>f colei feet, 
a very e*omrnoti cause* of sle*e*ple*ssiie*ss. 'Pile* l >e*< 1 shemlel not be* plaeeel se > that the* sleeper 
faces the* light. A supply e>f fresh air throughout the* night is essential, and is assured 
if the- mom is heated by an open lire* : stullincss anel everheating e»l‘ the* atnmsphere seem 
almost inseparable* from heating by ste>ve*s. gas -tires, Imt air. he»t water, or steam, and 
an* e*ommon e ause s of sle e ple ssne ss. The* hygie ne* of t lie* bedroom having be*e*n attended 
lo. the* habits e>| the* sleepless patient shemlel In* passed in review. Many \vell-te>-d<> pe*ople 
slee p ill I iccausc t hev go to he el te»e» se>e»n afte*r a heavy dinner : a lew because they go t o 
bed hungry. Ndt a few fine! that thev sleep badly if thev take* a cup of ce>ff<c after dinner, 
or e ven elrink tea in the* afternoem ; others sleep ill if they indulge* in brain-work at‘te*r 
elinner, e>r attenel exciting public 1 1 ie*e*t ini's, tlieatres. e*e>ne*e*rt s. anel se> forth. It is known 
th at bodily anel mental fatigue* premiote* slee p, anel some* patients with inse>mnia solicit sleep 
anel aggravate* their ennelition by pushing fatigue* to the* point e»f exhaustion, forgetting 
that e >v e r-fat igue* often produces sle*e*ple*ssne*ss. The eibse*rvane*e* e>f fairly regular hours fe)r 
work, fend, anel sleep is e»fte*n neglected by busy nidi, anel the* neglect 1 re*que*ntly re*sults 
in disturbance of tlu*ir sleep. Sudden changes in the* mode e>r routine of daily life, e>r 
alterations in the* altitude* e>r locality inhabited, may result in acute anel persistent insomnia. 
It is t e > the* investigation of t he*se* anel similar irregularities, trilling as many of them may 
appe ar, that emc must look in diagnosing the* cause of insemmia in healthy or fairly healthy 
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patients ; its treatment will naturally turn mainly on t heir correct ion. Healthier habits 
of lift* must be advised, and the list* of sedatives axoided il possible. 

In the ease of adults suffering from the most various unite disorders , slight or sex ere, 
the oeeurrenee of insomnia is a commoiiplmr. It passes off with the amelioration ot the 
disorder, and if the patient is aide to ijive an account of himself and of his symptoms, 
the diagnosis should not he dillicult. 

It is often otherwise* with adults suffering from insomnia due to chronic disease : the 
sleeplessness may he one of the earliest symptoms of illness, or the other symptoms that 
are present may have* escaped the* patient's notice. For example, persistent inability to 
sleep is often a prominent and early feature of nervous or mental disease melancholia, 
mania, general paralysis, hypochondriasis, neurasthenia, acute nervous exhaustion, paralysis 
a^itans, and chronic alcoholism may hen* he mentioned : in old aye, senile nocturnal mania 
may occur as a very troublesome form of insomnia. Inability to sleep may be marked 
in eases of cerebral tumour or cerebral syphilis. Want of sleep throws a ^rcat strain on 
the* nervous system generally, and so is a prominent factor in the production of insanity ; 
the one a<»«jravates the other, and a vicious circle is established. In heart disease . insomnia 
is frequently a distressing feature : the patient often has to sleep propped up in bed because 
of breathlessness whenever the recumbent position is adopted, and when lie does «ret off to 
sleep he is often awakened by cardiac palpitation or dyspmea. within a lew minutes. 
Restless nights art* passed even while cardiac eompeiisat ion is maintained ; when com- 
pensation fails the condition is much aii^ravatcd . Patients with aortic incompetence max 
be kept awake by the pulsating xh< ick and noise of t heir < iwn heart s. 1 >yspn< ea is a common 
cause of sleeplessness in many diseases of the loans. Patients with bronchitis, cmphw nia, 
spasmodic asthma, extensive pulmonary adhesions, or pulmonary tuberculosis, and other 
kindred diseases, often pass restless nights because they are awakened h\ pulmouarx 
dyspmea soon after jjettinj* off to sleep. NX it li these patients, as with those suffering from 
heart disease. tlie sitting or semi-recumbent position at ni^ht is often impend ix e. the reasons 
beintr that diaphragmatic breathing is easiest, and the amplitude of the d iaphrajjinat ie 
movements is greater when the patient sits than when he lies. Sleeplessness is frequent 
in cirrhosis of the liver , beini>‘ accompanied by nocturnal delirium in the severer eases : it 
may also occur in chronic renal tiiscosc. It is often a persistent and distressing feat me 
of arteriosclerosis and high blood-pressure . with hypertrophy of the heart. The mechanism 
whereby this sleeplessness is produced is obscure: but from tin* fact that an\ treatment 
that lowers the blood-pressure massage, hot baths, hi<di-frcqiicncx currents of electricity 
cures the insomnia, it may Ik* assumed that the h i«* li arterial pressure acts directly, 
jireventin^ the establishment of the decree of cerebral ana mia that is requisite for sleep. 
Hut it must be noted that if insomnia results from the supply of too much blood to the 
brain, it also results from the supply of too little : hence sleeplessness occurs in grave 
amentia, whether primary or secondary . 

In <*< inclusion, it may be noted that in hifstena, professions of obstinate insomnia <_m> 
\ oml tlie obserxed facts: and that the malingerer, claiming not to have slept at 
lor da\s or weeks, may ur«xe the sound slumber he enjoys in hospital as an argument 
t the prolongation of his stay. /; Fan/uhur lluzzard. 

INTERSCAPULAR PAIN. (See Pain. Intkksc vim i.\u, p. 

INTESTINAL OBSTRUCTION. (See ( ossi ii'ation. p. l f»H ; Yo.xiitinu, p. !CJ7 : 

a bo Index.) 

INTESTINAL PARASITES. (See Pxitxsmis, Imt.shxai.. p. 

INTESTINAL SAND.- (See Sand. Ivm.minxi., p. 7 M.) 

IRIDOPLEGIA. (See Pitii.. Ahnokmautiin oi tin:, p. (>?l.) 

IRITIS. (See Kyi:, A( i ti: Ini j.awma i ion or , p. S ."i . ) 

IRRITABILITY. It is not very often that irritability can be regarded as a symptom 
of diagnostic importance. It is a relative* condition, varying in its significance with the 
individual, and more especially with his a^e. Children, for instance, display irritability 
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inoir lr.ulilv, than adults 1 1 1 1 < 1 < * t* similar iniluenees owiii|^ to incomplete education of 
their powers ol control, and a like distinction may 1 >e drawn between different persons of 
adult ajje. \ aryint* decrees ol irritability may be recognized under any condition of ill- 
health, and as a solitary symptom it can hardly be regarded as one of much import. An 
exception may perhaps be made in favour of the steadily increasing irritability which is 
sometimes observed as a prodrome of meningitis, and which may lx* sufficiently remarkable 
to instigate a careful look-out Ibr other early si^ns of that disease, such as vomiting, 
headache, strabismus, and head-retraction. 

In adults, the personal disposition is longer established and better recognized, so that 
definite alt era t ions in temperament . independent of obvious cause, and clearly not of fleeting 
character, must always receive attention from the medical man to whose notice they are 
brought. Many chronic ailments, especially those which entail mental or physical suffering, 
max he associated with increased irritability without exciting special remark. On tin* 
other hand there are some constitutional or metabolic disturbances which arc noted for the 
irritability to which they may ^ive- rise. Diabetes tncllitus and chronic nephritis are common 
examples of this kind, and the examination of the urine of patients in whom friends have 
observed, or who may even themselves complain of, irritability , should never be neglected. 
In such conditions as jamnliet , duties' disease, and acrtnneilahf . other symptoms and si<;ns 
are more obvious and more conclusive. 

Irritability often forms part of a nettrasthen i< stpnirotnc. but it is well to remember that 
the same symptom max be present in the early stages of nenera I parahjsis of the insane. 
A careful investigation of other mental changes, of the condition of the reflexes and pupils, 
and. if suspicion is aroused, a Wassermann test, should be carried out before comine to a 
definite diagnosis. In lethargic encephalitis a phase of irritability not infrequently 
precedes tin- drowsy state s< i characteristic of that disease, and may form part of the 
mental disturbances persistin': after the more acute symptoms of illness have passed off. 
It is hardly necessary to add that irritability may be associated with other depressed 
mental states, such as mclan< India and epileptic ttnnentia. Finally, chronic intoxications, 
and especially chronic alcoholism and phttnhistn , may be responsible for irreat irritability, 
especially in the earlier hours of the day. K. Fartpthar liuzznrd. 

IRRITABILITY OF THE BLADDER. See Mien lu riox. Anxonw vi,n n s or. 

p. lim.) 

ITCHING, i See Pm unis. p. n.vs.) 

JAUNDICE is the term used to indicate the yellow or greenish-yellow coloration of 
the skin, conjunctiva, mucous membranes, and other tissues and fluids of tin* body, by 
bile pigment. The following are its chief si<rns : 

The Skin. The colour varies from a li^dit sulphur yellow to a deep orange, greenish, 
and . in some eases, dark olive tint. The jjfre-e-nish or dark ol iv e shade is only found in severe 
eases of loiij^ standing. Intense itehinx is often produced, especially if the jaundice is the 
result of obstruction of the hilt -duets : and this sometimes leads to vigorous scratching and 
the production of scratch-marks, blood-crust s. and sore- places. 

In ce rtain eases, after some time, ye llowish-white- eir liirht ye llow ish-salmon-coloure-d 
patches of soft smooth tissue- slightly raised above- the- surface- of the- surrounding skin 
may appear on the- upper eve lids near the- inne-r eanthi - . ranthclasma jnilpcbrt/rum l Fill, it lh). 
These patches may spre-ael until the eye is surmundcel entirely by this altered skin. A 
similar condition may also occur on the- palmar surface- of the* hands and lingers, or firm 
rounded nodules varvine in size- from .[ in. tie in. in diamete-r. more- or le-ss raised above- 
tin- le v e-1 of the- siirrouneiin^ skin, may de-ve-lop over the e lbows, knee-s, or in other 
places j anthehtsma plan am and . canthchisma tuberosum. 

The Eyes. 'The- e-onjunct iva- are ye llow, ( are- must be- take n to distinguish deposits 
of subeon junet ival fat from actual e-oloration. ( >e*e-asionally , it is said, patients suflcr from 
yellow vision (xanthopsia), but this is re-ally a me>st uneomnmn symptom e-ve-n in the- most 
jaundiced case-s. 

The Urine may pre se nt almost any shade- e>f coloration by bile-pigments, from a li^ht 
saffron-yellow to v e lleivvish-brown, me-elium brown, elark mahogany brown, ^re-enish-bmw'n, 
or e ven almost black. On looking across the- upper portion of the urine in a specimen 

i > ' 2 (\ v 
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glass a distinct greenish tinge may he detected, and the froth winch forms at the top on 
shaking possesses a distinct yellowish or greenish shade. It stains white blotting-paper 
and linen a bright yellow. 

As a general rule, when jaundice is developing, bile pigment can be detected m the urine 
before the conjunctiva* become yellow, and tin* conjunctiva* become jaundiced before the 



7 7,/. a 1H. \ :itil lii , ld' : U):i |>.i!j'fbr:inntt. 

skin. On the other hand, when jaundice is leaving a patient, tin* bile pigment disappears 
first from the urine, the skin remaining coloured ldr some time afterwards. There un- 
certain special cases in which the skin and conjunctiva- exhibit obvious jaundice, yet 
there is no bile pigment in the urine, a state of affairs that is termed acholuric jaundice 
(pp. 414, 14 5). 

Other Secretions.- The sweat, and the milk of women who are nursing, may Ik- tinged 
yellow. Pleuritic, pericardial, or peritoneal effusions may be similarly coloured. The 
tears, saliva, and gastro-intestinal secretions art- not affected in thiN manner, nor art- the 
meninges, brain, spinal cord, or cerebrospinal lluid. 

The Faeces. In eases of jaundice due to obstruction of the larger duets the fa-et-s 
become greyish-white or clay-coloured from lack of stereohilin, and they may contain an 



excess of fat which by decomposition is likely to give the stools a very offensive smell. The 
bowels are usually constipated. 

The Pulse. — It is frequently stated that the pulse is apt to become much slower than 
normal as the result of jaundice. It is, however, very rare to find these slow-pulse eases 
clinically ; more often, although physiological experiments show that the bile salts tend 
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1(1 s || ,w the li<*urt remarkably, the* pulse-rate in jaundiced patients is either normal, or 
1( . ( ( Irrateil, especially m pyre-xml ruses. 

Bruising. Then- is a marked tendency to capillary oozing nnrl haemorrhage in certain 
r . |s( . N ; this is important , not onl\ from the point of view of operations and the liability 
t, ( hlood-oo/.mg after them, but also b<*eaus< of the ready bruising of the skin which might 
| • mistaken for evidence of Violence. 

(holaunia. In eases of severe *>r long-eont intied jaundice, ehohemic symptoms may 
supervene, uumcls , stupor, delirium, convulsions, coma, and death. 

lble pigment m the urine is generally tested lor by (imelin s test or the iodine test 

( /-', 0 s. \V1\ , and p. 

Jaundice* must not t »« * mistaken for other conditions which cause yellowness of the skin. 
Slight jaundice and pernicious ananuu are perhaps the two conditions that may most 
readih be mistaken tor each other ; in the latter, however, the conjunctiva* are generally 
of a pearly whiteness, however yellow the skin may be; and if the urine should be 
suspiciously dark, its colour will be found to be due to urobilin, detected by its spectroscopic 
band between the K and V lines (Fin. p. l’l), whilst te-sts for bile pigments would be 

negative. If there is doubt as to the presence of urobilin on direct spectroscopic 
examination, or if no spectroscope is available, the following test may be employed: A 
(piantitv of the urine, say an ounce, is poured into a suitable glass cylinder and acidulated 
with a few drops of acetic acid ; about half an ounce of amyl alcohol is then added, and 
the mixture shaken slmvlv to and fro in the cylinder several times, after which it is allowed 
to stand for some minutes whilst tin amyl alcohol separates to the top : the urobilin is now’ 
m solution in the amyl alcohol, which may be poured off into a test-tube : on adding a 
few drops of a saturated solution of /me acetate in ethyl alcohol to it. a beautiful red- 
green - \ ellow tluoreseenee results if urobilin is present, the appearance being similar to 
that of a weak solution of eosin (Fin. ♦!--) : and the absorption band of urobilin can be 
seen readily through it with the spectroscope. 

In \ ci‘v occasional eases of pernicious muemia there may be real jaundice in addition 
to urobilinuria ; but although the blood serum in pernicious aniemia generally exhibits 
a veil* i w tint from excess of bile pigments, it is rare to find true jaundice in this disease. 

Acholuric jaundice eases are probably the most diflicult to be sure of, for in these, 
though the conjunctiva may be definitely yellow, the urine shows no obvious bile-pigment 
coloration. 

Having concluded that a patient has jaundice', the ne xt step is to decide between the 
cause s of the- svinptotn. The following are* the* chief e>f them : - 


CAUSES OF JAUNDICE. 

I. Jaundice due to Obstruction of the larger Bile-ducts, especially of the 
Common Bile-duct: 


.1. Causes within the Duel : 

( .all st « »ne*s 

Inspissated bile 

It. Causes affecting the Wall of the Duet : 

( atarrii of the mucous membrane of 
t he duet 

Catarrh of the mucous membrane of 
the duodenum involving and ob- 
structing the ampulla of \ ater 


Parasite's 


I listornata 
Asearides. 


(atarrh of the pancreas spreading to 
and involving the* ampulla of Yater 
(Chronic panereat it is) 

Carcinoma of the duet 

Cicat ri/.at ion follow ing ulceration of the duet 
( onge nital obliteration of tlu* duet. 


C. Causes Cntn pressi an the Duet or Invading it front the Outside : 


Peritoneal adhesions 
Knlurged portal lymphatic glands : 
a Secondary malignant 

h 1 Amphadenomat oils 
c Tuberculous 
d I.cukamie 
r Secondary syphilitic 
'rumours of the liver 

,, ,, pancreas 

,, duodenum 


'rumours of the* stomach 
., colon 

,, ,, right kidney 

,, .. right suprarenal capsule 

,, ovaries 

,. uterus 

omentum 

Aneurvsm of the* hepatic artery 
Hyelatid cyst 
Hetroperitemeal cyst. 
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II. Jaundice without Obstruction of the larger Bile-ducts 


('auses associated with Disease of the Liver : 

Carcinoma I Acute yellow atrophy 

Cirrhosis Passive congestion from ehronie heart failure 


Single 

Multiple or pyiemie 


Syphilis 

Active congestion (Tropical lu'patitis). 


11. Jaundice in Acute Fevers and Infections , such as : 
Malaria Influenza of sept ic type 

Typhus fever Pneumonia 

Typhoid fever Weil’s disease (Spiroch.-etosis 

Pvantia ieteroharnorrhagica ) 


C. Jaundice due to Poisons : — 

Phosphorus Seleniuret ted hydrogen 

Phosphoret ted hydro- Malt* fern 

gen Toluvlencdiamim 


Phosphorus 

Phosphoret ted hydro- 
gen 

Arseniurett t*d hydro- 
gen 

Antimoniuret ted hy- 
drogen 


Trinitrotoluol 

'i'rinit rophenol (picric acid) 

1 >i n i t rophenol 

Tet raehlorethane (* aeroplane 
dope ’ ) 


Kpidemie catarrhal jaundice 
Yellow fever 
Kclapsing fever 
Some other tropical fc\ rrs. 


Dinit rohenzenc 
( ‘hloridc of sulphur 
( hloroform 
Mushroom poisoning 
Snake poison 
A rsenol icn/.ol compounds 


I). Jaundice due to Xervous ('auses : — 

Mental emotion j Concussion. 

K. Jaundice due to Fnelassijied ('auses : 

Icterus neonatorum Familial jaundice 

Icterus gravis of in- Pernicious anaania 

fants Splenic ameinia 

Acholuric jaundice 

THK DIAGNOSIS. 


1 aukainia 

1 .ymphndenoma 

Pan i\v 'smal hirmoglnl nnuria. 


When diagnosing the cause of jaundice in any given case it is important to consider, 
not only the degree of jaundice, hut also the age of the patient, the history, and the signifi- 
cance of any other symptoms which may he present. 

Very intense jaundice and clay-coloured motions indicate some obstruction to the 
common bile-duct, the commonest cause being catarrh, gall-stones, chronic pancreatitis, 
or carcinoma. 

Jaundice with rigors suggests : ( 1 ) Infective or suppurative cholangitis, with or without 
suppurating gall-bladder from gall-stones or from carcinoma : (1 i) Infective or suppurative 
pylephlebitis, especially after appendicitis; (J) Hepatic abscess (single or pyiemie). 

Almost all the different causes of jaundice 
v y f may also cause pyrexia, so that without 

t ....... . rigors the existence of pyrexia does not 

. , . * ; d *j\‘ | / /!» f\ ' * assist greatly in the differential diagnosis. 

* • * • "j ■ j h t ■ v nj j y \; f j | / • * 1 That cirrhosis of the liver ami carcinoma 

— * • ' * ' * i * \j yj of the liver are both very apt to cause 

' .. ... t . evening rises of temperature, to as much 

as KM) I’.. 101 F., or more, is a fact that 

/ "/. .Vj:. . T*-mp. r it ir.- < l ,;irf fri.n, :J f .f it j s sometimes overlooked ( Fii*. (Mi, p. 17, 

nun f»[ tin Jr, (■!'. 1 1 

and F/g. 

r Fhe absence of pyrexia in a jaundice case will serve to exclude such conditions as 


.abscess, pylephlebitis, cholangitis, acute specific fevers such as typhoid or Weil s disease, 
and epidemic infective jaundice. 

Jaundice with enlargement of the liver may occur in any condition of obstruct ion to 
the common bile-duct, and in congestion of the liver, cirrhosis, carcinoma, syphilis, abscess, 
phosphorus poisoning. 

Jaundice with a very greatly enlarged gall-bladder, (specially persistent jaundice 
in a middle-aged person, suggests infective cholecystitis, empyema of tin* gall-bladder, 
chronic pancreatitis, or carcinoma of the head of the pancreas. (Jail-stones seldom cause 
both jaundice and a large gall-bladder at the same time, perhaps because the infective 
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process (hat produces 1 tic* “all-stones also causes peritoneal adhesions about the “all-bladder 
which tie it down and prevent it 
from expanding. 

dhe diagnosis is very often 
almost obvious. for instance, 
jaundice appearing in an infant 
two or three days alter birth, 
and rapidly disappearing a“ain, 
is almost physiological (icterus 
neonatorum). Transient jaundice 
in an otherwise healthy hoy or 
“ill will almost eertainlv he catar- 
rhal. Jaundice following an acute 
attack of colic at once siinucsls a 
“all-stone. Recurrent attacks, ex- 
tending over years, are not likely 
to he due to malignant disease, 
whereas persistent and deepening 
jaundice without intense pain in 
a person over Ml \ ears of aye. who 
has been wastin': and ha** onlv 
been ill a month or two. sii““ests 
malignant disease. It often hap- 
pens that the primarv “rowth in 
eases of secondary malignant jaun- 
dice is n< »t at ( nice < »h v i< ms. and 
it is important not to omit a rectal 
examination, lest there be a rectal 
carcinoma that is itself causing n<> 

sv mptonis. 



1. 1 ! k.ii. in. ii. i /.„ /-• . 


Ihe main causes of jaundice may he discussed in a little more detail as follows : 


I. OBSTRUCTION OF THE COMMON BILE-DUCT. 



/ il. ski.u/r mi of lmII -Ioiii^ in l In- e ill r ; mk ilriimti- Mini kin.'f'li 

st o i it ■- '.in In- --.1*111, jii'lii*. iifil l>\ :irro\\>. (Hu In. )l . //. ('nhlit i i 


A. Within the Duct. 

(inti-stones may “ivc rise to 
no svmptoms so lone as they 
remain in the “all - bladder. 
They vary in size from a “ram 
of sand to a hen's e““. and in a 
few eases they may be detected 
bv the X rays (Figs. TJt. .T2.*>). 
If impacted in the cystic duet, 
distention of the “all-bladder 
may follow, but there is no 
jaundice. When impacted in 
the common duet, intense jaun- 
dice is produced, and some 
enlargement of the liver, but 
in the majority of eases no 
distention of the “all-bladder. 
Impaction of the calculus in 
the neck of the “all-bladder, or 
in any of the duets, or its 
forcible propulsion alone cither 
cystic or common bile-duct. 


410 


J AlWPICK 


tends to cause intense, agonizing. colicky pain (‘biliary colic') which is first felt in the 
epigastrium and right hypochondrium, extending tlience t < > the back of the lower part of 
the right chest, to the back of the right shoulder, and over a variable extent of the 
upper half of the abdomen, or even all over the latter; it may be so severe that the 
patient becomes collapsed. Vomiting, pyrexia, and rigors are frequently associated with 
these attacks of pain. The latter lasts a varying time according to what happens to the 
calculus. It may remain impacted, with repeated recurrence of colic ; it may fall back 
into the gall-bladder so that all symptoms disappear for the time being : or it may pass 
oil into the duodenum, when the severe pain ceases almost suddenly, and the gall-stone 
may be found in the faeces ; if it is faceted other gall-stones art' present, and further 
attacks of colic and jaundice are probable. Sometimes, instead of amounting to colic, 
the pains caused by gall-stones are more like those of recurrent indigestion, or of gastric 
or duodenal ulcer — ‘gall-stone dyspepsia'; and in such cases a duodenal ulcer may be 
simulated even as regards ‘hunger pain*. 

Jaundice dependent on the passage of gall-stones usually comes on about twelve hours 
after the commencement of the attack of colic, and persists for a varying period according 
to the length of time the calculus remains in the common duet. Occasionally jaundice 
occurs without any previous colic. Recurring attacks of jaundice in a middle-aged woman, 
with or without attacks of colic, are almost pathognomonic of gall-stones ; only one other 
disease produces precisely similar symptoms, namely, chronic pancreatitis. In the latter, 
however, tire jaundice is apt to persist longer, and it may never go completely awu\ , 
lessening between the attacks, to deepen again with each recurrence of the acute pancreatic 
pain. It is often very difficult without laparotomy to distinguish gall-stones from chrome 
pancreatitis. 

There are, however, several methods of detecting pancreatic disease, most of which 
depend upon the non-entry of the pancreatic juice into the intestine. The percentage ol 
fat in the stools when ordinary quantities are given by the mouth is very much greater 
when the pancreatic juice fails than when the bile alone fails, so that extremely fatty 
iridescent stools favour a diagnosis of pancreatitis or pancreatic neoplasm. The same 
indication is afforded when tin* ficces contain a large number of undigested muscle libres ; 
also when keratin-coated capsules are passed undigested, or when such capsules containing 
methvlenc blue are given without the urine subsequently turning blue. Other tests concern 
the tryptic activity of the motions, and so forth, and their value is still suh judiee. The 
subject is discussed under C'a.mmiduk's Panchkatic Ki ai tion, p. 1 gs. 

If a stone remains impacted in the common duet, the jaundice is intense ; but if it soon 
passes into the duodenum, the jaundice is slighter and transient. 

Inspissated Bile is always mentioned as a cause of jaundice, but there are no 
distinguishing signs of this condition, and it would require considerable boldness on the 
part of the physician to make this the sole diagnosis. Thickening of the bile may occur 
in acute fevers, poisonings, and so forth, and this is possibly tlx* cause of the jaundice in 
many of the eases where there is no obstruction to the large bile-duets ; but a diagnosis 
< -oib'd bile' by itself would clearly be incomplete and inadequate. 

I# s. A hydatid cyst of the liver may happen to be in such a position as to stenose 
moil bile-duct, or it might open into the gall-bladder, cystic, hepatic, or common 
jets. It is, however, an exceptionally rare cause of jaundice, and it could seldom 
diagnosed without resorting to laparotomy. 

Distnrna hejadicum . The normal habitation of this parasite is the bile-ducts of the 
sheep ; it is sometimes found occupying a similar position in man, though in Kngland this 
is of extreme rarity. The chief symptoms are jaundice, ascites, enlargement of the liver, 
vomiting, pyrexia, diarrhoea. and pain in the* right hypochondrium. If circumstances 
should suggest this infection, the vomit and the stools should be examined for (hikes, and 
the stools for ova, which are large, brown, and operculated, measuring 0 1,*{ by 0 OH mm. 

Asearis lumhricoidcs (round worm). This parasite inhabits the upper part of the 
small intestine and measures from 15 to 45 cm. in length. It seems to have a special 
tendency to force itself into small orifices, and it has been recorded as liecoming impacted 
in the common bile-duct, with jaundice as the result. The worms themselves seldom 
produce symptoms, and unless they are actually found in the duct they could never be 
diagnosed with certainty as the cause of jaundice. Kvcn if the worms or their ova were 
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found in Hit* patient's fa-ccs, it would he a hold tiling to diagnose that an ascaris impacted 
in the bile-duct was t lit* cause of the jaundice. 

1i. Causes affecting the Wall of the Duct. 

Catarrh of the Mucous Membrane of the liile-duct (catarrhal jaundice). — This is a common 
cause of jaundice in young people the most common of all. It is supposed to he due 
to the obstruction caused by the swelling of the mucous membrane, and it is almost 
impossible to distinguish clinically between cases in which the catarrh is confined to the 
bile-ducts and those* in which it began in the duodenum and thence extended to the 
biliary papilla. It is usually preceded by gastro-intcstinal disturbances, especially 
epigastric discomfort and dyspepsia. The jaundice* develops almost suddenly in many 
eases, and it may become intense, the stools being clay-coloured and the urine dark with 
bile pigment. There may be a slight rise of temperature at first, the pulse may be less 
accelerated than would be proport innate to the temperature, and in quite rare cases it 
is absolutely slowed down to -Ml, or even .‘10 : the liver and spleen may be enlarged slightly, 
the tongue furred, and the breath foul ; loss of appetite, nausea, constipation, a feeling 
of weight and discomfort in the right hypochondriac region may also be prominent 
symptoms. In mild cases the jaundice is slight and disappears at the end of one, two. 
or three weeks ; sometimes it lasts as long as eight weeks, or even more. In considering 
the diagnosis, it should be remembered that jaundice in a child or a young adult is most 
likely to be due to catarrh. The slightness of the pain helps to exclude gall-stones and 
chronic pancreatitis, and malignant disease is rendered improbable should the jaundice 
presently clear up, and if the patient does not emaciate. There is a growing belief that 
so-called catarrhal jaundice is really a specific infectious fever allied to the exanthemata, 
and manv instances of its affecting several members of a family or school or village within 
a short period of one another are on record. It is, moreover, quite uncommon for a patient 
to ha\e a second attack later on in life. 

Catarrh of the Cancreatic Ducts . extending to the ampulla of Vater and so to the bile- 
dints, has already been discussed under chronic jmnereat itis above. It differs from catarrh 
starting in the duodenum or in the bile-duet by being associated with periodic* attacks of 
coliekv epigastric pain resembling gall-stone colic. 

< icatrization following l Iteration of the Duct. Simple fibrous stricture of the bile-ducts 
is a possible but ran* result of ulceration due to gall-stones. If the cystic duct is thus 
stenosed, distention of the gall-bladder without jaundice follows: if the hepatic duct, 
jaundice* and enlargement of the live r without distention of the gall-bladder ; and if the 
common duet, intense jaundice, enlargement of the liver, and possibly, but not necessarily, 
distention of the gall-bladder. It is practically impossible* to diagnose between this 
condition and impacted gall-stones during life, except by laparotomy. 

Congenital Obliteration of the liile-iiucts. Jaundice in infants is almost always transient, 
it terns n* onatorum developing about the third day and passing off in a week or less. If 
an infant should remain persistently jaundiced, a grave* condition is almost certainly 
present, though onlv laparotomy or a post-mortem examination, as a rule, can decide 
whether it is due to congenital svphilis with or without cirrhosis and pervious ducts, to 
congenital obliteration of the bile-duets, or to 'icterus gravis' the last term being used 
when the child dies and no obvious cause for the jaundice can be found post mortem. 
Vs regards congenital obliteration of the bile-duets, boys are affected more frequently than 
girls. Jaundice may be present at birth or appear on tin* second day, or even as late as 
the fourteenth da v . At first it is slight, but soon becomes intense. Constipation, pale 
motions, bile in the urine, and spontaneous ha'inorrhagcs especially from the umbilicus 
are the most prominent symptoms. 1 >eat.h may take place in two or three w'eeks 
when ha-morrhage occurs, but if there is no bleeding life may be prolonged for six or 
seven months. Increasing jaundice, colourless motions, bile-stained urine, and spontaneous 
ha’inorrhagcs would point to some condition more serious than icterus neonatorum. 

<\ Causes Compressing the Duct from Outside or Invading it from Outside. 

When compression of the common bile-duct is spoken of. the term invasion of it would 
often be more correct, especially when the so-called compression is due to secondary 
deposits of malignant disease in the lymphatic glands in the portal fissure. In almost all 
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cast's of the kind jaundice is persistent, and it is often progressive, although there may he 
slight variations in its depth. 

Scconrinrif Mai iunant (Hands. -The lymphatic glands in the portal fissure are very 
liable to become enlarged from deposits of secondary growth in cases of abdominal malignant 
disease. .laundiee with or without ascites is a prominent indication of such a condition, 
and when both jaundice and ascites are present in a case of malignant disease of the stomach 
or intestine, whether the liver is enlarged or not. it is probable that there arc enlarged 
malignant glands in the portal iissure. The dilliculty of diagnosis arises in cases in which 
no primary growth can lx* found. In a fair number of these it is in the rectum, colon, 
ovary, or pancreas. 

Lifinjihndcnomaions (Hands. —The portal glands occasionally become enlarged in 
cases of lymphadenoma (Hodgkins disease), or lymphosarcoma, with a similar result. 
The presence of enlarged superficial lymph glands and enlargement of the spleen and 
liver, together with a simple aniemia without leueoeytosis, would suggest this diagnosis. 
In most cases of lymphadenoma in which jaundice occurs it is a late symptom, arising 
long after the correct diagnosis has already been made. 

Tuberculous (Hands. ---Although the glands in the portal fissure frequently become 
caseous in cases of tuberculous peritonitis, they rarely compress the bile-duct and cause 
jaundice. 

Li/mphatic Leukirmic (Hands. The visceral glands may become enormously enlarged 
in some eases of lymphatic leuka'inia. and in rare instances those in the portal Iissure have 
led to jaundice. The diagnosis is easy, even if the spleen and superficial lymphatic glands 
are not enlarged, for a blood-count would show that the total number of leucocytes per 
e.mm. of blood was raised to anything between 50,000 and 1.000,000, whilst the differential 
leucocyte count would show a great preponderance of lymphocytes. 

Tumours of the Liver. Any disease which causes a local enlargement of the liver, c.g., 
carcinoma, sarcoma, abscess, gumma, actinomycosis, or hydatid, in the immediate neigh- 
bourhood of the portal fissure, may compress the common bile-duct and lead to jaundice, 
and if the portal vein is compressed at the same time, as it is apt to be, there will be ascites 
too. In many such cases, however, the jaundice is really due to deposits in the portal 
lymphatic glands rather than to the lumps in the liver itself, for if the glands escape there 
may be numbers of malignant deposits in the liver without any jaundice at all. 

Tumours of the Potmens. A tumour of the head of the pancreas generally causes jaun- 
dice by invading the orifice of the common bile-duct. In some cases, situated far back 
in the abdomen, a mass can be felt which on account of its close proximity to the aorta, may 
present distinct transmitted pulsation. It may prove difficult, without artificially inflating 
the stomach, to distinguish it from a tumour of the latter or of the liver. A pancreatic 
tumour is situated behind the stomach, and does not, as a rule, move on respiration, though 
if attached to the portal fissure it moves with the liver, (dyeosuria and fatty stools would 
be evidence in favour of a pancreatic tumour, even if no tumour were palpable. The tests 
! on pp. 1 HO could be employed here too. The gall-bladder is apt to become 
iist< uded ; indeed, persistent and increasing jaundice and decided enlargement of 
I bladder in a person of the cancer age are probably t he most eharaet crist ic symptoms 

iicinorna of the head of the pancreas. 

'I'amours of the Duodenum . Primary carcinoma of the duodenum is very rare, but 
when it does occur it usually arises in the immediate neighbourhood of the biliary papilla, 
and by obstructing the common bile-duct causes persistent jaundice, with progressive 
Miiaeiation. Duodenal ulcer with periduodenal adhesions may form a mass simulating 
cancer, and jaundice may be present at the same time if the bile-duet is involved: 
simple ulceration of the duodenum, however, is much commoner in the first part of the 
duodenum than it is as far along as the opening of the bile-duct. 

Tumours of the Stomach. A carcinomatous tumour of the pyloric end of the stomach 
may become adherent to the portal fissure and cause jaundice by compressing the common 
bile-duct. If, however, the existence of a gastric carcinoma were known in a patient who 
developed jaundice, the chances would be strongly in favour of the latter being due to 
obstruction, not by the primary growth, but by secondary deposits in the portal lymph- 
glands. It should also be borne in mind, however, that even when carcinoma exists, a 
microbial catarrh of the duodenum may cause transient non-malignant jaundice. 
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Tumours of the Colon. Carcinoma of the hepatic flexure or transverse colon may 
become adherent to tin* liver and cause jaundice by compressing the common bile-duct. 
It may be difficult to distinguish such a tumour from a local enlargement of the liver ; but 
constipation, vomiting, tympanitic distention of the intestine, and the passage* of blood 
per rectum would point to a growth in the colon. In most of such eases, however, the 
obstruction t < » the bile-duets is not by the* primary growth, but by secondary deposits in 
the portal glands. The importance of rectal examination has already been insisted on. 
whilst much help in diagnosis may also be* afforded by serial X-ray examination e>f the* 
alimentary e-anal after a bismuth or barium meal. 

'Tumours of the Ili^ht Kidney. Large* tumours of the* right kidney, especially malignant 
growths, may compress the- bile-duct and cause- jaunrlice. If the- tumour becomes adherent 
to the- live r it is diltieult to distinguish it freun an enlargement of that organ, as the- live r and 
the enlarged kidney would move togethe r during respiration. If the abdomen is palpated 
bimanuallv , however, the- loin may be- felt to be tilled out behind : and. in front, the- edge 
of the- liver may be- elist inguished lying over the- front of the- tumour, anel it may be- pos'd Me 
to dete-et a vertical band of colonic resonance over the- otherwise dull mass. I I.emat uria. 
albuminuria, or pyuria would be aelelit ional evidence of re-nal disease. 

Transitory attacks of slight jaundice are- i m » t imcommon in association with movable* 
kidne y. This is possibly elue* to compression c > f the- cninnioii bile-duct by the* kidney, but 
it may alse» re-sult freun the associated enteropte isis causing a el rag eui t lie* duodenum. and 
a kinking e*f the- common bile*-eliie*t . The eliagnosis e>f movable- kielne-v is n < >t diltieult. the 
position anel the- mobility of the* tumour, and the- curious sickening sensation e-xperie-nee-et 
bv the- patient when it is compressed, being suflicicntly e*haracte*rist ie. 

'Tumours of the Hiyht Suprarenal Capsule. Malignant growth e*f the- right suprarenal 
capsule is ve-rv rare-, but it may give* rise- to an enormous tumour elillieult to elist inguish 
from a renal, or even in seune- erases a hepatic, enlargement. .Malignant elisease e>f one 
e*apsul«- causes net symptoms e*f Addison's elisease- if the other remains healthy. In 
children. hypernephroma may be- suggesteel bv the premature development of pubic hair 
( se -e- p . .".OS ). 

Ovarian 'Tumours. A large- ovarian e*v st may e xte nd upwards to the- portal fissure-, 
e-e impre ss the common bile-duct , and e-ause juuneiice. but sueli a e-omplie-at ion is rare ; indecet. 
when jaundice is associated with etvurinn tumour the* suspie-ion will naturally be* that tin- 
latter is malignant anel that the re- are- secondary ele*pe»sits in the* glands in the* portal tissure 
obstrue-ting the* large* bile-ducts. Ascites is ve ry apt to be- pre*sent at the- same* time. se> that 
unless the- e xiste nce- of an ovarian tumenir is already kneiwn, e »r unless its e*xistene*e* can be* 
elctcrmincd by abdeuninal. vaginal, e»r rectal examination. the*re- may be* much elilheulty 
m elet crmimng the- pree-ise cause* of the- jaundice*, though if e-irrlmsis e>f the- liver can be- 
e-xe lm le-d , some- form of malignant elise ase will preibably be* suspected. 

'Tumours of the ( terns. A large* tumenir of the* ute rus may cause* jaundice in a similar 
manne r te» an ovarian tumour, but even more* rarely. 

'Tutnours of the Omentum . A large* eune-ntal tumour may e*e impress the* bile-duct and 
thus cause jaunehe-e*. but it is an e*x<*e*e*e I inglx rare* re*su!t e*f sue*h a coneiition. Whether 
malignant eu* tuberculous, it usually lie s aereiss the* upper part e»f the abdomen, is superficial, 
anel moves slightly with respiration. If it has become adherent to the* liver it may be* 
difficult to elist inguish it freun a local e nlargement e»f the latte*r. In any ease* the* jaundice 
will probably be- diagnosed as elue- te» deposits tuberculous e>r malignant in the* portal 
glands, rathe r than te» the* omental mass itse lf. 

Aneurysm of the Hepatie .Artery. Co line A.ris . or Abdominal Aorta. An aneurysm 
of the* hepatic artery is decidedly rare, but it is not unheard of in case*s e>f fungating 
eneloearelit is with embolism, daundiee* is intense, on account of the* close* proximity e>f 
the* hepatie* artery tei the* common bile-duet. A ceuTect diagnosis would be* almost impos- 
sible* eluring life, especially in view of the* fact that jaundice* may eiccur in fungating 
e neloearelit is eases simply freun the* inspissat ion of the bile* that re*sults freun the* toxiemia 
anel lever. 

Aneurysm ed' the* ceiliae axis e»r uppe r part eif the abeleuninal aorta is also a very rare* 
cause* of jaundice. An abdeuninal tumour with marked expansile pulsation, a systolic bruit, 
anel abdominal pain, are the meist impeirtant diagnostic signs, especially if they occur in 
a person vvhe> is known tei have* had syphilis. 
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II. JAUNDICE WITHOUT OBSTRUCTION OF THE LARGER BILE-DUCTS. 

It may sometimes be next to impossible to deride upon elinieal grounds alone whether, 
in a particular ease, jaundice is due to obstruction to the main bile-ducts by such things 
as carcinoma, catarrh, or gall-stones on the one hand, or to non-obstructive causes, such as 
luemolysis or derangement of the functions of the liver (‘ells, upon the other. It is held 
that van dm ilergh's test is of material help in deciding between the two groups, though 
the reaction is too recent for us to be certain as to its value in differential diagnosis. 
Broadly speaking, the test consists in applying Khrlieh's diazo-react ion to the patient's 
blood serum. The latter is obtained by venepuncture, about d c.c. of blood sufficing ; it 
is centrifuged, or, alternatively, the serum is pipetted off after clotting has occurred and 
the clot has separated from the serum. To 1 c.c. of the latter 1 c.c. of freshly mixed 
diazo reagent (p. *J1?) is added in a small test-tube, when, if the jaundice be obstructive, a 
bluish-violet coloration occurs within 10 to ‘JO seconds : should there be no development 
of this colour forthwith, but a delayed reaction with the formation of first a reddish tint 
in a minute or more, deepening gradually during fifteen minutes or longer to a violet 
shade, the jaundice is non-obstructive according to van den Bcrgh. 

The following varieties of non-obstructive jaundice may be discussed seriatim 

A. Causes associated with Disease of the Liver. 

Carcinoma of the Liver . — Jaundice occurs in more than 50 ja r cent of the eases of 
malignant disease of the liver, whether secondary or primary ; it is seldom, however, that 
the masses in the liver itself cause the jaundice, but rather the associated deposits in tin* 
portal glands. A liver may contain hundreds of nodules of new growth without there being 
either jaundice or ascites if the portal glands escape. Jaundice brought about in this 
manner is permanent, and when the common duct is involved is intense. The skin, which 
at first is a deep orange, becomes greenish, and finally the dark olive-green tint which is 
almost pathognomonic of jaundice due to malignant disease. Increasing jaundice* in a 
patient over 40 years of age, who has been ill less than six months, who has progressively 
wasted and become weaker, and whose liver is enormously enlarged, hard, and nodular, 
points without much doubt to malignant disease, though careful search may be required 
before the primary source is found. The nodules may even be felt to be umbilicated. 
Primary carcinoma of the liver should not be diagnosed until a vary careful physical 
examination has failed to furnish evidence of the primary growth in some other organ. 

Cirrhosis. In many cases of cirrhosis of the liver the late or multilobular stage of tin* 
disease may be reached without there having been any jaundice at all If it occurs late 
in the disease, when ascites is already present, the jaundice is usually slight. Ascites is the 
most constant and characteristic feature at this late stage of cirrhosis, but when slight 
jaundice and ascites are associated in a patient who gives a definite history of alcoholism, 
and also has symptoms and shows signs of this condition (p. ss|), and has a hard liver wit It 
tined and beaded edge, tin* diagnosis of cirrhosis of the liver is not difficult. Some- 
eiwevcr. jaundice is a marked feature of the case at an early stage, whe n the organ 
large and the fibrosis unilobular, and at this time ascites is conspicuous by its absence, 
-ic is often an evening rise of temperature to about 100 F. (7-7g. lib, p. 17). The 
liver is considerably enlarged, its surface is smooth, firm perhaps, and tender, and its edge 
is even and well defined, reaching below the ribs perhaps to the level of the umbilicus or 
even below it. The jaundice may pass off, and the patient survive many years before the 
multilobular ascitic stage of his malady is reached ; on the other hand, if the jaundice 
persists and deepens, the prognosis is grave ; ehokemia sets in, drowsiness and muttering 
delirium passing on to coma and death. 

There is a peculiar form of cirrhosis of the liver (Hanot's) which affect > several members 
of the same family, and whose first symptom in each patient is jaundice. The disease 
appears not to be caused by alcohol, syphilis, or malaria, though there is sometimes a 
positive Wassermann reaction suggestive of congenital syphilis. The patient may live 
many years with more or less jaundice all the time. The icteric tinge of the skin is often 
unaccompanied by bile pigment in the urine in these chronic cases a variety of acholuric 
jaundice. The liver and spleen are both enlarged and hard ; sooner or later ascites super- 
venes, and the patient dies in the same kind of way as an alcoholic cirrhotic does. 
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Althouph tlir malady is apt to affect brothers and sisters of the same family, there are 
sporadic individual eases in which one child only in the family may he affected. Clubbed 
finders are apt to he associated with the condition. 

There is another malady, known as familial acholuric jaundice , which simulates 
Hanot's cirrhosis very closely during life, but is found at operation to present no hepatic 
cirrhosis. Several members of the same family are affected, the spleen is enlarged 
considerably , the symptoms develop either soon after birth or during the first ten 
years of life, progress slowly, with periods of remission, and durinp exacerbations there 
is considerable chlorotic aniemia. associated with fragility of the red corpuscles as tested 
with varying strengths of salt solution, and a tendency to luemorrhapes luematemesis, 
luemoptvsis, epistaxis, and purpura in particular. The pathology of this condition is still 
obscure ; some of the cases pive a positive Wassermann test and appear to be due to 
congenital syphilis; these arc differentiated by some observers from others which they 
term true familial acholuric jaundice, where the Wassermann test is negative. Kxcision 
of the spleen has cured not a few of these cases, both of the positive and of the negative 
Wassermann reaction types. 

There is yet another variety of cirrhosis of the liver which occurs in children and youmi 
people, characterized by enormous enlargement of the spleen, slight enlargement of the 
liver, amemia without Iciioncytosis, harnatemesis. (‘tubbing of the lingers, jaundice, and 
stunted growth. It differs from Hanot's cirrhosis in that the liver is smaller and the spleen 
larger, and from the latter feature of the ease it is termed sjdcnomcgtdic cirrhosis. Whether 
or not Hanot's cirrhosis, familial acholuric jaundice, and splcnomepalie cirrhosis are distinct 
diseases, or merely different types of the same disease, or. alternatively, different and 
variable types of apparently similar but really different diseases, we art* not yet in a 
position to say. It may be that familial acholuric jaundice cases are early stapes, not yet 
cirrhotic, of a malady which later on would he cirrhosis of the liver of Hanot's or the 
splenomepalie type — just as splenic amemia, if watched for years, is often found to develop 
into Manti s disease with cirrhosis of the liver and ascites. Knowledge at present is too 
imperfect, therefore, to enable us t<> lay down anv firm rules by which to decide what 
name to pive to particular instances of this type of jaundice case, thouph the proup as 
a whole may penerally be rceopnizcd with ease. 

Simile or 1'ropical Abscess. In eases of sinple or tropical abscess of the liver intense 
jaundice is ran . and it is likely to occur only when the abscess bulpes in the repion of the 
portal lisstire. The peneral appearance of a patient who is suflerinp from hepatic abscess 
may, however, be mistaken for jaundice, because the complexion is sallow, and the conjunc- 
tiva* may even have a sliphtly icteroid tinpe. The urine, however, seldom contains bile 
pipment. The disease mostly affects people who have resided in the tropics, particularly 
those who have had dysentery. The diagnosis is discussed on p. Mil. Should the* abscess 
open into the hmp, the dull reddish pus expectorated would point to its oripin in the liver 
even thouph no Amaba dysenteria' were found in the pus. 

Multiple Abscesses in the Inver mipht theoretically arise by infection throuph any one 
of four different channels, namely, the portal vein, tin* bile-duets, the hepatic artery, or 
the lymphatics. In practice only the first two are important, pivinp rise to suppurative 
pylephlebitis and suppurative cholangitis respectively. There are really no sharp lines of 
demarcation between iion-suppurativc and suppurative inflammations of these channels; 
there are all intermediate stapes between simple catarrh of the duets and acute suppurative 
cholanpitis ; and there are similar deprees of inflammation in the case of the portal venules. 
Jaundice is almost constantly a symptom of cholanpitis. and the diagnosis is arrived at 
when a cause for cholanpitis exists, such as pull-stones, carcinoma of the pall-bladder, 
empvema of the pall-bladder after typhoid fever, and when the patient's liver enlarpes 
ami becomes tender, especially if ripors also occur from time to time. Suppurative pyle- 
phlebitis is diapnosed less easily, and indeed it is often overlooked as a cause for an obscure 
febrile illness accompanied by ripors. About half the patients who have it develop jaundice, 
and in over half the cases the cause of the infection of the portal vein is appendicitis. If, 
therefore, a patient who has recently had an operation for the latter thereafter bepins to 
do badly, devclopinp pyrexia and ripors without apparent cause, and if that patient in 
the course of a week or so develops a tinpe of jaundice and an enlarpinp, tender liver, the 
pravc diagnosis of infective pylephlebitis should suppest itself. 
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In Acute V clinic Atrophy of the hirer jaundice is one of t fie earliest symptoms. In 
tlie early stages bile pigment may be found in the urine, but towards the end. when the 
skin becomes «?recn, (bncliifs reaction cannot be obtained, or only a trace of pigment can 
be detected (acholuric jaundice). 

The disease is rare. It affects females under .*>0 years of a <?c more frequent Iv than males, 
and in a good many cases has been preceded by fright, seven* mental emotion, or child- 
birth. It usually commences in the same inaniiiT as an attack of catarrhal jaundice, with 
nausea, vomitin'?, loss of appetite, constipation, and pain in tin* right hypoehondrium. 
At the end of two or three weeks a sudden change occurs, which commences with severe 
vomiting, headache, and restlessness. followed by delirium, convulsions, and coma. The 
temperature rises to 101 l*\ or 10- K.. and the pulse becomes rapid. 'The tongue is dry 

and brown, There is a tendency to haanorrhage from various parts, e.g., epistaxis, hauna- 
temesis, mekena, metrorrhagia. The most important diagnostic signs are the remarkable 
diminution of urea and uric acid, and the presence of leuein and tyrosin (Fig. .425) in the 
urine: also the rapid diminution in the extent of the hepatic dullness which takes place 
after the development of the above-mentioned nervous symptoms. The duration of the 

malady, in the majority of cases, is under 
fourteen days from the time of the sudden 
change in the type of the jaundice. 

The strikin'? resemblance between this 
disease and that producible by poisons such 
as trinitrotoluol or tctruchloret bane surest s 
that acute yellow atrophy of the liver is not 
a single disease, but is rather a state of affairs 
that may result from various conditions 
mierobie or chemical capable of causing acute 
degenerative changes in the li\cr cells. Some 
cases seem to be due to tilt* effects of acute 
streptococcal septicaemia : others mav be due 
to other forms of mierobie invasion : a eon 
dition which resembles acute yellow atrophy 
ver\ closely in its clinical features has affected 
not a few persons engag'd in the varnishing 
of the wings of aeroplanes, or oeeupied upon 
the premises in which this work is being carried 
on. The varnish used is composed of acetate 
of cellulose dissolved in a mixture of spirit, acetone, benzol, and t et rachloret bane (tetrn 
chloride of ethane or acetylene tetrachloride). It is the vapour of the latter which is tin- 
cause of tlu* toxic symptoms : in milder cases recovery occurs when the patient i^ removed 
from the works on account of continued ill health with more or less severe east ro-intest m:d 
' '"ins especially flatulent dyspepsia, vomitin'?, epigastric pains, and hiss of appetite : 
bo remain exposed to the vapour for weeks or months develop jaundice in addition 
ur-4 exactly like a simple catarrhal jaundice, but soon passing on to a serious and 
e rally fatal stage precisely similar to that of acute yellow atrophv of the liver, though 
_< ncrallv without h ucin and tyrosin in the urine. A somewhat similar condition results 
from the continued effects of dinitrnhenzeue, trinitrotoluol (T.X.T.), picric acid (trinilro- 
phenol). and diuitrophcuoL used in the manufacture of high explosives ; and from the 
use of ('blonde of sulphur by rubber workers. The diagnosis is surest ed bv' the eireum- 
s t a nees of the occupation. Post mortem the liver in these eases is shrunken and 
diseohjiired, just as it is in acute yellow atrophv. 

(' hlornforw autvsthesia has been followed in some cases by jaundic<*. as part of delayed 
chloroform poisoning. The symptoms may not supervene for a day or even two davs after 
the administration of the anasthetie ; vomiting, prostration, and the development of 
acidosis precede tin* jaundice, the latter appearin'? in but a minority even of the fatal cases. 
Post mortem one finds intense degeneration of the hepatic cells, with great excess of fat 
globules in them as well as in the muscle fibres of the heart and in the parcnchymat oils 
cells of the kidneys. 

Passive ( '<> nicest ion (nutmeg liver).- -Jaundice occurs in severe cases of passive 
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congestion, (‘specially as the result of long-stan ding mitral stenosis, or of fibrosis of the lung 
with ultimate failure of the right side of the lieart. Usually there is blit an icteric tinge 
of the conjunctiva*, but when the jaundice is more severe its association with cyanosis gives 
a curious dusky-green tint to the skin, especially that of the face. (Edema of the legs and 
ascites are also present as a rule. The liver is enlarged considerably, its edge sharp and 
well defined, its surface smooth, firm, tender, and possibly pulsating. Jaundice from this 
cause should not be difficult to diagnose. If in a chronic heart case there are both pyrexia 
and jaundice, fungating endocarditis is probable. 

Sf/philis . Congenital syphilis may cause jaundice in infants or young children as the 
result of intralobular fibrosis, but it is possible for the latter to Ik* extensive without there 
being any jaundice, and even where the latter is present it is usually slight. If associated 
with uniform enlargement of the liver, wasting, and other signs of congenital syphilis, the 
diagnosis is nut difficult. 

In an adult it is possible for gummata to cause jaundice by compressing the duets, but 
this is distinctly rare. 'The local enlargement of the liver and pyrexia may lead to a diagnosis 
of abscess or of secondary carcinoma. A careful examination must Ik* made for signs of 
syphilis ; in some eases it is not until ant isyphilit ie remedies have been administered and 
the effect watched that a correct diagnosis can be made. If there are any active lesions of 
the skin or mucous membranes, it may be possible to detect the Spirar/arta pallida micro- 
scopically : or the patient's serum may give a positive Wassermann's reaction. 

Probably the commonest period at which syphilis is directly responsible for jaundice 
is the secondary stage, when parenchymatous degenerations are apt to occur not only in 
tin* liver with jaundice, but also in other organs, c.g.. in the kidneys, with albuminuria. 
The symptoms may simulate those of simple catarrhal jaundice unless there are the 
additional guides of the roseola, sore throat, pyrexia, albuminuria, generalized lymphatic- 
gland enlargement, scalp tenderness, and other signs of secondary syphilis. 

.Irtiir ( 'nmicsfinn . Active congestion of the liver is not an uncommon result of many 
of tin acute fevers, such as malaria or dysentery, particularly in Europeans in the tropics. 
The liv er becomes enlarged and tender. The chief symptoms are slight jaundice, pain, and 
a feeling of fullness, weight, and oppression in the right h vpochondrium, which sensations 
are much increased by pressure : also pain in the right shoulder, a bitter taste in the mouth, 
nausea, sickness, a furred tongue with indented edges, constipation, and scanty high- 
coloured urine. 'There may he a temperature of log 1*'. or more, and care is needed to 
distinguish the state of affairs from hepatic abscess. An absence of leueoeytosis would 
be in favour of congestion and against suppuration, though the leucocy tes may' be increased 
in both. Examination of blood-films may demonstrate the presence of malaria parasites, 
or on the other hand dysenteric atmeha* may be found in the stools ; or the diagnosis may’ 
be suggested by the beneficial effects of quinine if the condition is malarial, or of injections 
of emetine hydrochloride if the cause is aimehic dysentery. 

It. Jaundice in Acute Fevers. 

Malaria. Slight jaundice may occur in long-continued tertian and a*stiv o-autumnal 
infections, and on account of the associated irregular pyrexia it may lead to a mistaken 
diagnosis of hepatic abscess. Discovery of the characteristic parasites in the red blood- 
eorpuseles in blood-films ( /'7g.s. ">7 b(>, pp. Mb U) is the most conclusive evidence of malaria. 
Jaundice may also occur as a result of malarial cirrhosis. The parasites disappear rapidly’ 
from the blood when quinine has been administered recently, so that films should be taken 
before quinine is given. an<l if possible at the very start of an ague fit, at which time the 
haniato/oa are at their most typical stage of development. If quinine has been given 
already, however, presumptive evidence of malaria exists if there is no leueoeytosis. if 
the differential leucocyte count shows a decided increase in tin* proportion of large* hyaline 
lymphocytes up to la per cent or more— and if the urine exhibits temporary urobilinuria. 

Typhus Fvvvr. Jaundice may occur occasionally in this disease, which, fortunately, 
is now extremely rare in (beat Britain, though it may reappear in any country during times 
of famine or distress. It is a disease of ••poverty, famine, dirt, and squalor": spread by 
bugs and lice* ; and is known by various names, including ‘gaol lever* and ‘spotted 
feve r*. 'The onset is more sudden, ami the prostration occurs earlier and is more marked, 
than in tvphoid fever. 'There is often a slight leucoey tosis, whereas in typhoid fever 
n 27 
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there is none. The rash appears from the third to the tilth day, and consists of a dusky 
red mottling the mulberry rash rose-coloured papules which appear on the abdomen 
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and chest (Fig.X'J. 7), together with .a certain number of petechia* the latter not beint: 
found in typhoid eases. The fever tends to terminate by crisis rather than by lysis 
(Fig. fil l, p. 780). Widal's reaction is negative. 
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Typhoid Farr, Jaundice is ran* in this disease ; it occurred in only three out of Osier's 
series of H‘J9 eases. It may he due to an inflammation of tin* bile passages by typhoid bacilli, 
c i r may result from destructive parenchymatous changes in the liver itself, or again may 
he carried by intravascular haemolysis : the gall-bladder may become enlarged, tender, and 
palpable, though this may also occur in typhoid fever without any jaundice at all. This 
may arise occasionally as a complication in the course of the disease, or it may be a sequela, 
or again it may be an early and prominent symptom for which the patient seeks advice. 
Cases have been recorded of primary typhoid infection of the gall-bladder and bile-duets 
without any accompanying ulceration of the intestine. The low pulse ratio when compared 
with the temperature, c.g., it pulse of 110 with a temperature of IOC F., the presence of 
typical rose-red spots on the abdomen, enlargement of the spleen, leucopenia, and a positive 
Widal's reaction cither to Kberth's bacillus or to liacillus paratyphusus A or to Hari/ius 
pai atyphusus it. are the most important signs which would point to a diagnosis of typhoid 
or paratyphoid fever. 

J’yuniia and Sept inrmin . Jaundice is frequently a late symptom of pya rnia. quite 
apart from the presence of multiple abscesses in the liver due to portal or arterial pyaemia. 
Kigors, high irregular temperature, rapid pulse, profuse sweating, rapid emaciation, and 
progressive Inss of strength are symptoms which, if developing after parturition, wounds, 
or operations, would point without much doubt to a diagnosis of py:cmia or septicaemia ; 
and tlx* causal organism may be recoverable on blood-culture. In some instances of acute 
septiea-mia due to streptococci, staphylococci, and perhaps other micro-organisms, there 
has been intense jaundice of the skin and conjunctiva* of a peculiar mustard-yellow tint, 
without the urine giv ing a positive (duel in's test. The urine may or may not be discoloured ; 
in some instances it look** merely concent rated, in others almost like* porter, yet with no play 
of colours to the nitric acid ted. owing partly at least to the degree to which the bile pigments 
have been oxidized already before they reach the urine. This acholuric jaundice in septic 
eases is remarkable, and may be confusing. In some eases it would seem to depend on 
acute degenerative changes in the hepatic parenchyma, but in others it is regarded as being 
due to acute destruction of the blood pigment in the general circulation duemolytie 
jaundice', as distinct from hepatic jaundice a condition which may occur in pernicious 
anamia too, when the blood serum is tinged yellow with bile pigments though the urine 
contains none. 

in/htenza in its ordinary mild forms rarely causes jaundice : but in times of severe 
epidemic, when virulent types of influen/.o-pneumocoecal or intluenzo-streptococcal septi- 
ea inia arc familiar and fatal, jaundice is met with in a small percentage* of eases. 

Furinnon in . Jaundice occurs occasionally as a complication of pneumonia. It varies 
verv much in its frequency in different epidemics of the disease, and is rarely intense. It 
is probably due to engorgement of the liver and catarrh of the bile-duets. Its more frequent 
association with right basal pneumonia is suggestive. The sudden onset with a rigor, the 
high temperature, the rapid respiration-rate, which is above the ordinary temperature and 
respiration ratio, and the comparatively slow pulse (e.g.. T. 104 F., H. 40. 1’. 100). the 

characteristic tenacious, russet-brown sputum, the short catchy cough, the pain in the side, 
the pleuritic rub, and the signs of eonsolidat ion of 1 1 it* lung, the hot dry skin, the deficiency’ 
of chlorides in the urine, and the occurrence of herpes facialis, arc the accompanying indica- 
tions which in the majority of cases would point to a diagnosis of pneumonia. 

\\ cif's Disease, as it used to be called, or spi mefurtnsis ictcrohaniorrhagica which is the 
more scientific name for at least one well-defined variety’ of Weil s disease, is characterized 
bv a sudden onset with pvrexia. severe pain in the back and limbs, headache, and giddiness, 
followed in two to four davs bv jaundice, enlargement of the liver and spleen, and nephritis. 
The jaundice becomes intense within twenty-four hours, the temperature rises to 103° 
to lot F.. and the pulse becomes rapid, though, as in typhoid fever, it is often 
relatively slow in relation to the degree of pyrexia, being about 1(H) per minute, for instance, 
with a temperature of 101 F. In a typical ease the pyrexia has two stages initial and 
sccondarv ; that is to sav . after a few days or a week of relatively high fever there may’ be 
a gradual fall by lysis, and then during the third week or thereabouts a secondary rise, or 
relapse, with a second fall to normal by lysis, and without the same severity of symptoms 
as those of the primary pyrexia. With this type of pyrexia and jaundice the patient may’ 
present a degree of herpes facialis which might almost be described as terrific herpes, W’hich 
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may spread from oral and nasal regions to cheeks and neck, become ha'inorrhagie, septic, 
crusty, and alarming. There is generally albuminuria, and sometimes definite nephritis 
with ha'inaturia and tube-easts. The lungs present catarrhal signs, seldom amounting to 
pneumonia : there is liability to severe haemorrhage purpura, luemoptysis, luematemesis, 
epistaxis, and mekena in particular: there is infection of the eon junet iva\ tenderness ot 
the eyeballs, and liability to stupor, coma, convulsions, and death. The diagnosis may he 
suggested by the clinical condition, but it is clinched by (hiding the causal spirochate in the 
patient's blood or urine, or more certainly by injecting the patient's blood or urine during 
the lirst weak into guinea-pigs, and recovering the spiroeluete from the blood, tissues, or 
urine of the latter. After the first week the patient's blood ceases to be of use for guinea-pig 
inoculations, though the urine may be employed for a longer period, even up to four weeks. 

F / tidnnie Catarrhal or Infective Jaundice is similar in some respects to simple catarrhal 
jaundice, but differs in its really epidemic character and in its liability to a fatal ending. 
It is met with in Kastern subtropical countries, notably Mesopotamia. It is dearly of 
microbie carnation, but there are doubts as to its essential bacteriology. There is generally 
a history of some diarrlnra or gastro-intest inal disturbance for days or weeks, and then a 
more acute phase sets in with mild pyrexia, chilliness or rigor, pains all over, discomfort 
in the upper abdomen, and, three or four days later, jaundice, deepening for a variable 
number of days and then gradually subsiding as in catarrhal jaundice, except in the fatal 
cast's, in which stupor, coma, convulsions, and hyperpyrexia precede death. In average 
cases the nervous symptoms are mild : the liver and spleen both enlarge slightly, and they 
may be tender: the pyrexia lasts from live to ten days, and there is gradual recovery. 
The pulse-rate may be quite slow 50. for instance, with a temperature of 101 K. The 
diagnosis depends mainly on the epidemic circumstances : there i^ no simple bacteriological 
or blood test for distinguishing a sporadic case. 

Yelhnv Fever in some respects resembles acute yellow atrophy of the li\er. but the 
liver does not atrophy, neither does the spleen enlarge, and crystals of leucin and tyrosin 
are not found in the urine. It is essentially a tropical or subtropical disease, prevalent in 
the West Indies and Central and South America. The incubation period is from three to 
four days, and the onset sudden, with rigors, headache, pain in the back and limbs, and 
constipation. Jaundice is an early symptom, and one of the most characteristic, but it 
varies in intensity, being much more severe in fatal than in mild eases. The temperature 
rises to 102 or 105 F. : the pulse is rapid at first, but ma\ fall as the temperature rises, 
and this is regarded as a very typical sign of the disease'. Albuminuria, black \omit, 
ha'inorrhage from the gums and beneath the skin are other important symptoms. A 
sporadic case occurring in this country would probably be looked upon as acute \ellow 
atrophy of the liver unless a definite history of exposure to infect ion were obtainable. It may 
be <1 if I ion It to distinguish it from dengue (p. 571) and pernicious malaria. from the latter 
5 f '"in be diagnosed if crescents are discovered in the blood (F/gv. 5h, (>0). 

iftsmu Fever. Jaundice is a common symptom of this contagious lexer, which is 
• * ‘lit in India, and is liable to arise in other countries in times of famine. It is spread 
■•ed-bugs. Considerable enlargement of the liver and spleen, and a good deal of abdom- 
inal pain and tenderness, are present in most cases ; also epistaxis and ba inat emesis. The 
most characteristic feature of the disease is the temperature, which rises abruptly to 101 
or 105 , and even to 10N F., remains high for five or six da\s, and then suddenly falls to 

normal, when, after an interval of about a week, it again rises and remains high for three or 
four days (F/g. IN. p..‘U>), to relapse again even more than once in a similar way thereafter. 
During the periods of pyrexia the Spiraelarta nbertneieri (F/g. <*' Hi. p. 77!)) may be found 
on examining blood-films prepared and stained in the same manner as for tin* detection 
of malaria parasites. The blood examination servos to distinguish it from malaria. 

There are numerous other forms of fever and microbie infection rheumatic fever, for 
example, measles, dental sepsis, trench fever, pyrexial phthisis, and so forth in which 
jaundice occurs occasionally : but the event is rare, and the diagnosis is to be made upon 
the other features of the cast*. 

C. Jaundice due to Poisons. 

Phosphorus. Jaundice, though by no means constant, is one of the most eharaeterisjie 
symptoms of phosphorus poisoning. It is slight at first, appearing on the second or third 
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day in srvcrc cases, but in mild ones not until t tie end of the first Week, or even later. This 
form of poisoning has become rare since the stringent law regulating the manufacture of 
matches from the non-poisonous form of phosphorus lias been in force. In the eases which 
do occur the phosphorus has generally been taken in the form of match-heads or rat paste, 
with suicidal intent. At first the signs are those of acute irritant poisoning, coming on 
soon after the phosphorus has been swallowed, viz. : nausea, vomiting, severe burning 
pains in the epigastrium, collapse, extreme thirst, rapid feeble pulse, rapid respiration, 
and tenderness in the epigastrium and right hypochondriac regions. In many cases that 
receive treat mint early these acute irritant symptoms subside in a day or two, and recovery 
results. If they do not thus subside, however, after from two to five days, the symptoms 
change, the vomit becomes black or brownish from the presence of blood, jaundice appears 
and deepens rapidly, the liver enlarges, and headache, drowsiness, delirium, convulsions, 
and coma supervene, followed shortly by death. If hepatic enlargement cannot be 
ascertained it may be difficult to distinguish phosphorus poisoning from acute yellow 
atrophy of the liver. I hemorrhages, although common, are not as frequent as in acute 
yellow atrophv. The urine is concent rat ed and strongly acid : the total nitrogen is first 
reduced, as n eases of starvation, to about one-fourth the usual, and then, in spite of the 
fact that the patient can retain no food, it rises to the usual amount. I’rea forms the 
greater part of the total nitrogen, but towards the end the total amount of ammonia is 
increased. Leuein and tyrosin are not usually found, and the chlorides are diminished. 
The condition of the urine, therefore, forms a contrast to the changes which are found in 
cases of acute vellow atrophy. The chief indications of the disease that are* found pe>st 
mortem are* jaundice, multiple* punctiform hainorrhages. fatty degeneration of the* liver, 
kidnevs, and heart, and enlargement of the* spleen. 

Phnsphurcttrrf Ihfdrogvn is an intense l\ poisonous gas, generally inhaled accidentally in 
trade* processes. Cast's occur sometimes in seamen cemccrned in shipping fe*rre>-silieon, a 
substance employed in steel-hardening works. It eemtains as impurities both phosphide 
of calcium and arsenide of calcium : and if the* term-silicon becomes damp in an enclosed 
space. such as the* hole! of a ship, the* resultant fumes of pheisphuretteel anel arseniuretted 
hydrogen may poison those* who may be* sle eping ne*ar the* ship's hole! or othe r similar plae*e. 
The* symptoms e*ome* on aeutelv with weakness, dizziness, inability to walk e>r stand; 
vomiting: abdominal pains ; a pallor which develops rapidly on account of the* intense 
blood dest ruct ion : h;emorrhage*s. particularly haniatcmesis. mclana, and petechia* in 
the skin, or purpura : followed, if the* patient survives long enough, by jaundice, delusions, 
delirium, coma, and death. 

-■ I rsrm urrttal H fplrngrn and . Inlimnni urrUrti // iplrogt'n cause jaundice in a manner similar 
to phosphuret teel hvdmgen through blood elest ruct ion anel extreme* concentration of the 
bile* ; the gases may he inhaled in the course of work in the* chemical laboratory, or under 
ce rtain trade* e-onditions in which, for example*, hyelmgen is being prepared freun impure* 
iron ores by the* action of hydrochloric acid. as in the* filling of balloons. Sclnriurctted 
llfplrttgni poisoning is alse> similar, though rare and ge nerally less se vere : it has occurreel 
in work comiertee! with special paints, such as those* usee! for the* indicator nceellcs of 
compasses e»n ae roplane s. 

Muir Pern poisoning ( Jili.r mas) has occurred when an overdose of the* e I rug has been 
given to a susceptible person who is under treatment for tape* worm : the jauneliee that 
may oeeur is not necessarily a fatal symptom, hut the* patient may become extremely 
collapsed a lie 1 ill before* reeov ering from the e*ffeets e>f the* eirilg. 

7 'oluifhiH'ti mm i nc has been used for experimental purposes ; when injected into dogs 
it soon produces intense* jauneliee* : it rauses destnietion e»f blood, anel the luemoglobin 
thus liberated increases the* viscidity of the bile and jauneliee results. 

TvlrurhUtrcthunt\ Dinifmhcnzrnc, Trinitrophcnol , Dinitrophrnol. Chloroform, and 
(hloridr of Sulphur are discussed above (p. H(»). It may be noted that picric acid 

(trinitrophcnol) has been taken by malingerers for purposes of deception, the scleroties 
assuming a decided yellow tint after a dosage of between JM) and 90 centigrams. 

So-called Mushroom Poisoning is due, not to eating true mushrooms, but poisonous 
fungi that have been mistaken for mushrooms. There is a long list of poisonous fungi 
which need not be given in detail : the symptoms caused by most of them take the form 
of acute intestinal disturbance, with vomiting, diarrhoea, and collapse, passing on in the 
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worst cases to stupor, coma with or without convulsions, and in a few cases jaundice, 
which results from the intense degeneration of t lit* liver cells which the fungi poisons 
produce. 

Snake Poison . — Jaundice is a common result of snake-bite. The diagnosis depends 
upon the history. The symptoms vary with the kind of snake that has bitten the patient. 
In England the only poisonous variety is the adder or viper, whose bite is followed almost 
at once by a burning local pain, quickly succeeded by acute ascending (edema and darkening 
discoloration of the limb. The patient is nauseated and presently vomits, he turns giddy 
and faint, has to lie down, and in from one to three hours is completely prostrated, often 
comatose, and covered with clammy perspiration. The temperature falls below normal, 
the pulse may be almost imperceptible, and death may result at this stage. .More often 
the severe constitutional symptoms pass off gradually, improvement beginning within 
twenty-four hours : but the swelling and discoloration of the bitten limb remain extreme, 
and there may be generalized (edema all over the body. Suppuration or even gangrene 
is common, and recovery is apt to be very slow, even when appropriate surgical measures 
are employed at once. It is during the period between the passing off of the initial coma 
and the beginning of convalescence that jaundice* is prone to develop. 

Arscnobcnzol Derivatives (salvarsan. ncosal varsan, galyl, kharsivan. neokharsivan. 
arsenobillon, novarsenobillon, and so on) are used so extensively in the treatment of 
syphilis that it is fortunate that only in very exceptional ease> an* there untoward or 
fatal effects. It is common enough for the patient to vomit, have one or more rigors, with 
transient pyrexia during the next few hours after a dose : but these symptoms have passed 
off completely after a night’s rest in the great majority of east's. Very occasional! v. how- 
ever, in a susceptible individual symptoms of a profound toxa-mia may set in two or three 
days after, with prostration, irritability, delirium, or jaundice, and although the patient may 
still recover he is for the time being in great danger : these symptoms are not due to arsenical 
poisoning in the ordinary sense, but to acute degeneration of the hepatic cells produced by 
the salvarsan. Before death there may be convulsions or (heyne-Stokes* breathing; in 
rare cases these symptoms, instead of coming on within four days of the injection, may be 
delayed for a longer interval, even up to five weeks. 

D. Jaundice due to Nervous Causes. 

Icterus A ervnsa : l Mental Emotion. Cases are on record of jaundice following almost 
immediately after some violent mental (‘motion, especially grief, shock, or excessive anxietv. 
but they are of extreme rarity and their mode of causation is purely hypothetical. Jaundice 
may occur similarly after concussion of the brain or other effect of head injury. 


E . Jaundice due to Unclassified Causes. 


Icterus \eonatorutn and Icterus Gravis of Infatits are referred to on p. ill. and Acholuric 
' ' on p. 415 ; Familial Jaundice is but a type of familial acholuric jaundice (p. M5). 

< mas Antenna. although the blood serum w ill often be of a yellowish tint from bile 
nts in it, true jaundice, recognizable clinically by the colour of the conjunctiva*. 

: a re ; the chief danger is that pernicious anainia may be mistaken for jaundice, 
especially when the urine may be of a golden-brown colour suggestive of bile in the urine 
the result, not of bile pigments, but of urobilin in it. Jaundice in Splenic Antonia 
results mainly when the latter has reached the cirrhotic stage of Manti s disease, though 
it may be* a mere matter of opinion sometimes as to whether, in a particular case, the 
condition should be labelled splenic ana-mia with jaundice, splenomegalie cirrhosis. Hanot’s 
cirrhosis, or familial acholuric jaundice. Some hold that undue fragility of the red 
corpuscles serves to put the ease into one or other of the latter groups and to take it out 
of the splenic aiuemia group, blit there is no absolute certainty on the point. Jaundice in 
Leukeemia is but an incident the diagnosis is made by the blood-count (pp. :i 2 :r>). and 
jaundice is rare. In Ltjmphudemmn jaundice may be due to enlarged portal glands 
obstructing the common bile-duct, but sometimes the disease causes non-obstructive 


jaundice similar to that which arises in some eases of leuka mia ; the 
on />/>. 47 J, 78 g. J>aro.rusmul II tr/noo/uhin aria is rare, arid is a - till ra 
the simulation of Jiarnaturia is the symptom attracting attention 
discussed on p. ,*i.>8. 


diagnosis is discussed 
•er cause of jaundice ; 
and the diagnosis is 
Herbert French. 
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JAW, PAIN IN. ( See Pain in tiii-: .1 wv. p. 5(»7.) 

JAW, SWELLING OF. (See Swku.im, 01 tin: Jaw. p. 8.44.) 

JERK, ACHILLES. ( See .\\ki.i:-('I,(ims. j). 51.) 

JERK, KNEE. (See I\n i ; i :-.i i : ic k . \n\on\i u.rni.s or Tin:, p. 450.) 

JOINTS, AFFECTIONS OF THE. It will In* well to place these in two groups : 
(I) . tcnic : (I!) Chronic. 

I ACUTE JOINT AFFECTIONS. 

Arthritis due to Rheumatic Fever is the most frequent of these. The patient has 
often had the disease before, or other members of the family may have had it : there may 
be manifestations of past rheumatic affection of other parts of the body organic mitral 
disease, for instance. A historv of past chorea. se\eral attacks of tonsillitis, pericarditis, 
or rheumatic erythema or nodules will help. The distinguishing 1 features of the arthritis 

that it is acute, and affects first and chiefly the larger joints, although in a very severe 
ease even the joints of tin* hand and finders may be implicated : it does not occur in all 
the affected joints simultaneously, but appears in one. a few hours after in another, and 
so on. As the arthritis often lasts a lew da\ s 
in an\ one joint, in some it mav have passed 
a \\ a \ while others are bcinjj; affected. I he 
pain is \er\ severe and is L r natl\ increased 
h\ an\ jar of the bed : it is more fleet ini’ 
than the arthritis, but, like it. flits from joint 
to joint. hanllv e\rr nturninir to the same 
joint in the same attack, I he swelling ol 
the joint is usually only slight nr moderate : 
it is due to s\ no\ ial effusion, never suppurates, 
uriK rails subsides in a few da\ s. and usually 
iii ; 1 1 most a fortniL r bt the joint returns emu- 
pletely to its normal condition. Permanent distortion or stiffness of the joints after 
rheumatic fever occurs, but it is highly exceptional. Often there is a red blush over the 
joint when first affected. 

The most important diagnostic characteristics of this arthritis arc : (1) The fact that 

it flits from joint to joint. Never diagnose rheumatic fever so long as only one joint is 
affected. I have known failure to remember this lead to a diagnosis of rheumatic fever in 
traumatic arthritis, tuberculous arthritis, arthritis due to acute necrosis of a bone near a 

joint, and acute suppurative arthritis: in each of the last two the mistake has cost the 

patient his life. (2) 'The arthritis in turn quickly 

leaves joints. Failure to remember this has often 

caused septic, gonococcal and various forms of in- 

fective arthritis to be called rheumatic arthritis. 
The drenching, sour-smelling sweats, and the relief 
of the pain by salicylates, art* very characteristic 
of rheumatic fever, but septicaemia also causes 
sweating. 'Flic sweating of rheumatic fever is par- 
ticularly liable to be accompanied bv minute glassy 

| u i ■ ini--r.il.* ’ i . 1 ! ::r-l I« n .i*-; 0 • ■ r*i« inn it i< • ' * 

i,v,t vesicles sudamina. 'The arthritis of rheumatic 

fever being transient, it is not accompanied by 
much arthritic* muscular atrophy. Rheumatic nodules are rare, but when present arc 
almost diagnostic {Figs. 225, 22(», p. 282): they are most often seen in young boys 
a ffrrtrd with rhcinnnlic fever and heart disease : but very rarely they are met with 
in os/eo-arf/ir/f /s. and / have seen them with gonorrlurul arthritis. (li) The joint puins 
and the fnreyiu are general A. though not absolutely invariably, re/ineri fn >a//ev/nris 
"ithin fort v *f ijj;ht hours {Fit*. 1128). whereas gonoenecal arthritis (Fig. 4211). gout (big. 
•I'l"). acute rlirunmtoiil arthritis I /Vf. -‘.11 l. =‘iul other acute joint affections, are not 
quickly intlneiieed by snlicv lutes in the same way. 
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Septic Arthritis is constantly being thought to be* rheumatic* fever : a bad mistake, 
especially for the* patient. In septic arthritis, it is true*, several joints may he affected ; 
but it may be one only, which it never is in rheumatic fever: further, in septic arthritis 
the trouble does not clear up in one joint and then pass to another : a joint oner affected 
remains affected till the* source of infection is removed : the* soft tissues around are thickened 
and brawny, quite unlike rheumatic lever, and if the colour is alte red which is not often 
the case— it is dusky, and not the* bright red of rhe umatic* fever. Suppuration ofte n occ urs 
in rheumatic fever, newer. ’Whether or not suppuration takes place* the* joint often becomes 
fixed, which is excessively rare* in rheumatic fcve*r. Then, if proper starch is made*, the 
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source of infe*etion e*an usually he* found : common places that are* o\ erleiokcd are t he sockets 
of the teeth, and the vagina and uterus, hut the* source may he* anywhere, e.g., septic* 
arthritis may follow diluted bronchial tubes, cystitis, prostata* abscess, a boil on the skin, 
otorrheea. inflammation of the nasal cavitie s, tonsillitis. e*hol<c\ *4 it is. and pe rhaps ulce ra- 
tion of the intestine*. Sometimes the* most careful see-king fails t < > find tin source, but t la- 
search must not he* given up readily. The* irregular temperature, uMiallx hectic*, the 
leucoeytosis, sweats, and other signs of scpticu'inia arc often a he lp. 

Pneumococcal Arthritis is rare* in adults, and marly alwavs exists as a complication 
of acute* pneumonia. It may, however. he* found witlamt e\ ide ne e of pneumo<*o<*eal disease 
in any other part of the* body. Pneumoroecul otitis media should not he* forgotten as its 
possible source. (Generally only one* joint is affected, usualk the* knee*, less often some 
other large* joint, such as the* shoulder or elbow. Often the re* is a historv of recent injury 
to the* part. The* patient suddenly feels a pain in the* joint : within a fe w hours of this 
the temperature* is raised ; the* joint swe lls rapidly, is verv painful and e xquisite k tende r ; 
yellowish -green pus is found if the* joint is needled. The diagnosis is obv ioiisk easy it the 
patient has pneumonia, but may lie* difficult if lie* has not : it is important to come* to a 
diagnosis early, for it is a serious disease*, and if allowed te» go far without incision and 
drainage* the* patient may succumb to a general septieaniia. l*ne umocueeal arthritis is 
the commonest form of infective* arthritis in c hildren under live* years old. As in adults, 
it is confined generally to one large* joint. The* swelling max he very great, and extend 
■ft tissues beyond the* joint, 'file* pain is less than in adults, and redness is not 
Its possible* presence must he* remembered, for as in adults, so in children, it 
< Nsary to drain the* joint early. The child has a raised temperature, and looks much 
n* ill than dews a rheumatic* ease. 

Typhoid Arthritis. There are two varieties, both verv rare : (1) That whic h precedes 
the typhoid fever ; this is multiple* arthritis, not of severe* degree, which subsides just 
before definite symptoms of typhoid show themselves. It is impossible to diagnose* it 
until the appearance of the typhoid fe ver. (2) This occurs during the typhoid fever : 
one or many joints may he* affected ; the* arthritis is of varying se ve rity ; it mav subside* 
completely, or reepiire* incision and drainage, in a few erases e ven when then* lias been no 
arthritis during or before the attack of typhoid fever some* c hronic* arthritis may appear 
later ; most often the joints and ligaments of the spine* are* affected, and during the conval- 
escence from liis fewer the patient complains of much pain and stiffness of his hack ; he 
is then said to have a typhoid spine. In a similar way the flip may become stiff, and ve ry 
rarely there is chronic osteitis of t lie* bead and neck of the* femur. 

Scarlatinal Arthritis affects many joints, is not se ve re, soon subsides, and is easily 
diagnosed when there has been recent scarlet fever. It is commonly known as scarlatinal 
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rheumatism, a bud name which quite ^nitiiitoiislv assumes a connection between this 
arthritis and rheumatic fever, for the existence of which there is no evidence. 

Arthritis occurs commonly in association with mcnmgororrie meningitis and Malta 
fever, less commonly with difsenterif, rarely i r i association with injlnenza , glanders, srnall- 
po.r, measles , and diphtheria. In all these eases the presence of the principal disease 
determines the diagnosis. 

(.onorrheeal Arthritis is often called <rouorrhcral rheumatism, but this phrase should be 
discarded, for there is no association between jninorrhera and rheumatic fever. (■onorrheeal 
arthritis is freepicnlly overlooked. I have repeatedly demonstrated its presence when the 
family physician has believed its existence impossible. It is particularly likely to be 
missed in women. I have met with it in married women of fifty : it is probable in these 
cases that they are infected by their husbands. It may follow "onorrheeal ophthalmia 
and even ophthalmia neonatorum. The diagnosis may he very easy, as when a patient 
is seized with an acute arthritis, either of a single joint or of several joints, while he or 
she is sufferiii" from "onorrheea. If it is possible to withdraw a little fluid from the cavity 
of tin swollen joint the discovery of the ^onoeoeeus makes the diagnosis certain, but this 
is usually quite unnecessary. and unless done \ cry earefulk may. by introducing micro- 
organisms from without, greatly increase the damage to the joint. <)ften a urethra 
discharge mav be found, though sometimes in lemj>-stanelin" cases of "lee*t it is very slight : 
if the eonoeoeeus ranuot be found in the discharge, it max be elctected in a swab taken 
from the posterior urethra or vagina. 

It is ditlieult from the clinical character of "oiiorrheral arthritis to tell it certainly 
from other forms of arthritis. Mistakes happen least often to those who constantly think 
of the possibility. It is of varying decrees of acuteness : in the ehronie eases of ulect the 
correspond i nu arthritis is chronic, but in the acute eases of jjonorrhua it max he so acute 
that it is often mistaken for rheumatic lexer. ( .onorrhual arthritis may be limited to 
one joint, and then most often to a lar^e one. especially the knee : but it may he multiple, 
and \ erx manx joints, even those of the wrists, hands, and tinners. may be implicated ; 
then- is often much swelling of the soft tissues around, and this is more responsible for 
the swelling than is the effusion in the joint, (.onorrlneal arthritis is usually very painful. 
'The sheaths of tendons are often inflamed and tender, and so are some fascia*, especially 
the plantar fascia. The patient often complains of pain at the back of the sole ot the 
foot, and in a chronic ease he has flat-foot. There is no variety of arthritis in xvhich 
muscular atrophy is more striking. I have known a severe ease of "eine irrheral arthritis 
of the hand called progressive muscular atrophy. When ^onorrlural arthritis is ehronie 
throughout the w hoh of its course, and is limited to one joint, the cause ot tin* trouble 
is often erroneouslv set down to tubercle. Suppuration is very rare. Some eases are 
extremely chronic, and may lead to fibrous ankylosis with deformities, but with our 
modern means of diagnosis and treatment this has become exceptional. Salicylates have 
no decided effect either upon the joint pains or upon the co-existent pyrexia {Fig. Jfcifl). 

\ 1 1 the acute affections hitherto mentioned, except rheumatic fever, are often included 
under tin* phrase infertile arthritis . because they are known to be due to infection bv 
a mien eorcanism : but this is a loose term that outfit only to be used in a jjcncral sense, 
for a diagnosis of the precise cause of the infection is nearly always possible if care be taken. 
Sometimes in an infective arthritis there is more* than one* micro-or<ranism at we>rk te> 
cause it ; thus, m the late stages of t»le*e*t xarieuis micro-organisms flourish in the ehseased 
urethra, and the* arthritis max he* elue* to a mixed infeet ion in which the* "emoceucus is ne>t 
the* pn pe uiele-rat ini: mie*re »-e uranism. In exhausting diseases, c.".. typhoid le ver, the 
patient may suffer from a seconelarx streptococcal infection which may cause arthritis. 

Acute Secondary Arthritis. By this is meant arthritis due* t e » spread e»f disease from 
the* berm* in the* nci"hbotirhe >e >el of the* joint. It is limitcel to enu* joint ; the most acute 
and elaniMTeMix form is that which follows acute* osteeunyelitis. More than e»nc<* 1 have 
kneiwn this <*alle*el rheumatie* fever, because* the* onse*t has been sudden and the temperature 
raised. It is a most unfortunate mistake*, for patients suffering from this feirm of arthritis 
are* liable* t e > elie quickly freun general se*pt ica*mia. to pre vent which the* joint e>u"ht to be 
opene*<l anel elraine el at once*. The mistake* may usually be avoided by remembering that 
rheaimat ie fever dot's ne»t affect one* J < > i 1 1 1 only. The* more* difficult cases are those in which 
more* than one joint is acutely diseased as a result of disease of the ends of tlu* hones. To 
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avoid this mistake', disease* e>f the* hone*s the*mse*lxe*s must he* e*are*fully sought. I 1 ort uuatelv 
for diairnosis. this disease e>f se ve ral joints is most frce|iie*nt in infants, and in them sexe-re* 

arthritis due* te> rhe'iimatie* lev e*r is unknown. It 
j»op t is e*alle‘(l acute arthritis of infants. Disease* ol joints 
~T ~ niav he* secondary te> an ahse*e'ss in the* hone' or to 

Vj\ fj j 1 jH -t jl 7 tuberculous elise*ase* of the hone*, The*se* xarie*tie*s 

33 ; - J ^ |jf V 1 1 j j/y V £ J .A « are* diagnosed by dise-overin^ the* underlying dise*ase* 

~ w ; p"i ^j~ rjt: — ; y pi lie- of the* bones ; X rays are* often of much use. 

| -j • j- - ♦ • Rheumatoid Arthritis. The* first attack is 

t * often aeute* : therefore the* disease* is best <*on- 

//;/. :;:u. < mart -iwmiin.' ill-- ryn m.i *: »*i.. u- sidcrcd lu re*, 'flu* name* is had and lias led to 

maloi.l arrhriti- ; tin i.-mi -.-ranim w a- uiimllufii. « 1 _ . . . . . . 

1 1 y s;iiu yi:it r<. eemfusion i it o\ve*s its < »ri*rin to the* 1 ae*t that ttu* 

dise*ase* in seune* re*spe*e*ts re*se‘mhle*s rhe'iimatie* 
fever : henec the* name* implie*s an arthritis re*se*mbliiuj that ol rheumatic le xe r. It "ould 
pre>bablx leael to wetrse* e*onfusion to invent a new name*, so the* present had be tter stand 
until the nu(*ro-e>rijanism 
causing the* disease* has 
he*e*n elise*e>x e reel. 'flu* first 
attae*k is ushered in with 
fe*x e*r : the* temperature is 
rarely higher than 100 or 
101 F. in the* exeninu and 
09 or 100 F. in the* 
morning. This fe x e*r lasts 
from three to six xve*e*ks. 
slowly subsiding towards 
the* end ( Fill. 001). 'flu* 
pulse is t£e'iie*rally rapid, 
out of proportion to the* 
fever, the* hands and feet 
sweat freely. patehes of 
freekle*-like* pigment are 
preme* to appear on the 
body. Mostly the* patients 
are* voting women. r fhe / a -ht • rn- im Mi.i.i .u-riinu- . -m*v:*i.’ ? j, ■ -i •• •. is- - 1 . . i • '• •• ■ ’'nr* . •* 

. , , tin- ioin?~ l"'i w ••••n 1 1>* J i r-r nn-l -< « i >n- i |*h-»...*iii * . i ;• I I li* -u •■'.'air.' m - onm ’in; ui:J» 

pyre xia is less sex ere* and n,, u,-i-t ami .lomt-. 

longer lasting than that of 

rheumatic fe*x*e*r : the pulse* is. e*onside*rinix the* temperat ure*. faster: the sweat ini; is almost 
e*onfine*rl to bands and le*e*t. pigment is fre*epie*nt. Nor are* the* elifTerence-s with regard 

to the* arthritis less striking:, for in 

rheumatoid arthritis the* characteristic 

joints to be* alie*e*te*e| are* those* be tween 
the* first anel scconel phalanges, and as 
it is an afreet ion « »f the* synovial mem- 
brane's, and also considerably ef the* 
soft tissue-s around the* joints, ejuite 
early in the disease* we* <;et a spinelle- 
shape*d swelling of these joints (Fifls. 
U.TJ. : but soon many otlie*r joints 

are* af’leefed. and before* lonir almost 
every joint in the* body, e x e*n the* 
tcmporo-maxillary joint, is often in- 
volved : so is the* spine. It will be* 
noticed that in exe-rx respe-et the* 
i ‘roii* »i 1 1 if i ini. irvm.ni o* mhii. oi arthritis is clinically different from 

t)U( „f ■ that of rhe*umatie* fewer. I he joints 

ne*xer suppurate*, but the epit roe hlear 
tfland may be founel enlarged. Slowly the* attack subsieles ; as it e le »e*s so, passive 
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is entirely different. Formerly some importance was attached to the transparency of the 
bones to the X rays in the neighbourhood of the affected joints which may be seen in rheu- 
matoid arthritis {Fin. but this is now known to be visible in other forms of arthritis. 

The X rays are, however, of use in excluding the 
bony outgrowths of osteo-arthritis. In chronic 
eases of both rheumatoid arthritis and osteo- 
aithritis ulnar deflection may be seen ( F/g. ,TH). 

Henoch's Purpura. 'Phis disease is confined to 
children between infancy and fifteen years old. and 
early in its course pain and slight swelling of some 
of the large joints, with a little elevation of tem- 
perature. are often present. As in children the 
pyrexia and arthritis of rheumatic lexer are in- 
conspicuous, mistakes have occurred between it 
and Henoch's purpura, but the pain in the latter 
is trivial. The attacks of abdominal pain, with 
perhaps vomiting and diarrhea, are characteristic, 
and so is the purpura (Fig. .TIT), together, in main 
cases, with bleeding from some internal organ 
luematuria. luematemesis. or melscnn. The purpura 
should not give rise to am difficulty : rheumatic 
purpura is unknown under tlie age of fifteen. 

Gout. This is often said to be present when 
Fig. 3a 7. — h onooi,’- j-urpura. jt is not • T,lt n,ost <*c-rtaiii points in the diagnosis 

of gout are, first, the detection of urate of sodium, 
usually as white hard masses in connection with a joint {Fills. :WU, .dll), in a bursa 
( Fills. :j;i8 dll), or as a deposit in tin* cartilage of the edge of the ear (Fin. dMi): 


laraeterist i( 


soda or a 
[lossible to 
seen under 
ic attacks. 


here it is frequently not easy to lx* sure if a white nodule is urate of soda or ; 
projection of cartilage with the skin st niched tightly oxer it. If it is possible t< 

remove a minute fragment with a needle, crystals of urate of sodium max be seen undci 
the microscope. Secondly, then* may be a history of repeated characteristic at lacks 
The gouty arthritis that we see nowa- 
days is generally strongly inherited, but 
not often by women, and therefore the 
family history is of importance : it 
rarely shows itself before tin* age of 
twenty, though I haxe seen it in a box 
fifteen years old. Most of the sufferer- 
from gout now alive get their attacks 
independently of any errors in 
..m\ of them are most ahste- 
Thc diagnosis is not difficult 
ii the patient has had one or more 
.it tacks of arthritis in the characteristic 
joint that of the ball of the great toe, 
more often tin* right than the left : tin* 
attack usually begins at night with ex- 
cruciating pain, which subsides towards 
early morning : the patient, exhausted 
with pain, drops asleep, to wake later 
and find his joint swollen and tense. 

There is some fever {Fit*. ddO. p. 121). .. , . . , . . 

^ 1 ' rut. kiiii’rn m from ;i fit trout m I In -liouid.r, 

Probablv during the day his toe does -how-imr uri.- arid d.po.-ie us dim m t n. -ui.ii.-romi.il 

. ’ . . . * .. . A l.ur^i. rip- li.n.-r i- hi. I iratrd l>v Ui>' ;.rtow. i /.'// /n\ II // . 

not cause pain unless he walks on it : , 

but he has another attack the next 

night, not so se vere as that on the first, and on each successive night the attacks are less. 
He may have another bout at any period of his life, and he may have many bouts, and 
other joints may become affected subsequently. The real difficulty in the acute cases 


33-. .-Kiiij/rum from ;i <;i-< of i 
uri.- arid d.po.-dt- ;i- ;i dim -l.-.do 
I'll. - liitt.-r i- Hid iriitril Pv lip' ;.n 
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comes when it is surest eel that an aculc arthritis with pyrexia, and swelling and red- 
ness of a joint other than that ol‘ the "feat to< , is caused by "out : for instance when 
the joint affected is the shoulder (Fig. the clhow, the wrist, or the knee. Such 

eases, if they are not "out. are some 
bacterial arthritis. If more than one 
joint is affected with acute arthritis 
at the same time, the probability is 
against "out. and the greater the 
number of joints a ITeeted the less 
likely is the ease to be one of "out. 

The history and presence of urate of 
sodium are often conclusive in favour 
of "out. If pus forms, the ease is 
almost certainly not L r out, for polity 
joints \e?y rarely suppurate except 
hit < - in the chronic disease. On the 
other hand, the implication of tendon 
sheaths and pain in the back of the 
soles of t he feet are in fa \ our of "out , f . ... 

though it must In- remembered that n.- ,r i 

both these occur in j^onorrhual eases. 

'The presence of a source of infect ion is of course against "out. The diflieulty is especially 
"rent in eases in which the general symptoms and arthritis, although i*out\. are continuous 
rather than paroxysmal: but on the whole, continuously increasing severity of general 
symptoms i>. against nimt. 'Flic "<>ut il\ -inflamed joint looks especially shiny, is exquisitely 
tender on the surface, and is more painful at n iirlit than during the day. ( uses of extreme 
dillieultx ha\e been recorded in which the first joint affected by pyatnia chanced to he 
that of the "lent toe. 

Probablx most examples of acute arthritis said to be polity are so. but mistakes are 
common about ilimnii Unfit. Manx patients with chronic arthritis are quite wrongly said 

to have "out : usiiallv they have osteo-arthritis 
or rheumatoid arthritis. The presence of visible 
urate of sodium in places already mentioned 




/ m. MI 1 M>uf <*; tin li.m l .111. i it: tin i *li'( ■ i. ii u »i i l.mvu. 

(Fig. ddU). the history of previous acute attacks, 

/ t , M j lM OI1 ,.. ir Tlii the history of trout in ancestors, the age and sex, 

i no t ii.m . •-noil ( i '»t i.- hun o oi ti.< n.M.t oi will all help. Tophi in t lie cars (Fig. ;i M)) or unite 

On lmmfh. ii.liln.n in:: t li. n. . k .in. I , ‘ „ 

■mu-. deposits m the olecranon bursa (big. Itll) afford 

direct evidence of "out . The presence of bony out- 
growths is strongly against "out, though it is not conclusive, for such may occur in true 
"out, either more or less all round the joint, or in the form of little nodules : but they 
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never attain the eonsiderabh' size common in osteo-arthritis. It no urate* of soda is 
visible anywhere', the* diagnosis may be* very difficult ; t tie* reader shoulel consult the* 
principal points mentioned under the* heading of osteo-artliritis. Any joints in the body 



ML’. — Clironi'- L'out , -kui/n mi >>: tii* li.ui 1-. ■»iin\\injr ■*<*« Ihiiii nr.it * ■ < 1 • -]t •« »- i r - ,il.o<r On ■ • . . • . i * . . j h . 

may be affected by gout, but it is very rare* in the joints of the* trunk, the* shoulder, 
or the hip. The spine, shoulder, and hip are* commonly affected in osteo-arthritis. I rate* 
of sodium may be seen in and ne*ar the* joints as light spots in X-ray prints (/*7g. 

II. CHRONIC JOINT AFFECTIONS. 

We will now pass oil to consider the diagnosis of varied ie*s of arthritis which an* for 
ttie most part chronic, but it must be remembered that many of those mentioned as acute 
become chronic, and their diagnosis has bee n described. 

'Meo arthritis is a chronic disease freepie fitly confuse*<l with rheumatoid arthritis, 
eeh it is completely distinct, both clinically, and from the* point of view of morbid 
u>. Hheumatoid arthritis is primarily a disease* of the* synovial membrane* and 
tissues of the joints. Osteo-arthritis is primarily a disease of the cartilage and bone s, 
leading to the* destruction of the cartilage, eburnation of bony surfaces, and the production 
of much new bone at the* edges of the joint ; hence* bony outgrowths (osteophvtes), grating 
of the joint, and locking of it see that move-me-nt is dillicult. are* common. Thickening of 
the* synovial membrane* occurs, but is le*ss important : the* ligaments become* implicated 
and may soften : if so, the* joint becomes flail-like ; the re may be* some* thickening of the* 
tissues around the* joint and some increase* of synovial fluid, and then the joint becomes 
enlarged. It is easy to distinguish in most ease's bed ween osteo-arthritis and rheumatoid 
arthritis by the* appearance of the affected joint, and by the* fact that the* forme r is often 
associated with a healthy facies whilst rheumatoid arthritis is a toxic condition with 
corresponding general appearance* e>f ill health. Osteo-arthritis is e>fte*n confined to one- 
joint, and that a large one, e.g., the knee or the* hip; rheumatoid arthritis affects many 
joints, and is most characteristically seen in small joints, e*.g., those* be tween the* first and 
second phalanges ; but when osteo-arthritis does show itself in small joints tlrnse* most 
often affected are* the* terminal joints of' the phalanges, where the* bony excrescences form 
Heberden's nodes (F/g. JJIW. p. 4*J7). Hheumatoid arthritis is far more* common in young 
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women ; osten-arthrit is in elderly men. Hhciimatoid arthritis nearly always begins with 
fever, although often slight ; osteo-art hritis is afebrile*. The pulse is often rapid in those who 
have active rheumatoid arthritis; it is not particularly affected in those who have osteo- 
arthritis. The spine is more often affected by osteo arthritis than rheumatoid arthritis, 
and it is quite common in the dissecting-room to find that elderly subjects have osteo- 
arthritis of the spine. Muscular atrophy is far greater with rheumatoid arthritis than with 
osteo arthritis. Osteo arthritis is especially liable to attack the hip usually only one 
and this form is commonest in elderly men, morbus nutr srnifis. («reat care must be 
taken to distinguish the pain due to this from 
that of sciatica. The chief point of distinction 
is that in the latter the nerve itself is tender 
to pressure ; but it must not be forgotten that 
in very rare cases osteo-art lirit ic outgrowths 
from the hip may implicate the sciatic nerve 
and so cause genuine sciatica. Although osteo- 
arthritis of the hip usually causes lameness, so 
many other conditions do this, e.e.. saero-iliae 
disease, that the symptom is of little value. 

The knee is another joint often affected bv 

osteo-art hrit is usuallv both, but soinet imes oiilv 
one is implicated. 'This disease of the knee is 
common in women of ages between lortv-five 
and fift v - five. They complain of pain and stiff- 
mss. Often the pain and tenderness, if present, 
are confined to one spot. 'there is usuallv 

considerable enlargement of the joint, bony 
irregularities max be- felt, and grating and 

crackling on movement are ve ry common : these 
are due to boiiv outgrowths, erosion ot cartilage, 
and thickening of sv nov ial membrane, whiedi also 
eives a feel ini: to the obseTxcr's hand placed 
over the- joint when it is moved as though he 
were feeline the move ment of wet sand in a ham. 

'Ihe grating mav be heard loudly thmugli 1 1 1 « • 
stethoscope. other j« »i nt s often implicated in 
ost e-o-art hrit is are the shoulder, elbow, ankle, 
wrist, and tempore r-maxillary j « » i 1 1 1 : but vvhat 
has been said about the- eliscase in ge*iie*ral. and 
that of the knee in particular, applies to them. 

'The disease* mav be eoiisie lerahl v advanecd and 
vet confined to one joint, or any number may 
be affect ed. \-ray examination is of valuable 
assistance in arriving at the diagnosis: with 
rheumatoid arthritis there may be rarefaction 
of the bony trahccul;r and thinning of the intra- 
artieular cartilage*, but the outlines of the bony 
ends are normal or nearly normal unless the 
disease has reached a very late stage; whereas with osteo-art lirit is the deformity of the 
bone ends and the osteophytes at their margins are characteristic. 

In connection with the knee, a condition which is sometimes mistaken for arthritis, 
because pain in the knee is the complaint, is a painful state of eithe r the scmimenibraneisus 
bursa or eif the* inte rnal semilunar cartilage* resulting freiin recurrent slight injury or Ireini 
the* pressure* of one* knee* against the* either during sleep : the diagnosis suggests itself 
wlie'ii tenelerness is confined to a local sped corresponding te> either the bursa or the 
cartilage, and is confirmed when the* pain disappears when a simple seift pail is worn on 
one* knee* at night, te> pre vent it being injured by the pressure of the other. The con- 
dition may be bilateral. The points which have* been especially mentioned as helping 
to distinguish osteo-art lirit is freim rheumatoid arthritis will aiel in the distinction ol it 
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from other forms of arthritis. Pads ( Fig. IWh, j>. 427, and Figs. .4 141, .‘Iff) on the dorsal 
aspect of the joints between the tirst and second phalanges arc not rare. They vary in 
size from a split pea to a hazel-nut. The joints art* not diseased, but these pads, 
which are due to overgrowth of fibrous tissue underneath the curium, have been con- 
fused with osteo-arthritis. They are often associated witli Dupuytren's contracture (Figs. 
15*2, 15.4, p. 179). Flnar deflection ( Fig. 4.4 I, p. 127) is seen in osteo-arthritis. hut is also 
present in so many other affections of the fingers and wrist that by itself it is of no 
value in diagnosis. 

Tuberculous Disease of Joints. 'Hus is most common in children of between three and 
five years, and becomes rarer as age advances. About 40 per cent of the eases are in the 
spine, 40 per cent in the hip, 10 per cent in the knee, and the other joints which are affected 
not uncommonly are the ankle, shoulder, elbow, and wrist. The disease is essentially 
slow, so that the early stages are often overlooked. It is stated that tuberculous arthritis 
is so insidious in its onset that for one case in which the affection is detected and adequately 
treated in the first month of its existence, there are twenty in which it is allowed to drift on 
for three or four months, or even longer, before it is recognized, f or some time there may 
be onlv slight transient impairment of movement, or an occasional twinge of pain ; gradu- 
ally impaired movement, showing itself as slight lameness in the lower extremity, becomes 
evident, but it must not be* concluded that there is no tuberculous disease of a joint because 
there is no impairment of movement. In the same way , although pain, often worsr at 
night, and causing screaming, is an important sign, yet pain may be absent for a long w hile, 
or altogether. In all the joints except the shoulder and the hip which are s<> deeply 
covered by soft parts that unless it is considerable it cannot be detected swelling is a very 
important symptom, for it is almost invariably present, even in the earliest stage. It may 
be very slight. Although there may be no defect of movement in the early stages, sooner 
or later, and often quite early, this symptom develops and is of great value. Tuberculous 
arthritis is usually accompanied by wasting of muscles moving the joint. If is rare for 
more than one. or perhaps two. joints to be affected in the same person . tuberculous disease 
elsewhere, e.g., phthisis, is not common : lardaccoiis disease, formerly so frequent a compli- 
cation, is now seldom seen: and general symptoms, e.g.. pyrexia, are often absent and 
rarely extreme: on the other hand, those affected are often pale. Bony outgrowths are 
not to be detected : the joint is swollen and feels thick : lienee the phrase pulpy knee*. 
There is often a history of injury to a joint which later becomes tuberculous, and then the 
transition from a traumatic to a tuberculous arthritis is often overlooked. Tuberculous 
disease of the saero-iliae joint is particularly difficult to diagnose. Tuberculosis of the hip 
is often overlooked because the pain is referred to the knee, and the slight wasting of the 
hip muscles is not detected. 

Acquired Syphilitic Arthritis. This is most easily recognized by those who constantly 
bear in mind the possibility of its existence. If the characteristic pains of sy philis, which 
are usually worse at night, happen to occur near a joint, they may be ascribed earelesslv to 
gout or osteo-arthritis. In the secondary stage of sy philis, and more particularly early in 
j'hilitie synovitis of any joint may occur. It is subacute, slnw, is attended with 
-welling, and occasionally tenderness, and usually is confined to one joint. Bain. 

may be present, but commonly neither pain nor tenderness is a prominent svniptom. 

re is some, but not much, enlargement of' the joint from distention with synovial fluid : 
a a few eases the* size of the joint varies considerably in a short time. These eases are 
often mistaken for tuberculous arthritis, but the error can usually be avoided if the patient 
is examined carefully' and questioned for other evidence of sy philis ; and in this, and all 
other forms of arthritis in which there is any possibility of syphilis, a Wassermann test 
should be done. Syphilitic arthritis in the tertiary stage is rare : there are two varieties of 
it, both of which produce considerable swelling and disorganization of tin* joint ; in one 
there is a deposit of gummatous material in the siibsynovial tissue, in the other in the ends 
of the bone. Both varieties are usually confined to a single joint, neither is painful, and 
both art* liable to recur, (.real effusion of synovial fluid is not common, but when tin- 
disease is in the siibsynovial tissues the joint is enlarged and the thickening of tin* 
synovial membrane can In* felt. 

Congenital Syphilitic Arthritis. In children and young adults congenital syphilis may 
cause an arthritis which is very like that caused by tubercle. The knees are affected most 
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often, and 1 1 ic <lise;ise is often symmetrical. If there is much synovial exudation fluctua- 
tion is detected easily : if there is much ymmmatous deposit in the suhsynovial tissue the 
synovial membrane feels thickened and irregular. There is no pain, and very little impair- 
ment of movement. The existence of t h is disease must always he remembered ; the history 
and examination for other signs of syphilis, especially nerve deafness or interstitial keratitis, 
must he thorough, and the Wnsscrmann reaction must lx* tested. 

In infants congenital syphilis may cause osteochondritis in the sub-epiphyseal plate 
of cartilage and adjacent bone : the epiphysis becomes separated from tin* shaft, so that 
there is motility and dull grating. as if a fracture had occurred. At the same time there is 
considerable swelling of the soft parts around, from the inflammation having spread to 
them, so that there is much swelling about the joint although tlx* joint itself is usually 
not implicated. Separation of the epiphysis from the shaft makes the limb paralysed : 
hence tlx- phrase sf/jt/iififir jfscada- /nirahfsis applies to this condition. Suppuration is rare, 
improvement with mercury is rapid. 'This condition may be noticed at any period from 
one month after birth till the age* of two or three years, but it is most often seen when the 
child is two or three months old. It may lx* multiple. There is some tenderness and 
slight pain. Other signs of congenital svphilis are gene-rallv present : but if not. and 
the condition is surest ivc. the child should lx* given mercury and the effect watched. 

Intermittent Hydrarthrosis. This ran- disease should be diagnosed easily. It is com- 
monest m women. Cases have been recorded between the age*s of e*iglit and fifty, but 
the patients are most often between twenty and thirty years old. Fluid is poured nut 
rapidly m the joint, so that it becomes much swollen in a few hours : the distention attains 
its maximum in one or two days ; it then recedes, and has disappeared by the fourth 
or f iff h da y : after an 
inteiv al of j terhaj is a 
month the j J 1 * • n o m - 
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t he effuse m. 
be affected at 
intervals arc 
period tiny a 
periodicity. After three or four years the attacks 
there are recurrences ove r still louder periods. 

Charcot s Disease ( A’//,', :5 1a). 'This is the 
any patient. e>f such an age* that he* coulel he 
<*f a single* joint, we* ought alway s to examine* 
exist even when the* patient is unaware* that he 
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makes them liable to fracture. W hen tabetic arthritis occurs in the bones of the hand or 
foot the considerable swelling may cause it to be mistaken for tuberculous disease. In 
7.7 per cent of eases nf tabetic arthritis the joints affected are those of the lower extremity. 

Arthritis in Syringomyelia. In 7.7 per cent of the patients affected with this form of 
arthritis the joints affected are those of the upper extremity. There is nothing absolutely 
distinct ive of 1 his variety : it resembles closely the ( hareot’s joint of tabes ( Figs, .‘i W, .‘J.70) ; 
perhaps, on the whole, some of the eases more nearly resemble ostco-arthritis. Mistakes 
in diagnosis can only be avoided by always having in mind tlie possibility of the occurrence 
of syringomyelia, and examining the patient for it. especially the loss of sensation to heat, 
cold, and pain with preservation of ordinary cutaneous sensibility . Happily it is rare, and 
often the symptoms of syringomyelia fp. 7.72) are evident before the arthritis shows itself. 
In about half the eases of syringomyelia there is scoliosis of the spine. 

Arthritis in Hu*mo|>hilia. In this disease blood may lx* poured out into cither tin* 
synovial membrane or the cavity of the joint. This is probably always the result of a 
blow, often so slight as to pass unnoticed. It is most common in the knee and ankle. 
If the bleeding is at all considerable the joint swells, the rate of swelling depending 
upon the rate of elhision of blood. The joint is puffy: there may be fluctuation, 
pain on movement, and tenderness. 'The whole trouble often subsides, but sometimes 
more or less swelling persists for a time, and even if a joint gets well, relapse is likely. 
In other eases, either the impaired blood-supply resulting from damaged vessels or the 
friction of the clots leads to erosion of the cartilage-, and permanent disease of the- joint 
results. Forgetfulness e »f the- fact that disease of the- joints occurs in ha-mophilia has led 
to the- serious mistake of incising one into which bleeding has occurred. The condition 
is to be- diagnosed by observing the- either signs of ha-mophilia. 

Malignant and Hydatid Disease of Joints. Hoth these- are very rare, and in each 
ease the disease* almost always begins in the adjacent heme, and therefore properly belongs 
to dise ases of bones. Hoth are ve ry serious : hydatid disease of a joint is ve ry liable to 
lrai I to suppuration in it. 

Displacement of a Semilunar Cartilage may cause much synovitis, and the cause of 
the latter is very apt to be e >v e-rloe »kcd . The-re- is often a history of a wrench, < >r the 
patient complains that he- feels something in the- joint slip or catch : this may cause 
considerable pain, and there* is ofte-n tenderness over the- internal semilunar e*artilage. 
Snini-tinie-s similar symptoms arc pr<»due-cd bv a thickened fringe- of synovial membrane 
be coi 1 1 i 1 1 l* nipped. This may ex-cur m ost co-art lirit is. The thickened fringe may become 
eh tae-ln d. and then it forms a loose body inside the* joint. 

Nervous Mimicry, Neuromimesis, or Hysterical Joints. In these eases some of the 
symptoms ot arthritis are- imitated without there- being any ae-tual disease of the joint. 
It is important to remember that hysteria is a disease ami is not mere malingering. The 
mahnge-re-r can voluntarily get rid of his supposed disease- if he- wishes; the* hyste-rical 
gnl cannot, as she has 1 1 « »t sullie-ient pe»wer of will. 'There* are* three* main varieties ; 
(1) 'The joint is kept constantly m an abnormal position, c.g.. the- kne-e* may be consider 
ably Hexed ; (2) The joint cannot be- moved, e.g.. the- h and may hang down from the- 

wrist, as m extensor paralysis, and it cannot be raised : (.“») There may be- acute- pain in 

the joint. In all these eases careful examination will usually show that there are* no real 
symptoms of arthritis : there* is no swelling, no heat, no grating, no bony outgrowth, the* 
immovably fixed joint ran be moved free ly under an ana*st het ie : on the other hand the- 
pain, if present, is far in excess <*t any pain due- to arthritis, and the* tenderness may he so 
great that the patient will not let the* joint he* touched. Hoth pain and tenderness disap- 
pear if the patients attention is diverted, and neither keep him awake* m>r a fleet the* general 
health. 'The pain may radiate- far beyond the* joint. Wry rarely in hyste ria there is trivial 
swelling, hut it is not sne-h as would be produeed by the- distention e>f the synovial cavity’; 
it is ofte n more in the- neighbourhood of the- joint than ove r it : but nearly always tlu-re is 
no swelling about a hyste rical joint. I sually tlu- joint supposed to be* diseased is cold ; 
ve ry rare ly it is hot and perhaps a little red : but this phenomenon, when present, is only 
a local blush due- te> the- fact that the patient’s attention is directed to the* joint, and it 
passe s away epiie-kly . 'The stiffness e»f a hysterical joint can he made out to be due to con- 
traction of muscles and not to alteration of the joint itself; occasionally it is variable, and 
ofte-n e xtreme-, out ed‘ all proportion to any possible joint disease ; often, tex>, the attitude of 
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thr joint is not that usually seen in arthritis. Muscles which move a joint usually atrophy, 
often rapidly, when that joint is diseased, quite apart from disease : in hysterical affections 

of joints the muscles waste only 
slowly in proportion to the dis- 
use of the joint. 

Muscular Paralysis. Often, 
c.g., in peripheral neuritis, the 
muscles which undergo rapid 
wasting as a result of disease of 
the lower motor neuron soon 
begin to contract, and this leads 
to considerable alteration in the 
usual position of joints. Thus 

the knee and the elbow become 

strongly Hexed, and at lirst it 
may be thought that these 
unusual positions are the result 
of disease of the joint, for loni;- 
continued chronic disease of a 
joint will lead to unusual per- 

/’»;/. — Pulmonary ost«-o-urthrop;ith\ . tln jt.in.iiT h.il .-hn.nir i.hmil malient positions from colit rae- 

phthisis. Tht* bony pans of tin* iin«_ r t*r> \\**n.' b.vnmin;' jiro/r. - n .*l\ ibi.-kt r, * 

cspt*ci!ill\ in tin ritrlir ban l. turc of ligaments, from the pull 

of muscles on a weakened joint, 
and from contracture of muscles wasted from arthritic atrophv : but a little estimation of 
the history, the condition of the joints, the symptoms of n* r\e disease, and the elect rica\ 
reactions of the muscles will soon lead to a correct dia- 


!• ('.in. in b.nl .•bronii* i.broi l 
•oruiti;' j iro.T--— 1 \ .*l\ Tln.-k* r. 


gnosis. There is no reaction of degeneration in muscles 
that have atrophied secondarily to arthritis. 

Hypertrophic Pulmonary Osteo arthropathy is rare 
and not really a disease of joints at all. for the change 
consists in an enlargement of the ends of the bones, 
and hence the joints appear lame and the patient 
cannot bend them properly. Often this is all that is 
the matter with them, but in advanced cases there is 
some thickening of the synovial membrane and some 
erosion of cartilage. The upper extremity is affected 
more often than the lower, and the joints usually 
deformed are the wrist, and the carpal and inter- 
phalangeal joints ( F/if.s. .‘Sal and 35 J) ; when the 
condition exists in the lower extremity the corrc- 
j joints are implicated. In extreme eases the 
ment extends up the shafts of the affected 
■ ■ The condition is distinguished easily, for it is 
most always accompanied by dubbing of the finders, 
and in SO per cent of the casts it is associated with 
chronic pulmonary disease, especially fibrosis, bronchi- 
ectasis. phthisis, or chronic empyema, of which there 
arc generally ample physical signs. The remaining ‘JO 
per cent of the cases arc associated with such diverse 
conditions that text-hooks must be consulted ; the 
most interesting is aneurysm of the subclavian artery. 
Hypertrophic osteo-arthropathy used to he confused 
with acromegaly : not only outfit the clubbing of the 



finders and the associated conditions to prevent such ;.vj i , niun.i l ;iry nu,-<, ariiu-..,, ill,*, 

a mistake, but. in acromegaly there is also consider- ph/hei *. " * ''’ * U< * '' ' '* ' hr '"“' 

able enlargement of the head, characteristic changes 


in the face (sec Fig. 250, p. 1203), and an increase in the size of the pituitary fossa as 
seen in a lateral skiagram of the skull (Fig. 310, p. 370). IT. llah Whitt . 
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KELOID. (Sec ( p. i:n .) 

KIDNEY, ENLARGEMENT OF. A renal swelling may be so slight that it is only 
found upon clinical examination, or it may be large* enough to attract the patient's 
attention. A number of pathological changes in the kidney may give* rise to a tumour 
of that organ, such as hydronephrosis, pyonephrosis, renal tuberculosis or abscess, new 
growths, and various forms of cysts in the kidney : they have to be diagnosed not only 
from one another, but also from other tumours simulating a renal swelling. 

'The chief characteristic points of a renal tumour are : 

I. 77/e larpe intistine is in front of the tumour. When either kidney is merely slightly 
enlarged, both large* and small intestine will be in front of it ; but when the organ is so 
enlarged as to reach the anterior abdominal wall the coils of small intestine are pushed 
aside, 'file anatomical relation of the large* intestine to the kidney, and the absence of 
a mesentery, do not allow of the same mobility of the colon, which retains its position in 
front of the kidney. Hence an area of resonance can usually be obtained in front of a 
renal swelling : it the colon be empty it can sometimes be felt in a thin subject and rolled 
by the finders on the surface of the tumour. Bowel is never placed in front of a splenic 
tumour, and only rarely in front of a hepatic tumour. 

•J. The ana of dullness to / tennssiun is continuous from the lateral aspect of the swelling 
to the mid-line posteriorly that is. there is no area of resonance between the mass and 
1h»- \ertebral spines, as in a splmic or ovarian tumour. 

.*>. \ renal tumour usually retains the shape of the hidneff : it is rounded at its borders 

and poles, and does not possess any e-dge- or sharp margin, as in splenic or hepatic swellings. 

t. A renal tumour in tin process of enlargement projects funcurds and doxcnicards. 
It may till up the natural hollow of the loin, but \ cry seldom causes any prominence 
posteriorly. A perinephric abscess, which often simulates a renal swelling, may cause 
a distinct prominence in the loin. 

a. A renal tumour max be movable downwards or inwards, unless it is tixed in the 
loin by preceding inflammation : an enlarged kidney can be felt himanually. and if grasped 
bet w ecu the two bands ran he pushed mto the loin. A renal tumour rarely descends into 
the iliac fossa. 

<i. When a renal tumour is la rye enough to reach the anterior abdominal wall it 
commonly comes m contact with the latter at the level of the umbilicus, at the same 
time bulging out the iliocostal space. There* is usually a line of resonance between the 
upper margin of the- tumour and the- hepatie- dullness. 

7. A varicocele max be* developed em the- same- side* as the* renal tumour. This is 
especially significant on the- right side-. 

s. With a renal tumour there* max be changes in the urine pointing to re*nal disease ; 
but on tbe- other hand, the* urine at any one* time* may be* normal, free from blood e»r pus, 
from the* faet that the* ure te r of the* diseased side* is blocked, or that the disease ele>es not 
involve- the re-nal pelvis. 

!». In exceptional eases, a tumour of the* right kidney may extend upwards inte> the 
dona- of the* diaphragm, rotating the live r s<i that the- anterior margin eieseenels below the 
costal margin, and prevents sat isfaet e»ry palpation in the renal area. 

Although, from the- above* physical characters, it would seem that a renal tumour 
should present little- eliflieulty in diagnosis, yet it is by no means infreepient te> linel that a 
tumour possessing several of these- eharae*te*rs may give* ri->e* t < » e‘euisiele*rable* eleuiht in the 
determination « >f the* organ from whie*h it arises. The following points will assist in the 
d iagiu >sis < > f renal swe llings freun either tumours with which they are* like ly te> be* confused : 

I. Tumours of the hall-bladder (p. dl t) are* placcel immediately below the costal 
margin, see that ne> inte rval e xists between the- tumeuir and the le>wer margin e>f the liver. 
They are* usually e»val in outline*. with the long axis in the line between the ninth costal 
cartilage of the* right siele* and the umbilicus; are freely movable with the respiratory 
movements, and movable freun sieh* t < » siele* about an axis at the costal margin. There 
is dullness e>n percussion ove r tlie-m. and they canned be* fe*lt in the le>in or be grasped 
bimanually. With a tumeuir of the* gull-hlaetelcr there may be attacks e>f colic, with or 
without jaundi(*e. A ge>e»d skiagram max she>w the euitline of a distended gall-bladder 
distinct freun the* shaeleiw of the kielne*y. 
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2. Enlargements of the Liver (p. Mil ) pass downwards from beneath the costal margin 
so that there is no line of resonance, or area in which the hand can he depressed, between 
the tumour and the costal margin. Hepatic tumours do not impair the normal resonance 
in the loin in the same manner as a renal tumour does. A tongue-shaped lobe <*l the 
liver (Riedel's lobe) may cause dilliculty in diagnosis : but here 1 1»< lower margin is seldom 
so rounded as is that of a renal tumour, nor will the mass be (elt in the loin on bimanual 
examination. A tumour or cyst in the concave aspect, or ol the left lobe, of the li\ti is 
especially liable to cause error in diagnosis, whereas, on the other hand, a tumour of the 
right kidney which projects upwards behind the liver may so rotate the latte! that its 
anterior margin descends below the costal margin and completely obscures the kidney. 
In a east' of a large carcinoma of the right kidney, the liver may in this wax be so depicsstd 
as to render palpation of the kidney impossible. 

Enlargements of the Spleen (p. 77 1) descend from beneath the left costal margin, 
and have no bowel in front of them. The edge of a splenic tumour is usually well-defined 
and often notched, and there is resonance between the posterior aspect ol the tumoiii and 
the spinal column. A splenic tumour is more movable* than is a left renal tumour. A 
blood-count may help in deciding in favour of a splenic enlargement. 

4. Perinephric Effusions, whether of blood, pus. or urine, max form a tmuoui in 
the loin which upon physical examination max be mistaken for a renal swelling. A pen- 
nephritic effusion max arise from some siippuratixe- condition ol the kidney, so that tin- 
previous history and examination of the urine will not assist in differentiation : or it max 
be due to conditions entirely distinct from renal disease. An effusion of blood mound 
the kidney is. in nearly all cases, caused by an injury to the loin, and ''ill be accompanied 
by other signs of injury. A perinephric abscess forms a less well-defined tunioui than 
that caused by a renal swelling, is more acute in its general sxmptoms. such as pain and 
temperature, and fills up the iliocostal space. The skin oxer it max be thickened oi 
(edematous, and fluctuation max be felt to be more superficial than m a renal swelling. 
A perinephric abscess may result from suppuration about a carcinoma or dix ei t iciilum 
of the large bowel, from appendical inflammation, or from suppuration in a perinephric 
luematoma due to injury : it may be a sequel t<> a specific blow, or be due to a ha-mato- 
genous infection. Bilateral palpation and comparison <>f the loins max detect pcrmcphtic 
swelling by the wax the loin gets filled out and t xen eonxe\ on the affected side. 

a. Tumours arising from the Pelvic Organs, from tin oxarx or uteru-. max in 
some eases simulate renal tumours. An ovarian cyst with a l«»ng p< diele < eeupx mg tin 
loin max be mistaken for an enlarged or movable* kidnex. mid anx sudden attacks of 
pain occurring from torsion of the pedicle max be looked upon as due to renal coin*. 
The usual ovarian cyst or uterine fibroid will seldom be confused with a renal swelling, 
lor it is placed in the middle line of the body, can he felt to conn up from tin pelxis. 
and can be felt readily upon bimanual xaginal examination to be attached to the lib rus 
or its appendages. These tumours also gixe rise to dullness anteriorly, and do m>t alter 
the normal resonance in the loin. In easts ol malignant oxarian tumours associated 
■« i*i) El ites the lumhar resonance max be lost, but on turning tin- patient oxer on one 
mush dull note becomes replaced bx resonance' m the uppermost loin. In 
! an oxarian ex st with a long pe-die-le, or of a uterine- fibroid of ped une-u lat < d , 
,iis form, the position in the- loin max sometimes suggest a renal tumour: it "ill 

mud. howexer. to occupy a more anterior position in the- abdomen than a renal 

anoiir. and to possess a much greater range- of moxement. and it does not slip back 
mto the- loin under the- costal margin in the same manne r as an enlarged kidne x elocs : 
there is resonance posteriorly, the- kidney may he- actually palpated as well as the abdominal 
tumour, whilst, a distinct cemncction with the pelvic organs can sometimes be- traced 
from the- tumour when the- latter is drawn lip. 

In contradistinction te> the- above a xery large cystic renal swelling may be- mistaken 
for an oxarian cyst. It may occupy the greater part of the- abdomen, and e xen be- felt 
per xaginam te> be* encroaching upon the pelxis: but em careful examination in a renal 
tumour of this form there will he* ne> line- of resonance* betwee n the- mass and the* xerte hral 
column posteriorly, the natural hollow of the loin will he filleel up, and the re- is frequently 
a distinct bulging in the lower thoracic wall, together with an increased length e»f the ilio- 

costal space e»n the* affecteel side. Some assistance may he obtained from the* history. 
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when a hydronephrosis may have hern first not iced as a tumour commencing under the 
costal margin, and gradually increasing downwards towards the iliac fossa and inwards 
across the median line, whereas an ovarian tumour max have been noticed to increase 
upwards from t lie pclx is. 

f>. Suprarenal Tumours max occasionally he of sufficient si/.c to form an abdominal 
tumour, presenting a rounded, moxahlc swelling in the hypuchundrium. It is often 
impossible to distinguish them from renal tumours without laparotomy. 

7. Pascal Accumulations in the Colon, Caecum, or Sigmoid flexure max give rise 
to a tumour and pain of a colicky nature in the loin. They will be distinguished from 
renal swellings by the general intestinal symptoms, flatulence, and the changes in form 
consequent on the administ rat ion of large cncmata. It must be remembered that a 
patient \x i t h a collection of faces in the colon max not complain of const ipat ion. but may 
m fact haxe a small daily exaeuation from the overloaded bowel. 

s Inflammatory Thickenings about the Appendix will be diagnosed from renal 
tumour-* h\ the situation of the pain and bx the swelling being in the iliac fossa rather 
than in the loin. In some eases. Iiowcxer. the pain may be referred to the lumbar region, 
oran appendical inllammatorx thickening max spread upwards. The onset of the trouble, 
the acute s x u 1 p t o m s , and the febrile disturbance will usuallx distinguish these eases from 
renal lesions. 

!♦. Malignant Growths of the large Intestine, especially of the ascending <>” 
descending colon, max form a tumour in the loin which closelx resembles a renal swelling. 
The mass formed bx the growth max be 
grasped bimanuallx. is moxable in tin sunn- 
directions as a renal tumour, and c<»iiicn 
forward under tin costal margin. Tlir pei- 
eiission note oxer tin front of the lump is 
resonant, and there is u trail \ an aching pain 
in the loin. II the growth has infiltrated 
through the wall of tin bowel uncovered bx 
peritoneum, tin* perirenal tissues max be 
thickened, 01 albuminuria max be produced 
l>\ direct invasion of the knhnx. when the 
ease will 1 X ell Illol'e resemble a filial lesion, 
t aneer of the large intestine should be sijs- 
peeted d tin le |s ;m\ 1 IT ‘eg II la V 1 1 x in tin action 
of tin howi Is. mucus or blood m the motions, 
or anx s \ 1 1 1 p t o n i ol eommeiiring obstruetioii 
m tin- intestine. The tumour max lie irreg- 
ular and nodular, whereas a renal tumour 
presenfs rounded margins. The occurrence of 
a tumour in eitlnr -»id< . associated with dis- 
eomloit or palpable distention of the rircinii 
Iroiii the aeeunmlat ion <»l ta-ees. would render 
a growl li m the colon the more suspicious. 

The appearances seen with the X raxs at a 
suitable interval after a barium or bismuth 
meal or after a barium enema < A7g. 1 Hb 
p. Ibt. and A’fgx. 1 pj 1 M, pp. Hid. Hill max 
assist tin- diagnosis bx showing organic intestinal stenosis. Pyelography will show a 
shadow of a normal renal pelvis (A 7g. dad). 

Iff. Tumours of the Omentum, Mesentery, or Pancreas, either cystic or malignant, art* 
more median in position, do not project into the loin, and seldom resemble a renal tumour. 

In many eases in which difficulty arises in the diagnosis of a swelling in the loin, 
great help max be obtained by pyelography that is. the injection into the renal pelvis 
by means of a ureteric catheter of some radio-opaque substance such as eollargol in a 
7 per cent solution, or sodium bromide 'JO or 25 per cent solution, followed immediately 
by radiography. Hy this means the renal pelvis may be definitely outlined in its normal 
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position, and any change in position or shape may indicate that the swelling is of renal 
origin. 

THE DIFFERENTIAL DIAGNOSIS OF RADIOGRAPHIC SHADOWS 
IN THE ABDOMEN AND THE PELVIS. 

It is necessary for the true interpretation of radiographs that a clear conception 
should he held of the various conditions which may cast a shadow on an X-ray negative. 
In the diagnosis of cases of urinary disease much information may he gained by the use 
of X rays, and not merely in the confirmation of the presence of calculi in some part of 
the urinary tract : in a good negative the outline and the size of t hi* kidney can Ih* seen 
(Fig. B5B), whilst, by means of the injection of the ureter and the pelvis of the kidney 
with a radio-opaque solution, the size, position, and shape of cither may he outlined 
accurately and compared with the normal. Whereas formerly only the presence of a 
distinct shadow was of value, the recent advance's in radiology render a negative report, 
except in the few instances of a calculus of pure uric acid, almost of equal value. 



ui'i' 1 ! I !i< t < n>. />• /, /, 

In a good negative* after efficient alimentary treatment the outline of a normal kidney 
should he visible, lying opposite the bodies of the first, second, and third lumbar \crtehr:r 
(Fill, Mad), and having an excursion of from 1 \ to 2 inches in forced inspiration and expira- 
\ rmaf calculus in a radiogram will cast a shadow superimposed upon the renal 
It it is of triangular or branched outline (Fifl. ilal). it is almost certainly a renal 
in : but others may give a shadow of even, uniform density, of sharp out line, yet clearly 
: I as shown by the way the opacity moves equally with the renal shadow in inspirators 
j i h »\ ements. In a negat i vc taken laterally through the t rans\ erse axis of the patient . a renal 
calculus should make a shadow superimposed upon the bodies of the upper lumbar vertebra*, 
usually the second (Fill. Baa), unless the kidney is enlarged, when the shadow of a calculus 
may he displaced in front of the vertebral bodies. It should alwa\s be remembered that 
a stone composed of pure uric acid may give* no shadow on a radiogram : one of calcium 
oxalate gives the most dense shadow; next in order of density is the phosphatie ; those 
of urates, eystin, and xanthin give a less definite shadow ; those of uric acid one less 
definite still. 

There are, however, several other conditions which may east a shadow in the renal 
area, and it is necessary to differentiate these from the shadow of a renal calculus. The 
following are the most frequent : — 

4. Calcification of the costal cartilages 
a. Caseous masses in a tuberculous kidney 
(». IMilcholit h. 


1 . Intestinal contents 

2. Calcification of mesenteric glands 
U. Gall-stones on the right side 
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1. Intestinal ('(intents may cast a shadow in the renal area owine to inefficient pre- 
paration of the patient or to the fact that he has recently taken as medicine* hismutli, 
magnesium salts, etc. If any douht exists a second examination should he made after 
further purgation. 

2. ( 'nleijirntnin of the Abdominal or Mesenteric (Hands may cause a shadow in any 
part of the abdominal cavity. Though they arc most frequently seen near the lower 


lumbar n rtebra* or about the sacm-iliac joint, and therefore external to the renal shadow, 
th< \ ma\ be superimposed upon the latter and cause difficulty in diagnosis. The shadow 
ot a ealeilied inland is usually mottled in appearance, small areas in the shadow showing 
increase d density owim: to the irregular deposition of lime salts: calcareous glands are 
frequently multiple, but the chief characteristic ot them is t heir ra litre of mobilit y. Thus 


if more than one negative is taken with varying decrees of compression the shadows of 
calcareous glands may show a varying posit ion with regard to the renal shadow, whilst 
in a lateral view a glandular shadow is usually in front of the bodies of the vertebra* and 
not superposed upon them as in Fii*- da a. A ealeilied eland may be placed immediately in 
front of the kidnev and move equally with it, causing c rra t cl i Hit'll It y in diagnosis ; or 
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mid a re so nio\ able that their position varies in successive skiagrams. Should difficulty 
arise, the examination should be repeated after a radio-opaque catheter or bougie has 
been passed into the ureter by means of a eystoseope (Fins. ‘.M\ I . ). In many eases a 

stercoseupie examination of the area with a catheter in the ureter will show that the 
suspicious shadow is some distance from the ureter. A catheter may often be passed up 


lie ureter alongside and pad a calculus in the duet, but a stereoscopic examination will 
how that the two are actually in contact with each other. 

1. I ( 'men tion in tin l/f/n iultr max occasionalix j_*i\e rise to a shadow in the line 
I the riuht ureter. sultlm d i n u a calculus with xerx similar clinical symptoms. A further 


examination with a radio-opaque catheter in the ureter will show that the shadow is 
ext ra-ureterie. 

I’hlcbn/iths in the /V/r/v are liable to he mistaken for ureteric calculi. They are 
usiiallv multiple and are placed towards the peripheral areas ot the pelvis, otten about 
the level of the ischial spine. A stereoscopic examiuat ion with an opaque catheter in 
the ureter will differentiate them from calculi, though it may not be possible to distinguish 






444 


K 1 DNEY. ENLARGEMENT OF 


them from calcareous glands. It must not be forgotten that a calculus may be present 
in tlie ureter in addition to phleboliths. Fill. •!(»(» is an example of this, a single calculus 
being present in the ureter at tin* tip of the bougie, with the shadows of numerous phleboliths 
scattered elsewhere in the patient's pelvis. 

Radiographic examination of the vesical area is required less frequently for calculi 
than is that of the renal or ureteric areas, owing to the east 1 of diagnosis of bladder con- 
ditions with the eystoseope. Occasionally, however, a shadow may be present in a pelvic 
radiograph which must be differentiated from that of a vesical calculus. The latter is 
usually rounded or oval, occupies a fairly central position in the pelvis, and may show 
rings ot varying density owing to the deposition of layers of urinarv salts of varving 
density (Fig, I, p. Occasionally one or more vesical calculi may form a shadow 

in a more lateral position in successive negatives, when a suspicion of their presence in 
a ^ diverticulum in the bladder will arise. The diagnosis of this condition is discussed 
below. The following conditions may give rise to radiographic shadows in the pel\ is : 

1. I’rostatie calculi 1. Foreign bodies in t lit* bladder 

-. Calcification of a uterine fibroid I retinal calculi, 

d. Opa(]ue masses in a dermoid cyst of 
the ovary 
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1. Prostatic Calculi may be single or multiple, but in the radiogram the\ oeeups a 
position very low in the pelvis, often behind the shadow of the pubes (Pin. :u>7). They 
woidd not In seen by a eystoseope, but might be felt during the passage of an\ instrument 
i ' static urethra when the latter is ulcerated by the stone. The\ are palpable 
p! per rectum, either as a hard, inelastic nodule embedded in the prostate, or 
... i at in *_*' <d‘ multiple calculi on each other on pressure. 

_. Calcification of a Fibroid Tumour of the ( terns gives a la rue, irregular shadow of 
mi; but low decree of density. Rimanual palpation of a tumour mo\ ing with tin 
uterus would point to the diagnosis. 

Ovarian Dermoids may give rise to irregular shadows in the pelvis due to tin* 
formation of bone or teeth in the cyst. They may be present in \oung adult life, and a 
tumour would be palpated on abdominal or pelvic examination. 

1. Foreign Undies in the bladder may become so encrusted with urinarv salts that 
a shadow like that of a calculus may be present. A variety of foreign bodies have been 
found in the bladder, either introduced by intent or by the accidental breaking off of a 
piece of catheter or the like. In some cases the shadow will show a central area of 
different density or even a metallic nucleus. 

a. I rcthral (alculi may be retained in the canal behind a stricture and enlarge 
in situ. They form a shadow in a radiograph below the pubic arch (Fig. 
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Much assistance in the diagnosis of urinary disease apart from the presence* of calculi 
may he obtained by means of radiography supplemented by nudhods used by the urologist.. 
A good negative taken in a thin subject may show the out line* and size of the kidneys so 
plainly that one of them may be demonstrated to lie enlarged, whilst to the expert radio- 
logist the decree of density of the shadow may indicate distention of the kidney by pus, 
or the irregularity of outline may give* rise to a suspicion of malignant growth. Recently 
methods have been evolved by which more information may be gained namely, by the 
injection of gas into the perirenal tissues or by the direct distention of the renal pelvis 
and ureter by rad io-opn<|ue solutions. 

1. I’nirnml inflation consists in distending the fatty tissue around the kidney with 
oxygen or carbon dioxide gas, it being claimed that by this method a more distinct outline 
of the kidney is obtained. It is found that carbon dioxide diffuses into the perirenal 
tissues more rapidly than oxygen docs and that it is more rapidly absorbed. A hollow 
needle is passed into the loin until it is judged that the point has reached the perirenal 
fat. the depth of which varies greatly in different people. About 300 to 500 c.c. of gas 
are then introduced through the needle and an exposure made to X rays in the ordinary 
was. The outline of the kidney may be defined more clearly by this method, but its use 
is practically limited to stout patients in whom a renal growth is suspected, yet in whom 
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other methods of skiagraphs tail b\ reason of the fatness; unfortunately the inflation 
is painful and not free from risk. 

•j. The injeetiou of rad io>opae pie solutions into the renal pelvis and under, combined 
with radiographs ( /u/r/ogn/p/n/ and ///eYe/ng/v/p////). has a much wider application and 
renders much more precise information than can he obtained by the perirenal inflation 
method. In the earlier work in this subject, solutions of collargol. silver iodide, and 
thorium nitrate were used, but were found unsatisfactory owing to the pain caused by 
the solutions or to the occasional toxic symptoms produced by them. In recent years 
sodium bromide in *J0 per cent solution has been used extensively instead : it is not 
irritating, is not toxic, and, moreover, v ields a dense shadow to the X rays, tor pyelo- 
graphv a ureteric catheter is passed by means of the cystoscopc to the icnal pelvis: 
the solution of sodium bromide is injected very slowly by means of a small syringe or 
allowed to run in bv gravitation until the patient begins to feel discomfort in the loin, 
an accurate measure of the amount of fluid injected being recorded. I he pelvis of the 
normal kidttev will hold an average of <> e.e. before* pain is produced. A skiagram is 
taken inunediat el v , when an exact outline of the renal pelvis and ealices is displaced as 
a dense shadow ( T/g. In eases of renal diste ntion a much larger amount e>f sodium 

bromide 1 e'an be* i 1 1 j«*< *t e*d before pain is produced. In the*se* ease's it is bi'tte'r in practice 
to take* a succession of radiograms with the increasing amounts e»f fluiel inje*ctcd rather 
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than to await the onset of pain. Thus if in an examination it is found that the patient 
feels no discomfort after the injection of about 8 e.c.. the injection should be stopped and 
a radiograph taken : further injection is then made and a second or even a third negative 
exposed. In renal distention the first radiogram may show only a blurred shadow from 
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the dilution of the sodium bromide solution with the fluid in the renal pelvis, hut the 
subsequent negatives will show the extent of the distention and whether the stress is 
thrown on the renal tissue or on the pelvis (Figs. :t?0 

It is essential that this examination be conducted without the administration <>f an 
aniesthetie so that the patient can indicate when the discomfort due to the distention of 
the renal pelvis begins. Frequently the patient is able to aflirm that the pain produced 
by the injection is exactly similar to that experienced during liis previous elinieal attacks 
often a valuable point in diagnosis. Occasionally a calculus which has onlv vielded 
a faint shadow in a skiagram is shown much more distinctly after an injection of sodium 

bromide around it. ( ommeneini: dilatation of 
the renal pelvis, a difference in the normal 
anide at the urct cro-pcl\ ic junction, or kinking 
< d the upper ureter can be identilied nadilv 
( Fins. 

The determination of a normal renal pelvis 
by radiography has also aided the diagnosis in 
many eases of doubtful abdominal tumours in 
which the clinical data have east a suspicion 
of renal disease. There may he doubt as to 
whether a tumour palpable in the abdomen and 
causing pain in tin* loin is a renal tumour or 
whether it originates in the colon, ^all-bladder, 
pancreas, or suprarenal inland. Fxaminat ion by 
pyelography may demonstrate a normal renal 
pelvis which would in many eases exclude any 
disease of the kidney. In a recent ease under 
my care, a patient, a^e 17. complained of pain 
in her left loin, where a rounded tumour pre- 
senting the characters of a renal swelling was 
felt. She oave a history of slight h.ematuria and the urine contained a small amount of 
albumin and pus. To eystoscopic examination there was subacute cystitis; the ureteric 
orifices appeared to be normal, and the urinary efllux from each was stained a deep blue 
colour within five minutes of an intravenous injection of indigo-carmine. A pyclo«paphie 
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patient. On the other hand a kidnev may he so diseased as to he funct ionless and 
shrunken, when it eannot be l’elt ; hut the remaining organ may he enlarged in a com- 
pensatory decree and may he distinctly palpable. One must remember the danger of 
regarding an enlarged kidney as the diseased or^an when it may in reality la* the only func- 
tioning one. Aching pain may he present on the functional side, as a reno-reflex pain 
from the disease on the other side. The kidney of normal size and position is not palpable 
from the abdomen, or on bimanual examination with one hand on the loin : but, in a thin 
subject, the lower pole may he felt to descend between the hands on the patient's taking 
a full inspiration; if, therefore, a kidney can lx* felt easily on bimanual examination, it 
is either unduly mobile or enlarged. It is often difficult to say if a kidney that is movable 
is also enlarged to a slight decree ; and a kidney which was thought clinical! v to he 
enlarged has often been found to be of normal size when exposed : this is in part due to 
the thick coverings of the abdominal wall, or to the amount of fatty tissue surrounding 
the organ. 

If tile kidney is definitely enlarged, it remains to determine the nature of the enlarge- 
ment ; in this one is guided, not only by the physical characters of the tumour present, 
but also by other symptoms that art* associated with it. more especially, perhaps, by the 
altered characters of tilt* urine. The kidney may be enlarged only slightlv. as in tubercu- 
losis, pyelonephritis, commencing hydronephrosis, or carcinoma : or max he enlarged t<> 
a considerable degree in polycystic disease, hydro- or pyonephrosis, anti in some forms of 
malignant growth. From the physical examination of the enlarged organ it is often 
possible to say that the swelling is fluid or solid in nature, but it is seldom that a true 
diagnosis of tilt* lesion can be made from palpation of the kidney alone. In the following 
diseases in which renal enlargement is usually present, the diagnosis must he arrived at 
by the consideration of associated symptoms. 

In renal tuberculosis the disease occurs in a miliary or in a caseous form. Miliary 
tuberculosis occurs as a part of a general tuberculosis, usiiallv in children, is bilateral, 
and causes no tumour. The caseous variety occurs as a primarv disease in one kidnev. 
in which out* or several foci may be present. These enlarge and soften to form a tuber- 
culous abscess, which invades the medullary tissues, to open event uallv and discharge 
its contents into tin* renal pelvis. 'The kidney is enlarged and tender, and there are 
persistent pyuria and hscmnturia in small amount. The lining membrane of the ureter 
is quickly invaded by the tuberculous process, becoming thickened and infiltrated, and 
at the same time shortened, so that eystoseopically the ureteric orifice is seen to In- 
drawn upwards (Fig. .TTIl, p. 717). An early symptom of renal tuberculosis is increased 
frequency of micturition, even before the bladder has become infected in the downward 
progress of the disease. The ureter max be felt to be thickened per rectum or per xuginam, 
or other tuberculous foci may be found in the prostate, vesicuhe semmales, or testes m 
the male. A thorough search should he made for tubercle bacilli in the urine. 

In pyelonephritis the* kidney max he slightly enlarged, together with renal pain, 
o' "m.i. and general malaise. \*\ elonephrit is is usually bilateral, and due to some infective 
* < ■ * i \ e lesion in the lower urinarv tract, symptoms of which are usiiallv obvious 
.i i;i\. p. 71a). Bacteriological examination by culture of a catheter specimen of 
is almost essential to the diagnosis. 

Malignant tumours of the lidney give rise either to an irregular nodular enlargement 
I lie kidnev. or to a general, uniform, solid tumour. There is usiiallv aching pain in 
the loin, with intermittent attacks of profuse lurmaturia. the latter occurring as soon as 
Ihc growth has infiltrated the renal pelvis. The bleeding may he so profuse that clots an* 
formed in the renal ealices, pyramidal in shape, which in their passage down the ureter 
give rise to typical renal colic. Long worm-shaped clots from formation in the ureter 
may also he present. The malignant tumours found in the kidnev are of several varieties, 
and their origin and exact pathological nature have given rise to much discussion in 
recent years. The true carcinoma and sarcoma exist, but are very rare, forming but 
a small percentage of the malignant renal tumours. They give rise to renal enlargement 
and intermittent luematuria, arc usually extremely malignant, and are accompanied by 
early rnetastases. The more common type of renal tumour in the cortical portion of the 
kidney the hypernephroma was formerly supposed to arise in small aberrant anas of 
suprarenal tissue which are frequently found in this situation. Kecent observers maintain 
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that these tumours arise from the renal elements. The tumours commonly arise in 
the upper pole of the kidney , are of yellow or brown colour, and are usually fairly well 
defined from the renal tissues. Microscopically, their structure is similar to that of the 
suprarenal "land, and their metastascs are of the same nature. They' were formerly' 
described as angiosarcoma, alveolar sarcoma, endot helioma. or carcinoma, but are now 
classilied under the term hypernephroma. 'They form a comparatively slowly-crowing 
tumour of the kidney, and civc rise to less severe symptoms than the true sarcoma or 
carcinoma. There is aehinjj in the loin, and enlargement of the kidnev inav be found on 
examination, but at first the symptoms are slight. (hematuria occurs without any apparent 
exciting cause, and there may be renal colic from the passage of clots down the ureter ; 
the tumour may be of fair size before any hainaturia is noticed. 

Another form of malignant tumour that occurs in the kidney is that which is supposed 
to arise from embryonic tissues, and to which the name of embryoma has been applied. 
These tumours are formed of striated muscle (rhabdomyoma) or of mixed tissues, such 
as striated and nun-striated muscle, cart ilajje or bone, and epithelial structures in tubular 
or glandular form. They L r ro\\ in the renal tissues, 
expandin': the latter to form a spurious capsule. 

'They occur most frequently m children, and haina- 
turia is infrequent. 

'I'hus. the occurrence of a renal tumour, 
accompanied by intermittent attacks of liainat uria . 
especially if profuse, should always oi\< suspicion 
of renal i/rowth in an adult. Iterial tuberculosis 
and calculus both may civc rise to renal enlarge- 
ment. but the ha inaturia is seldom profuse : with 
calculus, the hainaturia is often brought on or 
increased by exertion, whereas with growth it may 
come on at any time, even durmu rest. At the same 
time, it should be remembered that both pr«»fus< 
hainaturia and renal enlargement may arise from 
a vesical tumour which obstructs the normal How 
of urine from the ureteric orifice : in all eases, there- 
fore. a eysfoseopie examination should be made 
before any operative measure is earned out. The 
rapid development of a \uruncth. especially on the 
riidit side, is a point significant of renal growth. 

/ huintncjthmsis and /n/nncjihrusis form definite 
enlargements of the kidney, which may attain a 
lar^e size. The tumour is oval or rounded, smooth, 
and ej \ es a sense of tenseness or elasticity, whilst 
occasionally distinct fluctuation may be obtained. 

Pyelography assists the diagnosis verv materially 
(p. HD et seq. and /u;'\. .470 7t»). A hydronephrosis occurs when there is a partial 

ureteric obstruction, or m cases of repeated attacks of temporarily complete obstruction 
to the ureter. Milatcral h\ drotiephrosis may also arise from the back-pressure due to any 
obstruction of the normal passage of urine from the bladder. Hydronephrosis is usually' 
unaccompanied by pain or ha-maturia : but the tumour may show marked chances in size, 
from the varvinc character of the lesion producing the obstruction: thus, if the ureter be 
whollv blocked. the tumour will increase in size amt bmiinc more tense : whilst if the 
obstruction I >e partiallv relieved the tumour will diminish, synchronously with the passage 
of a larger quantity of urine of low specific cravity. The presence of any obstruction to 
the normal flow of urine from the kidney predisposes to the onset of infection of the 
kidney bv miero-oriranisms, so that a hydronephrosis may become converted into a 
pyonephrosis, or the latter mav arise from the obstruction to the under of a kidney* 
already the seat of pyelitis. The physical examination of a kidney distended with urine 
or with pus shows practically no difference between them, but with pyonephrosis other 
indications are usually present to assist the diagnosis. Kxamination of the urine will 
reveal the presence of pus at some time, although, if the ureter is wholly obstructed at 
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the time of examination, pus may be absent if the other kidney and the bladder are 
normal. If, however, the ureter is blocked only partially, pus will In* found in the urine ; 
in the intermittent form, pus may be present in large quantities at intervals coinciding 
with the decrease in the size of the renal tumour. With pyonephrosis, also, there will 
be the general evidence of suppuration, namely, raised temperature, sweating, pallor, 
and often diarrhoea. The most frequent causation of pyonephrosis is renal calculus, so 
that a careful inquiry into the history of the case for symptoms of calculus may give 
important indications, and X-ray examination may be of service (p. 410 el seq.) unless 
the stone has been passed. Very occasionally palpation of a kidney enlarged from 
calculous disease will give rise to distinct crepitation from the friction of one stone upon 
another. 

A serous or hydatid cyst of the kidney may give rise to a tumour in the loin exactly 
resembling a hydronephrosis, and would usually be diagnosed as such. The discovery of 
hooklets (Fig. 70, p. 05) or hydatid elements m the urine, or in the fluid aspirated from a 
renal cyst, will point to the nature of the disease. 

Polycystic disease of the kidney may occur in children or in adults, and forms a tumour 
which is commonly bilateral, though that of one side may be larger than the other. In 
adults the disease causes practically no trouble, except the presence of the tumour, in 
the early stages ; but later, symptoms of renal inefficiency develop. The tumour gives 
the usual physical signs of a renal enlargement, and may attain a great size on both sides. 
There may be aching pain in the loins, and, occasionally, marked luematuria. The urine 
is of low specific gravity, is increased in amount, and in the absence of blood often contains 
a small amount of albumin. The disease is usually accompanied by arteriosclerosis and 
raised blood-pressure. The character of the urine and the bilateral renal tumour are 
usually suflicient data upon which to form a diagnosis : but with unilateral tumour, as 
occasionally occurs, the diagnosis is very dillicult. A hydrnncphrotic or pyonephrotie 
kidney may give evidence of fluctuation which will not be obtained with a polycystic 
kidney. /;. //. JiKt h/n .St rc n . 

KNEE-JERK, ABNORMALITIES OF THE. Hcforc discussing the abnormalities 
of the knee-jerk it is desirable to say a few words concerning the methods employed 
for eliciting this valuable physical sign, and what may be considered to be its normal 
variations. 

It is essential, if mistake's are to be avoided, to test the knee-jerk with a suit abb* 
instrument. The fingers, or the edge of a hand or of a book, are unsatisfactory. Several 
percussors are made for the purpose*, the best being a proper knee-jerk hammer, though it 
may be more convenient to use a wooden stethoscope* with a moderately heavy ear-piece 
surrounded by a thick indiarubber ring. The patient, should be either sitting or lying 
If seated in a chair, Ik* may be directed to cross one knee* over t he other, or, bid ter 
<h place both feet on the floor as far away from him as is possible, so long as the whole 
sole of each is in contact with the ground. If the patient is in bed, he should he flat on 
his back, and be told to allow the observer to move his legs without resistance. The latter 
then flexes the knee by grasping the thigh above* the joint and raising it until an obtuse 
angle* is formed by the popliteal space, the foot resting on the bed. The position of the 
manipulator's hand will enable him to detect whether the quadriceps and hamstring 
muscles are sufficiently relaxed. In either position a tap on the patellar tendon will 
provoke a contraction of the quadriceps extensor muscle, which will extend the leg on the 
thigh, and may be seen or felt even if it fails actually to move the leg. In the case of 
small children or infants it is advisable to stand at the end of the bed and to grasp the 
ankle with the left hand ; the knee can then be flexed easily by pushing the foot towards 
the patient, and, at the moment when the limb feels relaxed, a tap on the patellar tendon 
be given with the instrument in the right hand. If difficulty is found in making an 
adult relax his limb in any of these positions his attention should be directed to carrying 
out some other voluntary movement, such as pulling apart his grasped hands while he 
looks at the ceiling ; this is known as ‘ reinforcement ’. 

The Normal Knee-jerk. It is impossible to define a normal knee-jerk, because the 
extent of the reaction varies much in individuals and much in the same person at dif- 
ferent times. Absence of the knee-jerk indicates an abnormality, and must be regarded 
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as pathological. Inequality of the jerk on the* two sides must also he regarded as strong 
evidence* e>f some* organic* morbid condition. 

Abnormalities. The* kne e -je rk may be* exaggerated, diminished, or lost. 

The knee-jerk is exaggerated when the* reflex are which governs the tone of the quadri- 
ceps muscle is insufficiently inhibited or controlled by the* higher nervous centres. This 
occurs under two chief conditions, one of which constitutes a functional, the other an 
organic*, loss of control. 

Functional loss of control occurs whenever the general health or nervous tone of the 
patient is below par. Exagge ration of the knee-jerk may therefore* be* me*t with in almost 
any constitutional ailment , and is nearly always to be* obse*rve*el when a person is seriously 
out of health. For instance, a phthisical patient, a ease of chronic renal disease, a eonva- 
lc*scent from enteric fever, or a neurasthenic, may present very brisk jerks, and their 
presence* may only be* looked upon as an indication of a general loss of nervous tone. This 
fact emphasizes the necessity for never being satisfied with an examination e>f the knee- 
jerk alone* in attempting te> diagnose the* conelitiem <>f the* nervous system. The* examina- 
tion e>f the* knee-je rk must at least be supplemented by that of e*e*rtain other reflexes, the 
most important of which are* the* abdominal and plantar. If exaggerated knee-jerks are 
associated with normal abdominal reflexes and with the !le*xe>r type of plantar response, 
and if the* knee-jerks lire* approximately eepial cm the* two sides, it may be assumed, with 
some* e*\e*e*j>t ions, that the* exagge*rat ion is due* te» a functional loss of control over the reflex 
are*. If, on the* other hand, the* abdominal reflex is absent .and the plantar response* is of 
the extensor tv pc* the* exaggeration of the* knee-jerk is due to some* organic change in the 
cells of the motor are*a of the* brain or in the* pyramidal tracts which are made up of the 
axonal processes of those* ce lls. Exaggerat ion of the* kne*c*-jerk due to organic* disease is 
always, or nearly always, associated with other re*f!e*x changes, and particularly with the 
extensor type* of plantar response. Frequently, but not invariably, these two signs are 
supplemented by the* prese*ne*e* of ankle-clonus, by a spastic condition of the lower extremi- 
ties. and hv a loss of voluntary e*ontrol ove r the* ve*sie*al and rectal sphincters. 

When the* pyramidal tract is affected equally on both side's the jerks will also be 
exagge rates! e qually : but if, as in he*miple*gia. one pyramidal tract is more diseased than 
the* othe r, the re* is a corresponding difference in t lie* knee-jerk on the two sides, that of 
the* paralyses! leg being brisker than that of the* sound limb. Inequality of the knee-jerk 
is also obse rver! in certain e*ase*s of general paralysis of the insane , for the same reason. 

A very brisk knee-jerk is sometimes associated with a phenomenon which goes by the 
name* of patellar clonus. With the* limb resting relaxed and fully extended on the bed 
the* patella is sharply pressed towards the* foot, with the* result that clonic contractions 
of the* quadriceps are* provoked and continue as long as the pressure is sustained. The 
presence* of well-sustained patellar clonus is generally indicative of organic disease 
affecting the* crossed pyramidal tracts. 

The* knee -je rk may be* diminished as the* re sult of some pathological processes similar 
to those which abolish the* jerk. On the* othe*r hand, owing to the natural variations in 
the activity of the* reflex. it is often eliflicult to be* sure* that the sluggish character of a 
knee-jerk is of pathological origin unless the re* is e*vide*nce to show’ that it hael been 
obtained pre viously with gre*ate*r facility. 

The* kne e -je rk is lost entirely in a ve ry small percentage of perfectly normal individuals, 
some* e » f whom appe*ar to have* had no knee- jerks from the start : but, upon the whole, 
complete* abse*ne*e* e>f kne e - je rks, e*ve*n when attempts have been made to obtain them after 
reinfore*cme*nt , indicates organic elise*ase* of the* nervous system, and therefore is evidence 
of seime* pathological process. 'the* conditions under which the knee-jerk is lost may be 
classified in the* following manner : 

1. Affections of the* ejuadriee ps extensor muscle, as in the myopathies. 

2. Affections of the* affe rent path of the reflex are, as in cases of tabes in which the 
lumbar region of the* spinal ceirel is invedved. 

,‘i. Affections of the anterior horn cells, such as occur when myelitis involves the third 
and fourth lumbar segments e>f the cord. 

t. Affections of the efferent fibres in the anterior crural nerve innervating the quadri- 
ceps muscle*, as in some* forms of peripheral neuritis. 

5. In complete transverse lesions of the spinal cord above the lumbar enlargement. 
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This is usually the result, of ;i dorsal myelitis, or of a fracture-dislocation of the vertebral 
column with severe injury to the eord : in these patients the tendon jerks will re-appear 
after an interval of three or four weeks provided that there is no septic complication in 
the form of bedsores, cystitis, or pyelonephritis. 

(». When the intracranial pressure is greatly increased, particularly in cases of intra- 
cranial tumour, and more especially when the tumour occupies the posterior fossa of the 
skull ; also immediately after a gross cerebral htemorrhage. 

It should be noted carefully that the absence of the knee-jerk in most cast's affords 
evidence of some lesion of tin* structures which constitute the rcllex arc, on the integrity 
of which it depends. It is a localizing sign, not necessarily a sign of some particular 
disease. For instance, it is quite possible for patients suffering from tabes to retain their 
knee-jerks so long as the morbid process has not involved the lumbar region of the spinal 
eord, or one knee-jerk may disappear before the other. For the same reason the jerk may 
be present in certain cases of acute poliomyelitis, or one may remain when the other has 
been lost. 

It is also desirable to point out that the abolition of the knee-jerk may be the anhf 
indication of any affection of the nervous mechanism. For example, the knee-jerk is 
often lost after an attack of diphtheria* even when there is no evidence of paralysis of the 
leg muscles or of any sensory loss in the lower extremities. Another instance of the same 
kind is afforded by many cases of lobar pneumonia* especially in children, in which the 
pneumo-toxin is sufficiently poisonous to interfere with the sensitive patellar rellcx without 
producing other signs of disturbance of tin* nervous system. In diabetes meUitus the knee- 
jerks may be absent without any further signs of peripheral neuritis developing. 

Attention has been drawn to the occasional absence of knee-jerk in cases of intracranial 
tumour. The explanation of this is not very clear, but reference may be made to the 
great variability of this phenomenon from time to time. At one examination the knee- 
jerk is obtained ; at another, a few hours later, it is lost, perhaps to return on the following 
day. This ebb and flow of the knee-jerk is highly characteristic of increased intracranial 
pressure, and is rarely found under other conditions. Immediately following a eerebral 
Inrtnorrhagc associated with hemiplegia it may be impossible* to elicit the knee-jerk in the 
paralysed leg, whereas a few days later the knee-jerk on this side' may be found not merely 
present, but brisker than that on the sound side. 

Two other forms of abnormal knee-jerk deserve brief reference. One of them is what 
is sometimes called the choreic knee-jerk. In many cases of chorea, when the leg is 
extended on the thigh as the result of tapping the patellar tendon, it is held in that position 
for an appreciable length of time before relaxation takes place and the foot falls to its 
former position. In im/asthenia gravis it is sometimes, but only rarely, possible to tire 
out the knee-jerk. A ready response is obtained at first, but rapid repetition of the test 
^ to abolition of the reflex excitability, which quickly recovers itself after a short rest. 

E. Fart/uhar Huzzard. 

KRAUROSIS VULVAS. — (Sec Dyspahf.i nia, ]). 2d0 ; Swi:i.i.i\<; Yci.vai., p. Sad). 
KYPHOSIS. (See (VitvATi KK, Spinai., p. 101.) 

LABOUR, DIFFICULT. (See Dystocia, p. 250.) 

LARYNGEAL PARALYSIS. (See Pauai.ysis, Laiiyncfal, p. 005.) 

LEG, ULCERATION OF. (See Flokration of Tin-; I, !■•.(;, p. 8!>:t.) 

LEGS, PAIN IN. (See Pain in tiif. Kxthfmity, Lovvfu, p. 5dS.) 

LEGS, SWOLLEN. (See (Kdkma, p. 511.) 

LEUCOCYTOSIS denotes an increase above the normal of the number of leucocytes 
per c.mm. of blood. The point at which the increase is to be called leucocvtosis is 
arbitrary, for whereas 5000 per c.mm. is regarded as the average in health there are con- 
siderable variations during the day, either in relation to digestion, exercise, or what not, 
and the same person who at one time of the day may have 5000, may at another have 
even as many as 14,000 per c.mm. If the differential leucocyte count remains normal, 
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no total leucocyte count less than la, 000 per c.nun. can la* regarded as abnormal, and it 
is not until tin* figure reaches 20,000 or more that much stress can Ik* laid upon it. The 
numbers tend to he higher in children and in pregnant women than in other healthy 
individuals. From a clinical point of view there arc only two main groups of conditions 
in which the existence of leueoeytosis is really of diagnostic importance, namely : (1) In 

eases of splenomedullary , lymphatic, or mixed leukamia, the differential diagnosis of which 
is discussed under Avt.mia (p. .‘12 ) : and (2) In connection with infective processes, such 
as suppuration, pneumonia, sapramia, or sept ie*opva*mia. 

There are many maladies in which moderate* leueoeytosis may occur, hut in which 
the behaviour of the leucocytes themselves is of little diagnostic significance. Thus, 
whether the re is or is not any le*ue*oey t osis makes little e>r no elifferene*e* in the diagnosis of 
many conditions in which the* number may he* anything from 5000 to 20,000 per e.mm., 
for instance* aeaite* rheumatism, scarlet fewer, myxeedema, intestinal ohst ruct ion. diphtheria, 
cholera. betid hronehitis, bronchiectasis. urethritis, acute* follicular tonsillitis, whooping- 
cough, carcinoma, sarcoma, rabies. In all of tlie*se*. and probably in many othe*rs. whe re as 
many eases show no le*uce>e*yt ie* chance at all. a e*e*rtain proportion exhibit leueoe*v t osis. 
If then* we re* a unive*rsal rule, e ithe r that the re* was leueoeyteisis or was not. the* fact might 
be* used in different ial diagnosis : for instance, the oee*urre*nee* of leueoeyteisis in scarlet 
fever might be* used as a j)oint in distinguishing it from measles, in which k*ue*oe*v tosis 
is rare* : but it is just pe»ssihlt* that the re* may be* a lcue*eie*yteisis in a e*ase* of measle s, anel 
it is more* than possible that searle*t fever may pre*se*nt no le*ueoe*vtosis. s< > that, whereas 
the* ge ne ral rule* is to the* e*ontrar\, it is ne>t set e*onstant as te» be a safe* ground upon which 
t e » make* a differential eliagneisis. It can only be* saiel. broadly speaking, that whe*re*as 
le*ueoe*vtosis is not uncommon in the* conelitions already enumerated. it is upon the* whole* 
ne»t common in measles, malaria, typhoid le ve r, typhus leve r, influenza, small-pox. mumps, 
and t ubereulosis either than caseous bronehopneumonia. secondary infected phthisical 
cavities, e>r t ube*re*ulous me*ningitis. 

It is stated that certain (Inti's may preduce* leueoeyteisis. though careful experiments 
with some* of them have* by jio means always confirmed this. Succinic acid, preitargol, 
and essential e »i Is such as turpentine*, peppermint, eir einnamein. are* examples of those 
said to produe*e* slight le*ue*oevtosis. After se*ve*re loss of blood, such as may result 
from excessive ha niate fiiesis. v enescet ion. post -part um hatnorrhage, and the* like*, the* 
leue'eicytes may rise* in a comparatively slant time* to over 15.000, and perhaps to over 
20,000 pe r e.mm. 

It is cle*ar, therefore, that when so many conditions may lead to le*ucocyteisis. its 
mportanec* is much diminished as a means of differential eliagnosis. One* may say, how- 
ever, that unle ss the re* are* othe r e*linie*al indications te> the* eemtrarv . a definite le*ue*eie*ytosis 
of 20,000 or more* the* figure* sometimes re*ae*hing even 50.000 or 00.000 together with a 
relative* increase* in the* peilymorpheuiuelear e*e*lls from their normal 05 pe*r e*e*nt to 75, 80, 
85, or e ve n 00 pe r e*e*nt of all the* leueeievt e*s prevsent in the* bloeid. is e*onsiderable cvide-nce* ol 
the*re* be ing supjmration some where*. It is worthy e if notice that in a suppuration which 
product's leueeiey t osis with a relative* ine*re*asc in the* polymeirphoniiclcur cells, the* pus 
reejuire*s te> tie* confined under pre ssure*, for instance* in an appendicular abse*e*ss. an abscess 
e if the* liver, empyema ed the* gall-bladder, suppurative* pylephlebitis, infective* cholangitis, 
perineal abse*e*ss, pyosalpinx, suppurating ovarian e*yst, thoracic e*mpye*ma, abse*e*ss of the 
lung, ce re bral absce ss, subeut aneeius or pyicmie* abscess, an unopened whitleiw, an infected 
thrombosed vein, or suppurating lymphatic glands. When an abscess which has hit he*rt e> 
been associated with le*ue*oe*ytosis is opened the* number e>f le*ue*eie*ytes in the bleiod falls 
quickly to normal : there is little* or ne> le*ueeie*v tosis in conditions in which pus is neit uneier 
pre ssure*, for instance* in e*ase*s e>f impe*tige> anel either forms e>f pv eidermia, supe rficial 
gangre*ne* e>f the* skin, suppurat ion e*onnee*te*ef with opened hip-joint elise*ase* or pseias abscess, 
anel so forth. It is preibably em this account that fungating e*ndei(*arelitis eifte*n proeiuevs 
a slight, but hardly e ver any ceuisidcrable, le*ue*eiey teisis ; the same ap])lving te> jiyelitis, 
pyone*phrosis, and py elonephrit is, in all < > f whie*h, if there is free* drainage through the 
ure te r, le*ue*oe*v tosis is abse nt, whilst if the re* are* abseesse*s in the kidney substance the* 
le*ue*oe*v tosis may be* considerable, (hingrene eif the* lung is another instance e>f the same 
kind, for there* may be* extensive* gangivne* without le*ueeieyte>sis if there is free exjH*e*teiratiem ; 
whilst if the* gangrenous tissue* is prevented from escaping, leueoeyteisis may result. 

n 2fkv 
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Erysipelas is an exception to the rule that superficial suppuration does not produce leuco- 
cytosis, tor here considerable increase in the leucocytes is common. 

Amongst diseases in which, though they are not in the ordinary sense suppurative, 
leucocytosis is the rule, are acute meningitis and pneumonia. Unfortunately, all forms of 
acute meningitis, whether tuberculous, suppurative, or meningococcal, lead to more or 
less leucocytosis. so that this point cannot be made much use of in the differential diagnosis 
between them : but upon the whole the greatest leucocytosis. up to 10.000 or more*, is 
to be expected in the acute cerebrospinal form. The fact that pneumonia, whether of 
the lobar or lobular type, produces leucocytosis with a relative increase in the polymorpho- 
nuclear cells more often than not. makes it impossible to rely upon this point in determining 
whether an empyema is developing after the lung inflammation, unless it is known that 
up to the time of the crisis there was only a moderate leucocytosis, and that after a 
continuance of the fever, or a recurrence of it after the crisis, there is a greater 
leucocytosis, with a still further rise in the relative percentage of polymorphonuclear 
cells. When there has been no pneumonia, and when the physical signs are such 
as to suggest lluid in the chest, it is to some extent helpful to know that acute 
pleurisy, with effusion of the type sometimes spoken of as * simple \ shows little leuco- 
cytosis, whereas empyema nearly always produces a considerable leucocytosis of the 
polymorphonuclear type. 

The value of t lie knowledge that there is leucocytosis when a given case has been 
hitherto regarded as one of some disease not associated with lcucocvtosis is obvious (see 
Lkccopkma below): thus, typhoid fever may have been diagnosed in a ease of obscure 
pyrexia in which the existence of polymorphonuclear leucocytosis indicates that the 
diagnosis of typhoid lever is wrong, and that there is really deep-seated suppuration, such 
as an appendicular abscess, a pyosalpinx. or unsuspected dental or tonsillar abscess with 
prolonged pyrexia. Another similar example of the possible value of this in differential 
diagnosis is in distinguishing malaria, in which there should be no leucocytosis, from 
hepatic abscess, in which leucocytosis is the rule. 

I here is a special form of leucocytosis which may be cxtrcmclv misleading, and this 
is a state of affairs termed * spin jdomahe leulacmia . The patient's blood mav present an 
almost typical picture of leukaania. more often of the lymphatic than of the myelogenous 
type, and yet. though death may result, there is more often complete recovery and the 
blood picture returns entirely to normal. Ibis kind of thing could escape recognition alto- 
gether if routine blood examinations were not made : but it has been met. with under 


varied and various circumstances, generally as a sequela of some recognized malady such 
as scarlatina, small-}) at’, mumps . whooping-cough* congenital syphilis* acute cervical adenitis , 
acute sepsis such as a r chitloic. The leucocytes may rise to high figures such as NO .000, 
120,000, 100.000 per c.mm.. and over 70 per cent may be mononuclear Ivmplmcvt cs, so 
that it may be extremely difficult at the time to say that the patient is not going to die 
t hatie leukaemia : nevertheless, complete return to health may ensue, and although 
a\ be the only means of settling the diagnosis it is important that the possibility 
mptomatic as distinct from ordinary lymphatic leukaemia should not be overlooked, 
iisidctable l\mphoevtic leucocytosis may accompany l\uj>osi s disease pigmentary 
na- vo-sarcomatosis of the face and skin. Symptomatic myelogenous Irnkamia is rarer, 
and it. is more often associated with malignant disease than with recoverable maladies, but. 
occasionally one meets with cases of carcinoma of tin* penis, stomach, or other organ, with 
secondary deposits in various organs, presenting a leucocytosis of 100.000 or more, with 
myelocytes to the extent of 10 per cent or more of all the leucocytes present. These 
eases might be regarded as examples of intercurrent leukamia, as distinct from svm- 


ptomatie leukicmia ; 
the case. 


but the diagnosis depends upon full knowledge of all the details of 

Herbert French. 


LEUC0PENIA denotes the presence of a smaller number of leucocvtcs per c.mm. 
of blood than normal. When there are less than 5000 leucocytes per c.mm. one may 
call the condition leucopenia. There are a large number of affections in which this occurs, 
in most of which the fact is of little, if any, diagnostic importance. It may result from 
simple starvation , cither voluntary, or due to stenosis of the (esophagus or other similar 
lesion. It is the rule in most chronic intoxications , particularly those which result from 
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plumbisin or poisoning by mercury , arsenic , r///er, alcohol, trinitrotoluol , morphia , heroin . 
omnofmu. chloral, or cocaine. It is to be found in certain of tin* severe aiurmias. more 
pari icularlv pern ieious ananiia. aplastic anieinia. and some eases of hpnphadcnoma, particu- 
larly in the later stages, ,/rn/r miliary tuberculosis is often associated with leueopenia, 
and so also is tuberculous peritonitis in more cases than not. 

The chief diagnostic importance of lcucopenia is in connection with two diseases in 
particular, namely, typhoid fever and malaria. In the former there is lcucopenia almost 
from the beyinniny, and cases arc not few in which, during the earlier days of the illness, 
before Widal's reaction could be positive, typhoid fever has seemed probable until the 
discovery of leueoevtosis instead ol lcucopenia has suyyestcd suppuration rather than 
typhoid, the pus bciny discovered subsequently perhaps in the pelvis in connection with 
a pyosalpinx, or in an appendicular abscess, or the like. The differential leucocyte count 
may also assist in the same direction, lor the leucopcnin of typhoid lever is associated with 
a relative increase of the smaller lymphocytes and diminution of the polymorphonuclear 
cells, whilst with suppuration the reverse is the ease. Lcucopenia will not serve to distin- 
guish between t\ plioid lever on the one hand, and either general tuberculosis, influenza, 
or malaria upon the other: but granted that there is a py rexial illness surest ive of 
typhoid fever, the < tecum -nee of lcucopenia with a relat i\ e increase in the small lymphocytes 
helps considcrahk in eonlirminy the diagnosis days before the Widals reaction would be 
positive. The leueopenia persists unless perforation or other complication leading to 
pus formation supervenes. 

Malaria is ycnerallv associated with a reduction of the total number of leucocytes 
per o.nim. dovui t<» perfiaps 1000, OOOO. nr even less. Associated with this leueopenia 
there is relative increase, not in the small lymphocytes as in typhoid fever, but in the larye 
hv aline leucocytes : the association of these two thinys together in a patient whose 
historv points to the possibility of malaria may assist considerably in clinching the dia- 
gnosis. ;md it mav be < » f particular value in cases in which quinine lias been administered 
so that the most conclusive proof of the nature of the complaint, namely the discovery 
of the malarial parasites in blood-films, is not lor the moment possible, (hie difficulty 
which is not at all uncommon in the tropics is to decide between malaria on the one hand 
and abscess of the liver upon the other. Lcucopenia and a relative increase in the Inrye 
hvaline corpuscles stmnyk favours malaria, whereas an abscess would cause leueoevtosis 
and a relative increase in the polymorphonuclear cells. It is not malaria alone amonyst 
tropical diseases, however, that produces lcucopenia. for the latter is also met with in 
visceral leishmaniasis (hala-azar). denytic fever, and in undulant fever in its later stayes. 

I i serial leishmaniasis causes progressive ana niia of the chlorotic ty pe, more profound 
in the infantile than it is in the adult cases : there is a yrcat and constant reduction in the 
total leucocytes; the polymorphonuclear cells are much diminished, the- lymphocytes 
and la rye mononuclear cells briny thereby relatively but not absolutely increased ; the 
coarsely yranular eosinophil cells often disappear entirely . I he diagnosis is established 
by the discovery of Leishman-1 )mio\ an bodies (Fill. 00o, p. 770) in spleen or liver pulp 
obtained by puncture. 

Deniiue causes no true anaania, but leueopema (.‘1000 to .>000 cells per c.mm.) is 
nearlv alwavs present, appeariny as early as the first or second day of the disease. I he 
polv morphonuclcar cells are often reduced below 10 per cent, so that t he small lympho- 
cytes appear relatively increased. 

t ndulant freer mav cause a s|jyht leueoev tosis at first , but as the disease proyrcsscs a 
secondary ananiia develops with leueopenia, the decrease involviny the polymorphonuclear 
(‘ells more than the lymphoevtes. lllood cultures and tin* ayylut inat ion test are the most 
important aids to the diagnosis. 

It is remarkable that whereas in white people pneumonia generally causes a leuco- 
eytosis. or at any rate not a leueopenia. in nciirucs it may be associated with lcucopenia 

down to less than 1000 per c.mm. : the reason for this racial difference is obscure, but it is 

associated with a bad prognosis as a rule. 

Another very important cause of leueopema is the effect of radiation either by radium 

or bv A rays, when the radiations arc continued over a period measured in weeks or months 

rather than in days ; there is a diminution in all forms ol leucocytes, and the total numbers 
per c.mm. may fall to L'aOO, L>000. or even 1000. If the radiations are continued, severe 
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amvmia supervenes ns well, and the patient dies of a condition very similar to aplastic 
ana-mia : this state of affairs is spoken of sometimes as radium disease or X-ray disease, 
as the ease may be. Herbert French . 


LEUCORRHCE A.— ( See l)iscii ahci:. V\(ii\Ai,. p. *2.*U.) 


LIMBS, PAIN IN THE. (Src Pain in tim. I.imi-.s. 


LIMPING. (Sec (iAiT, Ahnokmai.itims or. p. .‘5b‘b) 

LIMPING IN CHILDREN. (See also (Jut, Aiinokmautiks or, p. did.) Limping 
in a child may lx* present from the time it first begins to walk, or it may develop in one 
who has previously walked normally. In either ease it may be due to pain, to defor- 
mitv, to some form of paralysis, to mimicry, to bad habit, or to two three or more of these 
combined. Apart from absolutely acute affections, such as suppurative osteomyelitis of 
the tibia, the one condition that it is most important to diagnose or exclude as the cause 
is tuberculous disease of the hip-joint, for limpin'? may be the earliest and only sign of 
this malady, in its most curable stage if proper treatment by complete and prolonged rest 
is adopted forthwith. The next most important causes, generally recognized with greater 
case, are tuberculous disease of the* knee*, the ankle, or the* tarsus. Most other lesions 
need little discussion, for their nature is generally obvious from the history or upon careful 
examination of the leg and foot. Any painful or deforming affection of the lower limb, 
from toes to spine, may lead to limping, and one may enumerate the following: 


]. Causes affecting the Foot or Ankle, and 

llblitting boots, especially those which 
are too short 
Chilblains 
Corns 

Whitlow of a toe 
Ulister 

Abrasion of the skin on any part of the foot 
Injure bv a crush, blow, kick, sprain, 
tract lire 

Foreign body, such as a thorn or a needle 
Kubbed heel 

Inflammation of the bursa beneath the 
tendo Aehillis 


associated with Pain in the Foot : 

Tuberculous daet \ lit is 
Tuberculous disease of the 
Tuberculous disease of the 
Rheumatic * growing pains ' 

Still's disease ( p. 17*2 > 

Suppurative arthritis in the ankle or foot 

heliosis rheumatiea , ... 

, , . . 'with 

I Icnuch s purpura ^ 

1 hemophilia ! 

Kmholism (infective endocarditis) 

M orton's disease ( met at arsalgia ). 


tarsus 

ankle 


ha-morrhage 

ankle 


into 


2. Causes affecting the Foot or Ankle, and associated with Deformity rather than 


with Pain: 

Talipes varus 
f’ dipe'. valgus 
upes eipiiuus 


Talipes calcaneus 
r ralipes eq u i no- varus 
Talipes ealeaneo- valgus 


11a miner toe 
Hallux creel us 
Flat-foot. 


Causes affecting the Calf : 

beggings or gaiters that arc too tight 
(darters that are too tight 
bruising 

Infantile paralysis, with atrophy' of the 
calf muscles 

Peripheral neuritis (e.g., post -diphtheritic) 
Muscular dystrophy, especially 'booths 
peroneal type ( p. 70) 

Rupture of the piuntaris longus muscle 
Chronic periostitis of the tibia or fibula : 
(a) traumatic, (b) tuberculous, (e) syph- 
ilitic 


( Jroon-st iek fracture of tibia or fibula 
Sarcoma of t he t ibia 
Sarcoma of the fibula 
Osteomyelitis of the tibia or fibula 
Kpiphysit is of the tibia or fibula 
I { ieket.s 

Fry t licma nodosum 

Phlebitis and thrombosis of veins 

Fmbolism (infective endocarditis). 


b Causes affecting the Knee-joint : 

Traumatic synovitis 

boose cartilage 

Tuberculous knee-joint 

Congenital syphilis of the knee-joint 

Rheumatic fever 

Still's disease (p. 17*2) 


Foreign body, such as a needle, pin, or thorn 
Suppurative art hrit is 
Prepatellar bursitis 
Star-fracture of patella 

Peliosis rheumatiea . . . . . . 

.. .. 1 with ha-morrhage into 

Henoch s purpura . . . . ■ 

llan,«.,.l.ilin I t,u ' 
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5. Cause's affecting the Thigh : 

Bruising 

Infantile paralysis 

( lironic periostitis of the femur : ( a ) trau- 
matic, (b) tuberculous, (r) syphilitic 
( irccn-st iek fracture of the lemur 
Sarcoma of I lie femur 
Osteomyelitis of the femur 


Kpiphvsitis of the femur 
Rickets 

Tuberculous disease of the bursa beneath 
the tendon of the gluteus maximus 
Phlebitis (thrombosis) 

Kmhnlism (infective endocarditis;. 


f>. Causes affecting the Hip-joint Region or Groin: 


Tuberculous disease of the hip-joint 

Traumatic synovitis of the hip-joint 

Kpiphvsitis of head of lemur: (a) acute. 
(/>) chronic 

Separated epiphysis of head of femur, from 
injury 

Congenital syphilitic disease of the hip- 
joint 

Dislocation of the hip: (a) congenital ( nwri 
7 'a ra ) , (It) from in jury 


Inhumed elands in the groin 


Inguinal hernia 
Femoral hernia 
Retained testicle 
Psoas abscess 
Peliosis rheumatiea 
Henoch's purpura 
1 hemophilia 


with ha-morrhage into 
the joint. 


7. Causes affecting the Pelvis or the Lower Part of the Spine: 

Injury Saero-iliae joint disease 

Tuberculous caries Acute osteomyelitis of the ilium. 


Mativ of the above conditions need no detailed discussion : the diagnosis may be 
clear from the locality of the pain, the transient or persistent nature of the limp, or the 
existence of visible inflammation or swelling. Doubts are likely to exist in connection 
with the earlier stages of tuberculous disease of the digits, tarsus, ankle, or knee, and it 
ma\ not be until persistence of the painful limping points to the lesion being other than 
simple that the real nature of the case forces itself upon one's mind. Kxamination with 
the \ lavs may help materially, and the same applies to other affections of the bones 
periostitis, green-stick fracture, new growth. Treatment by rest will be enjoined pending 
diagnosis ; the latter may not become clear until the ease has been watched and the* course 
of the s\ mptoiiis followed, (.rowing pains may be relieved by salicylates; they are 
nearly always to be regarded as acute rheumatic*, and a careful watch will be kept upon 
the heart lest the child be allowed to be up and about with acute endocarditis after the 
pains ha\e been relieved by the salicylates. 

It is in connection with the hip region that the diagnosis of the cause of the pain that 
leads to limping is so difficult, especially when the child complains that it is the knee which 
hurts, though the disease is really in the hip an example of referred pain due to the 
obturator nerve which supplies the hip sending a small geniculate branch to the knee. 
The hip-joint is embedded so deeply in muscles that it is often difficult to make out any 
local swelling, such as is generally distinctive of similar pulpy disease of the knee or ankle, 
l iven X-ray examination may fail to give clear evidence of disease when the latter is in an 
early stage, though skilled radiologists may detect rarefaction of the trabecula* in the head 
of the femur on comparison of the two sides long before there is bony destruction to cause 
any difference in contour. When, however, the patient complains of persistent pain in 
the hip- joint region, less severe some days than others perhaps, yet not disappearing as the 
days go by : when this pain makes him walk with a limp, or wake with a start and cry out 
at night : if there are no pains elsewhere in the body, and if there is some irregular though 
possibly only slight pyrexia— t ubereulous disease of the hip-joint would be suspected even 
if the child looked well, and still more* so if he looked delicate* and had not a robust appetite. 
The suspicion would be rendered almost a certainty if, on getting the child to stand 
stripped, in a good light, one found definite asymmetry of the buttocks, that of the painful 
side being flabbier or obviously smaller than the other, the natal fold beneath it running 
at the same time obliquely downwards and outwards, instead of nearly horizontally, as it 
should normally ( /wg. ,*177). It is always the muscles immediately above an affected 
joint that waste lirst the thigh muscles when the knee-joint is diseased, the glutei in 
the case of the hip-joint, and so on. It may also be noticed that the patient holds the 
whole limb on the painful side in an abnormal attitude slightly abducted and outwardly 
rotated in the very earliest stages, so that there is apparent (but not actual) lengthening : 
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adducted and inwardly rotated in later eases. an it Ii apparent shortening. Mensuration is 
ol‘ little assistance in arriving at a diagnosis, heeause it is only at a much later stage, 
after considerable bony destruction has taken place, that there is real shortening, and the 
diagnosis will have been made long before this has occurred. On attempting to move the 

various joints of the legs when the patient is lying Hat 



upon 1 1 is back, those of the sound limb will show no 
limitation of movement : on the affected side the child 
will allow one to move the ankle and the knee freely if 
care is taken not to jar the hip. but when one tries to 
move the hip itself muscular contractions will resist 
attempts at passive flexion, extension, or rotation, or tin* 
child will cry out so that one desists from trving. If 
one Ilexes both thighs slightly on tin* trunk, so as to 
allow the spine and pelvis to lie Hat along a linn mattress, 
one finds that the sound limb can be extended until it 
also lies Hat ahum the bed without altering the position 
of the pelvis or spine : but if one now presses the affected 
limb gently down to straighten it similarly on the bed, a 
hand held beneath the child's lumbar vertebra* detects 
tlu* fact that as the 1 1 1 ii» 1 1 of the affected side gets 
straighter the lumbar vertebra* begin to arch : this is 
owing to muscular rigidity preventing free play at the 
acetabulum, so that instead of tin* head of the lemur 
rotating as it should, without moving the pelvis, the 
pelvis mo\ es with tin* thigh, and arching of the back 
results. II' attention is paid to all these points it is 


Fin. ."'77. .V of t ul »«■? »ti- 

lcfl lii| ' . -liowiriL’ the Mahii. ana tt" 
o!>lii|uin oi tin- lrti Hat a' lokl. < />// 
In. Haunrth. i 


generally possible to detect tuberculous hip- joint disease 
at a comparatively early date, though in some easts one 
may fear it without being able to diagnose or exclude it 


definitely. 


Sacro-iliac joint disease may simulate hip-joint disease at first sight. but on careful 
examination it will be found that all movements at the hip-joint can be made painlessly 
if the sacro-iliac joint is not jarred : whereas the least jarring to the sides of t he pelvis may 
be acutely painful, it is generally possible to locate both pain and tenderness clearly to 
the sacro-iliac joint region posteriorly, and thus arrive at the diagnosis. 

Psoas abscess secondary to tuberculous caries of the s/tine mav also simulate hip- 
joint disease closely, for owing to the extension of the caseous abscess in the psoas muscle 
downwards over the front of the hip-joint, in the direction of the lesser trochanter of the 
movements at the hip-joint may be very painful especially those of extension, 
it lent is apt to keep the 1 1 iii» 1 1 Hexed, and inwardly or outwardly rotated according 
it direction in which the psoas abscess is burrowing. One would look for fullness of 
th< deeper structures of the groin, or a definite swelling here : actual fluctuation obtain- 
able from above to below Pou part's ligament is to be expected theoretically, but in practice 
it is very seldom obtainable. The main tiling to look for in verifying the diagnosis is 
evidence of disease of the dorsal or lumbar vertebra*. If there is Pott's angular curvature 
of the* spine the diagnosis is obvious : often, however, the disease is confined to tlu* anterior 
aspects of the bodies of the vertebra*, and no bony deformity is visible in the back ; one 
would then look specially for rigidity of the back, local pain or tenderness on gentle percus- 
sion of successive spines, or deficient mobility of the dorsohimbar region of the vertebral 
column w hen the patient attempts to bend forward or turns from side to side. The X rays 
are sometimes valuable in detecting the disease (Fi*fs. ISO IS2. pp. (»‘JS. (»*J0) ; but on 
the other hand, absence of X-ray evidence of caries does not exclude it. 

Pickets sometimes gives rise to considerable difficulty on account of the ill-defined 
but often severe pains in the bones the patient suffers. The child is generally quite young 
two or three years old when these rickety pains are worst, and therefore cannot give 
a personal account of where they are. 'Flic bones may bo variously deformed, the patient 
may be unable to walk properly, and one may have grave doubts as to whether there is 
not tuberculous disease of the spine, sacro-iliac joint, hip-joint, knee, or ankle, as well as 
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rickets. Repeated examinations will be* made, and yet the doubts may remain. One 
would, however, adopt treatment by recumbent rest and good hygiene in matters of 
food, air. and cleanliness in either east, and it is better to prolong the* period of rest 
lest there is tuberculous mischief, than to curtail it on the presumption that the lesion is 
rickets only. 

When pain causing limping in a child is confined to a single joint, such as the hip or 
knee, it is a safe rule* to say that it is never rheumatic : neglect of this rule has led to the 
ruin of many a j< >int . 

Lone though the list above is. the remaining conditions given in it do not call for 
detailed discussion. They will be diagnosed from other symptoms presented by the ease 
besides limping. Unfurl French. 

LINE*: ALBICANTES, some times termed linca*. or stria*, atrophica*, consist of areas 
of skin manv times longer than broad, shiny, and white, produced by atrophy of portions 
of the eorium. and especially of the* clastic tissue*. 

There is no disease that really resembles them, and indeeel no ot he*r e*e>ndition of the 
skin with which they can be e*onfoundce| . Macular atrophy, morpheea, and leue*odermia 
are possible exceptions ; but the patches of these* affections are not linear, do not shine, and 
do not show those sm all cross-wrinkles of epielermis at right angles to the* axis of a line*a so 
e*ha raet erist ie of linca* albieantes : these wrinkles can be smoothed away by stretehing the 
skin in a direction parallel to the linca. but they re-turn at once e>n relaxing the tension. 

The usual meaning of these* linca* is that the* skin has been unduly stre*te*heel over 
some fairly long pe riod of time : but they give* not the slightest inelie*ation as to the* cause 
of the* stre tching : this caution is very necessary. because when these* linesa* are* found on a 
woman's abdomen or breasts, it is eomnionly assumed that they constitute* evidence of 
a past pngnane\ : it is perfectly true* that this is the connuoncst origin : but any other 
cause of s\\ elling. such as tumour. ascites, and even fat and enlcma, etc., will produe*e* them 
by stretching the skin. 

They are* also apt t < > appear o\ e*r the shoulders or in front of the knees, or on t he* flanks, 
thighs, or buttocks, as the result of certain postures adopte*el by the* patient when lying 
in led. In abdominal e-onditions, sue*h as typhoid fever, the* kne e s are* commonly affected 
from be ing maintained in a Hexed position, and transverse* stria* are* produced above the 
patella*. In pleural effusion they oecur in the* pustcro-latcral portion of the* le>we*r part 
eif the* thorax on the* same side*, whereas in unilateral pulmonary tuberculosis they are 
found on the* opposite side*, owing to the* patient's lying on the* unaffected part. In the 
semi-reclining position the* skin is stretched in the* leiwer dorsal re*gion, and stria* oecur in 
this part of the body. 'They generally be*gin in young adults when the* skin is easily 
(list eaisible*. and are ofte*n of a purple* or liv id e*o!our at lirst. becoming pale*r in e*e)iirse* e »f 
time. Ernest Dorr. 

LIPS, AFFECTIONS OF THE RED PART OF THE. -The simplest affection 

to which tfie* vermilion of the* lips is liable* is that known as ‘chapping’. a condition 
frequently due* to exposure* to ke*e*n winds, and sometimes aggravated by the habit of 
‘pie*king\ In some* cases the* fissuring is suflieiently deep te> cause appreciable pain anei 
great disfigurement . 

I'he* vermilion of the* lips may be* involved also in a number of cutaneous diseases, 
among them In /ms vulgaris. lupus erythematosus , lichen planus , herpes fehrilis and zoster , 
tinea eireinuta . urticaria , psoriasis, and some forms e>f syphilis. The* lesions of the 
(*pit helium of the* lips, as of mucous membranes in general, are seldom characte*ristie 
enough t e » warrant a confident diagnosis ; in neuic e>f the* above affections is the* re*d e>f the 
lips alone affected, and guidance as to the* diagnosis will be founel in the* more distinctive 
lesions of the* skin. 

Ordinary eczema is sometimes limited to the lips and immediately adjacent parts. 
Associate**! with a slightly se beurheeic condition of the scalp, there* is sometimes a persistent 
and repeated exfoliation e>f the* vermilion of the* lips ( cheilitis e.rfoliativa). Similar con- 
ditions may probably be* set up by the* habit of biting the* lips anel tearing e>ff the skin. 
The* subjects e>f cheilitis exfoliativa are usually neurotic. In cheilitis glandularis there 
may be* neither se*be>rrh<ra nor neurosis : the chronic inflammutiem e>f the lower lip, with 
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swelling of tlie in neons glands, appears to originate in catarrh of the month and pharynx. 
It is chiefly the vermilion that is affected, hut. the inflammation spreads to the inside of 
the lip, and sometimes also to the neighbouring skin, which presents an erythematous 
aspect. The conditions here described are all rare, and are not likely to be confused 
with more ordinary affections of the labial epithelium. 

In sj/ph it is the red of the lips is sometimes the seat of the primary sore (see F/g. 94, 
)). 9 4), and in the secondary stage eondylomata may occur in this situation. The chancre 

may be flatfish and covered with a 
false membrane, or it may present 
itself as a crateriform infiltrated 
ulcer. 

In epithelioma ( F/g. d?N) the 
lip usually the lower one is fre- 
quently the point of attack, the 
growth beginning as a slight abra- 
sion. crack, or papule, and running 
tin* usual course. (Sec Trwonts 
or tui: Skin, p. NS(i.) 

Fordyee' s disease attacks the 
red of the lips and the oral mucous 
membrane, tin* lesions consisting of 
small whitish or yellowish milium- 
like bodies, whic h may be discrete 
or eoaleseent, profuse or scanty. 
Inside the mouth the milium-like 
bodies are whiter than those on the 
lip. and are also more projecting. 
If subjective symptoms arc present 
they take* the form of slight burn- 
ing and itching, with a feeling of 
stiffness. The signs can hardlv be 
confounded with those of any other affection. When the lesions are very abundant, they 
may simulate a solid patch; but if the tissues are stretched, the milium-like bodies can 
be distinguished. 

Perleche is a contagious affection almost peculiar to children, and due probably to 
streptococci. It usually starts at both angles of the lips as a whitening and maceration 
of the epithelium, which is easily detached ; it extends along the epithelium towards the 
middle line, involving also the surrounding skin and the mucosa of the inside of the lips. 
There are usually some hyperaunia and inflammation, and the feeling of heat and discomfort 
prompts the child constantly to lick its lips -hence perleche. The affection often appears 
iation with impetigo contagiosa, or impetiginous stomatitis, or vesicular erythema, 
me eases it can only be discriminated from the mucous patches of syphilis by the 

nee of other secondary signs. From herpes it can be diagnosed by its symmetry and 
the absence of well-marked vesicles. F.rnest Dorr. 

LIPURIA. (See ( iivu ki \. p. 140.) 

LIVER DULLNESS, DEFICIENT. The most common cause for diminution of the 
hepatic dullness is emphysema. The chest is barrel-shaped, the lower ribs are everted, 
and the diminution of the dullness is at its upper part. The dullness is diminished from 
above downwards in cases of tii*ht facia* ', which forces tin* liver down, and in cases of hepatn- 
ptosis , but in these two instances the hepatic dullness descends lower than is normal, so 
that the total liver dullness is often natural. The hepatic dullness is diminished very con- 
siderably and rapidly in acute yellow atrophy : the signs of this disease are so striking that 
the diagnosis is not as a rule diflieult (p. 41f»). It slowly diminishes when the liver shrinks 
in the terminal stage of cirrhosis. It is often said that in perforative peritonitis the presence 
of free gas in the peritoneal cavity leads to a diminution of the hepatic* dullness ; this is 
undoubtedly true sometimes, but the sign is so often absent that, considering there are 
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other ciinscs of diminution of hepatic dullness, it is unwise to lay much stress on its presence 
or absence in coining to a diagnosis of perforative peritonitis. Considerable gaseous disten- 
tion of the htnvels will also cause diminution of the hepatic dullness, and so will a ]>mutno- 
thonw on tin* right side. p. //„/,. White. 

LIVER, ENLARGEMENTS OF THE. In adults the liver is about , but at birth 
it is to j'fl. of the weight of the whole body ; therefore in infants and young children it is 
relatively larger than in adults. Fnless this is remembered, tin* liver may in such patients 
be thought enlarged when really it is of normal size. On deep inspiration, in thin people 
whose abdominal muscles arc lax. the lower edge of the normal liver can. in tin* supine 
position, be felt t < » descend to touch the fingers if they are thrust up under the ribs outside 
the right rectus. In the upright position it may descend half an inch lowe r than this. In 
the epigastric angle a small portion of the anterior surface of the left lobe is in contact with 
the anterior abdominal wall, but often this cannot be felt owing to rigidity of the recti 
abdominales muscles. 

l he hepatic dullness to the left of the sternum cannot la* distinguished from that due 
to the heart ; on the right, it begins at the middle of the ensiform process of the sternum, 
in the right nipple line it reaches the upper part of the fifth intercostal space, in the mid- 
axillary line the seventh, in the line of the angle of the scapula the ninth. In health the edge 
of the liver is firm and uniform, and the surface feels smooth. If tin* liver is transposed, 
the right lobe is small and the left large. Occasionally either lobe is dwarfed by disease, 
e.g.. alcohol or syphilis. A tongue-like projection of the right lobe may protrude from its 
lower right-hand part : this projection, known as if inlet's tnhe. is commoner in women than 
in men, and it is often attributed to the effects of tight-lacing or tin* wearing of a tight belt 
round the waist; but as it may be found in quite young children it must be regarded as 
sometimes an anatomical abnormality. A Hicdcl's lobe may give rise to great difficulties 
of diagnosis ; if the connection between it and the liver is only peritoneum it may be 
mistaken for a floating kidney, especially as in such a case there may be a band of resonance 
between it and the liver; or the lobe may be confused with a large gall-bladder, or any’ 
tumour that may be found on the light side of the abdomen. When palpating the abdomen 
it is often difficult to tell tin* right-hand lower part of the liver from the kidney’ even when 
there is no projection which can be called a Riedel's lobe. 

Many conditions quite unconnected with the liver cause an apparent alteration in its 
size. 'Thus, a general weakness of the tissues may lead to its dropping downwards in the 
erect posture from laxness of its supports, which are chiefly its ligaments, and to a less 
extent the abdominal walls. I have known this occur in wasting diseases, the fact that the 
liver was not enlarged having been evident on post-mortem examination ; indeed, ill such 
a ease I have known the dropped liver to be regarded as enlarged from cancer, which was 
believed to be the cause of the wasting, when in reality the patient was wasted because he 
had diabetes. Again, if the liver is somewhat enlarged from disease, its extra weight may’ 
cause it to drop, and hence it appears larger than it really is. Thus it is not uncommon for 
a nutmeg liver to appear during life larger than it is unless percussion shows the upper line 
of hepatic dullness to have descended. 

Alterations in the chest may lead to depression of the liver, which may then be thought 
erroneously to be enlarged. The right lobe may be depressed into the right loin by' 
compression of the chest due to tight lacing, this being often associated with a movable 
right kidney. Deformities of the chest due to rickets or curvature of the spine may* lead 
to great depression of the liver. It may lx* depressed by large collections of fluid in the 
right side of the chest, but they must be cpiite large, for the fluid will more easily’ compress 
the lungs and push tin* heart to the left than depress the diaphragm. It may also be 
depressed by a right-sided pneumothorax. If in diaphragmatic pleurisy the diaphragm 
is not working, and is in a more or less constant position of inspiration, the liver is also 
constantly in this position, and hence seems to be a little depressed. Extreme pericardial 
effusion is said to depress the liver, but this must be very* rare. It is often stated that a 
subdiaphragmatic abscess will depress the liver considerably ; but this also is very rare, 
for the* numerous adhesions in connection with such an abscess generally’ prevent depression 
of the liver. 

"bight lacing may cause a deep furrow on the liver palpable during life. I have known 
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so deep a furrow caused by a man's belt that the part of the liver below the furrow felt 
almost separated from the rest of the organ : in such a ease then* may be a false impression 
of enlargement. The effect of corsets or other artificial pressure is often such as to give an 
incorrect, impression of enlargement, because the organ is pressed down : most commonly 
the liver is forced down, flattened, and elongated from above downwards. Such a pressure 
often leads to a transverse* depression across the right-hand lower part of the right lobe, so 
that a more or less detached portion of it lies in the position of a Riedel's lobe. 

It is quite rare for enlargement of the liver to lead to any upward extension of the 
hepatic dullness. This is what might be expected, for the mere weight of the enlarged liver 
will lead to its falling ; the resistance of the intestines and abdominal walls is much less 
than is that of the diaphragm. Raising of the upper limit of hepatic dullness is best 
observed when some local disease of the liver directly implicates the diaphragm : thus, 
a tropical abscess of the liver growing from its upper surface will soften the diaphragm 
and extend upwards ; a hydatid cyst will do the same. So, when there is an extension 
upwards of the upper hepatic dullness, it is a local extension forming a dome-shaped 
addition to the hepatic dullness. Very large collections of ascitic fluid or very large 
abdominal tumours may push the liver up, but this is excessively rare, for such conditions 
will more readily compress the intestine's and bulge the abdominal walls. A subdia- 
phragmatic abscess, by its extension of dullness up into the chest, may appear to extend 
the liver dullness upwards. 

There are three moderately common tumours in the abdomen which may give a false 
impression of increase in the size* of the liver. They are : A stomach affected with malignant 
disease , especially when the growth infiltrates much of the greater curvature : malignant 
disease of or impaction of f(vees in the transverse colon : and the great omentum thickened 
and puckered up towards the transverse colon by some form of chronic peritonitis, especially 
tuberculous. Any of these tumours may move up and down with respiration, for they art* 
all directly or indirectly attached to the liver : but tin* movement is not usually so exten- 
sive as that of the liver should be, and a band of resonance may sometimes be detected 
between the liver and the tumour, or the* edge of the liver may be felt above it. Enlarge- 
ments of the pylorus, and thickening in connection with a gastric or duodenal ulcer, may 
all be difficult to distinguish from an enlarged gall-bladder. The hepatic dullness may 
be altered by gas, and it may be almost obliterated by the descent of an emphysematous 
lung ; slight lowering of the upper margin of the hepatic dullness from this cause is quite 
common. In emphysema, too, the lower ribs stand so far forward that it may be impos- 
sible to feel the lower edge of the liver. When, as in perforative peritonitis, there is free 
gas in the peritoneal cavity, the gas getting in front of the liver may diminish the hepatic 
dullness, but this sign is so often absent that its absence must not be used as an argument, 
against the existence of perforative peritonitis. On the other hand, partial obliteration 
of the hepatic dullness may be due to the fact that some of the intestine is between tin* 
md the anterior abdominal wall, or that there is much gaseous distention of the colon 
aid the liver. A large collection of ascitic fluid often renders it difficult to estimate 
me size of the liver. 

Iiepatoptosis , and wandering liver , are terms applied to a liver which, being unduly 
displaceable, leaves its normal position. It is rare, but must be borne in mind, for, if not. a 
liver which is only displaced may erroneously be* thought to be enlarged. Extreme degrees 
are met with in cases of general visceroptosis. It is commoner in women than men, and 
mostly after forty. The abdominal walls are usually pendulous, and as the abdominal 
muscles are powerful agents for keeping the abdominal viscera in place, this weakness, 
combined with a laxity of the hepatic ligaments, is probably the cause of the Iiepatoptosis. 
Tight. lacing leads to weakness of the abdominal muscles, as well as pressing the* liver down. 
It is flattened, often extending to the* umbilicus, with its greatest prominence near its lower 
part and on the right. It may form a protrusion of the abdominal walls ; it is easily palp- 
able, moves up and down with respiration, and can usually be pushed back into its normal 
position when the patient lies down ; indeed, when the patient is in the supine position it 
sometimes goes back of its own accord, only to fall again when she stands up. It is movable 
laterally, and can be rotated with the hands about a horizontal axis. There is considerable 
diminution in, or even absence of, the hepatic dullness in the chest ; in an extreme ease 
the hand may be passed up between the liver and the ribs, and at the upper right-hand 
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part of Hit* abdome n there* is a depression between the liver and the ribs. There may be 
no symptoms, but the patient usually complains of a drawing pain and a heaviness in 
the hepatic region. These art* much worse in the erect posture, so that she may have 
always to lie down. Often, sudden attacks of pain occur in the right of the abdomen ; 
these may be tine to gall-stones or to a movable kidney, both often present with hepato- 
ptosis, or to kinking of the bile-duet, which may lead to jaundice. The patients are usually 
neurotic, dyspeptic valetudinarians. As the abdominal muscles are weak, the blood 
stagnates in the abdominal vessels in the erect posture ; hence faintness, palpitation, 
exhaustion, and dyspnoea on exertion art* common, these symptoms passing away when 
the patient lies down. 

\N t* shall now consider each of the pathological enlargements of the liver, and indicate 
the chief points to be utilized in the diagnosis of each. 

Venous Congestion of the Liver, or Nutmeg Liver. There must be heart disease, 
usually of the mitral valve, or perhaps incompetence of it secondary to severe aortic disease, 
or disease of the valves on the right side, or severe disease of the myocardium, or chronic 
pulmonary disease, usually emphysema and bronchitis, or arteriosclerosis or chronic 
nephritis with high blood-pressure and secondary heart failure. The enlargement of the 
liver is uniform, its edge is firm, its surface smooth. It may reach to the umbilicus or 
lower, and as the abdominal muscles are often weak in these cases, especially in women, 
and the liver is very heavy from the extra amount of blood in it, the organ is often a little 
dropped. Lain and tenderness over it are common when the heart failure is acute or 
recent, causing rapid stretching of the hepatic capsule, but when a nutmeg liver has 
existed for weeks it is no longer painful or tender. In seven* eases there is often slight 
jaundice. Ityspcptic symptoms are frequent. Ascites may be present ; if so, it is generally 
associated with (edema of the feet .and legs as well. 

In a severe degree of nutmeg liver the organ may pulsate. If so, the tricuspid orifice 
must be incompetent and the right ventricle must be beating strongly, or else there must 
be tricuspid stenosis as well as mitral stenosis, the right auricle contracting forcibly and 
sending a strong pulse-wave back into the inferior vena cava and hepatic veins to reach 
the liver, making the whole organ expand synchronously with each contraction of the 
right side of the heart. Such incompetence of the tricuspid orifice is nearly always 
secondary to mitral disease*, and tricuspid stenosis is almost never present without mitral 
stenosis. Polygraph tracings from the liver may be required in establishing the diagnosis. 
(»reat care must be* taken not to mistake a thrust downwards of the liver by the contraction 
of 11 hypertrophied heart, or the thrust forwards by a pulsating aorta, for hepatic pulsation. 
The distinguishing feature of this is that, when one hand is placed on the front and the 
other on the* back of the abdomen over the enlarged, congested liver, the two hands can be 
felt to be separated by the expansile pulsation. This is not the case when the pulsation is 
transmitted. Pulsation of the veins of the neck is generally pronounced in cases in which 
the liver can be felt to pulsate. 

General Congestion of the Liver. I his is frequently said to be present in those 
who suffer from dyspepsia, but if this be so it does not give rise to a demonstrable enlarge- 
ment. When, howe ver, a Kuropean lives for many ye ars in a tropical country he is liable 
to suffer from attac ks of congestion of the liver, and these, when frequently repeated, lead 
to an enlargement called tropical liver. The organ is uniformly enlarged, smooth, some- 
what hard, with a uniform edge*: pain and tenderness in it and over it are not prominent 
features, though the* liver may feel uncomfortable to the patient. The condition is often 
associated with indigestion, errors of diet especially the taking of too much alcohol— 
and attacks of pyrexia. When these are present the liver becomes tender, painful, and 
more* enlarged, and I have known such a condition mistaken for hepatic abscess; indeed, 
it may be* very difbcult to decide between tropical liver anel tropical abscess without 
watching the patient for some* time. Hoth conditions may have a common pathology, 
be but variations in degree of the* same thing. The sufferer complains of a sensation of 
weight in the he patic region ; he* is constipated, and the urine is full of lithates. In an 
extreme and chronic ease the organ may extend four inches below the ribs ; the patient 
is expre sse d, irritable, and of a sallow complexion. The spleen may be enlarged. 

Obstruction to the Common Bile-duct, whatever the cause, is often associated with 
uniform enlargement of the liver owing to the fact that the bile is dammed back into it 
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and so swells it up ; even simple catarrh may elo this ; jaundice will always be present at 
the same time, and the differential diagnosis is discussed under that heading (see Jai ndk i;, 
p. M>5). 

Suppuration within the Liver. Multiple pya*niic abscesses within the liver, which 
constitute part of the condition known as portal pytvmia* generally do not cause as much 
enlargement of the liver as one mi^ht expect, nor, as a rule, do multiple abscesses connected 
with the bile-duets - -suppurative cholangitis unless tliert* is sufficient obstruction to cause 
jaundice at the same time. Hin'ors, pyrexia, and tenderness of the liver are prominent 
features of most such cases. Knlar^ement of the liver is more* often present with a large 
single abscess. There is usually a history of dysentery, for amerbie* dysentery is by far 
the commonest cause of a lar<»e single abse*e*ss ; it usually e>e*e*iirs in the tropics, and is then 
commonly e*alle*d a tmpicul abscess. Very rarely it is sccemelary to other spe*e*i 1 i e* levers, it 
may be due* to suppuration round a ^all-stone, or may spread from some neighbouring 
suppuration, e.i’.. a perinephritie abscess; or, aixain. it may be* caused by suppuration 
e»f a hydatid or of an hepatic hamatonia caused by injury. The presenee* of any of 
these* cause's may he*lp the* diagnosis: but sometimes. even when the* abscess is due* to 
the dysenteric anierba, it may be* difficult to obtain a history of dysentery ; indee'd, the* 
dysenteric ulcers of the intestine may have healed years before tin* symptoms of hepatic 
abscess show themselves. Very rarely it appears to follow intestinal ulceration which, 
as far as we* know, is not dyse*nte*rie* : this is so in some* of the* e xamples of single larjje* 

absevsses in which the patient has never left this country. Sometimes a single* lar^c 

hepatic abscess is found in the* tropie*s when the* most careful search fails t < > find an\ 
amei'ba* in the* pus of the* abse*ess. or to obtain any history <d’ dysentery, or only a history 
e»f bacillary dyse*ntery. Tropical abscess is most common in men between the* ajjes of 
twenty-five and forty-five*. It is much commoner in Europeans than native's. Fi^hty 
pe*r c*ent are* in the* rijjht lobe, usually in its upper part. 'Flu* colour of the pus depends 

upon the* amount of broke*n-down he*patie* tissue* prese nt : if there* is much, it is the* colour 

of anchovy paste ; if there is none*, it is ye llow ; but the* ane*ho\ y-paste-like pus is eharac- 
tcristic. Am<i*ba* may be* found in it, or metre* often in the* granulation tissue* forming the 
wall etf the absee*ss. Hacteria may be* present, but if the* abscess has existed some time* 
the* pus is often sterile. The* symptoms and physical si^ns t < » which attention must be* 
direeteel are as follow : 

General. 'File* me>st important is pyrexia ; often tins is the* initial symptom. At first 
the* rise* of temperature* is slight, and irregular: gradually it becomes hectic. with a wide- 
daily excursion, say fre>m F. in the* morning to 10JI V. or 101 F. in the* e ve ning. Ofte n 
the* patient is thought to have malaria, but an examination of the* blood will slum that no 
malarial organisms are* present, and generally there* is leucocytosis, whe reas in malaria the* 
tendency is towards leucopenia. The* re* are* sometimes considerable* intermissions during 
which the* tempe*rature* is normal for we*e*ks or months, and then the re* is a week or so e»f 
pvrexia. When sueh a e*ase* oe*e*urs in this country mistakes in diagnosis are* very likely. I 
f a man afllie*te*d with tropical abse*e*ss whose* attacks of pyre*xia we*re se*parate*d by 
iono intervals e»f normal temperature that he* was thought by manv phvsieians t < » have* 
ai re nt influe nza, and this although it was we ll known that he* had be e n in the* tropics. 
Floors are* striking and severe, and in case*s of doubtful diagnosis are* very surest ive of 
he*])atie* abscess, though they also make* this dise-ase* resemble malaria, in mild eases the* 
rigor is reduced to a me re* fee ling of chilliness. Often tlu*re* are* profuse swe ats, 'flu* pulse* 
is rapid in proportion to the temperature. Jaundice may be* pre*se*nt. Out generally is ne>t. 
In bad ease*s the* patient is e*xe*e*ssi vely ill and weak, ana*mie*. and wasted to a me re ske le ton. 
In thb country we* se e* sue*h e*ase*s oil th(*ir arrival from India, the* disease having made rapid 
progress on boarel ship. On the* other hand, if there* are* long inte*rvals of apyrexia the 
patient hardly suffe rs in his general health ; in sue h ease s the* absce ss usually has thick walls. 
The? blood may show a great ine*re*ase* of polymorphonuclear e*e*lls, but this leueoevtosis is 
often absent, especially if the pus is sterile or the abscess has thie*k walls. During the* fe ver 
the patient has a dry tongue, anorexia, and is thirsty ; the* urine is se*anty and high-coloured, 
and may contain albumin. 

Local. The abscess is most often at the upper part of the* right lobe*, grows upwards 
between the* laye rs of the* coronary ligament, and thus forms an e xt rapcritoncal subphre*nic 
abscess which softens the* diaphragm and pushes it up, giving a dome -shaped are*a of dullness 
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varying in size from onr to several inches across, added to tin* top of the normal line of the 
hepatic dullness, and best seen by mapping out the dullness with a blue pencil ; or visible 
as an upward bulge <>l the right. eupola of the diaphragm in a skiagram ( Fig. .479). Jt is 
usually posterior to the* mid-axillary line. Sometimes the abscess is in such a place that 
a rounded swelling may be lelt, or even seen, on the liver when the patient draws a deep 
breath. I he measurement round the lower part of the chest may Ik* longer on the affected 
side, the intercostal spaces may be obliterated, and 
if the abscess be very I a rye. the lower ribs mav 
bulge. Not uncommonly the abscess is of such size 
and position that the greatest care is necessary 
be lor<* it can be detected. The whole of the hepatic 
area should be pressed carefully by one finger, for 
local tenderness is often a great aid in the diagnosis. 

If the abscess presents in the abdomen the rectus 
muscle over it may be rigid. Pain is very variable ; 
it may be absent, it may be severe : often coughing, 
drawing a deep breath, or shaking the patient, will 
cause pain. In about one-sixth of the eases there is 
pain in the right shoulder; if the abscess is in the 
left h>be. there may be pain in the left shoulder. 

II the abscess comes close to the skin there mav be 
• edema and redness over it. and. in excessively rare 
eases, fluctuation. Often the liver is enlarged gener- 
ally as well as locally. If the abscess is large. it 
may be seen with the X rays, for pus easts a ver\ 
dark shadow. 11 it implicates the diaphragm, infec- 
tion may spread through it and cause bronchitis, 
pleurisy, empyema, pneumonia, or gangrene of the 
hmy. but this is not nearly so common as with other 
subphrenie abscesses ; hepatic pus may be coughed 
up from the limy when the abscess has ruptured 
into it, mav be vomited when it has ruptured into the stomach, or max be passed |>\ the 
bowel when it has ruptured into the intestine. I would again remind the reader that in 
some of the chronic eases seen in this country both the local and yencral siyns max* be so 
slight that great skill is necessary to detect the abscess. 

Cirrhosis of the Liver. Nearly always in this country the patient has taken more 
alcohol than la* should, but cirrhosis of the liver, indist inyuishable from alcoholic cirrhosis, 
occurs in children and others who haxe not taken alcohol, especially in Kyypt. Here we 
fiaxe to consider only the staye in which tin* liver is enlaryed. It has been known to xveiyh 
-90 «»/... but any t hiny ox or 1<M) nz. is exceptional. In the early stages the lixer is not altered 
in shape, and the surface and edye are smooth ; later on. as the fibrous tissue contracts and 
the fat is absorbed from the cells which have undergone doycnerat ion. the surface becomes 
finely uneven : this unevenness increases, the liver becomes hard and more uneven until the 
irregularities on it are like hobnails, and can be felt through the abdominal wall. At this 
staye the edye of the lixer is irregular and very firm. As the irreyularity increases, the 
diaynosis from cancel' becomes more difficult. but no irreyularity from cirrhosis ever exceeds 
the size of a small cherry, nor is it exer umhilieated. nor does it ever enlarye suddenly ; 
whereas a cancerous nodule may be umbilicatcd and may enlarye suddenlx from haanor- 
ihaye into it. I siially a cirrhotic lixer is not painful ; if it be. the pain is due to some 
local perihepatitis. Other symptoms to be looked for in cirrhosis, and also to be borne in 
mind when making a diaynosis. are that the spleen is often enlaryed. and sometimes much 
sn * I he increased fibrous tissue in the liver constricting its small portal veins leads to 
engorgement of the xeins of the stomach, and hence hamatemesis, which mav be accom- 
panied by mehena. is common at some period in the ease : and occasionally we see dilata- 
tion ol the xeins round the umbilicus. There are often sy mptoms of chronic gastritis and 
enteritis. Cirrhosis is commoner in men than women in t hi* proportion of three to one ; 
the patients are usually oxer thirty; there is a more* frequent association of alcoholic 
excess in the lower classes than among those who are socially* above them. Dvspepsia and 
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morning sickness arc common : there are much impairment of strength, wasting, a sallow, 
pigmented facies, dilated venules on the cheek, red nose, a furred tongue which is often 
tremulous, and a dry, harsh skin. The pulse becomes weaker as the disease progresses, 
and the end is usually by cardiac failure. In about one-third of the eases that are ill 
enough to come into hospital, the temperature is raised a little every evening (see Fit*. <>0, 
p. 47). Jaundice is or has been present in about one-third of the eases ; it rarely if ever 
becomes as deep as that seen in cancer of the liver. Ascites occurs in T>0 per cent of all 
cases of cirrhosis, but generally in the latest stages only ; if it is abundant the enlarged 
liver can be felt only by dipping, which means pressing the hand down suddenly on the 
liver, and so, by dispersing the iluid which is over it, coming down on it. Tympanites 
is not uncommon in severe* eases of cirrhosis, and it too may make it dillieult to feel the 
liver. The urine is usually scanty, of high specific gravity, very acid, high-coloured, and 
full of urates ; it generally contains urobilin and sometimes bile. Naturally sufferers from 
cirrhosis may have delirium tremens, but apart from this, cirrhosis towards the end is 
often accompanied by nervous symptoms, especially mental obfuscation, delusions, and 
coma, and this may be so even in those who have not recently taken alcohol and who 
are not jaundiced. In severe eases the ankles swell, even when there is no disease of 
the heart, lungs, or kidneys, or pressure on the vena cava, to account for it. Lastly, it 
should be remembered that cirrhosis may exist without any symptoms ; in between a third 
and a half of all cases of cirrhosis found in the post-mortem room the patient has died of 
something else, and in many of these eases, although he has been under observation in the 
wards, no symptoms of cirrhosis have been observed. 

The difficulties of diagnosis fall into one of two classes : the cause of Asrm.s (p. til), 
and the cause of enlargement of the liver. If we have made out that the liver is undoubtedly 
enlarged, it is often a matter of great difficulty to tell whether 1 1 1 i is due to cancer or to 
cirrhosis. Sometimes cancer and cirrhosis arc present in the same liver, but this is rare. 
Syphilis of the liver does not cause much difficulty, for it is uncommon at the bedside ; 
the irregularities of the liver are much larger than the hobnails of cirrhosis ; the patient 
who has a syphilitic liver is rarely jaundiced, and hardly ever has ascites. The symptoms 
of a syphilitic, liver are nearly always entirely local ; syphilitic disease of the liver rarely 
produces general symptoms. Obstruction of the common bile-duct leads to a large smooth 
liver ; when this is due to a gall-stone there is usually deeper jaundice than in cirrhosis, 
but no ascites : the stools are quite pallid, which is very unusual in cirrhosis, and there 
is commonly a history of gall-stones. There is no real difficulty of diagnosis between the 
enlargement of malaria and ordinary cirrhosis, for so-called malarial cirrhosis occurs only 
in those who have drunk to excess, and is then to be ascribed to alcohol. 

Hanot’s Cirrhosis often called hypertrophic biliary cirrhosis, an extremely bad 
name is a very rare disease, of which the distinguishing features are : Most of the sufferers 

’ Idren : few reach the age of thirty : it is commoner in males than females ; it lasts 
\ears ; the liver is firm, enlarged, and smooth ; long-standing jaundice is present ; 

'pleen is very much enlarged. The patients are usually children of stunted growth, 
and therefore* the liver appears very large, but the spleen is proportionately more enlarged. 
The liver usually remains smooth throughout, and even when towards the end of a long 
ease it becomes a little granular, it never proceeds to anything like the irregularity of ordi- 
nary cirrhosis. Jaundice is an early and fluctuating symptom and lasts till the end, so it 
may be present many years ; very, very slowly it becomes darker. From time to time 
the patient, has periods during which he feels ill and his temperature is raised ; but it is 
strange that in spite of their jaundice the children afflicted with this disease do not lor 
years appear ill ; they may be seen running about enjoying life, with a clean tongue 1 and 
a good appetite. Ascites is rare, and if present means that the end is near. In many 
eases the fingers become clubbed ; the clubbing is exactly like* that seen in chronic fibrosis 
of the lung. As growth is stunted for example, whereas tin* average height at 1 J years 
is 4 ft. h in., a patient with this disease was only 1 ft. 1 in. the size of the liver and spleen 
makes the abdomen very prominent. At the later stages there may be purpura and other 
hemorrhages. 

Splenic Anaemia. — This is a disease in which there are progressive enlargement of the 
spleen, secondary anemia, leucopenia, a marked tendency to hemorrhage, especially from 
the stomach, and in many eases a terminal stage of cirrhosis of the liver, jaundice, and 
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ase*ite*s. The disease is often called sjdnmmcgalic cirrhosis , and its terminal stage of cirrhosis 
of the liver is frequently designated Monti's disease. When in this terminal stage the liver 
is enlarged from cirrhosis it may he almost impossible to distinguish the condition from 
ordinary cirrhosis of the liver unless we know from the medical history of the ease that the 
spleen has been enlarged for some time. Other points that may help are : on the average 
the* spleen is much larger in splenic anamia than in ordinary cirrhosis, so that an exces- 
sively large spleen is somewhat in favour of splenic aruemia ; ha matemesis is an early 
symptom, usually present long before the stage of cirrhosis of the liver. "Fla* disease is 
very slow, but the patient may die before the* supervention of e*ither ascites or jaundice : 
lie* does not often do this in ordinary cirrhosis. Amentia is present in both conditions, but 
is, on the* whole. seve*rer in splenic amentia. 

Bronzed Diabetes. In this disorder, which is very seldom seem, the* live r is enlarges!, 
hard, and cirrhotic, e*xactly like* that of an ordinary cirrhosis : the pigmentation of the* skin, 
which is like* the* diseoleiratiem due to arse nic, the* absence of jaundice*, and the* pre*sence* e>f 
sugar in the* urine*, sulhe iently distinguish the* disease* : the* eliagnosis may be* in doubt until 
a post-mortem examination is made; the* cirrhotic* live*r is then found te> give* a typical 
Deri’s prussian-blue* reaction similar t < > that seam in pe*rnie*ious aniemia. and this is not the 
ease* in ordinary e*irrhe>tie livers. 

Syphilis of the Liver. Syphilis when it affects the* liver produces gum main in it 
and leads to ine*re*ase*d growth of fibrous tissue*. Much e>f this is in the* form of hard bands, 
traversing the* live r irregularly and leaving large* areas of healthy live r substance. so that, 
what with the* prese nce* of re*ee*nt gummata, gummata that have* begun to shrink, bands of 
Jihrotis tissue* that have* begun t < » contract, and pie*e*e*s of normal live r, a syphilitic liver is 
ve ry lumpy and irregular. It may be* enlarged, and e ve n during life* this lumpiness may be* 
felt, but the* syphilitic live r eloes not become so large as a large* cirrhotic liver, unless lareia- 
ce*ous disease* be* prese nt ; it is tiiuch more* irregular. and indeed usually resembles a eane*e*rous 
more* than a e*irrhotie* live r, but it seldom produces any clinical symptoms ; if elcte*cted 
during life* the* elisemv e*ry is generally ae*e*ide*ntal : it occurs at a younger age* than cancer: 
the re* are* none* e>f the either signs of e*anee*r, but there* may be* some* of syphilis, and the* 
Wasse*rmann re*ae*tiem will be* positive*; aseites and jaundice ele> not occur as signs eif 
this disease* unless an enlarged gland presses on the* portal vein, which is so rarely the case 
as to be* negligible* ; and the* live r is at most a little* enlarged, ne ver huge* as in e*ane*e*r. 

In children. congenital syphilis may produce in the* liver pre*e*iselv the* same e ffects as 
the* acquired elisease does in adults, but in addition it may also cause a generalizeel smooth, 
harel e*nlarge*me*nt elue* to pe*rie*ellular e*irrhe»sis. The harelncss of the smooth big liver in 
a child suggests the* eliagnosis. and the* \Vasse*rmann reaction in the bloeiei clinches it. 
J .ardaceous disease* may be* elue* to syphilis ; it will be* discussed prese ntly. 

Universal Chronic Perihepatitis may make* the live*r appear large, for the peritoneal 
coating of the* whole organ is much thickened : but as the* live r itself is of normal size the 
apparent ine*rcuse is not gre*at, rarely exceeding an extra linger s bre*aelth below the ribs. 
Sue h of the* liv e r as can be felt is smooth : the* e*elge* is uniform and thie*k. I ’sually, however, 
no apparent enlargement can be* ele*te*e*te*d in universal chronic perihepatitis, anei often the 
organ anel its thickened capsule we*igh the same* as a normal liver. There are no hepatic 
symptoms, e.g., juunelicr. and the* unive rsal perihepatitis is only part of a general chronic 
pe ritonit is, symptoms of which, e.g., ascites and thickening eif other parts of the peritone-um, 
may be* dete-eted on palpatiem. 

Secondary Cancer of the Liver. This is the commonest tumour of the liver. Gener- 
ally the re will be symptoms of the* primary malignant disease, which in abenit IK) per cent eif 
the* eases is in the* periphery of the portal area, but neit infrequently none are pre*se*nt, anei 
the* patient eloes not know that he* has anything serious the* matter with him until he* has 
symptoms of hepatie* carcinoma. On the eithe-r hand, in about half the cases eif hepatic 
e*areinoma no symptoms of it are* pre*se*nt, and it is ne>t known to exist until a post-meirtem 
examination is performed, for the* primary disease kills while the hepatie disease is still in 
its early stage s. Seventy-live* pe r cent of all the* patients are* between 40 anei 70 ye*ars olel, 
and he*palie* eareinoma is all but unknown under the age of 20. If the elise*ase gives rise 
to clinical symptoms the* liver can usually be mnelc out te> be enlarged both by percussion 
anei palpation. There is ne> eithe r disease* in which such a huge liver may be found. I have 
known a cancerous liver tei weigh 19 lb., and I have* re*ael eif erne which weigheel lb. ; 
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weights of (> or 7 lb. art* quite conmion. In rarr cases tbc increase in the* weight of the 
liver may be so great that the patient actually trains a little weight in spite of tin* general 
wasting caused by the cancer. The organ may be felt well below the ribs, even far below 
the umbilicus. Often it is so big that it can be seen to < m up and down with e*ae*h breath. 
I pwanl incn*ase of the hepatic dullness is rare, and when present, slight. The edge* of 
the enlarged organ can be felt to move up and down with respiration, unless it is lived by 
adhesions, which is unusual. The eelge* is hard, and often irregular: when the secondary 
nodules are numerous the whole e>rgan feels uneven, knobby, and hard, and sometimes 
the lumps on it feel umbilieated : this is absolutely diagnostic of cancer. If much 
softening lias occurred a faint sense of fluctuation may be detected : in a few instances 
local peritonitis causes a rub. Sometimes the nodules can be appreciated by the hand 
only when the patient takes a deep breath, for then those under the ribs come far enough 
down to be felt. Occasionally the cancer grows so fast that the liver obviously increases 
in size in a week : very rarely a nodule may enlarge suddenly from ha*me>rrhage i ti t < * it. 
Kitlicr or both these points are almost proof that the enlargement is due to carcinoma. 
It must not he forgotten that not all livers enlarged from malignant dise-ase have palpable 
nodules, for they may be in such a situation that they cannot be* felt, they may Im* too 
small te> be felt, or the 1 growth may be diffused through the* whole- liver. About half the- 
patients have pain in the- hepatic regiem, and may have- it ne*ar the right shoulder and 
eleiwn the right arm. If the* live r is very large* tlie*re* is a sense* of dragging and fullness 
in the right hypocliondrium. About half the- patients are jaundiced. It is extremely 
important to remember that by far the* most fre*e|uent cause- of long-standing jaundice- is 
cancer of the live*r, which prexluees a de*epe*r ye llow of the- skin than any other dise ase ; as 
time* goes on this yellow changes to dee-p olive-given, The- wasting becomes extreme, 
the* skin dry and shrivelled, the* patient bee*ome*s weaker and weaker, his pulse feebler, 
his respiration shallow, and finally he- dies comatose. The* usual symptoms of .1 vi vnn i; 
(p. U)5) are* j>re*scnt. Ascitks (p. oh) is rather less frequent than jaundice. and the* 

|)atient generally dies before* tapping is ncce-ssary, for aseite-s is a late symptom. The 
urine* usually contains rnue-li bile* and lithates. ltapidlv growing e*areinoma of the liver 
is e»ften associated with an evening rise* e>f temperature* to 00 1*'. or I HI F. ( AVg. 

p. ION). I have* known it to be- 102 F. every e vening for weeks. 

The* chief difficulty e »f eliagnosis is from cirrhosis. The* large- eirrhotie- live r is uniformly 
large, and the* palpable- nodule-s are* small : if they feel bigge r than small che rries the ease 
cannot be eine- eel eirrhe>sis. for hobnails are* ne ve r bigge r than this ; hobnails are ne ver 

umbilieated, and never inere*ase* rapidly in size- : if jaundice is present and the patient has a 

large- cirrhotic liver, the jaundice is ne ver ve ry ele-e-p. and remains yellow ; it never becomes 
the elark olive-gree-n see n in cancer. In cirrhosis we- do not ge t clay-coloured motions 
or dilatation of the- gall-bladder, but wo often find a large spleen. Fxtre-me wasting and 
1 ’ ■■ ness of the skin are more* common in cancer. A moderate loueoevtosis is often 

m both diseases in the- late- stage s. The* discove-ry of cancer e lsewhere- is < » f course* 
lusive*. and the- history is of“ great help. Syphilis of the- liver has already been 

'veribe-d siiflicie-nt lv tee indicate the points of diffe*re-ne*e*. Cases in which, owing to non- 
nialignant obstruction of the- bile-duct, usually by a gall-stone-, there are- enlargement of 
the live r and jaundice, may give rise- to difficulty of eliagnosis : but the se patie nts rarely 
have the- extreme wasted loe>k, with dry shrive Heel skin. se» fmjucntly seen in cancer: the- 
hepatic enla rgement is uniform and never so great as it may be- in cancer: the- jaundice 
does not become green : if it disappears for a time*, it means that the- gall-stone- lias 
shifted : that the- jaundiev elue* to cancer should disappear is almost unknown. Itigors 
are* e-ommon in ease*s of gall-stone-s. r fhe- age-, history, anel ele-t e*e*t ion of grow ths elsewhere 
will be- of he lp. As far as my experie-ne-e- goes. when we* are* in considerable* eloubt as to 
whether a patient has an impacted gall-stone- e>r a malignant growth, exploration, if done-, 
almost always re-veals a growth. Hydatid tumours of the liver are se ldom confused with 
cancer, lejr almost always these* are* only one* or two in number, the liver is smooth and 
regular, anel is lied tender : the hydatid tumour causes ne ither pain, jaundie e*, ase-ite-s, nor 
general emaciation, anel it may give* a thrill. There is no ordinary Icucocytnsis, but the* 
patient may have eosineiphilia. 

Primary Carcinoma of the Liver. This is very rare* ; the* live*r has the same* 
character as in the secondary form, but there are no symptoms ed a primary growth 
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elsewhere. It is almost always a disease of adult life. It is usually more rapid than 
secondary cancer; most of the patients are dead within three months from t lit* onset of 
symptoms, and therefore the jaundice has not time to become dark green. Wasting, and 
other general signs, including slight pyrexia, are present. During life, primary can hardly 
cut he diagnosed from secondary cancer of the liver, for even when the liver appears 
clinically to he tin* only organ affected, it often turns out that there has been primary 
disease elsewhere, giving no symptoms, and not detected till alter death. 

Secondary Sarcoma and Embryoma of the Liver. These do not produce enlarge- 
ment enough to he detected during life except perhaps in the ease of melanotic sarcoma 
secondary to a tumour of the eye, when the liver may enlarge very rapidly and to an 
extreme degree for the primary disease and the numerous secondary deposits elsewhere* 
than in the lixer soon kill the patient. If melanotic growth is suspected, the urine should 
he tested for melanin (p. !M IJ> ). 

Primary Sarcoma of the Liver is \ cry rare, and during life cannot he distinguished 
from primary carcinoma. 

Adenomata of the Liver are also xery rare: they are hardly ever of sullieient si/.e 
to he detected during life. They are single, and 1 know of an instance in which a large 
one was operated on under the impression that it was a hydatid. 

Lymphadenomata of the Liver. New formations consisting of lymphoid tissue, 
generally diffused through the whole lixer hut sometimes occurring in nodules, may he 
seen in those dying from Hodgkin's disease or from lymphatic leukaemia. The nodules 
cannot he detected during life, hut in a lexv eases the diffuse variety makes the lixer 
uniformly enlarged : it is smooth, its surface and edge are linn, it is painless, not tender, 
nexer of great size, and there is no jaundice. Leukainie cases will he detected by the 
I >1< x m I - ci mnt ( p. d-). 

Angiomata. It i^ not uncommon to find small angiomata in tin* liver in the post- 
mortem room, hut they cannot he detected during life unless they are large enough to give 
symptoms which result from their size, and this is very rare. Sometimes when a large 
tumour of the lixer has been thought to he a carcinoma, and yet the patient has stained 
well enough to he suitable lor operation, the growth lias turned out to he a cavernous 
angioma, and these tumours haxe been excised. About fifteen of such cases are on record, 
and the patient xxas usually under fifty years of age. 

Fatty Liver. This is xery common, hut the enlargement of a fatty liver is usually 
not sullieient to he detected during life, sometimes because the patients are so obese that 
palpation of the lixer is diflieult. A fatty lixer. if increased in size, is uniformly enlarged, 
has a rounded edg< . feels a little softer than natural, xvith a smooth surface; there is 
neither pain nor tenderness. 'Flic causes are so numerous that often they hardly help the 
diagnosis. The largest fatty lixeis are met xxith in phosphorus poisoning ; they’ then may' 
xvcigli 10 or 1 *J |h. Severe anainia. wasting disease, especially tubercle, and alcoholic 
excess, arc perhaps the commonest causes. There is neither jaundice nor any other 
symptom that can he attributed to the disease of the liver. 

Lardaeeous Liver. The liver is uniformly enlarged ; the increase in size may Ik* 
considerable: indeed, next to cancer, lardaeeous disease causes the largest livers with which 
we meet. A lardaeeous liver has been known to weigh II lb. It is so smooth that even 
through the skin it feels strikingly so : it is firm, and the edge is sharp and hard : it causes 
no pain, and is not tender. The diagnosis of this disease is much facilitated by finding 
lardaeeous disease* of other organs: thus the spleen may be enlarged considerably and 
uniformly , there may be albuminuria from lardaeeous disease of the kidneys, or diarrhu*a 
from lardaeeous disease of the intestine. Only two causes for lardaeeous disease are known, 
viz. : long-continued suppuration, c.g., psoas abscess, bronchiectasis, chronic phthisis with 
cavitation, chronic hip-joint disease with sinuses, ulcerative colitis: and long-standing 
syphilis, even if this has not caused any suppuration. 1 have known it occur in a small 
child as a result of congenital syphilis. In a very lew instances no cause for lardaeeous 
disease can be discovered, but this is so exceptional that we should lx* very cautious 
of diagnosing lardaeeous disease* in the absence of syphilis or suppuration. 

Tuberculosis of the Liver. It is excessively rare for a tuberculous deposit in the 
liver to form a mass sufficiently large 1 to be detected clinically : indeed, so rare* is it that the 
diagnosis could not be made be fore* e*xploration unless it were known that the patient had 
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tuberculous disease* at the* periphery of the* portal vein. Judging by morbid anatomy, 
a tuberculous tumour of tlie* liver would, if discovered during life, be a solitary tumour of 
the livc*r. At an exploratory operation an irregular shaggy abscess cavity would be found, 
the pus of which would contain tubercle bacilli. There may be some* uniform e nlargement 
e)f the liver in a child suffering from general tuberculosis. 

Actinomycosis- or, as it is sometimes e*alle*el, strcptotrichosis — of the* live*r e*emlel hardly 
be diagnosed without laparotomy unle*ss the* patient, were* known to have act inomyce>sis 
e*Ise*wherc. It is very rare, and has seldom been recognizee! in the* liver until after the* 
patient's death. If elete*e*ted eluring life, there would be a le)e*al enlargement- of the* liver. 
The pus in it would be in an irregular cavity with shaggy walls and trabecula*, and the 
characteristic little sulphur-coloured granules would be seen in it with the naked eye*, and 
the ray fungus on examination with the* microscope (E/g. 010, p. 770). 

Hydatid Disease of the Liver can hardly be recognized unless the* cyst causes a 
discoverable tumour of the liver. This may be huge. Hydatid cysts of the liver may 
contain thirty pints eu* more. If the tumour can be felt, it is rounded, smooth, localized, 
anel regular, and thus is distinguished by its feel from cancerous or syphilitic livers, lor in 
these the tumours are irre*gular and rough, and often there* are* one* or more* in diffe rent 
parts of the liver. A hyelatid tumour is neither teneler nor painful, and thus differs 
from an abscess. If the tumour projects from the lower part of the* liver it may resemble* 
a gall-bladder. A large hydatid cyst of the Jenver part e >f the right lobe of the* li\<*r 
causes considerable intra-abdominal enlargement of that lobe ; on the* othe r hand, if. as 
is frequently the ease, it grows upwards between the* layers e>f the* coronary ligament, it 
pushes up the diaphragm, forming a rounded projection which may be pe re ussed out in 
the chest as an addition to the* top e>f the* normal hepatic dullness : in e xcept ional case s 
the tumour may be so huge that the* elemie shape e >f the* dullness is lost . anel the* e ase* is apt 
to be regareleel as emc e>f pleuritic effusion. If a hydatid tumour is deep in the* live r, the* 
swelling feels hard : if it comes to the* surfaec, the* tumour feels tense* so tense* that 
fluctuation is very rare*. The* so-calleel hydatid thrill perceptible in the* finger King on 
the tumour when it is struck by a finger of the* other hand, is not ofte n fe lt ; it may be* 
obtained over any tense collection of fluid, but if it be* present it is of considerable* 
diagnostic value, for e>ther tense cysts are* very unusual in the* live*r. Occasionally two or 
even three hydatid cysts are* present in the* same* liver: e*aeh then has the* charactcrist ics 
of a single* cyst, but the diagnosis of the*se ease's may give* much difficulty. It is e*xccssive*lv 
rare fe>r hydatids to cause pressure symptoms : jaundice is hardly ever seen ; if present, 
it is probably caused by rupture* of the cyst into the* bile-passages. A huge cyst ma\ 
displace the* heart. Kosinoi»hii.ia (p. *J71 ), even to a considerable* degree*, is sometimes 
found when the* parasitic cyst is living and active*, but not when it is ejuiese-e nt or obsole te*. 
I have seen 10 pe*r cent of eosinophils, and even 50 per e*e*nt have* bee n re*e*nrele*d. A 
more moderate increase is sometimes seen in e*ane*er. I’sually cosinophilia is absent in 
‘"1 dise*ase, but when present it is a cemsiderablc help in diagnosis. It decreases 

iiv after the* cyst. is drained. If the hyelatid fluid becomes absorbed the* patient may 
\c urticaria. When the bloed scrum of a patient with hydatid elise*ase is mixed with 
some hydatid fluid, a precipitate may be* former l after about twenty he>urs ; this reaction 
is not constant, but it eloe*s not oe*e*ur when hyelatid fluid is mixe*d with the* serum of a 
patient who has not got hydatid disease. Hydatid fluid eloes not give* an albuminous 
precipitate when he*ate*d, whereas the* fluid of an ordinary pleuritic effusion decs. 
Ilooklets (see 1' ill. 70, ]). 05) may be* found in hydatid fluid, especially after it is eentri- 
fugalized. Hydatid e*ysts sometimes suppurate, and the n the y can hardly be distinguished 
from other fe)rms e>f single* seditary abscess. 

Bilharziosis seems to be the* cause of sme>oth chronic enlargement of the* liver in 
certain Egyptian eases ; the diagnosis depends on finding the* lii/harzin ova in the* urine* 
(E/g. 00, p. ]0‘J). 

Othe r cysts of the liver are* very rare: anel very difficult. te> diagnose. Special text- 
books ele*aling with the* liver should he consulted about them. IP. Huk White. 

LIVIDITY. — (See Cyanosis, p. 105.) 

LOCKJAW. -(See Trismcs, p. 884.) 
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LORDOSIS. (See (VitvATi ui:, Spinal, p. 1111.) 

LUNG, GANGRENE OF. (See G a nu iik n k oi- tiik Lino, p. 
LUNG, HEMORRHAGE FROM. (S«r IL-kmuptvsls p. :i58.) 

LYMPHATIC GLAND ENLARGEMENT. 

I. GENERALIZED ENLARGEMENT. 


There are certain diseases in vvliieh then* is a tendency for all or nearly all the lymphatic 
glands in the body to he enlarged generalized glandular enlargement, as distinct from 
enlargement of local groups of glands only. The distinction is not absolute, however, for 
in some patients suffering from a malady which usually causes general lymphatic glandular 
enlargement the changes may lx* confined to local groups instead of being as widespread 
as usual. It may be said, however, that if there is generalized enlargement of the lymphatic 
glands, the patient is probably suffering from one or other of the following diseases : — 


I .vmphat ie Jeukiemia 

II odgkin's disease 
I . vmphadcnnma 

I a niphnma 
I A inphosareoma 


Secondary syphilis 
(.erman measles 
Still's disease 
Plague 

Tuberele. rare type 


Generalized skin-sepsis, e.g., 
from extensive furunculosis 
nr scabies. 


It is, of course, important to be (juite sure that the glands arc really enlarged, and not 
merely palpable with greater ease than usual : experience alone will decide this question. 
There are many conditions in which wasting affects the subcutaneous fat and not the 
lymphatic glands, so that the latter are felt with considerable ease, especially in tin* groins. 
General glandular enlargement usually implies affection of the cervical, axillary, and 
inguinal glands at the same time : those in the popliteal space or above the internal condyle 
of the humerus are less often affected : the various groups within the abdomen can seldom 
be palpated, unless perhaps in the iliac region or pelvis, whilst enlargement of the 
mediastinal and bronchial groups can only be surmised when there is evidence of obstruction 
to one or ot her bronchus, or when t he\ can be demon st rated by t he X rays { Fig. loo. p. 187), 

When a case of generalized lymphatic glandular enlargement presents itself it is 
important to make a blood-count : the blood-changes will either indicate lymphatic 
leu/armia (see An.lmia, p. .T»). or else, if t he eharact erist ie leucocyte counts of the latter 
are not found, hmphatic leuhaunia will be excluded. 

None of the other conditions exhibit pathognomonic 
blood-changes, although there will very often be a 
considerable degree of amemia of the chlorotic type*. 

Hmlgkin's disease nearly always starts with 
much swelling of one group of glands before the 
rest, especially those in the neck : there is usually 
moderate enlargement of the spleen at the same 
time, and in the course of weeks or months, 
generalized swelling of the lymphatic glands occurs, 
especially those in the axilla* and within the thorax, 
the resultant masses sometimes being of considerable 
size (Fig. .’{SO), though the individual glands remain 
distinct from one another, do not tend to break 
down and suppurate, and do not become fixed cither 
to the skin or to the deeper parts, as they would 
do if they were tuberculous or due to secondary 
deposits of malignant disease. The blood-changes in 
Hodgkin's disease art* for the most part negative 
(see An.lmia, p. It>). though in blood-films the occurrence of an occasional basophil 
corpuscle or myelocyte may help to support the diagnosis. 

Liftn jfhadenonm differs from Hodgkin's disease so little* that some authorities use the 
two names sis though they were synonymous ; others reserve the term lymphadenoma for 
those cases in which splenic enlargement is not apparent, whilst the affection of the 



/’/</. llodekm's disease. Tin* lym- 

] >h:t t ie elands ill the lett side Ot flit* iitvk arc 
ver\ l.iw ; t lii’rc is considerable overgrowth ot 
tin- lymphatic elands in tin- rield axilla, par- 
ticularly alone the outci bordei of tin* poet oralis 
major muscle*, tin* elands in flu* left axilla arc 
also enlarged, lmt to a less extent ; even the 
left e|'U roe hi ear eland is v i-i! »ly enlaigetl. 
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Ivmphatic glands is pronounced and general. Lymphoma is a term that lias sometimes 
been used in tin* same* sense*, though it is sometimes employed lor lymphadenomat ous 
ease's in wliieli a single mass of gland is alone involved those in one axilla, lor example , 
or those* in one side* of the neek — when othe*rs art* not as yet affected. 

Where lymphosarcoma ends and Hodgkin's disease. lymphadcnoina, or lymphoma 
begins, it is dillieult to say. If there is generalized enlargement of the lymphatic* glands 
without much afleetion of the spleen, without any pathognomonic blood-changes. and 
with a rapidly fatal ending, tin* condition is spoken of as lymphosarcoma, hut it might 
equally we*ll he tc*rmt*d acute lyinpiiatlt'iioma. Lymphosarcoma is particularly prone to 
affect the* mediastinal or bronchial glands, and a fair percentage of mediastinal new 
growths is due to lymphosarcoma of the mediastinal glands. tin* diagnosis often dept nd- 
inir on X-ray examination of the thorax. 

Syphilitic glands seldom reach any great si/e, only swelling, roughly speaking, to 
two or three time's the normal : the first to he inxolxcd are those in tin* neighbourhood 
of the chancre*, anti therefore most often those in the groin. spreading later- to all the glands 
in the bodv, including those* in the ot*eipital region, which are not as a rule affected except 
by syphilis, pediculosis capitis with sores, impetigo capit is, suppurating ringworm (kermn). 
lymphatic leukaemia, and Kerman measles. Syphilitic glands art* almond-shaped and firm, 
painless, or at most slightly tender, and they do not become adhe rent to the skin or to 

the deeper part s. Thcv mas remain palpable 
for months after the other signs of secondary 
syphilis have disappeared. 'The dillicultx in 
their diagnosis tloes not arise when chancre 
or roseola is present : but later their nature 
may not be obvious unless there is a clear 
history of syphilis or Wassermann's serum 
test is positive. 

(ierman measles causes generalized en- 
largement of the lsmphatie glands x crx 
similar to that of secondary sxphilis. but 
the* diagnosis is generally obvious from the 
nature of the* skin eruption. The occurrence 
of enlarged occipital and other glands 
associated with a measles-like rash serxes to 
distinguish (ierman measles from orditiarx 
measles, and also from scarlet lexer and 
other crythcmutu. 

Still's disease attracts attention primarily 
on account of the affection of the joints, and 
the enlargement of the lymphatic glands is 
a symptom of secondary importance. It is 
an affection of children (/Mg. dSl ) pn*cisely 
corresponding to rheumatoid arthritis of 
adults : no joint in the bodx is exempt, and 
it is probable that tin* lymphatic glandular 
enlargement is secondary to absorption of 
micro-organisms from the infected joints. 
The patient becomes aiuemie, with a tendency to pigmentation, and the spleen is enlarged 
as well as tin* lymphatic "lands. The disease is unmistakable. Similar lymphatic* glandular 
enlargement occurs in the acute rheumatoid arthritis or infective synovitis or peri-arthritis 
of older persons, especially in that form which is characterized by spindle-shaped swelling 
of the first interphalangeal joints of the hands (Fig. d.TJ, p. P2(>) ; but as a rule the enlarge- 
ment is confined to those glands which arc closest to the affected joints epitroehlear glands, 
for instance, in the case of the tinkers and hands, and so forth ; and the glandular enlarge- 
ment disappears when the malady is in its quiescent phases, although tin* joint deformity 
remains. 

l’lafiuc may be associated with very acute glandular enlargement all over the bodv ; 
the diagnosis depends largely on the history, and particularly upon the patient's having 
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been exposed to the risk of eemt met in«r plague in some infected town or port. 'Flic diagnosis 
may l>e confirmed I etiological ly. 

'Tuberculosis of glands is much more often local than general : occasionally, however, 
one meets with a case in which the inguinal and axillary as well as tin* cervical and 
internal elands are all enlarged as the result of t uhcreulous infection : the ease then simu- 
lates lymphadenoma closely, and it may he necessary to excise one of the affected elands 
and examine it histologically before one can he sure of the diagnosis. 


II. LOCALIZED LYMPHATIC GLANDULAR ENLARGEMENT. 

In all t I k >sr disease's in which enlargement of the lymphatic glands may he General it 
may sometimes he local, or may begin locally before it becomes general, so that in every 
ease* in which there is an affection of a local group of lymphatic glands it is important to 
remember the possibility of the ease being <lu<‘ to one of the diseases already discussed 
unde r heading I. 

'The' following additional causes, however, have also to be considered, namely: 

Septic ahsnrptiori, fmm sores, etc., on the skin or mucous membranes from which 
the lymphatics drain into the particular glands that are involved 
Tuberculous disease 
Secondary malignant di-ease. 


Whenever there- is any doubt, a blood-count should be- made* in orde r to either diagnose 
or exclude lymphatic leuka-mia. When this ran be- excluded the nature* of the local 
glandular enlargement will generally be- suggested by the- age- of the- patient, by the* 
eharaete-rs of the- glands t he-mselv e-s. and by their Ideality. The- particular group of glands 
involved may be dealt with siiati'n : 

Occipital (dands. The se- cl uwL se ldom become* enlarged as the result of h'uka-mia. 
Hodgkin dise ase-, ly mphaeh noma. Herman measles sy philis, or tuberculosis, unle-ss there' 
is ol » v ions enlargement ol ot he r glands at the- same- time. When the*rc is enlargement of t lie 
oeeijiital glands and no others, by far the most likely cause is se ptic absorption from the 
posterior region of the- sculp, particularly from impetigo. schorrlncic dermatitis. suppuratini * 
ringworm (her ion). suppurating wen or schuccous c ifst . supplanting scalp wound. or. most 
likely of all. pediculosis capitis. Nits should always be- looked for in the hair with care, 
and tiny may sometimes be- found even in laelie-s in whom the nude of infection may be 
e 1 1 1 i t < ■ ine xplicable ; tin- patients generally have much irritation of the- skin at the back 
of the lu-ek at the -ame- time, and it may 
be- attributed to the- rubbing ,,f a cedar 
or the lu-e-k of a dress. 'There is gener- 
ally considerable 1 ana-mia. the- patient 
I oo k s unwell, and often has some- e ve-nine 
| >v rexia . 

Pre-auricular Glands. The most 
e-onunon causes for enlargement of the 
pre-auricular glands are- : Septic infection 
of the skin < » f the check, eye-lid. ear. or 
temporal regie m of the scalp, or epithe- 
lioma of these regions. Kare-r causes are 
rodent idier. lupus vulgaris, acne. 'The 
occurrence of enlargement ed’ this glanel 
in association with an ulcer which may 
be rodent on the one- hand, aid an 
epithelioma on the- either, does neit neces- 
sarily indicate the latter, for without 

there be-ing secondary deposits the glanel may become enlarged freim absorption of bacterial 
products freim the pus eif rodent ulcer. In those very rare eases of chancre of an eyelid 
(Fig. dNg ) eir either neighbouring part, enlargement of the pre-auricular inland may’ preeeele 
the generalized enlargement eif the glands to which syphilis gives rise, The gland may’ 
alsei be the site 1 of melanotic sarcoma in very rare eases, the primary’ growth being in the 
eye or a pigmented mole*. 
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Submaxillary Glands. The commonest cause for enlargement of these is septic 
absorption from the mouth ; tonsillitis and inflammation of the fauces an* responsible lor 
most cases in which a firm gland becomes palpable just beneath and behind the angle* of 
the jaw ; generally the enlargement is greater upon one side than upon the other, and it 
may persist for days or even weeks after the causal inflammation in the tonsil has subsided. 
The glands are painful in the acute stages, and in a few eases the infection is so severe that 
the tissues break down, and suppurative adenitis with an abscess results. All kinds of 
inflammation of the throat may cause this glandular enlargement ordinary simple tonsil- 
litis, hospital sore throat, rheumatic tonsillitis, follicular tonsillitis, quinsy, diphtheria, 
scarlet fever, acute phlegmonous tonsillitis, Vincent's angina, secondary syphilis. The 
precise nature of the infecting organism is to be ascertained by taking swabbings from 
the tonsils or fauces for bacteriological cultivation. Vincent's angina produces glandular 
enlargement less frequently than do other seven* forms of sore throat. 

The enlargement may be due to tubercle even when tin* swollen gland is solitary, 
unilateral, and confined to the region of the angle of the jaw where a tonsillar inflammatory 
cause might seem more probable : the diagnosis is then difficult, unless the* ease is watched. 
Long persistence of the swollen gland, its gradual adherence* to the skin, or the development 
of others farther down the neck may cause one to change an initial diagnosis of inflam- 
matory gland to tubercle, especially if the patient is a child. Sometimes one is misled by 
the rapidity with which the gland swells up into thinking it is purely inflammatory when 
really it was already affected by tubercle and swelled rapidly as a result of stiperadded 
inflammatory infection from tonsil, mouth, or tooth. If such a gland persists it will very 
likely be excised, and tin* diagnosis made by histological examination. 

Inflammatory changes in glands further forward beneath the jaw arc often secondary 
to caries of a tooth or to some variety of stomatitis, the diagnosis being ascertained by 
inspection of the mouth. Less acute enlargement, going on to much greater si/.e than is 
the rule with inflammatory adenitis, may result from secondary deposits of nmliiinuut 
disease in the submaxillary glands when there is squamous-ecllcd carcinoma (epithelioma) 
of the tongue, lip, gum, cheek, nose, palate, fauces, tonsil, pharynx, or larynx. The 
diagnosis in these casts depends upon the presence of an obvious primary epithelioma : 
if there is any doubt as to this, a small portion of the ulcerating mass may be excised for 
microscopical examination. When a gummatous ulcer simulates epithelioma, the* effect 
of iodide of potassium and mercury may point to the former, or Wasxcrmamfs serum test 
may be positive. A gumma of tin* tongue is likely to be median, an epithelioma lateral. 

Cervical Glands. Knlargement of the* glands in the neck generally may lx* either 
unilateral or bilateral. If unilateral, if only a few glands are involved, and if the history is 
a short one, the changes are probably injtmmnutunp particularly if there has been any son- 
place on the skin of the neck, the buccal mucosa, or throat, or if there is evidence that the 
patient has been exposed recently to scarlet fever, or if there is otitis media. Acute cervical 

L- with sore throat is one* of the chief features of an epidemic malady, described by 

and. and referred to in detail on p. 701. /*<<tienlosis capitis is a common cause of 
.urged cervical glands in children of the poorer classes. It is sometimes difficult, however, 
to decide when the enlargement is merely inflammatory and when it is due to some more 
serious lesion, particularly tuberculosis on the oik* hand and hpnphadennma or ////;/ phosnrvoma 
upon the other. Tin* longer the glandular swellings persist, the less likely is it that they 
arc purely inflammatory. The* younger the patient, and the more unsterili/.cd cow's milk 
he has been drinking, the more likely are they to be tuberculous. If they are present on 
both sides of the neck, tend to become adherent to one another and to the* skin, and arc 
tender notwithstanding their having been present for some time, they are probably tuber- 
culous, and the diagnosis will Ik* settled by surgical measures, the affected glands being 
excised and examined microscopically. Spontaneous breaking down of the glands, with 
a red indolent condition of the skin around a discharging fistula, and very slow healing, 
arc developments to be* forestalled whenever possible ; but if they have* e>e*e*urre*d the 
condition is almost certainly tuberculous in e*ase*s in which there is no question of a late 
stage of malignant dise ase*. There* may be* confirmatory cv iele*ne*e* in the shape of tuber- 
culous lesions elsewhe*re, e*spe*cially in a joint, the spine*, or the* peritoneum. It is note- 
worthy that cases e>f tube rculosis of the* glanels are even less like ly than other individuals 
to develop ordinary phthisis, so that the absence of lung signs is no inelication that the* 
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glands art* not tuberculous. Lymphadcnoma is sometimes so restricted in its earlier lesions 
as to effect the cervical lymphatic glands to a great, extent, and long before any other groups 
are involved ; in such eases, previous to operation and microscopical examination, the 
nature of the glandular enlargement may he open to great doubt ; even after an operation 
there may be differences of opinion, though the large-celled hyperplasia in Ilodgkin's- 
disease glands is distinguishable by experts from the giant-cell changes of tuberculosis. 
Clinically, the two are distinguished by the fact that tuberculous glands become matted 
together and adherent to the skin, while I lodgkin' ‘s-disease glands remain separate from 
one another and do not soften or break down even when they have become of such great 
size that, had tiny been tuberculous, they almost certainly would have done so: conse- 
quently. they do not become adherent to the skin, to one another, or to the deeper parts, 
and they do not cause a fistulous discharge, enlargement of tin* spleen as well as of the 
lymphatic glands in the neck would indicate Hodgkin's disease rather than tubercle. 

Secondary carcinoma of the glands in the neck is easy to diagnose when the past or 
present existence of a primary growth is known, generally a squamous-eelled carcinoma 
(epithelioma) of the tongue, lip, gum, cheek, face*, palate, pharynx, larynx, or oesophagus. 
Cases in which an (esophageal growth has not caused stenosis may give rise to doubt, for 
secondarv deposits in the glands may be the first indication that anything is wrong. The 
patient's age will gcnerallv suffice to make tuberculosis unlikely, lor tuberculous glands 
are far commoner in children than in adults, whilst carcinoma is a disease of the middle 
and later periods of life ; the rapid enlargement of the glands, their extreme hardness, the 
way they become fixed to the deeper structures as well as to the skin, and their ultimate 
ulceration and betid stench will leave no doubt as to their character. 

S arcomatous glands in the neck arc- much rarer ; the chief variety is referred to above 
as acute I vmphadenoma, between which and lymphosarcoma there is no distinctive 
difference. 

Supraclavicular Glands. When the glands immediately above the clavicle, especially 
those on the left side in the region of the attachment of the sternomastoid muscle, are en- 
larged without affection of other lymphatic glands in the neck, they suggest a primary 
jinc graze th in i/a' abdomen, with secondary deposits ascending along the course of the 
thoracic duet to infect the glands close to where the thoracic duet enters the junction of 
the left jugular and left subclav ian veins. There are, of course, many eases of abdominal 
malignant disease in which these glands do not become affected at all ; but the value of 
the sign when it does ot**ur is considerable (big. 77, p. <»(>). No one variety ol intra- 
abdominal carcinoma is more liable than another to produce secondary deposits here ; 
the primarv seat may be the stomach, gall-bladder, pancreas, duodenum, colon, rectum, 
ovarv. testicle, kidnev. or suprarenal : excision and microscopical examination ol the left 
supraclavicular gland may indicate the site of the primarv growth. 1 he right supra- 
clavicular gland mav be enlarged in a similar way, but less oiten — generally not as the 
result of intra-abdominal but of inirathoracic nnv grozeth. particularly squamous-eelled 
carcinoma of the (esophagus. W hen the supraclavicular glands are affected at the same 
tune as the axillarv glands, in eases of cancer of the breast, the condition is important as 
indicating that the disease has extended beyond the limits within which operative cure 
is likely to be possible. 

Axillary Glands. The three main causes for enlargement of the glands in one axilla 
without enlargement of the glands elsewhere are : Septic absorption from sore places upon 
the fingers, arm, breast, shoulder, or upper part of the back : secondary deposits of carci- 
noma from the breast : and lymphadcnoma . Tuberculous axillarv glands without obvious 
affection of those in the neck have been recorded, but they are uncommon. Sometimes 
the source of septic absorption is by no means obvious ; it may be no more than inflam- 
mation around a ragnail. Inflammatory glands art' generally painful, and they are associ- 
ated with more or less pvrexia. Lymphatic leukaunia will be excluded by the absence 
of pathognomonic blood-changes : the breasts should be palpated carefully lest an un- 
suspected carcinoma be present, already infecting the axillary glands with secondary 
malignant disease ; Hodgkin's disease will only suggest itself if inflammatory absorption, 
secondary growth, tubercle, and malignant disease can be excluded, but to clinch the 
diagnosis excision and histological examination ol one of the glands may be required ; 
if the ease is one of Hodgkin's disease other lymphatic glands will presently become enlarged 
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also (see Fig. 380, p. 471) ; particularly those in the neek of the same or (Opposite side, and 
those in the other axilla ; and the spleen will very likely enlarge too. 

Epitrochlear Glands. - The only important cause of enlargement of the opitroehlcar 
gland is microbic absorption from the lingers, hand, or forearm : the site of primary 
infection may be in the skin a whitlow, for example, a post-mortem wound, or a dis- 
secting-room sore; or it may be more deep-seated, as in eases of infective synovitis, 
arthritis, or peri-arthritis. It is important not to mistake for a simple whitlow such a 
lesion as a digital chancre , which may also cause enlargement of the epitrochlear gland 
before infection becomes general and the roseolar rash, sore throat, and other secondary 
symptoms indicate the nature of the ease. Wassermann's serum reaction may not be 
positive at this stage, but the Treponema pallidum may be discovered in the sore baeterio- 
logieally. The relative chronicity of the apparent whitlow may he the chief thing causing 
one to recognize that it is a chancre. 

Mediastinal and Bronchial Glands. These cannot be palpated : their enlargement 
is surmised when there are signs of something within the thorax obstructing one or other 
bronchus, or leading to laryngeal paralysis, or stenosis cither of the innominate \ < in or 
of the superior or inferior vena cava. The diagnosis will be between aortic aneurysm . 
chronic mediastinitis. syphilitic mediasfinitis , and mediastinal nc:c growth. The X ra\ s 
are almost essential in confirming the diagnosis, and in distinguishing enlarged malignant 
glands from aneurysm of the aorta (Fig. -IP, p. *2<>0). Inflammatory or caseous bronchial 
or mediastinal glands seldom if ever obstruct a bronchus in the way that malignant glands 
do, possibly because, before they have reached a sufficient size, they have softened and 
discharged their contents into the bronchial tube. When, as happens in rare cases, a 
caseous gland does obstruct a bronchus, it is noteworthy that it is less uncommon for a 
right bronchial gland to do this than a left. 

Mesenteric Glands. It is seldom possible to palpate enlarged mesenteric glands, 
although the diagnosis that they are swollen may often be made upon circumstantial 
evidence. Any inflammatory condition of the bowel may lead to their being enlarged, 
particularly if there is any breach of the mucous membrane, as in eases of a/ccrati \e colitis . 
dysentery , tuberculosis of the boieel. or lyplmid fiver. They are greatly in\ol\ed in most eases 
of tuberculous peritonitis : the masses that are felt in the abdomen. ho\\c\er, are hardl\ ever 
the glands themselves, but rather extensive inflammatory and caseous mattings of which 
glands may form the nucleus. Malignant new growth , such as primary carcinoma of the 
stomach or colon, ovary, uterus, or testis, may cause extensive seeondar\ deposits m the 
mesenteric and retroperitoneal lymphatic glands, usually most marked in the immediate 
neighbourhood of the primary new growth, but extending thence in the direction of 
the liver until the portal glands are involved : but without opening the abdomen 
it is always difficult to determine whether the masses felt in cases of this kind are r« a 1 1 \ 
enlarged lymphatic glands or are masses of new growth in the peritoneum or elsewhere 
than in t lit * glands. 

Iliac and Pelvic Glands.- What has been said in connection with mesenteric glands 
p also ; but it is more often possible to determine by palpation whether or not 
:\i< lymphatic glands are affected. In eases of suspected malignant disease . eharac- 

!»e nodules of secondary deposits in lymphatic glands may be felt sometimes on 
* •' e fu I palpation of the iliac fossa or upon making a rectal examination. 

Inguinal and Femoral Lymphatic Glands. The commonest cause by far of enlarge- 
ment of the inguinal lymphatic glands and not of those elsewhere, is septic absorption from 
microbial foci in the* regions whose lymphatic vessels drain into these glands ; sore places 
should be looked for upon the toes, and between them, upon the feet, legs, thighs, buttocks, 
lower part of the back, scrotum, penis, perineal and vulval regions ; and a urethral dis- 
charge. gonorrhual or otherwise, should also be sought for. Most of these eases will be 
associated with constitutional symptoms, especially pyrexia and loss of appetite, and with 
local pain and perhaps reddening of the skin over the inflamed glands. The latter may 
break down into abscesses buboes. 

Another, but far less common, cause for localized enlargement of the inguinal glands 
is secondary carcinoma secondary to scpiamous-eelled carcinoma (epithelioma) of the 
scrotum, prepuce, penis, perineal region, anus, clitoris, labium majus, labium minus, 
vagina, leg, or foot. In such eases the diagnosis will become obvious when the primarv 
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MACROGLOSS 1 A. Oee MM I list. (H I III. Ton '.I I . ]>. N .‘»1 . ) 

MACROSOMIA. (See (.msimm. p. 

MACULES arc circumscribed discolorations ur decolorr/at ions of the skin without 
noticeable elevation or depression. They mas be dm : (I) To the passage of blood, or of 
the colomiiiL: matter of the blood, into limited areas of the skin, as in purpura ; (*J) To 

hyperemia, either arterial or venous, as in ersthema : (.*1) To dilatation of the vessels, of 

the skin, or tin formation of new v essels, as in capillary lia v us and telangiectases ; (1) r l'o 
changes in the pigmentation of tin* skin, whether of the retc or of the eorium on the 
side of excess as in chloasma, or on that of deficit nev as in leueodermia : and such changes 
may result from the administration of drills such as arsenic and chloral, or may be an 
expression of trophoneurosis, as in “lossy skin. 

.Macules of the second and third “roups arc effaced temporarily by pressure: those 
of the first and fourth remain unaltered. 

Macules may be inflammatory as in the rose spots of enteric fever, or non-inflammatory 
as in purpura : congenital as in moles, or acquired as in tin* exanthemata : temporary 
as in dni“ rashes, or permanent as in leueodermia : scanty as sometimes in leueodermia. 
or abundant as in roseola. They may be attended by subjective symptoms itching) 

as in dni“ rashes; but generally there arc no such accompanying symptoms. Usually 
round or roundish, they may be oval, or irregular ; tln*y also vary greatly in definition. 
In colour they may be red, brown, or yellow, in various shades. In size they vary from 
a mere speck to, say, the area of a man’s hand : if very widely d iff list'd, as in malaria, the 
pigmentation is usually stylet! a discoloration. Most frequently a primary lesion, as in 
lentigo, tin* macule may also be secondary to burns, blisters, excoriations, and eruptions 
of various kinds, erythematous, vesicular, bullous papular pustular and eczematous. 
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Tlie brown spots which follow traumatic or purpuric ccchymoscs, hiemeirrhagic urticaria, 
varicose eczema, etc., form a special group of macules in which the pigment is haanosiderin. 
If a macule takes on a slight degree of elevation it is sometimes styled a maculo-papule. 

r rhe differential diagnosis of the erythemas, of which the lesions arc for the most part 
too diffuse to be regarded as macules, is set out in the articles on Khvtiii.ma (p. 275) 
and Nodules (p. 500) ; that of the purpuras in the article on Purpura (p. 075) : that 
of leucodermia, selerodermia, morphejea, the various forms of chloasma, and the discolora- 
tions due to the use of drugs, in the article on Pigmentation of the Skin (p. 04*J). Nor 
need the most familiar macule, that which occurs in lentigo (freckles), be described here, for 
the only affection with which it can be cron fused is xeroderma pigmentosum, the diagnosis 
from which is given under Tumours of the Skin (p. NK(>), whe re also will be found the 
differential diagnosis of another macular affection, xanthoma in its various forms. Tinea 

versicolor has been dealt with under 
Fungous Affections of tin: Skin 
( | >. did); pityriasis rosea under Scaly 
Kimttions (p. 7 Mi) ; lichen planus and 
herpes, both of which may be fol- 
lowed by macular stains, respectively 
under Papules (p. 5b 7 ) and Vesicles 
(p. bid). Ofnscvi and of telangiectases 
the identification is sclf-cvielent. and 
it only remains to speak ol the* 
macules ed leprosy and syphilis. 

In leprosy, following the* prodromal 
symptoms anel the* pcrietel of invasion, 
erythematous spots appear on the* 
face*, limbs, e>r trunk, varying in e-olour 
aevording t < > the* natural pigmentation 
of the* skin, but usually in while* rates 
of a light reel. The* e*olour is brightest 
at the* edge*; the* centre* may become 
white* and atropine*. In size the* 
macule s vary from a pins heael to 
the* palm of the* hand, or large r ; they 
are* sine »e >t h and shining, with a well- 
defined outline*. Some* infiltration is 
usually pre*sent. Fre*sh creeps continue* 
to come out at irregular intervals, 
and each outburst is accompanied by 
an exacerbation e>f the* e*e>nst it utional 
symptoms. After a time* the* macules 
and the* neighbouring areas e >f appar- 
ently normal skin becenne* more* or 
le ss ana*st he t ie*. i'he* macular stage* 

of leprosy may possibly be* e*onfused 
with erythema simpler, but the* macular 
areas are usually larger than in erythema, in which also there* is little* or no cemstitu- 
tional disturbance. As soon as amesthesia arises the* diagnosis is se t t le e F This is inde ed 
tin* crucial te*st in all cases e>f doubt as be*twe*e*n leprosy anel any e>the*r affection, for in 
leprosv it is almost invariably present, if not in the* lesions themselves, then in seane* 
neighbouring area of the skin. Its commonest sites are* towards the* centre* of the macule*, 
in the pale patches left by macules tiiat have* elisappeared. and in the hands anel feet. 
Aneithe r distincti ve* feature of leprous speits is that the*v rare*lv pe*rspire*. In sifrin^ouny/ia 
the sensory and trophic lesions may suggest leprosy, but the macules will be abse nt, nor 
is there enlargement of lymphatic glands e>r thickening of nerve-trunks. (Fe>r the* elia- 
gneisis of nodular leprosy from lupus vulgaris, see* under Nodules, p. 540.) Whenever 
doubt exists the lepra bacillus should be sought in the lesions or in the nasal elise-harge*. 

The macular syphilitic is one of the most characteristic lesions e>f secondary syphilis. 
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The eruption (Fig. 383). erythematous in character and styled syphilitic roseola, begins 
as a macular mottling, resembling measles but rather more dusky, distributed over the 
chest and abdomen. It is often evanescent, disappearing in a few hours and corning 
out again as suddenly. The mucous membrane of the throat is the seat of a similar 
eruption, and superficial ulcers may form on the tonsils. (Generally about a fortnight 
from its appearance the rash begins to fade, giving place to a papular or follicular eruption 
on trunk, limbs, face, and neck. Jlypera-mia of the papilla- here and there gives rise on 
the chest and abdomen, and often on the flexor aspects of the limbs, to red patches which 
may persist for a longer or shorter time as isolated blotches, varying in colour from a 
delicate rose to a pah- violet or dusky-bluish or even brownish-red. Scattered about 
among these macular syphilides may often be seen papules (maculo-papular svphilides), 
which leave slains of varying depth. 

f rom the macular syphilide both lima versicolor and tinea circinata may be distin- 
guished by the detection microscopically of the fungous parasites present in the lesions 
of those affections, and, in tin- ease of tinea versicolor, by the ease with which the scaly 
patches can be detached by the finger-nail : the erythematous drug rashes , such as those 
produced by copaiba, by their more vivid redness and the presence of itching and 
burning ; selmrrhaa corporis by its more limited distribution ; measles by the crescentic 
character of the eruption, the coryza, cough, and the different distribution. A peculiarity 
of this syphilide. which should always be watched for in doubtful eases, is that it varies 
in colour with the temperature ; a cool atmosphere will bring it out in vivid colours even 
when almost completely faded. Ernest I)ore. 

MAIN-EN-GRIFFE. (See C l. \W-ll \M>. !>. 1 11 .) 

MALLET FINGER is a condition in which the terminal phalanx is maintained in a 
position of acute flexion, and it is generally diagnosablc at sight : it is the cause that may 
be in doubt. It is usually the result of injury . but may ensue from inflammatory damage 
of infective rheumatoid type : in each ease the deformity is due either to detachment of 
the insertion of the extensor aponeurosis into the base of the dorsal aspect of the terminal 
phalanx, or to stretching and attenuation of this aponeurosis, so that t he flexor tendon 
attached anlcriorK to the base of the- terminal phalanx draws the latter into the position 
of acute flexion. Herbert French. 

MARASMUS literally means ‘wasting’, and therefore signifies much the same as 
loss of weight. By common consent, however, when speaking simply of marasmus one 
generally has in mind an infant or young child, so that lesions which cause loss of weight 
in tender years will be considered under the present heading, whilst wasting in older 
patients is discussed under the heading Wi:n;ur. Loss of, p. 93*2. 

The bodies of infants and young children consist so largely of water that great 
variations may occur within a comparatively short time, particularly in association with 
a disease which causes loss of fluid. The most rapid loss ot weight occurs as the result of 
acute diurrha'u , with or without vomiting: in the summer zymotic diarrlura of infants 
the subcutaneous tissues may be seen to shrivel in twenty-four hours or less, the eyes 
become sunken, the fontanelle depressed, and the patient loses weight rapidly. Tin* re are 
probably various micro-organisms producing these acute symptoms, of which the best 
known arc the- Hacillus enter it idis of (iaertner and Morgan’s bacillus I., but the exact 
bacteriological diagnosis of the symptoms can be arrived at only by investigation of the 
stools and perhaps of the patient's serum in special laboratories. Acute vomiting without 
diarrlura generally causes loss of weight, but less markedly than does severe diarrlura : 
it sometimes docs so to a considerable extent, nevertheless, particularly in that periodic 
type of the malady known as cyclical vomiting of infants. Without apparent cause, a 
child of tender years who is subject to this complaint is seized, without any preceding 
irregularity in diet and apparently without anything definite to account for the mischicl, 
with most seven* and recurrent vomiting, lasting for twenty-four, thirty-six, or forty- 
tight hours, or even longer, nothing whatever being kept down, and the urine at the same 
time abounding as a rule with diaectic acid and act-tone, indicating acidosis (page 3). 
Severe though the loss of weight may temporarily be, the symptoms generally subside as 
rapidly as they come on, and the patient remains in apparently normal health until the 
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next period of similar vomiting with acidosis comes on. After a few years the attacks 
recur at longer aiH longer intervals, dually ceasing altogether in the same kind of way 
that, recurrence's of Henoch's purpura do. The malady is thought to be due, not to 
microbio infection, but rather to some variety of anaphylactic phenomenon, the little 
patient being as yet unduly susceptible to the ordinary metabolic products of ordinary 
foods, just as some individuals have life-long hypersensitivcncss to the products o! par- 
ticular foods, such as strawberries or crab. Cyclical-vomiting children are more often 
girls than boys, and they are found in well-to-do families where special cart* is taken with 
dietaries, rather than amongst the poor. Apart from cyclical vomiting, severe attacks 
of vomiting may be caused bv errors of diet of various kinds, though it is remarkable how 
children escape the disorders of injudicious feeding if only virulent organisms are not 
administered in the ‘bod at the same time, ('onaenital hifftertntfthie stenosis uj the jnflorus 
is nowadays spoken of as though it were itself a disease: it is associated with persistent 
vomiting of all foodstuffs, the symptoms coming on either immediately after birth or 
within a few days or weeks, and in not a few instances resulting in death from sheer 
inanition. At post-mortem examination in such cases there is undoubtedly both more 
muscle than there should be in the pylorus, and undue tightness ol its constriction, but 
it is doubtful whether this is really a condition of congenital malformation, and not the 
result of spasm of the pylorus produced by injudicious feeding, especially the giy ing ol 
food before the mother has milk in her breasts, and therefore a postnatal deyelopment : 
like cyclical vomiting it is a malady of the children of the lairly well-to-do rather than 
of the poor. 

Simple s/ari'fttion owing to inability of the parents to provide food will naturally cause 
acute wasting, though the nature of the ease may not be obvious to the doctor unless the 
conditions of home life are known. 

Defective feeding is one of the commonest causes of lack of progress and of actual 
marasmus amongst the children of the lower classes. The amount of dirt that reaches 
the child's mouth from its own fingers, from its mother's breasts, and from the utensils 
in which the food is given, may sulliee to upset the digestion even it the light food be 
given in proper amounts and at the right intervals; when, in addition to the dirt, the 

food-supply is of the wrong kind and the intervals are irregular, it is not at all surprising 

that the child may not thrive. 

Hidicts is not so much a cause of marasmus as a concomitant effect of the injudicious 
feeding many rickety children being, indeed, unduly fat and heavy. 

('on<irnit(il sifjfhilis . on the other hand, is a very potent cause lbr marasmus. The 
diagnosis may sometimes Ik* guessed at : it may sometimes be obvious from the snullles. 
skill lesions. Parrot s nodes, eondy lomata : syphilis may be known of in the parents or 
detected by AVasscrmann s scrum test. Many congenitally syphilitic children, without 
developing any of the better known evidences of syphilis, fail from simple inability to 
thrive, and. although born fine, healt by-looking infants, presently waste and pine, and 
o he said rather to cease to live than in the ordinary sense to die of a disease. 

i utter* uhtsis is a very important and common cause for loss of weight in infants, 
ugh it is often very difficult to be certain that a tuberculous lesion i>. present. No 

by ions foci such as tuberculous glands in the neck, kyphosis from spinal caries, ascites, 

or abdominal lumps from tuberculous peritonitis or tabes inesent erica, tuberculous joints 
such as the hip or knee, tuberculous dactylitis, and so forth, may be present, and yet there 
may be some deep-seated lesion, of which the commonest is caseation of the bronchial 
glands. Phthisis pulmonalis is almost unknown in infancy and childhood: in phthisical 
patients there is practically never caseation of the bronchial glands : in infants and young 
children caseous bronchial glands are very common, and they occur almost entirely in 
those who have drunk quantities of unboiled milk. The danger in such cases is that the 
bacilli will not remain localized to the bronchial glands : many a child is quite unsuspected 
of having such a lesion until some intereurrent malady such as measles causes the 
mischief to light tip and become generalized in the form of general tuberculosis and 
meningitis, and at the post-mortem examination caseous bronchial glands, obyiously ol 
long standing, arc found. Many marasmic children recover completely, and the nature 
of the ease at the time when then* were loss of weight and general ill health may rawer 
be determined. The child outgrows its delicacy. It is always possible, or even probable. 
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when obscure wasting occurs in a child who objectively presents no particular abnormality 
except ill health, that the lesion is tuber- 
culous absorption from infected milk, with 
accumulat ion of the bacilli in the mesen- 
teric and bronchial glands. If the* hands 
are la id on either side of the child's neck 
and gently moved up and down, little pea- 
likc nodular glands can often be felt in tlu* 
posterior triangle* in these eases; though 
not pathognomonic of tuberculous infec- 
tion. these pea-like knots in the cervical 
elands are always suggest ixv. 'Flic occur- 
rence of irregular pyrexia of obscure 
origin may gixe* a clue to the diagnosis 
of glandular tubercle. X-ray examination 
of the thorax in the left oblique position 
max show shadows of the enlarged glamls 
projecting into the posterior mediastinum 
behind the upper part of the heart {Fiu. 

IIS t), though absence of such shadows does 
not prove that no tuberculous elands are 
present. Yon 1 ’input 's skin reaction might 
also be tried, though its results are b\ no 
means pat hogiu *nx mie (p. U.TJ), cspcciallv 
it the tuberculin used is not prepared exactly as it was in Von Pirquet's original method. 

Herbert French. 

MEL-^ENA is the term applied to the black, often tarry, motions that result from 
abundant haniorrhage from some place high up in the alimentary canal, generally a gastric 
or duodenal ulcer ; or cirrhosis of the Ircer ; or after the sreulloici nil (, f blood derived from 
H i woctysis (p. lk»S) or Immstwis (p. *J73). 'True mekena due to altered blood max’ 
be simulated by one or two other conditions that render the stools dark or black, notably 
‘dter the taking of charcoal hx tin* mouth either as biscuits or as animal charcoal used 
sometimes for medicinal purposes; after the cat ini: of bilberries ; after taking iron in 
large* quantities by the mouth, the iron he in*: eonxerted into the sulphide*: or after 
bismuth in amounts such as those administered for X-ray examination of tlu* alimentary 
canal, though tlu* slatey colour of stools containing sulphide of bismuth is not nearly so 
dark as is that of true mekena. Where there is doubt, a little* of tlu* black stool may 
be smeared on a small piece of lint, a few drops of fresh tincture* of guaiaemm poured on 
to one* side of the black smear, and some aetixe* o/.onie ethe r poured gentlx’ eiver the* whole ; 
in the presence ol blood a bright blue colour will become apparent in the* lint adjacent, to 
where* the* blae*k motion and the* tined lire of guaiaeum haxe* minded. 

Lesions lower down the* bowel than the* ehudemum ixix e* rise* to re*el blood in the* stools 
rathe r than mekena ; but oe*e*asioiially erne sees mekena instead e>f reel blend when there* 
has be e n ha*nu u rbane* in ti/phoid fever from an ule*e*rated IVyer's pate*h in the* upper ileum 
or from an ule*e*r in the* jejunum ; it is also possible* to ge*t nulana from e*ithe*r e >f two 
rare* vascular lesions in the* abdomen, namely, embolism of an upper brunch of the superior 
mesenteric urtcrip ge ne rally a complication of inleedixe* endocardit is, and thrombosis of on 
upper brunch of the mesenteric reins , the result as a rule* either e>f abdominal injury eir of 
s onu* infective* ml ra-abdominal trouble* which has produced phlebitis. Direct, injurif to 
the* abelonun by a blow or a crush may alse> cause* bleeding from contused beiwel high up 
aiul eoiiseepumt lx mekena : the* history iiulieate-s the* cause*. 

Duite* young infants are* sometimes se*i/.e*el with illne*ss, at a few elays edd, assoeiateei 
with the* passage* of blae*k tarry motions containing altered blood mebrnu neonatorum ; 
and ele*ath is apt to occur in the course of a few elays unless serum injections are given 
subeutaneemsly, preferably serum from the* fathe*r\s bleioel. The* pre*e*ise nature e>f mekena 
neonatorum is uncertain: it may sonu*time*s lmve* an inleedive* basis, but from the* wav it 
max be* e*ure*el by tlu* use of parental scrum it would seem to be the* rc*sult, in certain erases 
at, any rate, of some intrinsic abnormality in the* infant's lncmatopoietie arrangements. 

31 
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Tlu* diagnosis is easy, the condition is rare, but it is important from tin* point, of view 
of the consternation it produces in the family and in the doctor. 

In adults, by far the commonest causes of mchrna are gastric ulcer, duodenal ulcer, 
and cirrhosis of the liver. Carcinoma of the stomach causes much less copious bleeding 
as a rule, and leads to occult blood in the stools rather than mehena. though it occasion- 
ally leads to the latter. "With gastric ulcer and with cirrhosis of the liver there will 
generally have been II.kmatf.mfsis (p. .Tih) before the* mehena is apparent : with duo- 
denal ulcer there may have been luematemesis also, but there may have been none. If 
a patient is seized with sudden faintness ami giddiness, to such a decree perhaps that he 
falls down and has to be carried home, this faintness recurring perhaps during the day, 
and being associated by blanching which is not temporary only, but persists after he is 
comfortably in bed and says he is feeling himself attain ; and if t hi* next motion but one 
— that is to say. the motion passed after the pre-existing colon contents have been evacu- 
ated ■ is black and tarry, giving the tincture of guniacum and o/.onic ether reaction for 
blood, there is hardly any other diagnosis likely than duodenal ulcer with acute internal 
bleeding from it. If no motion is passed spontaneously, the black contents of the bowel 
may be obvious on one's tinker on making a rectal examination, and the diagnosis of tin* 
cause of the faintness and blanching may be made rapidly in this way. Herbert French. 

MELANURIA. (See Uium.. Aiinokmai. I oi.on ation or, p. 

MEMORY, LOSS OF. (See Amm sia, p. li t.) 

MENORRHAGIA. By this symptom is meant an excessive amount of tin* menstrual 
How, or an undue prolongation of the time during which it takes place. It is important 
to remember that in this condition the patient is free from bleeding during tin* inter- 
menstrual periods, tin* term Mi:r hokhii a<;i a (p. 1S(>) being reserved for bleeding which 
occurs between the periods. The careful distinction between these symptoms often serves 
to distinguish very important conditions, and they should on no account be confounded 
with one another or considered as the same entity. Pure menorrhagia is an important 
symptom of many well-defined conditions which do not, as a rule, give rise to iricgular 
bleeding. Both these terms must be limited carefully to patients who menstruate, and 
must not be used for bleeding after the menopause. The term Mkthosi axis (p. I-SS) is 
the best for bleeding occurring after menstrual life has passed. 


1 . oAi.innvi sv-ii.m 

I'terine congestion 
’ I'tmetritis 

iiivosHin and flexion 
i in mi voina 
salpmgo-oophorit is 
Suhinvnlut ion 
( hronie metritis 
Polvpus 

. -tente I nfertinns Diseases 
I nflucn/a 
Kntorie 
( holcra 
Searlat ina 
Variola 
Rheumatism 
Malaria 
1 )ipht lieria 
.Measles 


( Ai si;s of M i:\oijiui u;ia. 

L\ I n;< I I. \ l< »IO -oil M 

l neompensated valvular 
disease of the heart 
Cirrhosis of the li\er 
Emphysema of the lungs 
I )ist urfianee of internal 
secret ions 
Hyperthyroidism 

The ('imitation 

Passive hyperumia from : 

( Oust ipat ion 
Tight -lacing 
Sewing machine work 

The Mood Itself 

I )efieient coagulability 

Scorbutus 

Purpura 

Ik einophilia 

Lymphatic leukamia 

Splcnonicd ullary leu Ka mi a 

II i"h I Hood- pressure 
Art erioselerosis 


',l l:\Mt - so ll M 

Excessive coitus 
Prevent ion of concept ion 

I Single Tij'ccssivc Period 
Fright 

Violent emotion 
Sudden changes of 
temperat me 
( ‘old hath 
1 )aneing 
I lunt ing 
( .ymnast ies 
Bicycling, etc. 



MKNomtll A(;i A 


1 H:-{ 

Perusal of the above table- will make it clear that the causes of pure menorrhagia 
<*an he grouped under- tin- three headings of diseases of the generative organs, eireulatorv 
organs, and the nervous system. In attemptin'' to differentiate these causes from one 
another, the first point to ascertain is whether there is any disease of the generative* system, 
and failing this, to make such systematic examinations as will place the cause under one 
of the other two headings. 

1. In considerin'; the Generative System, it is clear that some diseases will lx- easy to 
discover, others will require some special method of examination. 

For instance, of all the causes of pun- menorrhagia, fibmm ifontu of the uterus stands 
out by itself as the only important growth associated with this symptom, and a simple 
bimanual examination, as a rule, sufliees to show that such a tumour exists, the chief 
characteristics of a fihrornyorna of the uterus brim; these: the uterus itself is enlarged, 
and in almost every instance the- e iilai^e-me-nt is asymmetrical, the- typical shape* erf the 
eu-gan lie-ini' altered : as there max be more- than eme- tumour in the- uterus, its shape max 
be- e • x e •< -< *e 1 i 1 1 *_! I \ irregular : the- ce msiste-ne-e* of the- tumour is hare! anel liny ie-leling as a rule-, 
but pat herlogie-al e-lian«'e*s in these- tumours are- e-eunmem. some erf them Icaeting t e » 
softe-nin^, othe rs to e-ystie- e-hani'e-s whie-lr may gixe- a fluiel thrill. The* tumour anel cervix 
alwaxs imixc to«'cthe-r if the- organ can be* men e-el at all. The- early elifliculty in eliagnosis, as 
a rule-, lie s in elist ini’iiishini' a libnunxerma e»f the- uterus fremi an ovarian e-yst, and serme- 
tirne-s this is e-xe-ee-el irmly eliHie-ult, for it is not alwaxs possible te> sax that a gixe-n tumour 
i-' actually the- e-rilariieel uterus. It must be remembered, howe-xe-r. that the- symptom 
uhie-h has led to this dilliculty is me-mrrrhagia, anel ovarian tumours almost never gixe rise- 
tee it. (harian tumours usually cause no disturbance erf me-nstruatieai at all. unless they 
are- double and destroy both erxarie-s e-e ar iplctcly . in whie-lr ease- they cause arne-ne nrheea . 
If the tumour e-armot be- eliai'iiosed by simple- examinat ieai. there* still re-mains examination 
by the ute rine- sound. If no possibility e»| prci* nancy e xists anel with pure incnerrrhagia 
prei'iiane-y is impressible the- seaind max be- passed inter the- ute rus with e-xe-rx pre-cautiein 
against se psis. In all e-ase-s of libreany oma. the- sound passes be-yearel the- nernnal inches, 
and it max pass as mue-h as (i inches. or ex en more-. In e-ase-s ed suhpe-riteme-al libreriels, the 
ute rus max not be- much enlarged. but in stie-h e ase s menorrhagia is ne >t usually present. In 
oxariarr tumours the- length of the- uterine e-axity is ne>t ine-reascel unless a condition erf 
e neloine-t rit is e-o e-xists, xxhie-h is x e-rx une-eanrnear : and if it eliel nert e xist, the- amount erf 
elongation of the- ute-rine- e-axity would be- small. In general, heewexcr, it is quite 
unnecessary to use- the- seamel for the eliagnersis of a fihromx otna. 

I ferine ( (nicest ion and Endtnnt t rit is. These lesions can early ire- inferreel in eases erf 
pure- menerrrhagiu when the* uterus is nert enlarged t < » any appre-e-iable- exte-rrt. arrel when, 
in aelditiear. there- are- le-ue-errrlteia anel bae-kaehe*. The-se* three- e-arelinal symptoms, Perz/.is 
syndrome-, point alwaxs ter endometritis, whate-xer other le-siear erf the- gt-ne-ratixe- system 
max be pre sent. As a rule- the- subjects of the-se- are marrie-el anel lraxe- hud pregnancies err 
abortieais. but e-ndeanet rit is may ereeur in a virgin. the* result erf infe-e-t iear, xxitlrerut anv 
pre-gnane-y having taken plae-e-. 'fire- presence* «rf endometritis eannert be- prerxe-d without 
the- removal of the- e ite loinet riuirt artel microscopical examination erf sections erf the material 
re-nre >\ e el bx e-ure-t tage-. 

I\< t m\ rsiun and lie. non itf tin' uterus and sa/f>inilo-<n>jdtoritis are- very elefinite and 
erhvieais lesieriis whie-h are- assoe iated with incite nrltagia. but the actual prime- cause is again 
e-neloine t l it is and ute rine- e-ernge-st iem. 

So also with su/nni'fdntion. xvhie-h necessarily can early follow lalreair err abortion: 
though a re-laxeel uterine- nruse-le anel a elilate-el uterine- cavity are- present, endometritis 
anel e-e arrest ion are- pre-sent. too, anel are- the* real cause's of menorrhagia. (hrernic metritis 
is the- name- gixe-n to that e-eaielit iear erf syimne-t rical enlargement erf the uterus which in 
nr> per e-e-nt of the- e-ase-s is elm- ter e lmrnie- subinxerlut iear. 

E.eunthenmtu. 'fhe- various e-xant hearts are- liable* ter cause* menorrhagia except in 
those- instance’s whe re- the y <ji x e* r ise ter ana-mia. It has been sherxvn hactcriolngicully that 
an acute- e-neleane-trit is may be- se t up by various zymotic diseases, anel therefore it is nert 
surprising that in seatre- instances this e-ernelit iear beeeane-s e-hreatie- anel causes a lasting 
menorrhagia. 

Circulatory System. I'nder this headin'; there can be ner elerubt that definite causes 
erf menorrhagia exist, but in the absence erf well-detined lesions erf heart, liver, err lungs it 
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may hi* a matter of considerable difficulty to make* a differential diagnosis. Any lesion 
of the he'art. liver. or lungs which loads to back-pressure in the* venous system may cause- 
hype r;emia of the' pe'Ivie* organs and ce»nse*epie‘iit e-xe-e'ssive' menstrual losses. It doe's not 
follow, howt-ver, that this will ho the ease, hoonuso the sufferers from thi's<' diseases are 
sometimes amende as far as the' (futility ot the* blood goe*s, and e*onsc( plead ly may lack the' 
stimulus te> menstruate* at all. However, it happe'ns not unconimoiily that menorrhagia is 
eause*el by unee>mpensated valvular le*sions of the* he*art. e*irrhosis ot the* livc*r. or emphyst'ina 
of the lungs. Passive hypenvmia of the pe'Ivie organs may result from constipation, t ight - 
lacing, e>r certain eu*cupations such as the* working ol a tre*adle* se-wing-machinc ; but 
endometritis may also be |)resent and be* the* re-al underlying cause ot e-xe-cssive' tlow. 

Aturmia . — That the* quality of the* blood itse'lf may be* a cause ot menorrhagia is 
undoubted, anel particularly if it be deficient in calcium salts, leading to retardation of 
the coagulation-time. Modern methods of estimating eoagulation-t ime* enable us to 
distinguish these cases with some certainty, and thus point out a line* of treatment. 
Unfortunately there is no simple clinical method. Doubt also has recently been thrown 
on the view that the calcium salts have any e ffect on coagulation-time. The* well-known 
signs of scorbutus in its minor degrees, purpura , anel luvmophiha may draw attention to 
cases e»f this e'lass. 

Menorrhagia in young girls at the* time* of pube*rty and eomnu*nce‘me‘nt ol menstruation 
depends upon excessive ovarian activity , anel we* must conclude, t hcre-lore*. a elist urbanee* 
of the balance betwe*en the internal secretions. It is often associate^!, too. with 
retardation of the coagulation-time of the' blood, especially in the subjects of chilblains, 
cold hands and feet, 'de-ad lingers', etc. It must not be* forgotten that young girls may 
have a malignant growth of the* uterus, such as sarcoma, but this is more* likely to cause- 
irregular bleeding as well as menorrhagia. 

Finally, high blood-pressure must be* re-ckone'd with as a cause- ol menorrhagia at any 
period of life, but particularly when nearing the- onset of the menopause-. Menopause 
menorrhagia much more e>ftcn depends upon one- of the- well-defined lesions ot the- uterus 
described above than on high blood-pressure, but eases ocean* in wliie-li the- blood-pressure- 
is alone responsible. The artcrie>sclcre»sis which is like ly to affect the- ute rine- ve sse ls about 
this pe-rieiel of life may contribute to the- causation of menorrhagia. The high blood- 
pressurc, and possibly the arteriose-lerosis also. may eve-ntually prove- to be- connected with 
the internal sccre-tiems e»f the eluctless glands. 1 hough still mainly a matte-r ol theory, 
normal menstruation depe-nds in part at least on the* normal balance- being pre-se-rve-d 
between the various internal secre-tions, the- ovarian and thyroid on the- one- hand be ing 
balanced by the suprarenal anel pituitary e>n the- other, and any (list urbanee- of this 
balance may result in ame-norrheea. as in myxu-dema. or in menorrhagia, as some times 
occurs in exophthalmic goitre anel at the menopause. Me norrhagia is not infreepiently t lie- 
result of hyperthyroidism, without any sign of exophthalmic goitre. This condition may 
occur in vouiig people- as well as middle-aged ; it can only be rceogni/cd by carrying 
■ ■ to ele-termine- the- basal me-tabolie* rate. It is very lase-inating to be-lieve that 
. .lood-prcssure may be* due* te> the- unbalane'cel action of the- suprarenal and pituitary 
> tions, anel to suggest a remedy in eemscejueiice*. In the* absence-, howe-ve-r, of e-ollate-ral 
i L .ns of delinite lesions of ductless glanels, we- have- at present no ready means of te lling 
which gland is at fault. 

Ji. The Nervous System alone is never likely to be a cause of lasting me norrhagia, but 
that a single profuse period may result from such disturbance of the- nerve- mechanism 
of menstruation has long been believed. There certainly are cases in which no other 
e-ausation can be recognized, and ill which the excessive* How is not re peated. The* effect 
of sexual intercourse upon the menstrual How is difliciilt te> determine*, but eases do ex-cur 
in which excessive menstruation has been cured by abstention, and we- cannot but believe 
tliat excesses in this direction must therefore have been the cause-. Such cases ex-cur 
chiefly in the newly married. The part played by incomplete coitus, coitus interrupt us, 
or prevention of conception by either means, is still difficult to dete rmine-, but we- have- 
no real evielence to hand which p reives that any menstrual elisturhane-e-s arise* on the-se- 
accounts. In any case-, however, we are- not justilie-d in assuming that the- nervous 
system is to blame fe>r a menorrhagia until, by careful examination, we have eliminated 
the other more important causes. T. C. Stevens. 
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MENSTRUATION, ABNORMALITIES OF. (Sec Amknohhikka. p. 22 ; I)vs- 

mknouuikka, p. *Jd7 : M i :ve > it it 1 1 \ < ; i \ , p. 1-H‘J ; :mr ] Mi-: Timmui ve;iA, p. 18b.) 

MERYCISM means cud-chewing or rumination, a symptom that is rare in man; 
even when it does occur it is no evidence of disease. It has to be distinguished from 
pyrosis and from flatulence : in typical eases there is no difficulty, for with meryeism the 
jiet may he voluntary to some extent, actual food returns to the mouth instead of merely 
acrid fluid as in pyrosis, and there is none of the belching of flatulence. It sometimes 
develops in several members of the same family, either as a congenital peculiarity, or as 
the result of imitation. The diagnosis depends mainly upon the patient's own account 
of what he feels taking place inside him. upon the history of a similar condition affecting 
other members of the family, and upon the absence of objective evidence of gastric*, 
intestinal, intracranial. or renal disease. Herbert French. 

METEORISM, or tympanites, is the term used to denote enormous distention of the 
abdomen with gas, the fitter generally be in*; within the alimentary canal, though it may 
be free in the peritoneal cavity. It is seldom itself of diagnostic importance, the nature 
of the ease being determined usually on other grounds: but it may be very distressing 
to the patient, and it is often of grave omen. It is apt to be very troublesome in eases 
of generttl peritonitis : the diagnosis will depend upon the history, which will probably 
surest a cause for peritonitis, such as gastric or duodenal ulcer, appendicitis, or 
typhoid fever: and upon the persistent vomiting, the dry furred tongue 4 , the motionless 
rigid abdomen, the rising rapidity of the pulse, the facies Hippocrat ica, the impair- 
ment of note in the* flanks, the rub over the liver or spleen, and tin* absence* of 
borb< irygmi. 

Infest inn/ obstrnet ion . whether acute, subacute, or chronic, anel whether ehi<* to 
strangulated hernia, peritoneal band, volvulus, new growth, intussusception. or other 
cause, often leads to extreme metcorism. with visible* peristalsis, the* passage* e>f neither 
fa*ee*s nor flatus, and persistent vomiting whie*h will become* <a*e*ulent if the* e*ase is not 
operated upon. Peritonitis ultimately supervenes; but previous to this inte*stinal 
obstruction is differentiated from general peritonitis by the absentee of rigidity of the 
abdominal wall, by the presence* of borborygmi and visible* peristalsis, the* absolute* con- 
stipation in spite < d enemata. the* slower pulse*, and the* relatively be*tte*r condition of 
the patient. 

Acute i ninereatitis , whether haanorrhagie* or not, may cause acute metcorism. The 
symptoms are* variable, but they nearly always suggest an ae*ute* abdominal condition 
requiring immediate Inparedomy. the* diagnosis be ing then suggested directly the ;ire*as of 
fat necrosis are* seen in the* omental fat. Previous to laparotomy the* symptoms are 
rather those of acute* inte stinal obstruction than e>f ge*ne*ral peritonitis ; the usiail liistory 
of sieute pain in the* epigastrium may :it first suggest perforate*el gastric ulcer, but 
the* abdomen remains supple as in obstruction more* ofte*n tlian it becomes rigid as in 
peritonitis. 

Me tcorism in e*ases of typhoid fever , dysentery. dentine , and othe*r se*vcrc illnesses in 
whieh the* bowel is affected is chiefly of importance in that it may le*;iel to an erroneous 
suspicion of perforation and ge*ne*ral peritemitis. The* diagnosis is ofte*n very eliflicult, anel 
the re* may be* grave* anxiety anel eleuibt as to whether the* abdomen should be openeel or ne>t. 
One* important point in typhoid le v e*r is t h:i t perforation is gene*rally accompanied by a 
sudden elrop in the* tcmpcrat ure* and {in equally sudden rise* in the* pulse-rate, whereas 
rneteorism by itself woulel not e*;iuse* this. 

Whe'ii the* vessels in the* mesentery are* affccte*d by thrombosis or embolism , acute 
metcorism results, with all the* signs e if intestinal obstruction: in milder e*ases recovery 
may ensue* sp«mt:ineously after days of anxious watching: in severer cases peritonitis 
develops and the* nature of the* ease* may be* ejuitc obscure* until laparotomy is performeel. 
unless the* exist enee* of a cause* is known, such as fungating e*nde>earditis. Atheroma 
of the* abdominal jiorta or its nniin branches. in elderly people*, sometimes leaels to 
beads of subacute or e ve n ejuite* ae*ute* abele)inin:il symptoms known as angina abdom- 
imdis , during whieh metcorism. vomiting, and severe* and recurrent colic-like pains all 
over the* abdomen or localized now here now there* at different time's, may produce ii 
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Hiniral picture* so like either acute ohstruetion or acute 1 peritonitis that laparotomy is 
ver\ apt to he performed. The diagnosis can seldom lx* made in a lirst attack, hut 
when similar bouts recur and yet subside without entustrophe the nature* of the ease 
may sometimes he guessed at: though the guessing may still leave doubt as to the 
possible presence of either causes such as gall-stones, appendicular colic, partial obstruc- 
tion, or the like. 

Interference with the solar and mesenteric plc.ntscs of nerves has sometimes led to 
severe* meteorism in eases of tabes mesenteriea . or intilt rating int ru-nbdominal new growth. 
The symptom occurs late, and the diagnosis will generally have been made on other 
grounds. 

Affections of the spinal cord may lead to paralysis of the bowel and tympanites. 
This may result from transverse 'myelitis*, whether due to primary softening of the cord 
from syphilitic or other spinal arterial thrombosis, from compression by spinal caries, new 
growth, or aneurysm, or from destruction of the dorsal region of the cor’d by a stab, a 
crushing, ora bullet wound. There will generally be 1 V\ ka 1 * 1.1 :< ; i \ (p. b'Jl) to indicate the 
nature* of the case. 

Diabetes tneUitns often indicates its impending termination in e*oma by the onset of 
abdominal pains, with more* err less mete*orism. The* diagnosis will be* known alreadv on 
account e>f the glye*osuria. Me teorism is also e*ommon in the* late* stages of cirrhosis oj 
the liver. 

Particular me*ntion may be* made e»f II irsehsprnng s disease idiopathic enormous 

distention of the sigmoid e*olon in 
e*liilelretr and young people* {i'ig. dN.*>). 
Careful e xamination indieates that the* 
enormous gaseous distention of the 
nhelomem is not elue to ge ne ral tym- 
panites. but to ballooning of what may 
se e m at first to be* ste»mae*h, but whieh 
is prov <*d not t e > be this b\ the* absence 
of immediate effeet on the* gas-enn- 
taining e*a\ity when lluiel or gas is 
given by the* mouth. by the* swelling 
appearing te> arise* fmm the* left iliac 
Ibssa. ami if need be* by the X-ray 
shaeleiws afte r a bismuth me al. < ) b - 
stinate* e*e»nst ipat ion, e »r symptoms < >1 
recurrent intestinal eibst rue *t ion. are- 
usual in the*se* e*ase*s. and the diagnosis is cemfirmed h\ the* lapamte any that is generally 

od. in the e*ne|. tee relie ve* the* patient. 

t'derin. or rather functional derangement e>f the nervous system, can lead t e » almost 
vmptom. including me*te*orism. Two elifhcult ies arise in the* diagnosis namely, 
in* sure* : (1) That the eemelition is iiiet<*< >rism at all. and not pre*gnane*y. ascites. ovarian 
ovst e >r othe*r tumour phantom tumours are dillieult to diagnose without examination 
under an anaesthetic, and even laparotomy may lx* undertaken before* the absence of a 
tumour is established certainly: and (*J) That the* mctcorisiii has no organic basis the 
e*ircumstances may sometimes suggest this at e>ne*e*. but in seam* eases the e xclusion of an 
organic cause* tor the* tympanites may take* much time, eareful inejuiry into symptoms 
and physie*al signs, and eonsiele rable* anxie ty meanwhile. Herbert i'reneh. 

METHjEMOGLOBINIJRIA. (Se*e* ll.i.wex;i (HUM HI \. p. : i A7 . ) 

METRORRHAGIA means lerss e>f 'blood from the* ute rus in the* int erme-nst rual periods, 
and the term should be applied early to irregular hamorrhages during menstrual life. It 
is not correct t e » apply it te> laemorrhages e*e>nne*e*ted with pre*gnane*y, for menst mat iem is 
then in abeyance. It may, however, be* used with propriety in tlmse* e*ase*s re*mote*ly run- 
neete*d with pregnancy in which menstruation has been re-established. 'The* term may 
be* used ferr le>sse*s erf actual blood, or lor blood-stained elise-harges in whieh mucus is 
mixed with the blood. 
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1 . The Lesions of the Generative Organs which give rise to metrorrhagia are we ll defined 
as a rule, and in the ease of growths of the eer\i\ uteri are often self-evident. Where 
growths of the body of the uterus are present, differential diagnosis is often a matter of 
great difficulty, and in many instances cannot be made without a preliminary curettage 
and microscopical examination of the material removed. In fact, with the exception of 
obvious mucous polypi, fibroid polypi, and advanced growths of the cervix, ail tin* growths 
of the uterus require a preliminary histological examination for their exact diagnosis 
unless t he* symptoms demand a radical operation. In such eases it is siiflicicnt to diagnose 
the actual nature of the growth after removal. It is not out of plae*e here 1 to suggest t he* 
best way to make histological preparations from curetted material, a matte 1 !' of great 
importance to the patient, because it is often difficult to distinguish between cancer and 
endometritis unless the very best microscope sections can be secured. The* curetted 
material must be obtained after dilatation, with a sharp curette 1 , and the* large 1 !’ t tit 1 frag- 
ments removed the more* easy will the histologist’s weak be*. Anasthesia is always 
essential except in the case of cervical growths. In doubtful cervical growths a wedge 
should be cut out. including some* normal tissue if possible. Curetted fragments should 
be washed free from blood for a minute or two. but should not be left to soak in water. 
'They should then be placed immediately in an efficient fixing fluid, and the best all-round 
fluid for this purpose* is formalin 10 c.c.. 0-7.*> per cent salt solution 00 e.e. Twenty-four 
hours in this Muni gives good fixation, after which the tissues can be dehydrated in 
successive strengths of alcohol, cleared in xylol, and finally embedded and infiltrated with 
paraflin wax. Sections cut from these paraffin blocks an* the best obtainable, far superior 
to any freezing method or eclloidin infiltration. If tin* stained sections are submitted to 
a histologist who has experience of uterine growths, there should not be *J per cent of 
doubtful specimens. If, however, the tissues are fixed improperly, thick section’s are cut, 
and stained badly, then the most skilled histologist will be unable to give a definite and 
reliable diagnosis. 

Cancer of the body of the uterus, cancer of the cervical canal, early cancer of 
the cervix, sarcoma of the uterus, chorion-epithelioma, some sloughing fibroids, tubercle, 
and endometritis can be distinguished from one another only by investigations carried 
out on these lines. The fact that all these lesions produce metrorrhagia, and may give 
rise 1 to ha niorihage on coitus, walking, straining at stool, and bimanual manipulation of 
the uterus, makes it imperative that we should have histological confirmation of* the 
nature of the lesion before making an exact diagnosis. 

The relation of Jibronn/ttma to metrorrhagia as opposed to pure menorrhagia, which is 
the rule with these tumours, is interesting. Fibroids only produce irregular bleeding when 
they are submucous and in process of extrusion, when they are infected and sloughing, 
or when they are actually polypoid. The reason for this is that in these conditions 
I he tumours arc 1 always partly strangulated by uterine contractions, and then* fore in a 
state* of gross ve nous congestion ; hence* they bleed more* or less constantly, without 
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provocation. The occurrence of irregular bleeding in a person who is known to have 
fibroids almost always means one of these (conditions, and. commonly, extrusion of the 
tumour from the uterus. On the other hand, it must not he overlooked that carcinoma 
may develop in the endometrium with a lihroid also present, or that a fibroid may become 
sarcomatous, or that a sarcoma may arise de novo in the uterus and attack a pre-existing 
fibroid. Rapid enlargement of a uterus, with irregular luemorrhagc, is very suspicious 
of a sarcoma, but as it is not uncommon for several fibroids to be present in the same 
uterus, it is also common for rapid enlargement to occur as a result of cystic changes in 
one of them, whilst haemorrhage may take place due to extrusion of another. 

Pure carcinoma of the bad if of the uterus rarely produces much enlargement of the organ, 
and any increase in size is not very rapid. 

Chorion-epithelioma follows hydatidiform mole in about f>0 per cent of the recorded 
cases, and it always follows pregnancy, never having been seen in the uterus in a ease where 
pregnancy could be excluded. It is associated especially with profuse bleeding and the 
rapid development of a betid discharge due to decomposition of blood and necrosing 
tissues in utero. Carcinoma of the body of the uterus rarely produces foul discharges 
until the condition is very advanced and has become exposed to the air. 

The differential diagnosis of bleeding due to cancer . erosion , and tubercle of the ccrri.r 
is often difficult in the early stages. In advanced cancer the friable hardness of the growth 
distinguishes it at once from the tough leathery hardness present in erosions. In the 
former, the growth can be broken down with the finger : in the latter, the soft velvety 
erosion can be scraped off the tough leathery and fibrous cervix beneath. Nothing, how- 
ever, but sections made from wedges removed from tin* cervix enables us to distinguish 
cancer or erosion from tubercle in the early stages. Tubercle of the cervix is usually 
mistaken tor cancer, but the difference is clear enough in microscope sections. 

Mucous poli/pi and fibroid pohfpi arc common causes of intermenst rual bleeding, and 
are usually quite definite growths. The mucous polypus is soft, strawberry-red in colour, 
often pedunculated, and contains cystic spaces filled with glairy mucus. It never gives 
rise to a malignant growth. The fibroid polypus is hard, and shows the glistening, 
w hurled appearance so well known in fibrumyumata on section. These growths are 
liable to infection and sloughing, and arc* then apt to be mistaken for cancer or sarcoma. 
The microscope alone will enable the difference to be made out. 

Endometritis rarely causes severe metrorrhagia, but is often associated with a blood- 
stained watery discharge, in a doubtful ease there is absolutely no wav ol distinguishing 
it except with the microscope*. 

-• The Circulatory System is sometimes responsible for metrorrhagia, just as it is for 
Mi.nokkhaof \ (p. 482), and the actual causes are much the same. It is. however, especially 
at the onset and the decline of menstruation that irregular bleeding is likelv to occur from 
this cause. I he same disturbance of the internal secretions which mav cause menorrhagia 
at these periods sometimes acts similarly in causing irregular bleeding. It is fairly 
to find young girls at the onset of menstruation having menorrhagia and metror- 
oid it is often very difficult to be certain of a cause. It depends, howeve r, very 

. on two definite factors, namely : (1)1 nusual uterine congestion, the result of an 
< ss, of the biochemical stimulus (internal secretions) of menstruation : and (2) Deficient 
coagulation power, possibly due to a want of calcium in the blood. The former cannot 
be diagnosed by any defined investigation, but the latter is determined by estimating the 
coagulation-time. Purpura, scorbutus, and luemophilia are diagnosed readily when thev 
act as causal agents. Deukicmia is sometimes responsible for irregular uterine bleeding, 
and is diagnosed readily by making a total and differential leucocyte count (pp. .42. 44). 

4. Lesions of the Nervous System seldom cause metrorrhagia, but there is no doubt 
that sexual excess, often seen in the first months of married life, is a reflex cause of uterine 
congestion, and may' cause metrorrhagia as well as menorrhagia. r j\ (; m Stevens. 

METROSTAXIS is the term applied to uterine hremorrhage at anv period of life 
unconnected with menstruation, or at times when menstruation is in abeyance. It is 
convenient to keep this form of hiemorrhage separate from the other varieties, because 
in this way all the pregnancy lucmorrhagcs can be differentiated. Its cause may be 
classified according to whether the uterus is pregnant or not. The bleeding which occurs 
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from the vagina occasionally in new-born infants is usually thought to depend upon uterine 
congestion subsequent to the cessation of the placental circulation, it is usually trivial, 
but a fatal ease has been reported. 

CaI'SI'S or Mktkostaxis. 


i n;ui s \»>\ l'ii r.< . \ w r 

t’terine bleeding in lli<* new-horn 

Malignant growths 

Polypi 

Senile endometritis 
Senile granular vaginitis 
I *y< nnet ra 

Secondary post -part uni ha-morrhag*' 
Suhiu volut ion 
( horinii-epit lielionia 


l 1 1 Itr * I'm i.n \\ l 

Threatened abort ion 

Inevitable abortion 

I neomplet e abort ion 

Carrieous mole 

} lydat id i form mole 

Ante- part urn hamorrliage 

Kxt ra-ut crine gest at ion 

Malignant growths of cervix or vagina 

K ms ions 

Polypi. 


'The differentiation of malignant gro:eths. polypi. and senile endometritis can only be 
established in tin- same way as in eases occurring during menstrual life (pp. tS? S). Senile 
adhesive vaginitis must not be overlooked as a possible cause: tin* vaginal walls at the 
torn ices become inflamed and form granulation tissue which may bleed if the surfaces 
rub together. On examining such eases the surfaces may be partly adherent, and the 
separation brought about by the tinker may cause bleeding. In any doubtful ease, the 
routine dilatation and curettage of the uterus must never be omitted. An unsuspected 
pyometru , or distention of the uterus with pus. may cause luemorrhagc, along with a foul 
discharge, and although it is almost always accompanied by a malignant growth, may be 
only the result of infection and granulation-tissue formation. 

In relation to a recent pregnancy, luemorrhagc may result from simple sub- 
involution, from retained products of concept ion, and from chorion-epithelioma. The 
differentiation of these conditions can be established only by exploration of the uterine 
caxity. with, if necessary, the assistants* of the microscope. Such conditions may be 
termed secondary post partum luemorrhage in eases occurring within a few days of 
del i \ er\ . 

I hemorrhage from the pregnant uterus almost always means separation of the 
placenta or of the embryo from its attachments, but malignant growths of the cervix, 
erosions, and polypi may have to be considered. lkcmorrhage from a pregnant uterus is 
never due to malignant growths of the body of the organ, because pregnancy is practically 
impossible with such lesions. There are, however, two great difficulties in connection 
with pregnancy Inrmorrhages : these are to differentiate: (1) The uterine Inrmorrhage 
which occurs along with extra-uterine gestation from that due to threatened abortion : and 
CJ) The bleeding of fduceuta pnrvia from that due to tin* separation of a normally situated 
placen ta . 

In the first ease, arising very early in pregnancy, tin* external haemorrhage occurs 
when the extra-uterine gestation is separated from its tubal or other attachments and is 
converted into a tubal mole, when it becomes extruded from the fimbriated extremity 
of the tube, or when the tube ruptures. Therefore, there may be a history of acute 
abdominal pain, faintness, and possibly collapse from internal luemorrhage. Along with 
this, the uterus will not be found obviously enlarged, whilst there is some sort of swelling 
in one or the other posterior cpiarter of the pelvis. Haemorrhage due to threatened 
abortion cannot be diagnosed unless the presence of an intra-uterine pregnancy can be 
established. Therefore, in this ease we must look for the definite signs of a normal 
pregnancy, which in the early months will be : amenorrhtra, morning sickness, breast 
changes, enlargement of the uterus, Hegar's sign, and Hraun's sign. I legal*' s sign consists 
in the extreme softening of the upper part of the cervix and lower part of the uterine 
body, combined with the as yet unsoftened vaginal portion and globular tense fundus ; 
it is found from the sixth to the eighth week. Hraun's sign consists in the irregular shape 
of the uterus from the eighth to the twelfth week : one side is larger than the other, and 
an ill-defined groove is found between them. The diagnosis of inevitable abortion depends 
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upon finding some part of the uterine contents presenting through tin* diluting cervix. 
Incomplete abortion is dillicult to diagnose, unless some definite products of conception 
have already been passed and recognized as such. 

In till' second ease, occurring generally after the sixth month of pregnancy, it is of 
the greatest importance to be able to diagnose placenta pnvvia. The only definite sign is 
the feeling of the placenta through till' cervix when it will admit of this method <>f 
investigation. The surest ive signs are those due to the fillin'? up of tin* lower uterine 
segment by the placenta. The presentin'? part remains high up and movable, not engaged 
in the brim, and there is a sensation of great increase of thickness between the vaginal 
forniees and the presentin'? part. In any case of severe ha'inorrhagc, however, the cervix 
must be dilated so as to admit a tinker, as treatment depends upon diagnosis, and n<> 
patient with a placenta prsevia is salt* until she is delivered and bleeding has ceased. 

T. (t. Stevens. 

MICROPSIA. ( See Vision, Di.fkc is ok, p. 9*J(>.) 

MICROSOMIA. (Sec 1)\\ Altl isM. -Jli-J.) 

MICTURITION, ABNORMALITIES OF.— A ]>erson in health micturates about 
five times during the twenty-four hours, the total amount of urine passed being about 
1500 c.e., or 50 ounces. 'Phis varies according? to the amount of fluid taken, the amount 
lost bv perspiration, and so forth. The act of micturition is controlled by a nervous 
mechanism, a stimulus from the vesical mucous membrane starting? an impulse which 
causes contraction of the detrusor muscle, and at the same time relaxation of the sphincter 
at the urethral orifice. The special centres controlling the motor functions of the bladder 
are in the spinal cord at the level of the third sacral nerve, whilst tin* brain controls these 
centres in response to sensory impulses received. The abnormalities of micturition which 
are met with in practice depend partly upon lesions of some portion of the urinary 
apparatus, and partly upon some change in the nervous mechanism controlling the act, 
and will be discussed from these points of view, and under Km ki.sis (p. *J 70 ). 

Increased Frequency of Micturition. A large number of diseases of the genito- 
urinary tract are accompanied by increased frequency of micturition, but the symptom 
may depend merely upon the fact that there is an increased amount of urine to be 
passed. Thus in diabetes mcllitus. diabetes insipidus . and chronic interstitial nephritis . the 
increased amount of urine will cause an increased frequency of desire to micturate, 
provided the capacity of the bladder is unaltered. If the total amount of mine 
remains normal increased frequency of micturition may be due to some lesion of the 
genito-urinarv apparatus, and consideration of the other symptoms of a ease will often 
point to a definite diagnosis. Increased frequency does not necessarily implv that the 
bladder is the seat of the disease, as the symptom is present with any form of renal 
pyelitis commonly calculous or tuberculous or with prostatie enlargement. 

T| b important to ascertain the relationship between micturition during the day and 
the night. Normally, a healthy person should not wake during? the night to pass 
unless an excess of fluid has been taken: but if any inflammatory condition is 
, -.cut in the bladder, micturition will be present during the night, as well as increased 
m frequency during the day. Any form of cpstitis . or acute inflammatory conditions of 
the prostate or neighbouring organs, will cause increased frequency both day and night. 

With vesical calculus there is increased frequency during? the day, but often no 
urination is necessary during the night. The frequency during the day is increased with 
activity or exercise, or by the jolting movements of travelling, but is absent during a 
period of rest. If the presence of a calculus has excited cystitis, increased frequency of 
micturition will be present both day and night. 

With prostatie enlargement , whether simple or carcinomatous, the increased frequency 
is most marked at night, and is commonly the first symptom of the disease noticed by the 
patient, generally a man of about sixty. The bladder is not emptied completely, so that 
the* addition of a relatively small amount of urine from the kidneys soon fills up the 
incompletely emptied viscus and sets up afresh the desire* to micturate. 

In vesical carcinoma, increased frequency of micturition is present during both the 
day and night, as the infiltration of the vesical wall prevents the bladder from being 
distended without pain, and it is frequently associated with cystitis. 
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III renal colic mused by calculus or blood-clot , or torsion of a movable Lidnry, there 
may lx* increased desire to micturate, and the symptom may be present in inflammatory 
diseases in the pelvis, such as salpingitis , pt/osa/pt n.c, or a low-placed appendicitis , or in 
the secondary infiltration of the bladder by carcinoma of the uterus or rectum. 

In rand tuberculosis increased frequency of micturition is often present before any 
infection of the bladder or change in the ureteric orifice can lx* detected by the eystoseope. 

Increased frequency of micturition may be produced by mechanical obstruction to 
the normal vesical distention by a tumour occupying the pelvis, and is seen eommonlv 
with (ccarian cyst . uterine fibroid, or a retroverted gravid uterus ; these tumours will be found 
upon vaginal examination. 

In children, increased frequency of micturition may be due to phimosis, balanitis. 
a small urinary meatus, worms, or penile calculus (p. .*>7 1). W ith urine of high acidity , 
with (retd aria (p. .VJd), with phosphaturia , and with bacilluria (p. JS8), increased frequency 
may be present without other symptoms. 

Changes in the Stream of Urine. An abnormality of the stream of urine may be 
due to a congenital deficiency of the terminal urethra, as in hi/pos/uidias or epispadias , 
or to some lesion mechanically obstructing the stream. Most eommonlv this is due to a 
stneture of the urethra. If the stricture is situated in the penile portion, the stream of 

urine is of small calibre but of fair force, whilst if the stricture is in the bulbous urethra 

the mechanical effect upon the stream of urine passing through the stricture into the 

urethra of wider calibre be\ond the stricture is that the force* is diminished, whilst the 

actual stream as it leaves the meatus is not thinned. A stricture at or near the urethral 
meatus forms a thin but forcible stream : but no reliance can be placed upon the com- 
plaint of a * t w ist ed st ream \ 

The obstruction to micturition by an enlarged prostate causes the stream of urine to 
be slow and forceless, so that it may fall \ertieall\ from the meatus instead of in the usual 
arched manner. '1'his same dribbling of urine will be seen when a urethral stricture 
becomes much narrowed, or again when tin* bladder musculature has lost its contractile 
power-, or in disease of the nervous system affecting the motor paths to the bladder. 

In iiiin ease present ini! an abnormality in the stream of urine careful inquiry should 
be made to ascertain if the stream has become gradually and progrcssivelv narrowed, as 
in stricture, or- if the alteration in the force of the stream is accompanied by increased 
frequency of urination, as in prostatie hypertrophy in an elderly patient, or by urethral 
discharge in a ease siiLii^i^t i\ <* of acute prostatitis. A stricture may lx* diagnosed with 
eertaintx b\ careful endoscopic examination under air -distent ion. or, failing this, by the 
obstruction offered to the passage of a catheter or bougie. Prostat ie enlargement or inflam- 
mation will be suggested by the history of t lie ease, and confirmed by a digital examination 
of the gland per rectum : in the absence of a mechanical obstruction in the urethra exam- 
ination should be conducted for disease of the spinal cord by testing the knee-jerk and 
other relh xes. 

Sudden stoppage of the flow of urine during micturition may be caused by a small. 
mo\able vesical calculus, if the latter happens to engage in the internal urethral orifice or 
becomes impacted m the urethra. 'Idle same sudden cessation of the flow is caused occa- 
sional! \ by a tuft of a \esieal villous tumour blocking tin* urethral opening during mic- 
turition. I sually the flow will be resumed after a few seconds unless the calculus has 
passed into the urethra, when it may be passed naturally or require to lx* removed by 
surgical means. If the symptom recurs, a eystoscopic examination of the bladder will 
distinguish readily between the two conditions. 

Idle same sudden cessation of the stream may occur without any intravesical lesion 
as the result of spasmodic contraction of the vesica! sphincter. Patients subject to this trouble 
(so-called stammering bladder) can at times pass urine quite normally, but at others the 
stream is interrupted frequently, or they may be unable to pass urine at all. especially in 
tin* presence of a second person. 

Difficulty in Micturition. Frequently associated with some change in the character 
of the stream of urine, a patient may complain of difficulty in micturition, either as a 
hesitation in commencing the flow or a need to strain to maintain it. 'This, again, is most 
common with urethral stricture or prostatie enlargement , or may lx* due to impaction of 
a ((dculus in the urethra or to tin* formation of blood-clot in tin* bladder. A calculus may 
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be passed into the urethra and beeome arreste(i in the ennui, but not so that it wholly 
obstructs the passage of urine. It is not uncommon for a calculus to occupy the dilated 
portion of the urethra behind a stricture, or occasionally a prostatic calculus projects from 
the gland into the lumen of the posterior urethra. A calculus so placed may increase in 
size by the further deposition of urinary salts whilst in tin* urethra, and cause dillieulty 
in micturition ; it may be felt in the canal from the outside, upon rectal examination, or 
upon passing a soft bougie into the urethra. Kven if placed behind a stricture it may 
be felt by a fine guide or bougie passed to dilate the stricture. Difficulty in micturition 
may also arise from prostatic inflammation or from tuberculous disease of the prostate. 

Dillieulty in micturition due to the presence of blood-clot in the bladder will usually 
be indicated by the previous passage of blood-stained urine and by the constant efforts 
to micturate. 

Dillieulty in micturition in the female may be caused by a pelvic tumour by the drag 
or direct pressure on the urethra or vesical neck. This may occur with a uterine Jihnu'd 
or a pregnant retroverted uterus. Occasionally, dillieulty is produces] by the direct infil- 
tration of the urethra by a carcinoma of the vaginal wall or vulva. 

Dillieulty in micturition is not uncommon in disease of the nervous system . causing 
paralysis or paresis of the detrusor muscle of the bladder. This may be due to trauma 
and pressure on the spinal cord by blood-dot. or to myelitis. tabes, disseminated sclerosis, 
combined scleroses of the cord, tumour of the spinal meninges or cord, or syringomyelia. It 
must be remembered that it is not uncommon for the early cord-changes of tabes to affect 
the urinary organs, and that dillieulty in passing urine may be complained of when the 
urethra and bladder are normal. 

Atony of the bladder xvall without any affection of tin* nervous mechanism, from recur- 
ring over-distention of the bladder, may cause difficulty in micturition. 

Retention of Urine by which is implied the gradual accumulation of urine in the 
bladder, with inability to pass any per urcthram may arise from mc<hanical causes 
obstructing the urethra, or from derangement of the nervous system. Detention of urine 
must be distinguished from Antim.v (p. .">!), or failure of the kidneys to secrete urine, for 
in retention the kidneys are still functioning, and the urine is collecting in the distended 
bladder. Detention of urine occurring suddenly produces severe pain and strangury, but 
in cases of old-standing obstruction the bladder may be distended enormously before pain is 
severe. If the retention remains unrelieved urine may continually dribble away per 
urcthram, when a condition resembling incontinence of urine* is produced ; this condition 
has to be distinguished from true incontinence of urine due to injury or paralysis of tla* 
vesical sphincter muscle. In true incontinence the bladder remains empty, urine flows 
away as soon as it passes down into the* bladder, and there is no obstruction in the urethra : 
whereas, in the condition of involuntary passage of urine from an unrelieved distended 
bladder — incontinence from overflow. or false incontinence - - the bladder may be felt distended 
" ,lj ' suprapubic region, and there exists some nerve disease* or some mechanical obstruc- 
' he urethra, or at the internal urethral orifice. 

i he common causes of retention of urine are urethral slriiturc and / troslatic cnlarg<- 

/. In stricture, it does not necessarily follow’ that the urethra is occluded entirely by 
the librosis. hut rather that some* spasm or congestion is present at the stricture, from 
exposure to cold or indulgence in alcohol, when a small catheter may be passed. In 
elde rly men with jtrostatie hypertrophy, acute retention may occur early in the* disease from 
a congested condition of the enlarged gland, or in the* later stages be due to actual obstruc- 
tion of the urethra by a localized enlargement from cither lateral lobe or the* so-called 
middle or third lobe which acts as a ball-valve to the internal urethral orifice in such a 
manner that each forced attempt at urination closes the orifice more securely. A large 
coude catheter can usually be passed readily : but in eases of acute retention, especially 
in those of old-standing obstruction in which the kidneys are probably affected by the 
backward pressure, the urine must be drawn off very slowly , otherwise fatal anuria my be 
induced. 

A ease of acute retention of urine from stricture of the urethra will generally Ik* that 
of a comparatively young patient, who will give a history of former gonorrhoea. gradually 
increasing difficulty in micturition, narrowing of the stream, and inability to finish the 
flow’ completely without some dribbling of urine. Kxamination of tin* urethra by an 
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e*ne le >se*e > | >< * . or by the* passage of olivary-pointed flexible bougies, will reveal the prese*ne*e 
of a stricture. 

In prosfalie enlargement the patient is usually above the aye* of lifty-live years, has 
been troubled with incrcusiny fre<|ucney in iniet urit ion, especially at niyht, with straining 
and loss of force in the stream of urine. IVr rectum, the prostate may be found to be* 

enlarged both from above downwarels and laterally; it mav be* smooth, elastie*, and 

movable in the pelvic space in the* e*ase of adenomatous enlargement, or nodular, hard, 
irregular, and fixed in the ease of careanoma ; the subjective symptoms of both are very 
similar. In some rases tin* prostate* may not appear to be much e*nlarye*el upon rectal 
examination, though it is causing an intravesical tumour which obstructs urination, or a 
linn fibrous collar around the internal ure thral orifice* which yive*s rise* to marked prostatic 
symptoms. Jn prostatie' eases, even :i la rye* e*athethe*r of coude form can usually be passed 
into the bladder readily. Indention of urine* may also be* pre*se*nt in eases of unite jtros- 
tatitis or of prostatic abscess. 

Acute retention of urine may be produced by other causes than the above*. A small 
calculus may be passed into the* urethra anel totally obstruct the* passayc of urine. This 
may occur at any aye, and the* culeailus become arre*ste*el at some* narrow portion <>f the* 
e*anal usually at the* meatus e»r at the* membranous urethra. The urethra may Jodye a 

calculus for some time* with comparatively little* pain : but ineire* e>fte*n the* steme passes 

into the* e*anal eluriny micturition, eaiisiny a suelden pain, with eessatiem < > f the* flow eif 
urine* and elribbliny of a few drops of blood. The* calculus may be* palpated if it lies 
in the* penile* u red lira e>r in the* pe rine um, e >r will be* felt e>n passiny a metal instrument 
into the urethra. 

Hetention may be* caused by the* bloekaye of the internal urethral orifie*e* by the* free* 
peirtion of a pedunculated vesica! tumour. On any attempt at miedurition the* yrowtli is 
fore*e*d intei the* orifice* and obstructs it. The-se* case*** are* rare*, but in eme* under the* e*are 
of the* writer, a man, eiwiny to his inability te> pass any urine*, had be*e*n e*onele*mne*d te> 
cathe te r life on the* assumption that he* hael prostatie e*nlarye*me*nt . Ne> e*nlarye*me*nt eoulel 
be* felt per reedum. but upem cystoseopic examination a papilloma was found in the* 
bladder, attachcel by its pedicle* just above* the* urethral oritie*e anel obstruct iny the* fleiw 
of urine. 

de tention of urine* may e>e*eur with traumatic rupture of the urethra , eiften assoe*iateel 
with tract lire of t he* pelvis. 

Ib tcntion of urine* mav also occur with paralysis of the* motor nerves of the eletruseir 
muscle of the* bladder, or interfe*reiie*e* with the* spinal centre's by e*eimpre*ssiein parapleyia, 
tabes dorsalis, of* myelitis, each beiny diaynose*el ein e xaminat i< »n e>f the* ne*rve»us system : 
oi* as a re fle x spasm af the vesical sphincter afte r operations upem the* rectum e>r neiyhbeuir- 
iny oryans. 

In other eases, retention of urine* is present in assentation with e)tlie*r symptoms eif 
hysteria ; but can* must be* take n neit tei yive* a eliaynosis eif hysteria until all either causes 
of retention are* cxchielcel . These* e*ase*s usually occur in children or in yeiuny women. 

Itcte iitiem of urine* <ie*e*urriny afte*r operatiems about the* anal e>r re*e*tal areas or lor 
he rnia. e*te*., will lie* diaynose*d re*aelily. 

Pain during Micturition. Pain may be* present during or immediately after mie*- 
t urit ion, and it is impeirtant tei ascertain not only the* perioel at whie*h it is prese*nt, but 
also the* actual huatimi eif tlie* pain. If pain is present in the* urethra eluriny micturition 
it usuallv melicatcs that a stricture* or seune inflammatory process is present, the latter 
be iny evidenced by a ure thral elise*harye* (see I )isc n aiu;i;, riti.niKAi., p. 2‘J7). If pain is 
e*\pe*rie ne*e*el immediately after mieturit ion, anel fe lt as a tinyliny eir priekiny sensation in 
the* ylans pe*nis, there* is seune* inflammatory eir irritant preiccss at the* triyeinal re*yion eif 
the* blaelde r. Keirmerly this sympteiin was leieikcel upon as eliayneistie* e>f vesical calculus, 
anel theuiyh it is almost a constant symptom of the* latte*r, provided the calculus is ne>t 
trappeel in a post-prostatic peiuch, it is alsei present in cystitis, tubereulems eir eitlierwisc, 
in vesical e-arcineima which is infilt ratiny the blaelder base, anel in acute* eir subacute preis- 
tatie* infections. Prostatic infection can be* diaynosed by the history of the* case, usually 
folleiwiny an acute* urethritis, anel by a rectal examination. Tuberculeius e*ystitis usually 
<ie*e*urs in youny adults, anel freejucntly eithe r tuberculeius lesions are* present in the yenito- 
urinary eiryans, sue*h as the epididymis, vas elclcrcns, seminal vesiedes, eir prostate, whilst 
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t In* urine contains not only blood and pus, but tubercle bacilli. Cystitis from other causes, 
and vesical growth or calculus, can be ascertained upon cystoseopie examination. 

Pain may be felt in tin* perineum during and after micturition in eases of prostatic 
disease, especially if much straining occurs during micturition, or may be felt in both the* 
perineum and the anal area in vesical carcinoma. 

In the female, pain is felt at the u ret lira 1 orilice and in the vulva alter micturition in 
cases of cystitis or vesical carcinoma. 

It should be 1 noted that in either sex severe pain may be* present at the* termination 
ot the urethra after micturitiem when a euleulus is impacdid in the* vesieut end of a ureter 
(/Ag. 147, ]). aaS), especially if the latter is partially prolapsed into the* bladde r. In one 
such cast* the patient would he »le 1 her urine for hours rather than pass it, owing to the- pain 
that followed micturition. 

Micturition through Fistula. Vrine may pass, either wholly or in part, through 
a fistulous track communicating with the* urinary organs. sue*h opening being the* result of 
preceding disease or injury. Occasionally, owing te> congenital malformation of the 
urethra or bladder, urine* passes by an opening in the* pe*rineum. pubes, or into the* vagina : 
but these* cannot be re*garele*el as fistula*. 

I rinary fistula* in connection with the* urethra are* most c*ommon as the* re sult of peri- 
urethral abscess, stricture, eu* semic operation : and in a case* in which a pe nile* fistula is 
present it is necessary te> ascertain il the* calibre of the* urethra is in any wav narrower! b\ 
cicatricial inflammation. A fistula may open in the* peTineum as the* result of inflamma- 
tion and extravasation behind a stricture*, following an ope*ration upon the* lower urinar\ 
organs, or in the female* into the* vagina from damage during parturition or some* vaginal 
operatiem. In cases in which a fistula opens inte> the* vaginal fornix, the* urine* max leak 
freim tlu* bladder eir from the* lower e*nd e>f the* ure*te*r. The* ope*ning is usiiallx small and 
embedded in an area of cicatricial tissue, so that it is ve-ry eliflicult to pass a probe* along 
the track. In these e*ase*s, evidence of the* nature* eif the* fistula may be* obtained by tilling 
the bladelcr with some* sterile e*eiloure*d solution, such as weak me*th\le*ne* blue* it the* opeii- 
ing is in communication with the* bladelcr. coloured solution will appear in the* vagina, but 
if the urine comes from the* urete r, no stain will be* found. Kvide-nec may also be* obtained 
by means of the* evstoseopc, whe n a cicatricial are a may be* found in the* hiadder surround- 
ing a retracted fistulous eipening, e»r the ure*tcrie* orifice* ed erne side* max be* found displaced 
freun its normal situation by the* scar contraction when the* ureter is at fault. In these* 
cases e » f ureteric injury it max be* impossible* tei pass a bougie* into the* ure te r metre* than 
a xery short distance*, the* tip being arrested by the* sear tissue*. 

A urinary fistula max be present in the* suprapubic are*a in conne-ction with the bladde r, 
eir in the* lumbar area communicating with the* kidney, as tlie* result e»f eiperat iems em these 
twei organs. A fistula has bee n se e n in the* iliac* fossa as the* result of an ope ration on the 
lire te*r, or atte*i the* eipening of an absce*ss forme*d around the* urete r* from the* liberation 
f d by a ure teric* calculus. 

^orders of Micturition from Diseases of the Nervous System. — In most of the* 

mg paragraphs symptoms referable to the urinary organs have* been stated to be 
in some* cases to disease of the nervous system, such as myelitis, tabes dorsalis, or 
hemiple gia : in spite of repetition it is advisable- to gathe r the se* unde r one* he ading. The* 
control of the ae*t of micturition depends upon the* integrity of the* ne rvous system : for 
although special centres exist in the lower segme-nts of the* spinal area presiding ove-r t he* 
meitor functions of the* bladder, the impulse* calling for action of the*se* centres is supplied 
b\ the brain after a stimulus has be-en conveyed to the latte*r by the* sensory ne rve -fibres 
from the* bladder. There* are* two centres in the* lower spinal sc*gme*nt, by one* of which 
the* de trusor muscle of tlie bladde r is brought into action, and by the* othe*r the* sphincter 
muscle surrounding the vesical outlet is maintained in tonic* contraction until inhibited 
by the same* stimulus which produces contraction of the* de trusor. The two ve sical muscles 
are thus antagonistic in their action, the detrusor contracting and the* sphincter relaxing 
in answer to the* stimulus to micturition. In tlie* diagnosis of all neuroses of the* bladde r 
it is most important to exclude all lesions of the* urinary apparatus, and not te> oxerlook 
the* fact that vesical symptoms are* often produced by some lesion in the kidney when the* 
bladder on careful examination appears ejuite* normal. 

a. Irritability oj the Sensory A erres of the Bladder. Some* patients e xperience an urgent 
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and frequent desire to pass urine, often every half-hour, though no objective symptoms 
of disease can he found, and all inflammatory lesions can he excluded ; there is no pain 
and no increased frequency of micturition during the flight. The eases have received the 
name of r//.s 7 u/^/u, htf/nraslhcsia resietc , and irritable bladder, and they must he distinguished 
carefully from those in which there is some lesion of the urinary organs, the rectum, and 
of the female pelvic organs. 

Workers in aluminium sometimes develop trouble amounting almost to incontinence 
of urine without necessarily showing e\ idcnce of cross changes in the nervous s\ stem. 

b. Irritability of the Motor Xerres of the Illadder. In this condition there is a spas- 
modic contraction of the sphincter muscle of the bladder, with resulting retention of urine 
or creat difficulty in micturition. There is no stricture or urethral obstruction, as shown 
b\ the ease with which a catheter is passed, nor is then- any prostatic enlargement. The 
neurosis is not confined to the male sex, and is seen in hysteria as wHl as in those nervous 
affect ions which affect the spinal centres, such as myelitis, lateral sclerosis, and tabes 
dorsa lis. 

< . Ibnahfsis of the Motor A frees of the Illadder may affect the peripheral nerve-* or spinal 
elements, but t lie results as regards the bladder are the same. If the nerves supplying 
the detrusor muscle or its spinal centre be paralysed, retention of urine occurs, and the 
patient can expel urine only by the force of the abdominal wall. If the sphincter muscle 
is affected, it becomes relaxed, and urine dribbles away. In many cases only part of the 
motor tract is affected, so that the power of the bladder is not abolished but diminished, 
and a portion of the urine is retained in the bladder after micturition. The bladder may 
be affected thus in compression of the spinal cord by fracture, or ha-morrhaye into the 
membranes, in mvelitis, paraplegia, and tabes. 

d. Destruction of tin ■ Spinal Centres for Micturition. by injury, softening, or com- 
pression. yives rise to incontinence without distention of the bladder. The urine dribbles 
from the urethra as fast as it enters the bladder. R. l/.Joeityn Siam. 

MOUTH, PIGMENTATION OF. (See Pii.Mix I v l lox in tin: Mol ill. p. bid.) 

MUCUS IN THE STOOLS. This occurs in such a variety of conditions that it is 
impossible to yivc a complete differential diagnosis of them here. Its presence always 
indicates organic disease, usually of the la rye bowel, for if it comes from the small bowel 
it will, unless the motions are very fluid, be so incorporated with them that it cannot be 
seen. It occurs in mulii*nunt disease of the colon a> a clear ylairy mucus, often blood-stained, 
and it has the same characters in intussusception, for the obstruction in both these cases 
accounts for the absence of Ineal colouring. It is often seen in const i/uded motions , the 
hal'd hcees hav 1 1 ii_* led to irritation of the laryc bowel, with consequent excessive secretion 
of mucus: if this has lain some time in the bowel it has become coagulated into white 
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shreds, which can be seen attached to the motions and look like parasitic worms. In 
severe eases a motion may consist almost entirely of these shreds: there may be little 
lava I mat til*. If the mucus has not lain so lony in the- bowel, it appears like* a jelly outside 
the motion. Sometimes, especially in adult women who arc constipated, complete casts of 
the bowel formed of coagulated mucus arc passed : they may be a foot or more in lenyth 
(Fill. dS(»). Often, however, by the time they are passed, they have become broken into 
fragments which the patient describes as skins, and which look not unlike segments of 
tape-worm. Patients passing this variety of mucus arc said to have membranous colitis . 



Aim's IN THE STOOLS 


1 9 (> 


In the more acute varieties of inflammation of the bowel the mucus passed is jelly-like 
and semi-fluid, of varying colour according to the amount of fiecal staining. In severe 
cases of enteritis the motions consist m nothing but mucus and blood. It is impossible to 
attempt to differentiate here between all the numerous varieties of enteritis. 11. Utile White. 

MUCUS IN THE URINE is generally of little clinical significance. Many normal 
urines, particularly those of women, develop a faint or even a more definite deposit of 
mucus, which may remain in suspension or may accumulate as a light floeeular deposit at 
the bottom of the specimen-glass. Such mucus is a normal product of the epithelial cells 
of the urinary passages. It may indicate catarrh of the mucous membranes ; but such 
catarrh will be shown more decisively by the occurrence of epithelial cells or actual pus 
corpuscles, or by a cause for catarrh such as Oxai.chia (p. ; diagnosis depending 

not upon the mucus but upon the other substances present with it. It is important not 
to mistake elongated strands of mucus for tube-casts; the error is particularly apt to 
occur if the cover-glass, on being pressed down on a specimen stained with methylene 
blue, slips slightly and draws out the mucus into long narrow strands. When numbers of 
these are seen all parallel with one another they are not likely to be mistaken for easts. 
Mucus stains readily either with methylene blue or with cosin. but exhibits no structure 
beyond granular particles, or cells that may have become entangled in its meshes. 

If a male patient has formerly suffered from gonorrlnra, a residual catarrh of the 
glands in the prostate often persists long after the cure may have seemed to be complete, 
t rine* from such a case, looked at in a tall glass vessel, often exhibits numerous filaments 
or ‘prostatic threads*, consisting for the* most part of mucus coming in the* form e>f casts 
from the prostatic tubules. Herbert Freneh. 

MUSCLE VOLITANTES. (Se*e* Hi. ack Si'kcks m.iour. tiii: Kvis. p. 1)*J. ) 
MUSCULAR ATROPHY. (Se*e* Athoimiy, Mrsrn.AH. p. 7S.) 

MYDRIASIS. (Sec l’ri'ii.. Ahnouw.w.itii.s or. p. C>7 I.) 

MYOSIS. (See* Pri'ii.. AiiNoitMAi.rnrs or. p. b?l.) 

NAILS, AFFECTIONS OF THE.— Various pigmentary anel degenerative* changes 
may occur in the nails as the* result of occupation, as in dye rs, washerwomen, je we lle rs, 
confectioners, and others : or the condition known as pterygium may arise*, the* ibid of 
skin at the* pmximal end of the* nail adhering and growing over the* nail, like* a wing'. 
The nails are liable* tea attack alse> in such cutaneous affections as ringworm, favus. eczema, 
psoriasis, and e*pidermolysis bullosa. The* differences between the* onychomycosis due to 
ringworm and that flue* in favus are* described in the* article* on 1 m nooi s Ai i r.e tions <>i 
Tin: Skin (p. .*109). In eczema* usually the* first sign of involvement of the nails is pitting, 
wbw-h gives them an appearance* somewhat resembling orange-rind. They become* dis- 
and thinned, transverse and longitudinal splitting follows, anel finally exfoliation 
<*ur. In long-standing cases they may be thickened te> the* e*xte*nt of deformity. 

s uriasis , if the* matrix of the nails is attacke*d, they become furrowed t ransv e*rse*l\ , 
and dull in colour ; later the nails split and may be shed, but not permanently. In othe r 
'•uses, instead of the matrix being affected, the* nails are* discoloured about the free bonier, 
and they become thickened as the discoloration extends downwards to the* mot. In 
epidermal ysis bullosa there may be repeated bleb-formation at tin* fingcr-e*nds, causing 
atrophy of the skin and loss of nails. The signs e>f nail involvement in these* three* 
conditions arc sufliciently distinctive te> obviate confusion between them ; and the lesions 
elsewhe re* will aid the diagnosis. 

Trophic changes in the nails may also be consequent e>n acute illness ( Fig. ,‘iS? ) or 
senile decay, or they may occur without any apparent cause : the longitudinal stria* may he 
exaggerated, transverse furrows may appear, or white spots may develop, and a large part 
or the* whole of the nail may become white (leueonyehia). With this condition spoon-nails 
may be associated ; the nail becomes thin and hollowed, either from side to side* e>r from 
abov e down. Shedding e>f the nails may occur not only in distinctively cutaneous affections, 
but also in diabetes mellitus anel syphilis, in locomotor ataxy and either nervous disorders. 
Either without definite etiology, or in connection with inflammation of the finge r-tips, 
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ilit* nail may be* separated from its bed without bring actually shed. Onychia , or inflam- 
mation of the nail, is in some instances due to syphilitic or tuberculous infection ; in 
the latter ease associated scrofulous lesions will often be found in the eyelid and elsewhere. 
Onychia, however, may also be due to trauma, or to contact, with irritants used in indus- 
tries, or may be idiopathic. Whatever the cause, the condition cannot be mistaken. 
If the process is acute there is great pain, with redness ; suppuration takes place beneath 
the nail, which becomes thickened and discoloured, and is ultimately shed, leaving an 
unhealthy sore, if this should fail to heal, the lymphatics may be involved, and the 
case becomes one of paronychia , or whitlow. This condition is sometimes caused by the 
pressure of tightly-fitting hoots, or by irritation set up by the edge of a badly-cut nail— 



A’i </ .'■*'7. I'mm a i . oiout -k« t« h <>! ihr nail.-, **ho\\imr a uniiorm whit* band and tran>vi'nse 

ndj/r du<- to lobar pnttnuonia throe month*, previously. 

usually that of the big toe. Onychorrhexis , brittleness of nails, may be either congenital 
or acquired . It is sometimes present in cheiropompholyx, and in other cases is associated 
with nervous affections and anomalies of development. In onychauxis , hypertrophy of 
the nail, then* may be overgrowth in one or in all directions, accompanied by distortion 
or discoloration, and sometimes by inflammation. In some eases the free end may grow 
to a great length, and may become twisted like a ram's horn (onychogryphosis). This 
curious distortion is often found in connection with congenital ichthyosis. A rarer con- 
dition of modified nutrition is that known as egg-shell nail , which is intimately associated 
with hyperidrosis ; it has been met with in debilitated young women ; the nail tends to 
grow upwards rather than forwards ; its connection with the distal portion of the bed is 
enfeebled ; and in typical eases the colour is precisely that of the inner face of the shell 
of a hen's egg a delicate combination of white and purple. It has been suggested that, 
owing to the maceration of the distal portion of the nail-bed due to hyperidrosis, there is 
i > 32 
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interference with the normal cornifieation of the nail-plate. Whatever the process, the 
diagnosis is clear. Transverse ridging of the nails due to previous illness (Fig. H8?) 
is described on p. 9HH. (See also Finof.ii, Sorf., p. HOI.) Ernest Dorr. 

NANOSOMI A.— ( See Dwarfism, p. 2H2.) 

NAPKIN-REGION ERUPTIONS. Infantile eruptions in this region, when they 
are a manifestation of congenital syphilis . are usually erythematous or papular, but they 
may also be pustular, bullous, squamous, or polymorphic : in all east's alike they are 
distributed symmetrically on the buttocks. Frequently, around the anus and the genital 
organs the papules art' moist and coalescent. and form llattish eondylomata. Similar 
lesions are also found on the soles, palms, forehead, and around the mouth, and in these 
regions also the distribution is symmetrical. The eruption is as a rule transitory. The 
other symptoms of hereditary syphilis art' so characteristic that the lesions here described 
are seldom liable to misinterpretation. The skin eruption is usually preceded by a chronic 
coryza (‘snuffles') and laryngitis. Often the nails are severely affected coincidcntly 
with the skin. The colour of the lesions, approximating to the characteristic raw-ham 
tint, the loose, dry, cafe-au-la it skin, the senile aspect of the face, and the accompanying 
cachexia, form a distinctive clinical picture. 

A napkin-area eruption which was often mistaken for congenital syphilis is the 
infantile erythema of Jacquct. It is a process which manifests itself in : (1) Simple erythe- 
matous, (2) Erythemato-vcsicular, (H) Papular, (4) Ulcerating forms. These may develop 
consecutively or coincidcntly. The most common are the erythematous and the papular. 
All alike are probably due in part to the irritation set up by moist or soiled napkins, but. 
vasomotor irregularities and gastrointestinal toxa-mia may also be concerned in the 
etiology. The preference sites of all four forms of the eruption are the convex surfaces of 
the buttocks, of the thighs, and of the scrotum nr vulva. In the simple erythemas, of 
which the usual subjects are quite young infants, the rash may be limited in mild cases 
to the genitalia, the inner sides of the thighs, and the perineum, while in severer cases it 
may extend to the lumbar region, the lower abdomen, and the calves and heels. In the 
erythemato-vcsicular form there appear on the convex surfaces towards the centre of the 
erythematous areas small bright-red erosions which, forming groups of from two or three 
to a dozen or more, may become' confluent : the erosions art* preceded by vesicles, which 
may usually be found near the borders of the reddened area. The erythemato-papular 
form of the eruption is met with when the erosions just described have thrown up flattened 
granulations, which give to the lesions the appearance of flat, reddish papules. In this 
stage the heels and the lower abdomen may be involved in the erythema. In tin* fourth 
form of the eruption the erosions, failing to granulate, develop into ulcers, with sharply 
defined borders or coalescing into vermicular lesions. They are confined to the convex 
the folds always escaping. Attention to the appearance and distribution of the 

, I-, and the course they run, together with the absence of the more familiar signs and 
.upturns of congenital syphilis, will prevent confusion with that disease, or with the 
condition styled vacciniform erythema of infants. 

Pemphigus neonatorum consists of an eruption of bulla* on the thighs and buttocks 
in new-born infants, it is not. however, confined to this region, but attacks other parts, 
including the face, and this is true also of the bullous impetigo of older babies, which, 
like pemphigus lie inatorum, is a form of the impetigo contagiosa of Tilbury Fox. The 
diagnosis of these affections has been given under Iln.u:, p. 12H. 

In the ‘ seborr/uric eczema' or ’ scborrhaic dermatitis of infancy' the whole napkin 
region is occupied by a uniform bright-red rash, for the most part covered with moist 
or greasy yellowish scales, though in prominent parts tin* surface may be smooth and 
polished. The margins of the area arc sharply defined. The rash often extends down- 
wards to the thighs and calves, and upwards to the umbilicus, while beyond this area 
there are smaller patches and many pin-head, red, scaly papules. Other parts that are 
attacked frequently arc the bends of the knees, the flexures of the elbows, the axilla*, the 
sides of the neck, the nasolabial folds, and behind the cars. On the scalp will generally 
be found a red, squamous or crusty eruption. The diagnosis rests upon the distribution 
and the sharply defined margins, with the patches and crusted papules. It is assisted by 
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the readiness with which the eruption yields to mild local parasiticidal applications. In 
cases of congenital syphilis which mimic this condition, the presence of the concomitant 
specific signs, enumerated above, will prevent confusion between that disease and “sebor- 
rherie eczema'. 

In adults the same region, known as the bathing-drawers area, is liable to attack in 
a number of affections. In eczema marginatum (preferably termed tinea marginata), 
dhobie's itch, and eri/thrasma the eruption occurs exclusively, or almost exclusively, in this 
region: of these affections the differential diagnosis has been given under ‘ Ringworm ' 
(p. :i09). In />c(licnlusis /tufas the pubes may alone be affected, or the parasite may wander 
to the abdomen, the thorax, the axilla*, and may even reach the beard, whiskers, and 
evclashes. The diagnosis of this condition is generally obvious. In scabies the lesions 
may lx* va ry slight on the hands and wrists, and the brunt of the* attack may be borne by 
the penis and scrotum, the lower part of the abdomen, and the thighs. In psoriasis the 
eruption is sometimes vary severe in the bathing-drawers area, of which the surface is an 
almost uniform deep red, and is the seat of profuse desquamation, while on the special 
sites of election the knees and elbows the lesions may be quite insignificant. In eczema 
intertrigo and ert/thema intertrigo the folds in tin* area under consideration are only liable 
to attack in common with folds in other parts. The diagnosis of these affections has 
been given elsewhere : but in diabetes eczema may begin on the penis or the vulva, and 
may be confined to these for a long time before spreading thence to other regions. Other 
conditions which may affect this area specially are : acute traumatic erysipelas, pruritus 
am, small-pox in the prodromal stages, and the various forms of syphilis. In syphilis 
the commonest site for the moist papule is around the anus and genitalia (see Papti.es, 
p. .*>97). Ernest l)ore. 

NEURITIS, OPTIC. (See Ophthalmoscopic Appkahancks, Notes on, p. .517.) 
NIGHT-BLINDNESS. (Sec Vision. 1)i i i;< is of. p. 920 . ) 

NIGHTMARES may occur at any age. but they are particularly common in children 
between four and eight, when they may be so bad and persistent as to merit the term 
night -te rrors. 

r rh<* most common cause for a nightmare in an adult is some / itdiscrcfittn in diet , 
the last meal having been taken too late in the evening, or else having contained 
some injudicious article. The symptom is not otherwise of diagnostic import, though 
soup* individuals, particularly those* of nervous inheritance, are more liable to nightmare 
than others, and the* tendency is certainly increased by such excitement as the reading of 
thrilling novels or participating in unusual events. Children are particularly prone to 
night -te rrors during term-time*, when they are* working at high pressure ; during the 
holidays the* symptom often disappears. Those* who are keenest upon their school work 
are* apt to suffe r most. Night -te rrors may occur in the*se patients without any other cause 
than ov e r-pressure, particularly if they lie* upon the back rathe r than upon one siele during 
sle ep : but the tendency is much increased by e rrors of diet, such as the eating of unripe 
fruit or a large late supper, by the presence* of intestinal worms, and by the existence of 
adenoids, with or without e*nlarge*d tonsils. 

Horrifying dre*ams may continue* to harass and distress even the strongest-nerved 
individuals whe n there* has he*e*n some excessive nerve-shock or long-continued nerve-strain 
and anxie ty ; the* le*ss robust the* individual nervous system was originally, the less the 
degree* of nerve-shock or exhaustion required to cause these fearful dreams. They were 
a marked feature* of many e*ase*s of shell-shock after the war. especially those of the 
emotional rather than of the* c*ommotional type*. The* nightmares of shell-shock, however, 
ne*e*d neither war nor e xplosives to produe*e* them, precisely similar troubles afflicting many 
individuals who have /tst/ehasthenia from any cause inheritance, illness, anxiety, sudden 
affliction, busine*ss worries, personal excesses with alcohol or in sexual matters, and so on. 
The nature* of the* dreams forms an important item in that special branch of medicine 
which conics under the* heading of psycho-analysis. Herbert French. 


NIPPLE, DISCHARGE FROM. (See Disc IIAHT.E THOM THE Nll’lM.E, p. *227.) 
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NODULES in ordinary dermatological terminology are solid elevations larger than 
a papule and smaller than a tumour ; the definition, however, makes no pretence to 
scientific exactitude. Nodules differ from papules not only in size but also in their greater 
tendency to downward growth ; the substantial difference between a nodule and one of 
the larger papules is that the one is a solid lesion extending upwards, while the other is 
a solid lesion projecting both upwards and downwards. They may be neoplastic, or 
hypertrophic and inflammatory. 

Little need be said here of the nodules met with in some malignant diseases, for the 
differential diagnosis of carcinoma and of sarcoma will be found under Ti moths of tin-: 
Skin (p. 880 ). Fibroma, myoma, and cysts are also dealt with under this heading, and 
glanders in the article on Pi sti lks (p. 081 ). 

The nodules of lupus vulgaris, arising in cither the superficial or the deep part of the 
coriurn, are soft, brownish-red, and translucent, resembling apple jelly. At first buried 
in the skin, they presently appear as discrete papules the size of a pin's head, arranged 
in groups or in irregular circles, dull red at the outset, but afterwards pale. (Gradually 
the papules develop into nodules, the intervening skin meanwhile becoming thickened 
by cellular infiltration, reddened by inflammatory stasis, and raised into a patch which is 
covered with fine branny scales. Around the edge* of the patch new nodules spring up, 
and eventually a large area of skin may be invaded. The patch may undergo slow involu- 
tion and be followed by scarring ; but much more often ulceration occurs, the sore being 
covered with a greenish-black crust, around the ragged edges of which will be seen apple- 
jelly nodules in various stages of development. In parts like the nose there may lx* 
necrosis of cartilage, but there is never erosion of bone. The apple-jelly nodule is the 
chief diagnostic feature of lupus vulgaris. In typical cases the patch with its infit rated, 
raised surface, its well-defined edge studded with the nodules, and its covering of fine 
scales, can hardly admit of misinterpretation. Less typical cases may require to lx* 
differentiated from lupus erythematosus, rodent ulcer, epithelioma, serofulodcrmia, and 
syphilis. Lupus erythematosus begins as minute red points, not as dull-red papules, and 
the lesions never develop into apple-jelly nodules, nor do they ulcerate or extend to the 
deeper parts and erode cartilage. They are symmetrical in distribution, as lupus vulgaris 
scarcely ever is, and the affection seldom appears before puberty, as lupus vulgaris almost 
invariably does. It is only when the lesions peculiar to lupus vulgaris are masked by 
cedematous swelling that the two affections can be confused : but if the skin at the spread- 
ing edge be stretched, small amber-coloured nodules can usually lx* seen. 

In rodent ulcer there is usually but one lesion, which runs a much more sluggish course 
than the nodules of lupus vulgaris ; the ulcer has an indurated border and a firm base, 
and penetrates deeply into the tissues ; and the disease is essentially one of later life (see 
Ulceration of the Fact: (p. 81 M ). Epithelioma , again, is a disease of later life. The 
hard, everted edge of the growth, the foul base, frequently roughened with warty forma- 
■»r sprouting with cauliflower-like excrescences, the implication of neighbouring glands 
nh very occasionally, however, occurs in lupus), and the secondary deposits, form 
, nte a different clinical picture from that of lupus vulgaris. 

In one form of serofulodcrmia nodules develop under the skin, and an ulcer is formed 
which is bordered by dark-bluish, thin, undermined skin that has too little vitality to 
allow of repair ; there is no infiltration as in lupus vulgaris, the nodules do not present 
the apple-jelly aspect, and other evidences of tlx* disease will be found on the neck or 
elsewhere, in the form of enlarged glands or scars. As however, the two conditions 
frequently co-exist, and the treatment is virtually the same, diagnosis between the two 
is of little practical importance. 

In the diagnosis from 'lupoid' tertiary syphilis , again, the apple-jelly nodule of lupus 
vulgaris plays the chief part. The syphilitic process, further, is much more rapid, nor is 
acquired syphilis generally a disease of early life. The nodules and ulcers of late syphilis, 
growing bv infiltration of the surrounding parts and often breaking down into ulcers 
prone to become serpiginous, and showing little tendency to spontaneous cure, have in 
turn to be differentiated from other conditions. They may be mistaken for abscess, 
but if opened they give issue not to pus but to a gummy liquid. If the ulcer into 
which the gumma breaks down be on the leg, it may resemble callous ulcer, but its 
obduracy to ordinary treatment and its response to the iodides will reveal its true nature. 
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Wasscrmann's scrum test will probably be positive. From syphilitic ulcer rodent ulcer 
differs in its hard edge, and red. shining, dry floor, as well as in its favourite situations ; 
epithelioma, in that a process of new growth lias preceded the ulceration : scrofulodermia. 
in the undermined border of the ulcers and the slow rate of the process. 

In ffrnvs* as in syphilis, the nodule is the most characteristic lesion of the tertiary stage. 
It arises in the subcutaneous tissue, and generally leads to the formation of superficial 
ulcers which spread scrpiginously, like the ulcers of tertiary syphilis. New nodules fre- 
quently appear in the neighbourhood of the older ones, and masses resembling syphilitic 
gummata may form and break down into ulcers. These late ulcers mostly appear on the 
lower part of the leg. especially around the ankle, but they are not uncommon about the 
lips, and indeed max occur in any part of the body. The clavicle, sternum, ulna, tibia, 
and t be metacarpal and metatarsal bones, are often the sites of nodules which may 
occasion permanent thickening, or break down and cause ulcers. Between yaws and 
syphilis there are obvious resemblances in 
the tertiary stage, but then* are marked 
differences in the primary and secondary 
stages. In yaws the inoculation lesion 
is not indurated, t here is seldom distinct 
glandular enlargement, the mucous mem- 
brane lesions of syphilis are absent, 
and the most characteristic* lesion, which 
appears in the secondary period, is the 
f rambosial granule min tons excrescence 
known as the vaw (sir Sevas, p. 7 12). 

In yaws, the exanthem, the alopecia, the 
iritis, the affection of the permanent 
teeth, t he bone lesions, the polymorphism, 
the nerve lesions, and the gummata of 
syphilis are wanting. Yaws is never 
lu red i t a rv nor congenital : yaws and 
syphilis confer no immunity against each 
other, and yaws may die out in a com- 
munity while svphilis remains, or it may 
be universal in a community where 

syphilis is unknown. 'The minute his- 
tology of the lesions of the two diseases 
also furnishes important differences. 

f rom tnf/eren/nsis yaws differs in the 
absence of the tubercle bacillus and of 
the characteristic tuberculous architec- 
ture with its giant cells and daughter plasma-cells, more marked disintegration of the 
fibrous stroma, and complete disappearance of the blood-vessels. The Treponema pertenne 
(Cast ellani ) may be found in scrapings from tin* papules. 

In fcprnstf the nodule ( /»7g. .‘INN) marks one of the three types ol that affection, the 
others being nerve or amesthetie leprosy, and mixed or complete leprosy. In nodular 
(or tubercular) leprosy the macules, which are always the primary lesion, are transformed 
into nodules by sudden increase of inflammatory infiltration. When fully developed they 
vary in si/.e from a small shot to a filbert, or larger, are round or oval, but raised consider- 
ably above the le vel of the skin. They may mimic lupous nodules, syphilitic papules, 

rosacea, erythema nodosum, or sycosis. Sometimes telangiectases may be observed on 
their surface. They are elastic to the touch, are at first sometimes hypenesthetie. but 
later very ficqucutly become temporarily or permanently amesthetic. Nodules on the 
mucous membranes are red or grey, and may resemble syphilitic lesions. Both on skin 
and on mucous membrane they tend to break down, but in exceptional cases they either 
undergo cicatricial shrinking or reach the ulceration stage by way of suppuration. The 
differential diagnosis of leprosy in the* macular stage is given under Maci i.ks (p. 178). 
In the later stages the identification of the disease seldom presents difficulty. The nodules 
of leprosy may resemble those of lupus vulgaris and the tubercular syphilide, but the 
l) :i‘-\v 
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lupous and syphilitic eruptions arc both of limited extent, and there is no anicsthesin. I he 
syphilitic also is serpiginous, or occurs in crescent it* groups. \\ asserinann s scrum test 
may be positive in leprosy without syphilis, and thcrciorc cannot be relied on in differ- 
entiating the two. In the earlv start's td’ nodular leprosy the lesions may strongly 
resemble those of erythema nodosum , and, as in that affection, there may be pains about 
the joints ; but if the ease be rmt* of erythema nodosum the nodules will disappear within 
a fortnight, though successive crops may arise for three or four weeks longer. Preceded 
and accompanied by pains about the joints, by pyrexia and other symptoms of constitu- 
tional disturbance, oval nodules, ranging in size from a walnut to a hen s coo, appear on 
the legs and feet and. Joss frequently, elsewhere. They are most common on the front 
of the legs between the knees and ankles, next between the wrists and elbows. In colour 
they are first bright red, but soon become bluish in the centre and purple at the periphery, 
exhibiting as they subside the changes of tint presented by a bruise. Krythcma nodosum 
is an affection of adolescence, and girls are attacked by it twice as often as boys. There 
is nearly alwavs considerable pvrexia, and acute osteomyelitis of the tibia may be suspected 
if it is not remembered that erythema nodosum is nearly always bilateral, which osteo- 
myelitis seldom is. There is never ulceration, and this, with the pains and swellings 
about the joints, distinguishes it from syphilitic nodules. The same features distinguish 
it also from an erythema of the legs, the result apparently of excessive standing, to which 
young girls are sometimes subject, and from the node-like swellings which sometimes 
occur in the legs of women suffering from varicose reins . 

The absence of ulceration and the presence of joint-pains are points which differen- 
tiate erythema nodosum from erythema induratum scrofulosorum (Bazins disease). Here 
the nodules, which occur chiefly on the calves of the legs, are at first subcutaneous, and 
can be felt rather than seen. They are generally discrete, but may become fused together 
into a solid, infiltrated mass, and are apt to break down into irregular ulcers. They 
differ from the nodules of erythema nodosum not only in the features already noted, but 
also in colour, being violet instead of bright red, and not undergoing successive bruise-like 
changes of tint. From gummata they differ in being less painful and in running a less 
rapid course, as well as in being more numerous, and in attacking both legs. The nodules 
of erythema keratodcs differ from those both of erythema nodosum and of erythema 
induratum scrofulosorum in that they appear only on the back of tin* finger- joint s, while 
on the palms and soles there is overgrowth of the horny tissue, accompanied by (edema 
and tenderness. 

The condition which Boeck designated multiple benign sarcoid, or miliary benign lupoid , 
presents some resemblance to lupus and sarcoma. The nodules, at first rose-coloured, 
afterwards become livid, then brownish. In size they vary from a millet seed to a large 
bean. The favourite sites of the eruption, which is always symmetrical, are the face, 
shoulders, wrists, and the extensor surfaces of the upper limbs : but exceptionally the 
scalp, the back, and the lower limbs arc attacked. Occasionally the lymphatic glands 
' larged. The nodules never break down, but after a period, it may be of several 
shrink and disappear, leaving a slight atrophic scar. The affection, which often 

• mpanies visceral tuberculosis, is distinguishable both from sarcoma and from lupus 
ilgaris by histological examination, as well as by the course it runs. From the latter 
affection it is distinguished also by tin* negative reaction in inoculation experiments. 

The subcutaneous nodules of acute rheumatism generally occur over the sheaths of 
tendons and the fascia covering bony prominences, around joints, and on the scalp. They 
may' be as small as a pin s head or as large as a bean. Within limits they can be made 
to glide on the underlying tendon-sheath or fascia. They are sometimes met with m 
adults whose hearts have not been damaged by the toxaunia, but much more frequently 
in children with distinct valvular lesions, and according to some authorities they arc 
analogous to, if not identical with, the nodules that have been found post mortem on the 
borders of the mitral curtain and in the myocardium Vsehoffs nodes. The coincidence 
of nodules such as these with rheumatic fever can leave no doubt as to their true 
nature. Heberden's nodes {Fig. p. 1*2?), the little knobs on the finger- joint s which 

are caused by osteophvtie outgrowths from the bases of the distal phalanges in certain 
elderly persons, arc unmistakable, and the same applies to the nodular pads which some- 
times develop on the backs of the knuckles (Fig. 2,1.*}, p. till ) Multiple subcutaneous 
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cifsticcrci arc a rarity the* diagnosis of which may he suggested by the eosinophilia, hut 
it can only he clinched hy the excision and microscopical exam nation of one of the 
nodules. 

Multiple* nodules in the subcutaneous tissues, hut causing visible projection of the 
skin, are a feature of Ifeckl in “hausen' s disease ; sometimes the distribution is definitely 
along the course of main sensory nerves, e specially in the limbs ; in the trunk the nerve 
distribution is less obvious. Each nodule is a neuro-fibroma, a neuro-lipoma, or a neuro- 
iibro- lipoma ; and in ease of doubt histological examination may be required to clinch 
the* diagnosis. The malady is very chronic, extending over years ; but ultimately there 
may be thousands of these nodules beneath the skin of the limbs and trunk. Sometimes 
they are very painful, but they may be painless. The diagnosis is generally obvious at 
on<,< * Ernes! Dure. 

NOISES IN THE EARS. (See Tinmiis, p. 877.) 

NOISES IN THE HEAD are complained of by two entirely different classes of 
patient, namely : (1) 77/e insane : and (2) The sain. 

1. The Insane. In these eases the noises may be of indistinct or indeterminate 
nature, but more often, in addition to mere noises, buzzings, singings, roarings, bootings, 
there are more definite subjective* auditory sensations, which as a rule take the form of 
voices. They then constitute a variety of either hallucination or delusion the former 
if there is some organic mischief at the bottom of sounds which are misinterpreted, 
the latter if the voices are pure fancy. In either ease the hearing of the voices needs 
to he persistent to constitute evidence of insanity, for most normal persons have 
transitory subjective sensations of having been spoken to when they are quite alone. 
If. however, the patient persistently hears voices when there are none, other evidence of 
insanity should be looked for. though it often takes an expert psychologist to detect the 
nature of the mental malady. The voices may appear to the patient to be definitely within 
his own head : on the other hand, they often appear to be external voices, sometimes 
strange to the patient, sometimes familiar; attributed perhaps to a non-living person, 
a dead wife, or («od. or Christ : perhaps to a living person who is far away a straying 
daughter, an old friend, a loving mother. The voices may say different things at different 
times, nr t hex mav constantly reiterate the same sentence: in the worst eases they urge 
the patient to this or that particular action, especially suicide or homicide. When 
they have reached thi^ degree there can be little doubt as to insanity. They do not, how- 
ever. belong to any one type of insanity : they may occur in melancholia, accusing the 
patient of hav ing commit ted the unpardonable sin and urging him to suicide : or in mania, 
urging to homicide for some supposed wrong; or in general paralysis of the insane; or 
in the melancholic or maniacal phases o [Julie eireulaire. The chief difficulty in diagnosis 
arises in the early stages, or when a patient hears diffused sounds of subjective origin, due 
perhaps to organic causes, but feared by the patient to be a sign that lie is going mad. In 
such eases much discretion mav be required in deciding the psychological import of the 
noises complained of. 

*J. The Sane. Perfect I v sane persons may be bothered tremendously by subjective 
noises in the head sensations resembling the blowing off of steam by railway engines; 
crackings and groanings ; hissing or buzzing noises; rhythmical pulsating noises; 
elatterings and dins like hundreds of drums beating at one time : roarings ; hammerings, 
and so on. As a rule it is possible, on careful inquiry from the patients, to differentiate 
these into two main tvpes namely : (1) Those in which the noises rapidly wax and wane, 
though they are never absent, the variations having a more or less rhythmical character 
related to the pulse-rate ; and (g) Those in which there is no such rhythm in the subjective 
noises heard. The former group comprises eases in which the fault lies either in the 
blood itself or in the cerebral vessels through which is flows : in the latter group the cause 
usually lies in the ear itself external, middle, or internal or in the hearing centre in the 
tcmporosphcnoidal lobe of the brain. In either ease the patient may live for years, and 
get used to the troublesome noises ; general hearing may be quite good in spite of them ; 
and it is often very dillieult to be quite certain of their cause because there is so little 
post-mortem evidence to base their pathology on. 
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The luemie and vascular conditions to think of in connection with t lie lirst ^roup an* 
tlu* following : 

Arteriosclerosis : Granular Kidney. Kvidcneeei hy hiijh bloixl-prcssiuv leadings with t he 
sphygmomanometer and by albuminuria. 

Aortic lirourntfation. Kvidenerd I »\ the aortic diastolic limit and the highly pulsatile arteries 
generally. 

Atheroma of the i'erehral .Arteries, (dicssed at on account of the aue of t tit* patient and t he 
condition of the thickened radials and the tortuous temporal arteries: there act'd he no 
increased systemic blood-pressure. 

Severe Atuvmia (see An.v.mia. p. Any condition of severe anainia may cause noises in 

the head, hut it is most marked in eases of pernicious anainia, severe chlorosis, and 
amemia due to severe blood loss for instance, post partum hainoirhaiie. bleeding of 
a duodenal ulcer, h.cmatemcsis, or haanopt ysis. 

Graves' Disease (p. 12s: 1 .). In which all the arteries may be pulsating very violently . 

Purely Functional Conditions, with or without Hysteria. Kspccially when then* is also undue 
pulsation of the abdominal aorta (p. C>U*2). orcat exaggeration of the knee-jerks. viscero- 
ptosis, or mobility of the rijjht kidnev : in many such eases the diagnosis would be psych- 
asthenia or nerve-exhaustion rather than hysteria. 

Toxic ( Onditions. Kspccially intestinal toxa niia from any form of chrome constipation : 
or from chronic sepsis of the tonsils, uterus, teeth tin* condition of the latter beine 
recognizable, sometimes, only by X-ray examination: or from alcoholism, acute and 
chronic: or from the effects of certain drills, especially salicylates, aspirin, ipiiniuc. 
arsenic, iodide of potassium, plumbism : or hypnotics such as bromides, acetanilide, 
phenazone. pyramidon, opium, morphia, omtiopon. heroin, luminal, medinal. sulphonal. 
trional, dial : or in chronic cocaine eases : or the effects of tumes due to coal L r a s . lime 
kilns, coke tires, petrol exhausts, or the products of certain trades such as brick making, 
soap- boil inn. iiluc- making. 


When these cause's can be excluded, and there is iriisun to think there is or has been 
trouble* in the cars themselves, tin* various conditions that need to be considered are : 

Wax in the ear. 

Inllammation of the external auditory meatus. 

Blows upon the ear. 

The effects of work carried on amid exceptional circumstances of noise, c.j*.. boiler-makers, 
rivetters ; or under exceptional conditions of external pressure, e.e., under Inch pressures : 
divers, caisson workers, workers in very deep pits ; or under low pressures : mountaineers, 
those who live at hijjh altitudes, balloonists, airmen who ascend to ereat heights. 

The effects of chronic otitis media (otosclerosis). Generally preceded by Omnium. \ ( p. ,V21). 

Chronic thickening of the bones eontainine the ears: c.e., as part of osteoporosis, osteitis 
deformans (p. lilt), acromegaly (p. chronic syphilis of the bones, leontiasis ossea. 

Chronic thickening of th<* meninges in relation to the petrous bone : secondary to otitis 
media: due to injury, chronic alcoholism, n^e, or syphilitic pachymeningitis. 

Tumour, abscess, or inflammatory changes affect me one te*inporosph<*noidal lobe. 


When the noises in the head arc due to car trouble they arc likely to be much more 
marked upon one side of the head than the other : when due to vascular or Incmic states 
they arc more likely to be symmetrical : this general rule, however, is liable to exceptions 
i> . and in all eases a full examination of the ears is necessary, especially by means 
mral speculum and by the tests for hcarino described under I)i:ai m;ss (p. 

1 the conditions mentioned in cither of the main croups above may be associated 
!i vertigo, so that the latter is not so useful a symptom in the* differential diagnosis as 
blight be supposed. I pon the* whole, however, it is true that vertigo is to be expected 
more with either local ear conditions or with arteriosclerosis than with any of the others, 
so that in a ease in which vertigo is prominent but tin* blood-pressure is not raised, the 
probability of some local affection of the outer, middle, or internal ear. especially perhaps 
(d the semicircular canals, will be considerable*. 

The Wassermann reaction should be tested in all cases in which there is anv hesitation 
in the diagnosis ; if it is positive a syphilitic cause will be likely, and it is surprising how 
many' nerve symptoms of obscure origin are* really syphilitic sciatica, for example, is 
another instance*. 

The jrreat majority of patients whe> complain of noises in the head are* adults, and 
me>st e>f them are* past mieiellc age. The symptom is epiite uncommon in children. 

NOSE BLEEDING. (Sec Kmstaxis. 273.) // ' r '"' r/ #w ''- 

NOSE, DISCHARGE FROM.- (Sc 'v DisciiAimi:, Nasal, p. 
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NOSE, REGURGITATION OF FOOD THROUGH. (See H.;(;i k( ; itation ok Food 

ti i hoi (.11 Tin-: \osi:, p. 7d0.) 

NUMBNESS. (S ee Si:\s\tio\. Somi: Anxou vi.vi.m i.s or. p. TIT.) 

NYCTALOPIA. (See Vision. Dr.i-r.rrs or, p. !)20.) 

NYSTAGMUS. Several varieties of associated tremor of the two eyes are comprised 
under the term nystagmus. These are : (1 ) Searching movements ; (2) Pseudo-nystagmus : 
and (,‘J) Nystagmus proper. 

1. W ide purposeful and slow mo\ements of the eyes in all directions art* usually seen 
in people who are horn blind or have lost the power of fixation as the result of some lesion 
o! the retina or choroid at the vellow spot. The eyes appear to he seeking for something 
hut never rest on any definite object. 

2. Pseudo nystagmus, which is commonly confused with true nystagmus, is the term 
applied to rapid jerking movements of the eyes when they are carried to the extremity 
of an excursion in any direction. The eyes, instead of remaining fixed on the object, 
rapidly recede from their position and return to it at the rate of four or five oscillations 
a second. This condition is a characteristic symptom in Friedreich' s or hereditary ataxy, 
in dissent mated sclerosis , and in many cases of cerebellar tuitiour. For the differential 
diaLUiosix of these conditions sec Ihini'U.u \ . p. i»21. 

•T \\staL f mus proper is the term applied to the condition in which the eyes make 
rapid regular oscillations about a fixed point, not only at the extremity of an excursion, 
but when t he eyes are otherwise at rest . and looking directly forward. The oscillations 
mav be in the vertical or the horizontal meridian, or may in some cases exhibit a rotatory 
or circular movement. The condition- is usually bilateral, though it is occasionally met 
with affecting one eye only, and in some rare cases the character of the nystagmus may 
differ in the two eyes. 

True nystagmus is caused by : 

a. Conditions causing defective vision in the early months of life. As a result of 
such affections, the macular region is not differentiated from the surrounding portions 
of tin* retina as is the usual course in the early months of infant life, and power of fixation 
js never acquired. Conditions which may thus cause nystagmus arc ophthalmia neo- 
natorum, eongntita! cataract . colour blindntss . albmtsm . and certain cases in which there is 
an unusual distribution of the retinal pigment. The diagnosis of these various conditions 
depends on an accurate examination of the eye. 

b. Conditions developing in later life due to constant strain from peculiar occupa- 
tions. as for example miners' nystagmus, in which it is probably caused by continued work 
in a dim light. where the central vision necessary for steady fixation is comparatively 
ineffective, and in which it is associated with other symptoms of failure of the central 
nervous system. As a rule it improves on the cessation of the occupation which causes it. 

e. Aural irritation , in which it is usually associated with vertigo. 

d. In certain cases of cerebellar tunnntr it is a marked symptom. 

e. After certain forms of injury to the head, after air-crashes, railway accidents, 
motor-car smashes. 

/. As the result of certain chronic poisonings, notably manganese : it is met with 
amongst those who work at manganese-ore mines : it may also result from plumbism. 

g. Syringomyelia, very occasionally. Herbert L. Eason. 


OBESITY implies an excessive accumulation of fatty tissue in the body. It is not 
necessarily pathological, but it ultimately incommodes even persons who are otherwise 
healthy, and it is liable to lead to cardiac symptoms due to fatty changes in and around 
the heart. The following are some of the chief causes : 


Heredity 

Continued over-eating 

Continued drinking of malt liquors 

Too little exercise 

A pre-giveosuric state 

Chronic parenchymatous nephritis 

Testicular atrophy or excision 


( )varmn insufficiency 
Hypothyroidism and myxerdemn 
Hypopituitarism 
C erebellar tumour 
Hypernephroma 

Adiposis dolorosa or ) 

J Dcrcum s disease. 

Diffuse lipomatosis | 
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The majority ol I lie above need little discussion. Families in which ah the members 
tend to run to lat are familar enough ; the individuals may weigh anything from 16 to ,‘1() 

stone without necessarily being ill. Over-eating, over- 
drinking;, and under-exercising are generally obvious 



/’<>/. ,'5SU. — A cum' of hypothyroidism, 
short of typical myxa-dema. Orcat hencht 
accrued from thyroid medication. 
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-Another t j >• - < • ca.-r of hyp" 
ii- Mi. short of typical my Mnl'-riia. it: 

n ort-at benefit accrm-d from thvroi I ... . . .... . . 

,, uratioh. il the patient s mode ot living is known. I tie pre- 

g lycosuric state is particularly important from the point 
of view of life insurance: when a young man or woman under thirty begins to run to 
fat without apparent cause there is some error in bis metabolism ; there may be no 
glveosuria at this time, but in quite a number of such eases the error of metabolism 
develops as time goes on, until presently there is glycosuria, and finally typical diabetes 
mellitus. 

Chronic parenchymatous nephritis sometimes gives rise to a large, pale person, who 
looks, and is, fat and flabby. Fart of the apparent fatness may be due to excess of lluid 
in the tissues, but there need be no obvious (edema with pitting on pressure. There 
may or may not be a history of previous acute nephritis some of these eases arise 
insidiously. The diagnosis is not difficult where renal tube-easts and an abundance ol 
albumin are found in the urine, particularly if there is a big heart, a prolonged first sound 
at the impulse, a ringing aortic second sound, a high blood-pressure, and perhaps albu- 
minuric retinitis. 
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and falling out of hair and eyebrows. The best test of the diagnosis is the effect of 


administering carefully graduated doses of thyroid extract. 

There are certain boys and girls -especially boys who 
tend to become enormously fat long before they reach the* 
age of puberty — the Fat Hoy of Poekham type. This 
abnormal development of fat and size is in some instances 
associated with an affection of a suprarenal capsule or of 



Fig. 3‘.M. -A srirl, aire 0, sutYeritn; from hypernephroma, which jam, -I Utal limn 
secondary deposits in the hours : tin* photograph <lnn\< tin- ] >r»*iu-*t ur«- de\ rlopment 
of pubic hair, which in this case appeared at the oi eighteen month-. 




a kidney hypenu pfirotna . 
'Flic latter affect i«m does 
not always cause tfiis over- 
growth, however, for in 
another type of patient 
the tumour leads merely to 
premature development of 
the pubic hair and external 
genitalia. Fills. TJ I* and 
are from a girl, age b, 
who had had thick pubic 
tiair since she was eighteen 
months old. The clitoris 
was enlarged, but there 
hud been no menstrua- 
tion. The diagnosis was 
confirmed post mortem, 
the congenital suprarenal 
tumour producing second- 
ary deposits in the lungs 
after six years. Obesity 
of the type shown in Fills. 
:«m. :jt>? is generally due 
to affections of the pituitary 
body. Over-activity of the 


Fig. 31)0. -A case of dystrophia adiposogenital is due to dyspituitnrism ; note 
the general fatness, the hypertrophy of the mamma*, and tin* smallm*-, of the j enis. 
A normal boy of the same a^c Is partly in view in the left-hand illustration. 


anterior lobe of the pit- 
uitary causes acromegaly 



OBKSITV 


509 


(hyperpituitarism) (p. ‘29.*1) ; deficient activity (hypopituitarism) in either the anterior or 
the posterior lohe results in an error of metabolism which affects not so much the hones 
as the soft parts, with obesity associated with backwardness of development of the 
sexual organs ; and. in the male, a stout feminine type of development. The diagnosis 
suggests itself when, along with increasing and clearly pathological fatness, there is 
persistence of the infantile type of intellect., voice*, and genital organs, abundant stools, 
and a proncncss to slee p much. A skiagram of the skull, taken laterally, may confirm 
the diagnosis by demonstrating an abnormal sella turcica ( Fig. :il(), p. .‘179). The. 
intracranial lesion need not be primarily in the pituitary body itself: a tumour at a 
distance from the latter can sometimes so interfere with it indirectly that the same kind 
of symptoms may result as if the pituitary gland we-re- the* clued’ focus of disease : this 
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Adiposis dolorosa* diffuse lipomatosis , and Dereum's disease (Figs. .'198 tot) all seem 
to he closely related. There an 1 two types the alcoholic and the congenital syphilitic ; 
the former is the commoner, and occurs in older patients than eleu-s the other. Extreme 
fatness develops, but not epiite- universally : the* abdominal wall, especially on either side 
of the* umbilicus, the* ne*ck. shoulders, arms, forearms, thighs, and legs may become 
enormous, but the- hands, feed, scalp, ears, nose, anel forehead escape. The patient’s 
muscular power, tested by the- dynamometer, is very small, sometimes ne>t a tenth e>f 
the- normal ; and when any of the fat parts are taken hold of lirmly, without any 
pinching or other procedure* that would be- unpleasant te> an ordinary patient, some of 
these- eases expe-rie-ne-e acute- pain the- name adiposis ehdorosa describing the two main 
symptoms of the- malady. The re are* often mental svmpteuns at the same time* ; a patient 
e)f thirty may periodically imagine she is only eight, and behave anel speak as though 




/’///. I )crrtirn’', t lineage : tin- simr i 

J'lf/x. rj'.r.* mid 100, at a;/! ol J.S. 


/'///. |0*j. !»ereuin‘s ilisease : tin- .'-ami’ rase- :ia I' am 

4 o 1 , at nj/e of .".a- Tltc pituitary lo-.-a \\a» ut normal 
si/.e ami shape on A -ray examination. 


moment's observation will show that there is no afleetion of the hands and feet, which 
are just the pails to be first broadened and thickened by myxndcma, besides which 
thyroid treatment does not bring about material improvement. 
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ft’/ I'Mtu-'- ijj-oin i'm-i- 

OBSTRUCTION, INTESTINAL. (S,, ( 
OCHRONOSIS. (Sec l him:. Ahnoiim vi. 

CEDEMA, ASYMMETRICAL, (lvlrma of 

thr head, face, neck. or trunk, may be due to 
('onHautal : 

Constriction by amniotie hands 

( oinnmnicat ions liclucoi arteries and veins. 

Acquired : 

Blockage of veins from :cithin lion-infec- 
tive throinhiis, varicose veins, infective 
thrombus, c.g,. white lei:: by pressure 
from nitlnmt by glands, t unmiirs, aneu- 
rysms, etc. 


/'/. 1 > I — I i»r -.an.- a- f'n. IT., |,;««k \im. 

Herbert French. 
VsTII'ATION. p. 15«S : Yomitinc, J). 927.) 

olokation or. p. 902.) 

one leg or arm. or of some local part of 
my of the following causes : 

Osteomyelitis of a long bone 
Blockage of lymphatics, e.g., in cellulitis, or 
other local intlammation : lilariasis 
Artificial, by ligature 

Drug (edemas, such as those caused bv 
aspirin, antitoxic sera, iodides, bromides, 
mercurials ; and any which cause urti- 
carial lesions (p. 9df) 

Angioneurotic (edema. 


Congenital Causes arc rare, but as a rule they arc identified easily. 

Acquired Causes. The diagnosis may be obvious : For instance, there may be tooth- 
ache with unilateral (edema of the face, or a scalp wound with boggy swelling all round 
it, or a well-marked cellulitis , with red streaks extending up the limb showing the course 
of acutely inflamed lymphatic's. C ellulitis presents difliculty in recognition only when 
the inflammation is not very acute, and when there* is no obvious source of infection, such 
as an abraded toe or a suppurating wound of a finger. C ellulitis may then be confounded 
with gout : but the history, the lcueocyt osis, and the absence of other gouty manifestations 
will indicate the former. There may be considerable pyrexia in acute gout (Fig. JUiO, 
p. 42 t), so that, the temperature chart does not serve to distinguish it from cellulitis. 

Varicose veins arc* a frequent cause of asymmetrical (edema, especially in the leg, and 
if there is thrombosis as well marked swelling results. The thrombus, however, does not 
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always lie in a superficial vein, and if it is in a deep one such as the popliteal, femoral, 
or iliac, the ease may not be so clear. The thrombus in these eases is often due to septic 
infection, and the common source is sepsis in connection with the uterus following 
parturition white leg : or it may arise during a prolonged febrile illness such as typhoid 

fever, or in a case of cachexia resulting from malignant 
disease or other prolonged and debilitating malady, or 
from one of the blood diseases such as leukaemia. 

When none of these causes is present it is necessary 
to examine carefully to ascertain whether there is any 
sivclling pressing on and obstructing the veins , such 
as an aneurysm in the popliteal space or a mass of 
malignant glands in the pelvis ; and not only must the 
whole limb be examined, but also the rectum, vagina, 
and lower part of the abdomen, and the neck and upper 
thorax, in the case of the leg and arm respectively. For 
instance, there may be a tumour springing from some 
structure in the pelvis causing pressure on the iliac veins ; 
swelling <>f the arm may be caused by an aneurysm, 
subclavian or thoracic, or by a mediastinal new growth, 
in which ease X-ray examination may be of material 
assistance in verifying the cause. (Kdcmu due to venous 
obstruction pits readily on pressure, but where the lym- 
phatics are blocked the (edema is much more solid ; 
this may bean important diagnostic point. 

Osteomyelitis. ^ I n some obscure eases the cause of the (edema lies in deep-seated 
pyogenic infection of a bone. The difficulty of diagnosis may be particularly great in 
the case of the femur, which is covered so thickly by muscles. The (edema in these 
cases is accompanied by more or less cellulitis and secondary 
blockage of lymphatics, and the general appearance of the leg 
may suggest venous thrombosis when the actual lesion is much 
more grave. Itigors are suggestive of more than thrombosis. 

The diagnosis may be cleared up by means of a skiagram ii 
the patient's condition allows of one being taken. Sometimes 
it may be decided to operate to settle the doubts. 

Elephantiasis due to blockage of lymphatics by the parasite 
Filaria sanguinis hominis is not common in Kngland. though a 
pseudo-elephantiasis, due to long-standing lymphatic obstruc- 
tion with resulting roughening, thickening, and fihmtie changes 
in the skin and underlying tissue's, is not uncommon, and may 
result from long continuance of a tumour, or be associated 
hadlv ’-united fracture, or follow some operation in which 
ivmphatics have been removed, e.g., after amputation 
l he breast and axillary contents for carcinoma ( Fig. 105). 

Probably the most difficult group of all eases to diagnose is 
that in which there is a thrombus of one of the deep veins of 
the leg without any obvious disease, and in this event the 
diagnosis can only be arrived at by a process of exclusion. 

M dray's disease [Fig. 400) is diagnosed from the family 
history (see p. 510). 

Ligature. It sometimes happens that a patient, generally 
a female, presents herself with an (edema of a limb for which 
no explanation can be offered. It has to be borne in mind 
that there are some neurotic individuals who will tie a ligature 
round their limbs in order to simulate disease or to excite 
svmpathy, and who have even gone so far as to suffer amputation. It is often extremely 
difficult to detect the fraud; but if the possibility be suspected the nurse in charge must 
be instructed to keep watch, and at unexpected times to search the patient, when a 
handkerchief or a piece of string may be found constricting the limb. Tin* fact that the 
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ditary trophu-deina of On- lej/- 
Tito rolidlt ion had de\ eloped spoil 
taneou-ly in a irirl who hail never 
I iron Dili of KutMaliil, ami who 
Hlllereil lllfle lliootiv ouiojiee from 
the alloct ion. ."ho whs *J 1 when 
the photograph w a- taken, and had 
had the swelling tor \oar-. Note 
that the enlargement of tier n^’lit 

Je^ r-ease.-. al »ni|<t 1 V at the^roin. 



Fm. Ida.— Persistent <edema of left arm 
ronse< jnent OH the radical operation tor the 
curt* of carcinoma of the breaM. with clear- 
ance of the Ivmphatics in the axilla. 
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upper limit of the oedema is sharply defined should awaken suspicion. It may he dillicult 
to differentiate* this from angioneurotic (edema (Quincke's disease), hut the latter condition 
is, as a rule, transitory, and affects different parts of the body, c.g., the tongue, lips, 
eyelid, hands, etc., at different times (Fig. 107): the fact that the patient has had 
previous attacks generally points to the diagnosis, and the malady often occurs spon- 
taneously in several members of the same family. George E. Cask. 

(EDEMA, SYMMETRICAL. Owing to accidents of posture* such, for instance, as 
the patient sitting with one leg to the ground and the other supported upon a chair, or 
lying in bed turned well over to one side it is possible for oedema which should really 
he symmetrical to appear asymmetrical. Allowing for this source of fallacy, however, 
the causes < > f symmetrical (edema are different from those of asymmetrical (edema (see 
above). One may subdivide* eases into three main groups, namely : (1) Those in which the 
(vtlcmn is universal ; (*J) Those in which the swelling involves the face, neck , and arms , hut 

jiot the legs ot the haver half of the trunk : (.'{) T hose in which the (edema affects legs , or the 
legs and lower half of the trunk , hut wd the arms . ttcck, or fare. 

(Edema of the legs is by far the commonest type, and by far the most important point 
in the diagnosis is to decide as soon as possible whether this (edema is due to Hright's disease*, 
heart failure, or to souk* othe r cause. The broad distinction into these groups is seldom 
dillicult. The urine should be tested at once : if albumin is present, microscopic examina- 
tion for renal tube-easts is essential, their presence indicating renal mischief, their absence 
probably excluding it. unless the renal lesion is very acute, in which case there will be renal 
epithelial cells even if there are no tube-easts ; if there is no albumin in the urine, renal 
disease as a primary cause of icdenia of the legs is 
unlikely, though not impossible. 

It will be easy as a rule to decide whether 
there is failure of cardiac compensation or not : if 
there is, the differentiation between the four main 
groups of causes of heart failure, nanit l\ . primal y 
valvular, primary muscular, primary lung affections, 
and primary arterial or renal conditions, will la- 
made upon the lines indicated upon p. 17. 

Other causes for (edema of the legs will be 
suggested by other symptoms in the ease or' bv the 
history, but they cannot be diagnosed with cer- 
tainty until both renal disease and heart failure 
have been excluded. It seems worth w bile, how- 
ever, to discuss in rather greater detail each of the 
main groups indicated above. 

1. Cases in which the (Edema is Universal. 

When a patient has a tendency to universal sym- 
metrical (edema, the great probability is that he is 
suffering from either primart / acute nephritis or acute 
nephritis superposed upon chronic tiephrifis ; the diagnosis is indicated bv the occur- 
rence of albumin with tube-easts. The degree of (edema exhibited in different regions 
varies, partly by reason of inequalities in the looseness of the subcutaneous tissues in 
different places, and partly because of the effects of gravity. Other things being equal, 
the (edema shows most in the legs, lumbar region (lumbar cushion), penis, scrotum, labia, 
eyelids, and face, though careful examination may show that there is some degree of 
(edema in every tissue* from scalp to toes ; it is due to the influence of gravity that when 
the patient is up and about the (edema is most marked in the legs ; is marked in the lumbar 
cushion and the genital organs when the patient sits propped up in bed ; and is most 
prominent in the eyelids when tin* patient has been lying horizontally as during sleep. 

Other causes for universal (edema are rarer, but it may sometimes be due to a universal 
condition of angioneurotic (edema (Fig. 107), though this is much more often asymmetrical ; 
or to overloading of the tissues with fluid c.g., as the result of excessive transfusion 
or infusion ; or in patients who have been swilling beer day after day until their bodies 
have become sodden. Cases due to the latter present an appearance highly suggestive 
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of acute nephritis, but the absence of albumin from the urine, the history of excessive 
drinking over long periods, and the complete recovery when the drinking is stopped, point 
to the diagnosis. Generalized oedema, usually not of extreme degree, is apt to be com- 
plained of by some anaemic girls, generally between 15 and 20 years of age, often in associa- 
tion with gastric symptoms, especially persistent vomiting after food, and with constipation. 
These cases have no name ; they are chiefly of importance in that they are apt to be 
diagnosed as nephritis, especially if there is a little albuminuria at the same time ; they 
get well by themselves ; the oedema is doubtless toxic, but whether the causal toxin is 
intestinal, or derived from some food source, or from temporary metabolic idiosyncrasy, 
no one knows. The same applies to certain cases of acute universal (edema in infancy 
or childhood, simulating acute nephritis, but differing from the latter in that there is no 
albuminuria and that spontaneous recovery takes place. Both types differ from true 
angioneurotic oedema in that the condition is not familial like the latter (see p. 51 :i). 
Similar universal oedema, perhaps toxic in orgin, but unaccompanied by any evidence 
of nephritis, may follow severe g astro-enteritis in children even when no saline infusion 
has been resorted to. 

Certain poisons may produce universal oedema, though rare ly ; for instance, it is one 
of the effects of snake-bite* though as a rule the limb or other part originally bitten is very 
much more swollen than is the rest of the body. Ptomaine poisoning causes urticaria 
more often than anasarca, but the latter is sometimes an alternative expression of the 
toxic effects of this condition : and in some people, even without ptomaines, certain 
foods, such as shell-fish, may cause generalized (edematous swelling of the subcutaneous 
tissues. 

Aspirin affects certain individuals in a curious way, producing urticarial wheals and 
universal swelling, transient as a rule, or lasting little more than twenty-four hours ; though 
sometimes so severe that the whole face is swelled up and bloated to such an extent that 
the patient is for the time being unrecognizable. The symptoms appear to depend upon 
personal idiosyncrasy to the drug, though sometimes impurities in tin* latter may be the 
responsible factor. 

Iodide of potassium may produce a similar state of affairs, especially if tin* drug 
is impure with iodates. Arsenic is another drug which sometimes causes universal 
(edema when given in excessive doses by the mouth : and organic arsenic administered 
intravenously in the form of bOb, galyl, kharsivan, and the like, has produced pheno- 
mena similar to generalized angioneurotic (edema. 

Only in very rare cases does heart failure produce (edema of the hands and arms as 
well as of the legs, and when it does so the patient usually has been ill some time, the 
diagnosis has been made already, and the end is not far off. 

Ankylostomiasis often causes oedema of the feet, ankles, and legs, as the result partly 
of the severe anaemia and partly of the toxic state the patient develops ; in the later 
phases of the disease generalized anasarca, similar to that of acute Bright's disease, is 

uncommon, but the nature of the malady has generally been diagnosed before this 

• ason of the progressive aniemia, the eosinophilia, and by the discovery of ankylosto- 
da or their ova in the stools. 

Graves' disease is not commonly associated with (edema ; and if it is, t I k* swelling is 
generally of cardiac type and confined to the feet, ankles, and legs ; sometimes, however, 
there may be generalized oedema with or without ascites, and the general aspect of the 
case may be that of an acute nephritis. Albuminuria may be present, but without tube- 
easts. The underlying cause may be angioneurotic in some instances. The prognosis 
is grave, but recovery has occurred even after the general anasarca has been extreme. 

Chronic starvation , inefficient dietary , and conditions of privation or want may cause 
a state of chronic oedema simulating Bright's disease, but generally without albuminuria ; 
large numbers of such cases were met wth during the great war, and the condition is 
still spoken of as war oedema ; the generalized oedema of exceptional cases of beri-beri 
comes in the same category. 

2. (Edema of the Face, Neck, and Arms, but not of the Legs or Lower Half of 
the Trunk, is nearly always due to obstruction to the superior vena cava or to the main 
branches which go to form this, and the commonest causes of this obstruction are thoracic 
aneurysm , mediastinal new growths , mediastinal gummata , chronic mediastinal fibrosis , and 
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thrombosis spreading to the main trunk from, for instance, an axillary vein infected from 
a whitlow or from other sources of phlebitis. When the swelling comes on acutely, as it 
may in any of the* above conditions, acute Bright's disease may be simulated on account 
of the extreme pufTiness of the eyes ; but further examination will show a remarkable 
limitation of the trdemu to the head and upper limbs, whilst the urine will probably not 
contain albumin. If the obstruction to the* superior vena cava persist there will presently 
be evidence of collateral circulation in the form of varicose veins upon the chest wall (see 
Veins, Varicose Thoracic, p. 910). 

Inflammatory lesions, instead of being asymmetrical, may sometimes produce almost 
symmetrical (edema of the face or neck, in which connection one may mention erysipelas , 
cellulitis, authnu \ angina Ludovici the differential diagnosis of which is based upon the 
history, the constitutional symptoms, the local appearances of the inflammation, and the 
results of bacteriological examination. 

Similar symmetrical swelling may be produced in the hands, or arms either by angio- 
neurotic (edema (Fig. 407), or by allied vasomotor neuroses, such as Raynaud's disease. 
Swelling of the eves and face suggestive of (edema may sometimes be due to bouts of 
crying, pro onged attacks of coughing, as for instance in whooping-cough, or as the result 
of catarrh due to a eonnnon cold, coryza, or measles. 

Sometimes the (edema of face, neck, and hands may have its cause in an external 
irritant, such as impure soap, or tin* effects of certain renters upon sensitive skins, or the 
results of (ucupational dermatoses ; the nature of the latter may in some cases be obvious 
in satin-wood workers, for instance, or in gardeners planting Primula obeoniea ; or it 
may be obscure tin* effects of peeling bitter orange in a jam factory, for instance. In 
most such eases, though (edema may be pronounced, erythema, the development of vesicles, 
and other evidence of acute dermatitis will generally be more prominent. Certain chemicals 
used in dyeing furs have been responsible for many curious cases of obscure (edema of the 
face and neck. 

a. (Edema of the Legs and Lower Part of the Trunk, without any of the Neck or 

Face, is suggestive of heart failure or of nephritis, and tin* main points that arise in the 
differential diagnosis have been discussed above. If both these main groups of causes 
can be excluded, however, it is important to remember how often the legs may swell as 
the result of poverty of the blood in any condition of uraemia. This is seen commonly 
in cases of chlorosis, but is also met with as the result of any of the severer types of uraemia, 
such as pernicious ananiia, lymphatic or splcnomcdullary leukaemia, I/odgkin's disease , 
splenic amrmia, pseudolcularmia infantum : the antvmia which follows loss of blood from 
luemoptysis, lacinub mesis, post -part uni and other laemorrhages : the aiarmia that results 
from parasitic infections such as Rothrioccphalus latus , Tam in solium , Term'd mediocanellata , 
Ankybtslomum dumlenale, or the effects of certain drugs : or to cachetic conditions such 
as result from carcinoma, sarcoma, syphilis, tuberculosis, starvation, malaria, and various 
tropical infections. The differential diagnosis of these conditions will seldom depend upon 
the presence of a-deina alone, and each of the maladies will be found discussed under 
the heading of some other symptom. 

Obstruction to the inferior vena earn may lead to extreme (edema of the legs : if due 
to phlebitis, the clotting of the inferior vena cava itself is nearly always preceded by that 
of the veins of one leg, so that even when the final result is symmetrical the history nearly 
always points to it having begun asymmetrically, that is to say, in one leg before the other. 
When the inferior vena cava is obstructed by new growth or by the pressure of ascitic 
fluid or a huge ovarian cyst, the diagnosis will depend upon the discovery of some 
abnormal mass or upon the interpretation of the cause of the Ascites (p. 59). 

The influence of the vasomotor nerves in controlling the balance of lymph production 
and lymph absorption in the legs is sometimes interfered with. One sees a good example 
of this in the (edema which develops in the lower extremities in convalescent patients 
when, having been long in the horizontal position from any cause, they first begin to 
walk about. It is probable that a perfectly normal person kept at rest in bed for three 
months would suffer from (edema of the legs in varying degree for some days or weeks 
after first beginning to use his limbs, and the tendency is still more marked in those who 
have been laid up by gastric or duodenal ulcers, typhoid fever, fractured femur, and so 
on. Suspicion of some kidney lesion may arise, though the absence of albumin, and the 
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way in which the (edema disappears spontaneously in time, especially under the influence 
ol‘ massage, indicate the diagnosis when the history of long confinement, to a horizontal 
position is known. Diseased conditions of the vasomotor system may produce even more 
marked (edema, as seen in elderly people : in some east's of Haynaud's disease : in au^io- 
neuratie (edema: in association with peripheral neuritis , especially in the tropical variety 
called heri-heri , an epidemic febrile illness generally seen in this country only in seaport 
towns as the result of an outbreak amongst seamen on hoard ships in which the diet 
has consisted largely of decorticated rice. 

There is a peculiar hereditary disease in which (edema of the lower extremities, 
occurring in many members of a family ( Fill. 408), may be a prominent feature : in the 
early stages this (edema is asymmetrical, affecting one leg before the other, but sooner 
or later both legs may become involved, until, it the family and personal history were 

not known, the (edema of Hright's disease might be suspected. 
The affection is known as Mi I ray's disease. Metre's disease , 
or hereditary traphadenm. The sudden demarcation between 
the swollen and the noil-swollen parts at the level of a joint 
ankle, knee, or hip is characteristic. There is sometimes 
a history of periodic acute attacks of pyrexia and of gastric 
disorder associated with an increase in the swelling, not 
altogether unlike those occurring in angioneurotic* irdema. 
The swelling may cease at the* ankles in the early stages ; 
when a subsequent spread occurs it may reach almost 
suddenly up to the knees, ceasing there* for a variable 
number of years until ultimately it spreads to the groins, 
above which it seldom extends. 'The diagnosis i» eas\ when 
tlie family history is obtainable. 

M yxa'dnmi is a condition in which the swelling of the legs 
may simulate actual (edema very closely, and indeed in not 
a few eases the subcutaneous tissues of the feet and legs do 
pit to a certain extent on pressure. When there is actual 
(edema as well as mv xo dema considerable doubt as to 
whether there may not be a cardiac or other factor, as well 
as thyroid insullieicncy. will arise. The urine often contains 
albumin, moreover, though generally without tube-easts. The 
patient is nearly always a woman of middle age ( Fin. bN, 
p. 50) who has recently begun to get much stouter, and at 
the same time less active both mentally and physically. The 
diagnosis of my xinlema will be confirmed if the untoward 
symptoms and the abnormal state of the subcutaneous tissues disappear under the 
influence of thyroid medication. 

1 f is not easy to include all the possible causes of (edema in a classified list, but the 
ag include those which have been discussed above : 
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1 . Universal (Edema. 

Primary acute nephritis 
Acute nephritis as an exacer- 
bation of chronic nephritis 
Angioneurosis 

Pxcessive transfusion or in- 
fusion 

Saddening from hcer drinking 


Toxins (? intestinal) in girls 
and children 
Snake-hit e 
Ptomaine poisoning 
Food idiosyncrasy (shell fish) 
Aspirin 

Iodide of potassium 
Khnrsivan 


(.alyl 

Salvarsan 
Heart failure 
.Ankylostomiasis 
(* raves" disease 
Starvat ion 
War (edema 
Heri-heri. 


2. (Edema of Face, Neck, and Arms, but not of Legs. 


Obstruction to the superior 
vena cava by : 

Thoracic aneurysm 
Mediastinal new growth, 
gumma, and fibrosis 
Thrombosis 


Krvsipelas 
(cilulit is 

Anthrax 

Angina laidoviei 
Hay Hand's disease 
Angioneurosis 


(rying 

Coughing 

(orv/.a 

Measles 

Common cold 

( >eeupational dermatoses. 
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(Fdcma of the Legs, without any of the Neck or Face. 


limit failure secondary to: 
Valvular disease 
Myocardial affect inns 
Chronic Jung affections 
ltenal or arterial affections 
Plight's disease 
( hlorosis 

Pernicious an.rniia 

1 .ympliat ie leukainia 

Spleiu uned i diary leuka inia 

Modgkin s disease 

Splenie ana-nun 

ISeiidoUaika inia infant uni 

An aim a I r • mi execssi \ e I >h »od loss 


Parasitic affections, especially: 
lioth rinrc/ihalus hit us 
Tint iu solium 
Tu n in mnhorunrl/a/d 
. I n /, iflostnm urn dumlcnulc 
( aelieet ie st at es duo to: 

( areinoma 

Sarcoma 

Syphilis 

Tuberculosis 

St nrvntion 

Malaria 

Tn >pieal affect ions 


Inferior vena cava obstruction 
by : 

Thrombosis 
New growths 
Ascites 
Ovarian cyst 
( < m valeseenco 
Old age 

itaynami’s disease 

Angioneurosis 

Heri-beri 

Milrovs disease ( hercdit .ary 

t rophudema ) 

Myxodema. 

Herbert Trench. 


OLIGOCYTHEMIA. (See Animia. p. *J.V) 

OLIGURIA. (See Am it i \ , p. r> I . > 

OPHTHALMOPLEGIA. (See Dm.oriA. p. ‘J‘J( ) : Pi til. p, 07 L : Stkaiusmi s. p. 707.) 


OPHTHALMOSCOPIC APPEARANCES, NOTES ON. 

A Physiological Cup ( /* ’ / 1 ? . KM»; may vary in size, but usually 
the disc. The ictinal vessels dip over the edge. which is usiiullv st< 
the temporal slope being more gradual. At the bottom 
of the cup is seen the lamina eribrosa. which is mottled by 
th< openings through which the retinal nerve fibres pass. 

A phv siolou ieal eup is <list inguished from that caused 
by glaucoma (Till. P-N) by the fact that it occupies only 
the centre and not the whole of the disc. 

Congenital Crescents (Tin. 110) arc common, and 
usually situated at the lower part of tin- disc, in contrast 
to myopic crescents (Tins, I Hi. 117). which arc .seen on 
the outer side. They are probably due to an uneven 
distribution of connective tissue in the lamina eribrosa. 
and are often associated w ith liy permet ropia. 

Pigmented Crescent in Disc Margin ( /*7g. 111). The 
disc margin is always more or less pigmented, the amount 
vary ini; from a small crescent to a complete ring. The 


occupies 
eper on 


the e 
the Tia 
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al side. 



pigment has no pathological significance. 

Coloboma of the Choroid {Tit 1 . IPJ) is a congenital deficiency. and it may be rccog- 
nized by its situation below the disc, the small amount of pigment at the edge of the 



white area, and the presence of healthy retinal vessels on its surface. It may be associated 
with other congenital abnormalities such as eoloboma of the iris, optic disc, or lens. 
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Opaque Nerve Fibres ( Figs. 41 .‘1, 414) exist normally in the retime of some mammals, 
e.g., the rabbit. The condition is due to the persistence of the medullary nerve sheath of 

the retinal fibres, the sheath 
being lost usually at the 
passage of the nerve fibre 
through thi' lamina eribosa. 
The condition may be recog- 
nized by the brilliant white 
colour of the nerve fibres, 
the striated appearance of 
the white patch, and the 
fact that the retinal vessels 
are more or less embedded 
among the nerve fibres. 

Advanced Syphilitic 
j, (ij n; . } ( . 1M Choroiditis {Fig. 415).- In 

I ■ n.'1-v m.iv, in tl„- .v.inu. advanced elioroidit i> the 

inflammatory process has 

ended in the total destruction of the choroid in patches, which in some places have* 
joined to disclose large. bare white areas of sclerotic. There are large masses of pigment, 
usually surrounding the white areas, the pigment bein'* chiefly derived from the choroid. 
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The retinal pigment is also increased in the great majority of eases, and v ision is rerp 
dered extremely defective'. Macular choroiditis is degenerative in origin, and does not 
usually appear till middle* life. It probably commences in the- form of macular hainor* 
which lead to de- 


al and fibrosis of the 




The Myopic Crescent 

[Figs. 410. 417) is usually 
found on the outer side of 
the disc, and may vary in 
size and extent from a thin 
crescent to a large atrophic 
area surrounding the whole* 
disc (posterior staphyloma ). 

I T suallv, the size of t In- 
crescent varies with the 
amount of the myopia and Jf/ JJx f , JJ1( 

increases with age. I: „, 

Recent Optic Neuritis 

(Figs. 418, 419) is characterized by the swelling of the disc and the blurring of its outline 
by retinal ccdema. The retina is greyish and striated in appearance, owing to (edema 
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between the retinal nerve fibres, and the* veins are < 1 il;it(*cl and tortuous. Flame-shaped 
lucmorrlmgcs are also seen on the disc and in the surrounding retina, and numerous 
small retinal vessels on the disc, usually invisible, become dilated and apparent. In 
the later stages of the neuritis the lmmorrhaues may disappear, and the whole disc 
become greyer and paler, the condition ultimately terminating in post-neuritic atrophy 
{Fin. |li 1 ) . The outline of the disc is lost entirely, and in severe eases the disc may be 
so swollen as to resemble a small mushroom in shape. Jtadiating lines of white patches 
ma\ also be seen in the macular region, resembling albuminuric retinitis (Figs. 12:1-1 -25). 



Primary Optic* Atrophy (Fi if. 120) is eharaetcri/.ed by the pallor of the disc, white 
or bluish- white, sharply defined lamina eribrosa. well-marked cdirc. and retinal vessels of 
normal si /.<•. hi /ntst-nrnritic utnt/thfj (Fin. 121 ) the disc is covered with fibrous tissue, 
which fills ii 1 1 the physiological cup; the colour is greyish-white, the retinal vessels 
are thin and tortuous, and the edj/e of the disc is irregular. In some cases of old post- 
neuritie atrophv or fibrosis, following slight optic neuritis, it may be impossible to dis- 
tuiLmish the condition from primary atrophy. 

Thrombosis of the Central Retinal Vein (Fig. 122 ). In thrombosis of the central 
retinal vein the disc is extremely swollen and (edematous, the edge being indistinct and 
blurred. All the retinal veins are enormously dilated and tortuous, and the fundus is 



r> i-l. I'm. IJ'». 

\il»ii!uinui 1 1 ■ mil 


covered with flame-shaped and petechial 1 manor rlm^es. The (edema of the retina from 
the obstruction of the venous circulation may be so great that the vein may occasionally 
be hidden ent irelv . 

Albuminuric Retinitis (Figs. TJ;i 12f>) is characterized by the presence of flume- 
shaped lurmorrhaircs in the nerve-fibre layer of the retina, and white patches. The white 
patches are of two kinds. Those seen in the early stages of the disease are ill defined and 
woolly, scattered about the macular region in an irregular manner. These are due to 
exudate in the nerve-fibre layer of the retina. In tin* later stages, smaller white patches 
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may be seen usually arranged in radiating lines from the macula, which are well defined, 
and glistening or chalky white. 

Embolism of the Central Retinal Artery (A7g. I2(>). In embolism of the central 
retinal artery the retina is generally pale grey or white, owing to the amemia consequent 
on the obstruction of the artery. The macula itself being adherent to the choroid does 
not share in the general pallor, and appears as a bright cherry-red spot in contrast. The 
retinal arteries are extremely small, being only fine white threads in places, and the veins 
may be nearly empty. The optic disc is white, blurred, and indistinct. 

Detachment of the Retina (Fig, 127), — The detached portion of the retina is silvery - 
grey in colour, and raised above the surrounding fundus. In cases due to serous exudate 

the detached part of file 
retina is transparent, ar- 
ranged in billowy folds, and 
may float about on move- 
ment of the eye . When 
the detachment is due to 
growth, the retina is usually 
smooth and opaque. The 
retinal vessels are small, 
vrrv tortuous, and dark in 
colour. 

Glaucomatous Disc 

(Fig, P2<H). — The excavation 
of the optic disc may 
he distinguished from the 
physiological cup by the 

fact that it affects the whole of the disc, the edge often being surrounded by an atrophic 
ring. The retinal vessels bend sharply over the edge, and may disappear from view 
behind the overhanging margin of the* disc, reappearing on the bottom of the cup. The 
lamina cribrosa is well marked, and the disc is white and atrophic. 

Tubercles in the Choroid (Fin*. 429) arc seen as ill-defined circular masses \ ary mg in 
size from a dot to masses nearly the size of the optic disc. They are usually associated 
with miliary tuberculosis, grow rapidly, but rarely attain any great size owing to the 
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death of the patient. It is stated that they occur most commonly in the neighbourhood 
of the disc , but this is due to the fact that only the posterior portion of the fundus is 
visible with the ophthalmoscope. Post mortem they arc found all over the choroid. 

Hypermetropic Astigmatism (Fit*. 4.40). In hypermetropic astigmatism the disc is 
often oval and ill defined. The physiological cup is absent, the disc red, and the margin 
ill defined. The vessels may be tortuous though not dilated, and unless the error of 
refraction is observed, the condition may be mistaken for optic neuritis. 
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OPISTHOTONOS is a ran* hut characterist it* condition, in which the muscles of the 
neck, hack, and legs arc contracted rigidly in such a way that the body is over-extended 
in the form of an arch, supported by the occiput above and by the heels below. This 
position may be maintained : more often it is assumed periodically, with partial or com- 
plete relaxations between the tetanic seizures. Its chief cause is tetanus , but it may also 
be due to strychnine poisoning, spina! meningitis , unvmia , and hysteria. 

Tetanus. The history will often point to the correct diagnosis. If there has been a 
punctured wound during the previous one to six weeks, and if stiffness of the neck muscles 
and of the lower jaw (lockjaw or trismus, p. SHI) has set in, to lx* followed within a day 
or so by Generalized rigidity, with severe paroxysmal exacerbations, tin* opisthotonos is 
almost certainly due to tetanus. The fixed smile risus sardonicus is common to tetanus 
and to strychnine poisoning. An attempt will be made to obtain the drumstick bacilli 
from the suspected wound, very often without success. Jn some cases then* will be no 
obvious wound or contusion, but although the source of contagion will then be obscure 
the early lockjaw and the course of the disease will point, to tetanus. 

Strychnine jtuisoning does not give rise to lockjaw, and the paroxysms of opisthotonos 
are separated by intervals of more complete relaxation than is the case in tetanus : there 
may be evidence of tin* source of the poisoning, either accidental, suicidal, or homicidal, 
in the form of a bottle, a hypodermic syringe and needle, a packet of rat-paste or vermin- 
destroyer. or somethini: of that kind. In some eases the diagnosis can only be arrived 
at by analysis either of the east ro-int cst inal contents, or of the viscera post mortem. 

Spinal meningitis seldom causes difficulty in the diagnosis, for it is Generally part of 
acute cerebrospinal meningitis, of which the General symptoms and pyrexia will have 
existed some days, if not a week or more, before opisthotonos is likely to occur. Optic 
neuritis may be found, and in some cases the bacteriological and cytological results of 
lumbar puncture, especially 1 1 it * dMcoYcry of the mcning< >coccus. may clinch the diagnosis. 

I'ra/nie convulsions are associated with complete coma, whereas in tetanus and in 
strychnine poisoning consciousness is retained perfectly, the convulsions are epileptiform 
rather than tetanic, there is no persistent lockjaw, and the urine will nearly always 
contain albumin and renal tube-easts. 

Hffsteria sometimes takes a form that may for the moment be difficult to distinguish 
from tetanus or from strychnine poisoning. I’nlikc malingering, hysterical contractions 
that arc even violent enough to cause opisthotonos do not always make* the* patient perspire, 
nor do they lead to fatigue in the way that similar voluntary efforts certainly would. The 
diagnosis of hysteria is generally arrived at by watching tin* case. Persistent lockjaw may 
lie present, as in tetanus : but whereas in strychnine poisoning and in tetanus there is a 
great similarity between one exacerbation and the next, hysterical convulsions are apt to 
be polymorphous: the more the writhing and the change of attitude and position, the 
less likely is the attack to be organic. The mind remains perfectly clear in tetanus and 
strychnine poisoning, though its outward expression may be prevented by the muscular 
paroxysms ; in hysteria, the mental attitude is in one way or another abnormal for the 
time being. In arriving at a diagnosis it may be of great assistance to know full details 
of the patient's previous history, for there may have been similar hysterical outbursts on 
former occasions. Herbert French . 

OPTIC ATROPHY. (Sec OlMITII AI.MOSCOl'K Am, AHAMKS. XoTKS (IN. |>. 510.) 

OPTIC NEURITIS. (S,, .,ik.) 

ORTHOPNCEA, or inability to breathe as comfortably lying down as when propped 
above the horizontal position, is due as a rule to a severe degree of one or other of the 
various causes of Dystnuia (p. which sec. Herbert French. 

OTALGIA. (Set* Kvirum.. p. g.VJ.) 

OTORRHCEA. Discharge* from the ear may he derived from tilt* meatus itself, or 
from the middle ear through a holt* in the tympanic membrane, or from the cranial 
cavity through tears in the mental wall or the membrane. 
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Discharge due to Causes within the Meatus. 11’^ is always being secreted bv the 
ceruminous glands, and il* that secretion is more than usual it appears as a yellowish 
discharge : it is occasionally mistaken for a ])urulent discharge. especially when the wax- 
running lias a nasty smell. 

Blood escapes from the meatus as a result of wounds of its wall by blows on the ear 
or from damage caused by the introduction of foreign bodies or instruments, e*.g., needles, 
pencils, toothpicks; small wounds may he scif-inllicted by malingerers or neurotics. 
Fracture of the middle fossa of the skull may damage the bony wall of the ear and lead 
to bleeding from the meatus. Malignant ulceration in the meatus or middle ear also causes 
bleeding. 

Serous discharge is frequently seen in diffuse acute eczema of the meatus, so profuse 
as to run from the ear. In eases of ulceration of the meatus due to diphtheria the 
discharge is scropurulcnt : this is also tin* cast* with secondary syphilitic* ulceration a 
rare condition. 

Bus due to causc*s in the meatus is generally the result of boils or chronic* mcatitis; 
there is often great dilticulty in deciding on the origin of pus in eases of chronic mcatitis. 
as the membrane is hidden by marked narrowing of the canal : the absence* of deafness 
is helpful as proving the middle ear to be normal. 

In the ease of boils, examination will reveal a tender swelling from which more pus 
can be pressed. 

In a small percentage of cases of acute mastoiditis tlu* suppuration spreads forwards 
through the bone and causes a swelling of the posterior mental wall: this swelling may 
point and eventually burst into the meatus. When this occurs a sinus results and the 
appearance resembles that of a boil: this latter is excluded by the* comparative absence* 
of tenderness and by the fact that a probe* can be* passed into the* sinus and found to e nte r 
the mastoid process. 

Discharge from the Ear due to Middle-Ear Causes. This may be* (1) sanguineous. 
(2) serous, (,*{) mucopurulent, or (I) purulent. 

1. Sanguineous Discharge . Rupture* of the* tympanic* membrane occurs from concus- 
sion either by a loud noise or from a blow on the* car. as in boxing or in diving if the side* 
of the head hits the water; bleeding results and the tear in the* tympanum may be* seen 
on direct examination. 

2. Serous Disehurge . In cases of very acute* edit is media the* fluid that escapes on 
rupture or incision of the* drum is scrosanguine*ous at first, becoming purulent in two or 
three days. In some* eases, however, notably those* due te> influenza or t e » haiuolytie* 
streptococci, the discharge may remain serous for seve ral days. 

3. Mucopurulent Disehurge. - -This is often seen in eases of chronic* otitis media in 
children in whom the Fustaehian tube is comparatively short and wide*, but it is not easy 
to differentiate between mucopurulent, and purulent, discharge*, which is dealt with next. 

t. Purulent Discharge. The discharge of pus from the* ear when examination has 
. the canal of the meatus itself to be* normal always indicates perforation of the 

panic membrane in conseeiuenee of suppuration in the* middle* car. When it is the* 
"lilt of acute otitis media the discharge ought to diminish in amount in a few* days and 
cease* at the end <jf three weeks ; if it does not, suspicion of mastoiditis arises, and if there* 
is the slightest mastoid tenderness the* suspicion becomes certainty. 

Chronic purulent discharge is the result of ncgle*cte*d acute* otitis media : it indicates 
either the presence of some infective focus at the* pharyngeal e*nd of the* Fustaehian tube*, 
e.g., adenoids or tonsils or nasal sinus suppuration, and it will cease* on removal of that 
focus ; or that the disease in the tympanum has spread to the* bone and is not draining 
satisfactorily : this is specially so if the disease* spreads to the* attic. 

The position of the perforation gives some indication of the* direction in which the* 
disease has spread ; perforation of Shrapncll's membrane indicates attic suppuration, a 
posterior marginal perforation suggests that disease has attacked the* mastoid antrum. 
The pus of chronic otitis media always has an unpleasant odour due to mixed infection, 
and in some cases the odour is very foul, which is indicative of the presence of eholcstea- 
toma, a material formed by the ingrowth into the attic or antrum of surface epithelium 
having the power to erode* bone. Should the presene-e* of cholesteatoma be diagnosed 
operation is essential. 



OX ALl m A 


f>2:i 

Chronic 11 1 i< 1< 1 suppuration often ^ivcs rise to the formation ol granulations, 

and these present themselves in the meatus in 1 he form of little polypi: these polypi may 
become so lar«jc as to (ill the meatus entirely, and they bleed. 

Tuberculous otitis media is not very uncommon in infants, and is characterized by a 
purulent otorrhoa, enlargement of the lymphatic glands round the ear, and sometimes 
by facial paralysis: tubercle bacilli may be detected in the discharge. 

Very occasionally a cerebral or cerebellar abscess may drain out through the tympanum ; 
the profuse discharge together with the* jjrave antecedent symptoms will assist one in 
coming to a diagnosis. IT. M. Mollisou. 

OXALURIA. This term is generally used to include any condition under which 
crystals of calcium oxalate are to be found on microscopical examination of the urine. 
They occur in two forms, of which the most characteristic and common is the 

* envelope ' crystal really a regular octahedron {Fig. till): when crystallization has 
occurred imperfectly a spheroidal form with a central constriction like that of a 

* dumb-bell * max be seen occasionally, bather form is transparent, highly retractile, and 

usually colourless. If the precipitate is sullieiently abundant to be visible to the naked 
eve it is pure white : it often comes down after 
more or less mucus has already jjone to the 
bottom of the specimen «_dass, so that a dense* 
white layer is seen lyinj; on the top of a less 
white lloeeulent mass: this appearance is 

described as the' “ powdered wij *. 

The* crystals are soluble in any mineral 
acid, but they are- insoluble in water or ordinary 
acetic acid solution. They may be- found in 
any urine*, whether acid or alkaline, but are 
commonest in ae-id urines. They max' be* in the* 
urine* when it is voided : more often they form as 
the urine* stands in the* spe c ime n "lass, and if a 
slide* is prepared from the* e*cnt rifu jalized deposit 
of a urine* and allowed to stand for a while* 
before it is examined unele-r the microscope, 
numbers of v e ry minute* calcium oxalate crystal*, 
may appear e*ve*n when none* are* to be* found in 
a similar specimen e xamine e! at once*. 

'The* de-position of caicaum oxalate* is not necessarily pathological: indeed, upwards 
e if ‘JO nitrmi. are* e xcre ted in the urine* daily, eve*n ;k*> mjjrm. ne>t bc*in<j beyond the 
normal limit. So lonj as the* eixalie* ae*iel is combined to form soluble salts such as those 
of sodium or potassium no envelope* crystals appear, but it is common for the* proportion 
of eixalie* to either ae*iels mi the* erne* hand, and e>f calcium to eithe-r bases upon the other, 
tei be* such that insoluble* oxalate* eif lime is formed and precipitated, either in the urinary 
passages or alte r the specime n has been veiieleel. 

Certain patie nts prese nting symptoms eif gastric e>r intestinal indigestion have a curious 
tendency t e » sutle r freim alt e-rnat im> eixaluria and phosphaturia : in the*ir elie*te*ti(* (‘fforts to 
eibtain comfort they cause* marked variations in the* reaction eif their urine* : at one time it 
is markedly acid and oxalates are precipitated, at another it is alkaline anel an abundant 
ele-posit of phosphate's forms. No special siipiihe-ance* attaches to this alternation. 

Circumstances whie*h cause* an abseilute* increase in the amount of eixalie acid excreted 
will naturally increase the* tendency to visible eixaluria. Tin* best-kneiwn exogenous sources 
eif oxalie* acid are* certain vegetable products, of which the following in particular may 
be* mentioned : tea, cocoa, rhubarb, spinach, ijeieiscbcrrievs, lijs, coffee, chicory, chocolate, 
peas, beans, beetroot, artichokes, tomatoes, and be*e*r. It is probable, however, that there 
is also an endogenous source* for oxalate of lime*, for even a starving person still excretes 
oxalates in his urine*. The source of these* is still obscure, but it is held by many that uric 
acid, creatinin, and possibly othe*r allied substances, may be* a source of oxalate. The fact 
that uric* acid crystals and those of oxalate of lime are* to lie* sc'en not infrequently, either 
toge ther, or alternating with one another on different days, would seem to favour this view, 
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and ^outy persons art' perhaps more liable than others to oxaluria. Calcium oxalate 
crystals may be found in the urine at any age, however, from infancy onwards. 

In great |>art, oxaluria is physiological and dietetic: nevertheless there is a decided 
tendency nowadays to revert to the older view t lint when a patient's metabolism is such 
as to cause 1 a constant deposition of calcium oxalate crystals in the urine it is also apt to 
lead to a gremp of symptoms of which nervous dyspepsia, neurasthenia, and even hypo- 
chondriasis are the chief. The discovery of calcium oxalate crystals in the urine of such 
patients therefore might be of assistance in determining the nature of the dietetic and other 
treatment that should be adopted for the cure of the other general symptoms. 

There are at hast three other ways in which the knowledge of the existence of oxahiria 
may be important : — 

1. Concerns patients who present symptoms that may be due to renal or vesical cal- 
culus. Microscopical examination of the ccntrifugalized urinary deposits in such a case 
may serve to detect not only pus cells and red blood-discs, but also calcium oxalate 1 crystals 
that, instead of be'ing all separate from one another, as is the rule in a dietetic or neuras- 
thenic case, are obviously agglomerated into minute calculi : if there are clinical sym- 
ptoms of stone the discovery of microscopic aggregations of crystals is highly suggestive of 
there being a larger calculus present somewhere in the urinary system. 

2. If oxalate crystals arc deposited in numbers in the urine whilst it is still in the 
bladder irritability of the latter is apt to follow, with a tendency to undue frequency of 
micturition: such oxaluria is not infrequently the cause of nocturnal enuresis. 

3. The same irritation by oxahiria that may produce nocturnal enuresis in girls and 
boys may lead to the' urine of adults containing excess of nuclco-protcin. and. in the male, 
numbers of spermatozoa. There may be no symptoms whatever, and in that case the only 
importance of the condition lies in the fact that the* nuclco-protcin may be mistaken for 
albumin : for if the boiling test is applied to a specime n containing nuclco-protcin in exce ss 
a cloud of phophates may e*ome down, and then when ace tic acid is added to dissolve up 
this cloud a residual haze may remain because the- ace tic* acid, at the same time* that it 
dissolve's the phosphates, precipitate's the nue*lee>-prote'in. This sourc e* of fallacy may lx* 
obviated in either of two ways: the haze* of nue*le*o-prote*in will clear up on addition of 
a drop of nitric acid, whereas a similar haze due to albumin will remain : to make* 
quite certain, three test-tubes may be use'd : into the* first put urine* without boiling: 
into the second, urine plus acetic* acid without boiling: and into the third, urine plus 
acetic acid, the mixture being thoroughly boiled. If tbe* haze* is due to a nuclco-protcin 
only it will be equally marked in the* second and third tubes, whereas if there is albumin 
as well, the 1 haze in tube three' will be* denser than that in tube* two. 

Just as oxaluria may lead to nocturnal enuresis in aeloleseents. so in a few adult 
males it has been regarded as a fac tor in the* causation of excessive nocturnal emissions 
or spermatorrheca. Herbert Fremh. 

AIN, ABDOMINAL (General).- Most abdominal pain is loe*al, e.g., that due* to a 

or biliary stone or to appendicular colic. 

Acute General Peritonitis.- This condition is the* most serious cause of general 
abdominal pain. If tbe' peritonitis be perforative*, at first the* pain is local at the* 
seat of perforation, and the* abdomen is redrafted : but soon, whether the* peritonitis is or 
is not perforative*, the abdomen becomes elist ended from paralysis of the bowel, and t lie- 
pain be*ce>mes general. Increase* in the* rate of the* pulse*, rigidity, and immobilitv of the* 
abdominal wall on breathing are most important signs for diagnosis. Quicklv the* pulse* 
becomes more rapid and wiry, the patient looks ill. the* temperature is raised a little*, the* 
bowels are constipated, and there' is some* nausea, perhaps vomiting. In cases of doubt it 
is a ge>od plan to ccmnt the pulse-rate* at inte rvals of ten minutes : a progressive* rise in the 
successive pulse-rates often [joints to the* need for urgent laparotomy. There* mav be* a 
rapidly progressive lcucocytosis. It is often said that the* drawing up of the 1 knees on to 
the abdomen is of importance : sometimes it is very striking, but in inanv patients with 
acute general peritonitis the legs are not drawn up, and they may be drawn up in other 
conditions. The early diagnosis of acute general peritonitis is of the utmost importance. 
It has been estimated that in many cases each hour's delay in opening the* abdomen means 
that the chances of death are increased 5 per cent. Moq>hia should neve r be* given when 
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it is thought th(»r(* is even a remote possibility that any illness is acute general peritonitis, 
for it makes tin* subsequent diagnosis so difficult. The onset of pneumonia is sometimes 
announced by an abdominal pain so acute that the patient is thought to have acute general 
peritonitis: tin* relatively rapid respiration-rate may point to the lesion being in the 
chest, but in some of these eases it is only by anxious watching that one can decide whether 
the disease is primarily thoracic or abdominal. Sometimes it is both for instance, in 
pneumococcal sept ieaania. 

Chronic General Peritonitis. This usually causes a dull feeling of heaviness rather than 
a general acute pain. The chief points to be observed in arriving at a diagnosis are the 
chronicity of the trouble, the presence of fluid in the peritoneal cavity, and the fact that 
masses of thickened peritoneum can often be felt. The most usual is the puckered, thick- 
ened omentum, forming a tumour lying transversely at the middle of the abdomen ; some- 
times other lumps can also be felt. It must not be forgotten that an infiltration of the 
stomach with new growth will give rise to a tumour lying transversely across the abdomen, 
and so may a diseased colon. The presence of these peritoneal thickenings often gives 
the abdomen a dough-like 1 feel. The commonest cause of chronic peritonitis is tubercle. 
Often there is no discoverable tubercle elsewhere to help us to a diagnosis, but the hectic, 
irregular temperature may be a guide. As the fluid increases, the umbilicus becomes 
flattened out (see Asciti s, p. 59), and in tuberculous peritonitis sometimes red. 

Intestinal Colic. This is due to many causes which lead to painful contraction of 
the intestinal muscles. The pain is always paroxysmal and usually recurrent, so that a 
severe attack consists of frequently recurring paroxysms. There are all degrees, from 
quite a slight pain to one that causes the patient to shriek and break out into a cold sweat. 
The temperature is usually normal, but is occasionally slightly raised. The pulse is usually 
of normal rate unless the temperature be raised. The abdomen is generally distended, 
and in a bad ease peristaltic movements of the coils of intestine may be seen. Often the 
abdominal muscles are rellexly contracted and rigid. The pain may come on without 
warning, or may be accompanied by nausea, eructations, and borborygmi. It is usually 
felt at the umbilicus, from which region in a severe ease it spreads over the whole abdomen. 
The patient tosses about in the severity of it, and finally selects a position in which he can 
bring pressure to bear on the abdominal wall : in peritonitis this, so far from relieving the 
abdominal pain, increases it. Intestinal colic is usually brought on by eating some 
indigestible article of food, so the history will help us : but it may be due to obstruction : 
or to the effects of gast ro-int cst inal irritants, or poisonous drugs, such as arsenic, antimony, 
or lead : or to the excessive use of purgati\cs. such as calomel, colocynth. aloes, jalap, 
and magnesium sulphate. In children, intestinal colic is recognized by their cries, rest- 
lessness. and the drawing up of the legs. 

Acute or Subacute Intestinal Obstruction is a common cause of general abdominal 
pain, and requires most careful diagnosis (set 1 Yomitinc. p. 1127). 

Lead Colic. This is diagnosed by t lit* symptoms of colic, as given above, by the 
history and occupation, and by the presence of other signs of lead poisoning (p. 15). of 
which the most characteristic is a blue line on the gums. 

Gastric Crises may cause general abdominal pain, but they will be recognized by the 
absence of knee-jerks and other signs of tabes dorsalis. 

Abdominal Neuralgias. This phrase is applied to severe abdominal pains unassoeiated 
with any organic disease. The greatest caution must be exercised, and a diagnosis of 
abdominal neuralgia must be looked upon with great suspicion, for there is no doubt that 
such a diagnosis is often wrong, the patient, really having organic disease. The pain may 
be local — e.g., those neuralgias of the kidney which resemble renal calculus or it may be 
general : or it may start locally, for instance, over the solar plexus in the epigastrium, 
and radiate thence so widely as to lx* complained of “all over the abdomen" : the less 
local the pain the more likely is it to have a neuralgic basis if no organic lesion becomes 
apparent on routine examination. Disease of the spine must be excluded carefully. 
Often these patients have neuralgia elsewhere. The eases last a long while: they are 
commoner in women than men. In a few, opening the abdomen lias shown that the small 
intestine or colon is spasmodically contracted (enieros/msm), and, indeed, it may be felt 
through the abdominal wall as a swelling like a thick cord. These patients are often given 
morphia, but this should not be done. It is not infrequent to iind that severe abdominal 
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pain is apparently due to the administration of morphia, for the pain ceases when the 
drug is withheld. I have seen two such eases recently. 

General Visceroptosis often causes a general dull, dragging abdominal pain. It can 
easily be diagnosed by feeling the displaced liver or kidney, by looking at the abdominal 
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outline seen from the side when the patient stands up (sec Fig. 116, p. 165: sir also 
Constipation, p. 158), and by observing the displaced stomach or intestines by the X rays 
after the administration of bismuth. (Compare /*7g. 462 with Fill. 166.) (I . Jlalf While. 

PAIN IN THE ANKLE.— (See Joints, Affections oi tiii:, p. 426.) 

PAIN IN THE ARM. (See Pain in tiii; Kxtkfmitv, I itkk, p. 51*6.) 

PAIN IN THE BACK. From occiput to anus, a pain referred to the spinal axis is a 
' a iit complaint, and the diagnosis of its cause is often a troublesome problem. We 
Mtb the broad generalization that a pain in any area must be due to irritation, either 
' in- trunk or the terminals of the sensory nerves supplying the spot, or, it may he, of 
.i nerve which is in immediate anastomosis with that to the painful area. Pain re ferred to 
any one spot and due to central (cerebral) irritation is so rare as not to require mention 
here (except that arising from gross cerebral trouble, which will he referred to by the patient 
as Headache, p. 660) ; and applying this principle to the spinal axis, we iind that the 
sensory divisions of the spinal nerves, from the first cervical to the coccygeal, all divide 
into branches for (a) the skin, (/>) the bones and meninges of the spinal canal, (r) the 
muscles lying on the vertebral column, and (d) the viscera contained in the cranium, neck, 
thorax, abdomen, and pelvis. Consequently, to interpret rightly the meaning of a pain in 
the hack, we must look not only to general conditions affecting the blood (fevers of all 
sorts are often associated with a general backache as a prominent feature), but to the 
condition of the organs contained in that spinal segment (or the one immediately above 
or below it) in which the pain is complained of. 

Another very useful generalization is this. We may draw a distinction between a pain 
complained of spontaneously in a spot not associated with tenderness on firm pressure, 
and one in which such tenderness is present. In the latter ease, the tender spot is located 
in all probability at or near the seat of the trouble ; in the former case it is probable that 
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the pain is one referred hy the brain to the spot, but not really arising there— a ‘referred 
pain’, as it is termed ; and this is the more likely if we find that the skin over the area 
is very sensitive to light stimulus, but not more sensitive — perhaps even less so — to a 
stimulus which is rather rougher, a pressure rather firmer than a light touch. Carrying 
this to its extreme, we have the paradoxical phenomenon of severe pain being complained 
of in an area the skin over which is absolutely anaesthetic ; this indicates a complete 
lesion of the trunk of the nerve concerned. 

Coming now to the practical diagnosis of a pain in the back, we can pretty easily and 
accurately eliminate 1 those eases owning a pyrexial origin by observing that the patient 
not only complains of a pain in the back but looks acutely ill ; if he does so, take his 
temperature, and if this is found to be raised above 100 F., we may be sure that we have 
to deal with a zymotic disease at its onset, or perhaps it may be with a meningitis or a 
myelitis or even acute rheumatism, and in all of these the pain in the back is only an 
obtrusive symptom, to which will very soon be added some of the signs distinctive of the 
disease. 

Often, however, we have to deal with eases in which the patient, except for the pain 
in the back, is comparatively well, and he is concerned to know what it means. Two or 
three questions immediately arise in such a ease, the answers to which will throw light on 
the nature of the trouble. The first thing is to ask him to locate the pain ; the next to 
inquire how did it arise, i.e., did it come suddenly after a blow ? after some unusual 
exertion ? after some unintentional movement, say of the head and neck, or a slip off a 
pavement V And then again, how long has he had it, and has he ever had a similar pain 
before 7 Again we proceed to ask, is it constant or intermittent ? If the latter, what 
action on the patient's part will cause it to return, or what position will ease it when it is 
present ? 

It is but seldom that we have not by these questions arrived at a provisional 
diagnosis in our own minds, but we must never omit to make a careful physical examina- 
tion for points which will corroborate or correct this diagnosis. 

Inspection may reveal skin conditions, such as a patch of herpes, which may be 
either the real cause or an outward manifestation of a cord or bone lesion ; swellings or 
redness may be apparent, or undue prominence of a spinal process; bruises or purpura 
may be seen, or a pulsating tumour proving aneurysm ; glands may be visible in the 
posterior triangle of the neck. It will also reveal any trace of lateral curvature, a frequent 
source of backache in young people. 

Palpation may reveal great tenderness on pressure, either of muscles or bone ; it 
may show fluctuation (remember that this fluctuation must be vertical, not lateral, to 
be reliable) ; it may prove the* absence of tenderness, and may also show hyperarsthesia 
of the skin, suggestive of pain referred from a viseus. A very useful hint is frequently 
derived from the observation of the results of palpation ; sometimes these can better be 
seen when a special stimulus such as an electric current or persistent rubbing is applied 
to the skin ; thus it may be found that over one small area a blush is raised more easily, 
or is more persistent, than elsewhere : this is strong evidence pointing to visceral diseas< 
as the cause of the pain ; it is due to, and proves disorganization of, the sympathetic 
nerve distributed to the viseus. This method will also reveal hyperesthesia or anaesthesia 
if testing be conducted with a light touch and a pin. 

The next step is to apply tests for disease of the bony walls of the canal ; tap each 
spinal process in turn with a percussion hammer, and note whether pain is elicited at any 
spot ; jar the heels alternately with the leg held rigid from the hip ; letting the patient 
come down on the heels himself is more risky and less satisfactory ; also test for pain on 
resisted movements of the limbs or trunk. We may then lind if pain is aroused by 
movements of any kind flexion, extension, and rotation. 

Lastly, with the patient lying on his back, a careful examination must be made from 
the front in the ordinary wav for evidence of any visceral disease, or of growth of any kind. 
If the cause of the trouble should still remain obscure, or perhaps in any ease for future 
reference, two or three X-ray photographs of the painful area will be taken. 

We may now’ consider the reverse order of procedure, and ask what are the local 
diseases associated with pain in the back, and what are their distinguishing points. We 
may enumerate these according to the structures involved, thus : — 
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Skin. — Ulcers, herpes, etc. : obvious on inspection. 

. Muscles . — Abscess, trauma, inflammation; so-called rheumatism, stiff neck, 
lumbago, etc. ; simple debility ; overwork. 

Joints. — Rheumatism ; implication in caries or in rheumatoid arthritis, etc. 

Bones. — Caries, aneurysm, growths eroding ; trauma. 

Meninges. — Inflammation ; growth ; syphilis. 

Cord itself. — Tumour ; inflammation ; trauma. 

Viseera in front. — Aneurysm ; gastric or duodenal ulcer ; dyspepsia ; gall-stones ; 
uterine or ovarian trouble ; appendix ; rectum ; bladder and vesieuhe 
seminales ; kidneys. 

It would be impossible within the limits of this article to give a complete differential 
diagnosis of all the above, but the procedures of investigation which we have already 
noticed will almost certainly enable us to come to some conclusion, and it remains here 
only to indicate a few of the more special points in differential indications, and a few 
of the commoner mistakes. 

Lumbago r. Tumours. - If a patient complains of 'lumbago' of some standing, it is 
essential to test the nervous system, the knee-jerks and other leg reflexes, and to contrast 
them on the two sides ; to look for wasting of muscles, especially on one side, to investigate 
the power of the muscles in walking and in simpler movements ; to examine the pelvic 
organs and the abdomen for growths of any kind. Only when all these points yield nega- 
tive results can we permit ourselves to think that it is simple* lumbago. Lumbago is 
almost always on both sides ; a tumour most frequently gives one-sided symptoms first, 
though they may spread to the other side later. The pain of lumbago is increased when 
the lumbar muscles arc put into action, and these muscles are tender on deep palpation. 
Rectal examination should never be omitted, and in suitable eases vaginal examination 
should be made also. 

Aneurysm in Thorax v. Indigestion , etc. It cannot be said that this is a common 
mistake, but it is a very serious one. The* difficulty is that an aneurysm is extremely hard 
to recognize when it arises from the descending aorta; bruits are usually absent, and it 
is perhaps only when a pulsating tumour in the back appears that the diagnosis is made. 
The severity, the dull, aching character, and the persistence of the pain art* the main 
features that may help to suggest such a serious cause. The patient should be investi- 
gated by the N rays. 

Occipital Headaches v. ('aries of Spine. Owing to the frequency with which delicate 
patients, particularly women and young subjects, complain of pain in the neck, it is well 
to draw special attention to this locality, though diagnosis is fairly easy. The occipital 
headache due to a tumour is unmistakable bv its severity, and the almost invariable 
association of vomiting and optic neuritis. The dull, constant, wearing pain of caries, 
worse on any slight jar, and the fixed position in which the patient holds the head, are 
sufficient to arouse suspicion ; the X rays will almost eertainlv clear up the diagnosis. A 
stiff neck is acute in its onset, and generally preceded by a definite history of sitting 

draught. A "crick in the neck', possibly the equivalent, for the rupture of a few 
uganientous or muscular fibres, can be recognized by its sudden occurrence in the midst 
of health with no history of previous pain ; occipital pain is no! infrequent I v complained 
of by patients suffering from disease of the sphenoid bone or from sphenoidal sinusitis. 

Debility in I oath or Lateral Curvature v. (dries, '['lie shapes of the curves are usually 
sufficient ; but care must be taken to examine the integrity of the bones by the tests 
given above, and one must not be satisfied until all the bone tests have been tried and 
found negative. Local rigidity over the painful area, best tested by making the patient 
stoop and rise again, whilst the physician feels the spine with the flat of the hand, is strong 
evidence, if persistent, of caries. 

Pelvic Organ Trouble v. Lumbago. -This mistake is of course more frequent in women 
than in men. The only rule to be laid down is always to think of these organs when a 
woman complains of “lumbago or "backache', and to inquire carefully into the historv 
of confinements and menstruation, and to make a thorough examination. More mistakes 
arc made in the diagnosis of a pain in the back from want of thought and from careless- 
ness in examination than from any inherent difficulties in the diagnosis, at anv rate in 
so far as the more serious causes are concerned. f. Farquhar Buzzard. 
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PAIN, BEARING-DOWN. This lorn i of pain is very frequent in diseases of women, 
and is an associate of many pelvic conditions. It is impossible in many instances to 
dissociate 1 it from chronic aching pain ; hut it is not every chronic pain which has the 
hearing-down character. It is usually the result of impaction of some pelvic structure, 
and owes its character more part icularly to pressure on the* rectum, and sometimes on the 
bladde r. Displacement of pe*lvir organs, or even simple congestion of them, will some- 
tirnes produe'e it. Its source is not always strictly gvnacologie*al. as it may he the result 
of rectal dise ase, such as cancer, ulce r. e»r haunorrhoiels. It is thus closely associated with 
rectal te*ne*smus. 'The* eernmonest cause* is. perhaps, haekvvarel displaecment of the uterus, 
and it is most marked in re*t rov e rsion e»f the pregnant uterus, especially if impaction of the 
organ e»eeurs. Impae-tion of a pelvic* tumour may produec it, uterine fibroids, ovarian 
tumours, and pelvic hematocele being the e*hie*f swellings which give rise* to it. These 
produce* pain of a dilTerent c*haracte*r in aeldition. el ne* to pressure on nerves: hut the* 
hearing-down eharaete*r is more particularly referred to the* rectum, hence* it is commonly 
believed to have- some* relation t e » pressure* on the* rectum. A pelvic* absecss of pe ritoneal 
origin is an unusual impae*te*d swe lling, which give*s rise' te> very se*ve*re bearing-eiown j>ain — 
impacted, because it is hound down by peritoneal adhesions, and exercising pressure* because 
ol the* tension in it. 'The- bearing-down eharae*te*r heroine's most markeel if the* absecss 
involves the* rectal wall, as it so frequently decs, causing a How of mucus and much 
irritat ion of t lie reel urn. 

The* dilfen-nt ial diagnosis of the causes of this type* of pain can be* made* onlv afte*r a 
eomple'te* pehie examination by abdominal palpation, anel bimanual examination by the 
vaginal anel by the- re*e*tal te»ue*h. Further, it may be* necessary to e-xamine* the* blaelde*r bv 
the- c\ st < »se*ope\ or the* rectum h\ linge r or sigmoidoscope. The eliffe*re*nt ial diagnosis cd' the* 
pehie disorders mentioned is discussed under Swt.i.um;, Piii.vic (p. SMM. T. (;. Stevens. 

PAIN IN THE BREAST. When pain in one breast is the* e*hief symptom that a 
patient emnplains ol. the- (irst and most important ste-p in arriving at a diagnosis is to 
make- a thorough examination of be »t 1 1 breasts by inspection and palpation with a vie-w te> 
detee-ting am abnormality at all which might suggest an e-arly care-inoma. The* methods 
eif such examinations are* described on page* tidbit unately pain doe s not occur early 

in e*ase*s of eareineuna of the- breast, and by the time it is pronounced the*re* is generally 
an obvious stonv -ha re I tumour. 


Other causes of pain in the- breast are*: 


I Veumain-v 

Me-nst mat i< m 

'file- e >llse- 1 of plibe-rtv 

( raeketl nipple* 

Intlamniat ion of t he- nipple* 
( \ st of t lie- hr e-asf 
Suhmammarv ;i hse*e*ss 
Mastitis, aeute, subacute*, 
or chronic* 


( ialaet e ieele 

hpitheliorna of the nipple* 
Tuberculous disease of the* 
breast 

Mast net \ nia 

The- aft e*r-e'fie*e*t s of a blow or 
injury 


The* e* fleet s of the* pressure 
of t lie* t e >ps e*f stays : « »r 
the pressure of a fountain 
pen worn in the eire*ss 
1 neiige*st ie*n 
He*art diseast* 

Imaginat ion. 


The* diagnosis between some ot t he*se* various e*onditions is discussed under the* heading 
of Sw i : i . i , i \ i ; . .Ma.m maiiv, p. 8d?. 

Pains in the* bre ast due* to int ra-utcrinc or to ectopic /org/mm*// will Gene rally be* 
bilateral and associated with the* other signs of pregnancy : in une xpected eases suspicion 
may be aroused by the* dark brown colour of nipples which should be pink, and by the broad 
secondary areola and swollen Montgomery's glands developing around it. 

'Die- pains in the- breast that are* assoe-iated sometimes with menstrual ion are also 
bilate ral, and their cause* may be indicated by their deve lopment synchronously with the 
first menstruation or the ir pe riodic recurrence* at each menstrual period in an older person. 

The* chie f difficulty in the* diagnosis occurs in patients whose breasts may be irritated 
perhaps by a hard upper border to the ir stays, or who may have* hael a breast pain caused 
by some* forgotten injury, but who. perhaps from the occurrence of othe r ease-s in their own 
family or amongst their friends, become terrified by the thought that the sensation which 
they have* is an indication e>f incipient cancer eif the breast. Once this tear has started 
the* pain may assume larger and larger proportions without any existing cause at all ; 
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whether to label sueh a pain in the breast hysterical or a neuralgia or something else is 
diflicult to decide, but the fit net inn of the physician or surgeon will be to examine the breast 
with extreme care, not only once but at intervals, in order to convince himself, and sub- 
sequently the patient, that no tumour at all is forming there. He may very likely be in 
some doubt himself for a while, but in the absence of any trace of even a minute nodule 
he will be justified in waiting for re-examination at intervals : should the slightest nodule 
become palpable he will generally be justified in advising its removal for microscopical 
examination even though he has little doubt that it is non-cunccrous : but if week by week 
nothing abnormal whatever can be found in the breast the diagnosis of functional breast 
pain will be established ; and when the patient s mind is set at ease by the absence of any 
further developments, the pain, previously to her mind severe, ''ill often disappear. 

Herbert French. 


PAIN IN THE CHEST is common in all sorts of disorders ; in the ease of highly 
intelligent, persons help in diagnosing the cause of sueh pains can be obtained by inquiring 
into their individual characters, but more assistance is furnished by investigating the 
circumstances in which the pain is chiefly felt, and the conditions that ease or aggravate 
it. Thus chest-pains due to disease of the heart will be increased by anything that makes 
the heart beat more rapidly : those due to lung disease by anything causing the patient 
to breathe faster or cough : those caused by disorders of the stomach will generally be 
aggravated by or soon after taking food. For pains in the back wall of the chest, sec Pain 
in tiik Back (p. ;V2<>) and Pain. Intkrscapi nut (p. aba). For clinical purposes. pain*, 
in the chest may be classified according to their pathology, and the nature and situation 
of the disorders to which they are due. 

1. Pains due to Diseases of the Tissues composing the Thoracic Walls: tin pain is 
in most eases a direct pain, associated with local tenderness : 


Inflammation of the skin and subcutaneous 
tissues 
Mastitis 

Adiposis doloiosa 
Neurofibromatosis 
Myalgia 
Pleurodynia 


St itch 
Neuralgia 
Mastodynia 
Herpes zoster 
Pressure on nerves 

Disease of the bones of the chest 
Slipping iih. 


L\ Diseases of the Thoracic or Abdominal Viscera : the pain is m 


referred pain, though then* may be 

Pleurisy 
Empyema 
Pneumothorax 
Pneumonia 
Pulmonary embolism 
Heart disease Valvular disease, 
angina pectoris, true and false 
Pe riearditis 


local tenderness : 

Aneurysm 

1 )isseet ing aneurv mii 
M ediastinal new growth 
Mediastinit is 
(K sophageal ohst met ion 
aortitis. Diseases of the spine 
Subphrenic abscess 
Hepatic abscess. 


III! M 


a 


1. Diseases of the Thoracic Wall. Pain in the chest due to inflammation of its super- 
ficial tissaes should not be hard to diagnose. The pain will be confined to the inflamed 
parts and their immediate neighbourhood, and the other three cardinal signs ol inflam- 
mation heat, redness, swelling will not be absent. In most cases a superficial wound 
or abrasion will be found: in others, the inflammation will have spread to the surface 
from some deep-seated lesion, caries of a rib, lor example, or an empyema or hepatic 
abscess, or a metastatic abscess arising in the course of pyamia. The diagnosis must be 
made on general lint's in these unusual cases. Mastitis or mammary carcinoma will be dia- 
gnosed by palpation. "Flic inflammatory phenomena of herpes zoster arc considered below. 

The very rare condition know r n as adiposis dolorosa , or Dcrcum's disease (p. aOP), is 
characterized by symmetrical and painful deposits of fat about the body and limbs. It 
occurs mainly in middle-aged women of full habit, though males arc not exempt : chronic 
alcoholism is its usual precursor. Neurofibromatosis is characterized by tin* growth of 
multiple benign false neuromata on the nerves, which give rise to pain ; but they are not 
tender on pressure, and so contrast with the single false neuromata, which equally give rise 
to pain over the area of distribution of the nerves on which they are situated. 
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When pain is frit, in tin* intercostal or other muscles about the chest, and can be 
rclcrrcd to nothing more definite than ‘muscular rheumatism', the condition is alluded 
to as one of mt/nfgia or jdeurodipiia. Tenderness of the affected muscles is the only 
physical sign present, and it is important that "raver mischief, such as pleurisy, pneumonia, 
or aortic aneurysm, should be excluded before the diagnosis of pleurodynia is made. 'Flic 
sudden pain in the side familiar to untrained athletes as stitch comes on after sudden 
exertion, and is in all probability due to overstrain of the fibres of part of an intercostal 
muscle. All tlic-c muscular pains are relieved by rest or pressure, and aggravated by 
exert ion. 

Pains in the chest may be due to neuralgia, a term which is theoretically applied to 
pain felt in a nerve that shows no evidence* of active or old disease. Practically, how- 
ever, neuralgia is the name also lt i \ < *i r to nerve-pains that follow organic disease both in 
the nerve itself (herpes, neuritis, etc.) and in other parts of the body (gout. tabes, etc.). 
In intercostal neuralgia the pain is felt along the course and distribution of one or more 
of the intercostal nerves. I here is marked tenderness on pressure in the affected inter- 
costal space, with three points ot maximum tenderness corresponding to the posterior 
primary, lateral cutaneous, and anterior cutaneous branches of the nerve, given off near 
the vertebral spines, the mid-axillary region, and the costostcrnal articulations. The 
pain is increased by movement or breathing. I trilateral intercostal neuralgia frequently 
follows herpes, and must be dist burnished carefully from pains that may be felt in organic 
disease, such as tabes, aneurysm or mediastinal tumour, and vertebral caries, in which 
the intercostal nerve is directly or indirectly involved. In phrenic or diaphragmatic 
neuralgia a rare eondit ion - t lie pain is felt in the lower part of the thorax alone the line 
of insertion of the d iaphragm, which may be tender on pressure : coughing and breathing 
are acutely painful, but there will be no physical signs of disease except the tenderness 
on pressure. l’he diagnosis must be made from diaphragmatic pleurisy or peritonitis, 
acute hepatic or splenic disorders, and spinal caries, on general lines. Mastodi/nia. 
mammarv neuralgia, or 1 1 1 < • ’irritable breast' of Astlev Cooper, occurs in women during 
pregnancy or lactation, or in connection with pelvic disease. The pain is constant, with 
paroxysmal exacerbations, and its severitv may lead to the* fear of cancer. Local changes 
redness, swelling, tenderness may lx* found about the breast and nipple. 

Cams in the chest are habitually felt in herpes zoster of the intercostal nerves, some- 
times before, always during, and often after the attack : the third, fourth, and fifth intcr- 
oostals are those most often involved. Croups of vesicles arise over the 1 area of distribution 
of the affected nerve, filled with serum and implanted on an inflamed base : they are most 
marked about the exits of the posterior primary, lateral cutaneous, and anterior cutaneous 
branches. 1 he axillary glands become enlarged if the herpes is above the seventh dorsal 
nerve, the inguinal if it is below it. In about a week the eruption scabs over : if the spots 
become septic, small whitish sears remain as permanent evidence of t lie attack. The 
diagnosis is obvious in eases presenting the eruption or its sears, but may be difficult until 
the herpetic vesicles have appeared. It is (‘specially in older patients that severe neuralgic 
J mins are likely to remain for months or years as a legacy from herpes. 

Pains in the chest will Ik* felt whenever there is jiressure on an intercostal nerve : in 
many cases such pressure is bilateral, when the patient will complain of girdle-pains. 
Injurif or fracture of the spinal column may involve the posterior nerve-roots or the inter- 
costal nerves, either at once bv the pressure of fractured bone or of effused blood, or later 
by the pressure of callus ; abscess, aneurifsnt , or primary or secondary neic growth , may 
press on a nerve and give rise to severe pain in its area of distribution. In .most cases 
there will be other physical signs or symptoms to point to the diagnosis : but where there 
are none, and the pain is due. perhaps, to a minute carcinoma in the spinal canal, or to 
a small thoracic aneurysm that strikes backwards and presses on an intercostal nerve, 
there is no little danger lest the* patient be treated for functional disorder or malingering. 
Flu* pains are very severe, and persist for months in spite of treatment, while the patient 
is likely to lose health, weight, and strength. It is true that these phenomena may also 
be observed in functional cases : but the diagnosis of functional disease or neuralgia 
should not be made* until the most careful physical examination, including the use of the 
X rays, has excluded organic disease of all sorts. 

Chest-pains may result from local injury or from inflammation of the bones of the 
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chest eneeal infections, tuberculosis, hydatid disease, etc. or of the joints connected 
with these bones. 

2. Diseases of the Viscera. Pain in the chest is extremely common in the various 
diseases of the thoracic viscera, inflammatory or otherwise. In acute pleurisy the onset, 
is often insidious, and the pain is felt most acutely in the mammary or axillary region, 
being made worse on breathing deeply or coughing. The pain is stitch-like, lancin- 
ating, described as resembling *a knife*, ‘stabbing*, ‘tearing* ; it is relieved by anything 
that assists in immobilizing the affected side. The intercostal spaces are tender to 
pressure in pleurisy, just as they are in intercostal myalgia. The diagnosis turns on 
the discovery of other physical signs of pleurisy, particularly of pleural friet ion-sounds. 
In diaphragmatic pleurisy the pain is felt in two chief sites : one near the costal margin, 
corresponding to the attachment of the diaphragm ; the other about the crest of the 
shoulder, corresponding to the cutaneous distribution of the fourth cervical nerve : this 
is a referred pain, due to afferent stimuli coming up the phrenic nerve to the spinal 
centre of the fourth cervical nerve. The pleuritic friction-sounds often fail t<> make 
themselves heard in diaphragmatic pleurisy, and the diagnosis of intra-abdominal disease 
(cholecystitis, appendicitis, peritonitis) has often been made and acted upon in such 
instances. The pain in empyema is much like that of pleurisy : it should be noted that 
the appearance of a pleural effusion, whether serous or purulent, often coincides with 
a diminution in the amount of pain felt, because the two inflamed pleural surfaces become 
separated by the fluid and cease to be rubbed together by the respiratory move- 
ments. Chronic pleurisy and old pleural adhesions give rise to much of the chronic 
pain in the chest and shoulders and root of the neck that occurs from time to time in 
patients with pulmonary tuberculosis. Pain and tightness in the chest are common in 
bronchitis , with or without emphysema : here the diagnosis will not be difficult if pleurisy 
can be excluded, and much of tin* pain is probably due to overstrain of the intercostal 
muscles and diaphragm in coughing. 

In pneumothorax, about half the eases show an acute onset, with the sense of some- 
thing tearing or giving way in the chest, and sudden very severe pain in tin side, 
aggravated by breathing. In addition the patient exhibits dyspmea, prostration, cyanosis, 
and rapid and feeble action of the heart. The onset in the other half of the eases is insidious, 
and the condition subacute or chronic, with comparatively little complaint of pain. The 
diagnosis, if not made from the history, should Ik* manifest on consideration of the physical 
signs. The affected side of the chest moves very little on respiration, and is increased in 
measurement ; vocal lremitus is absent ; tin* note on percussion is usuallv tympanitic, 
in rare eases dull ; and the voice- and breath -sounds are absent on auscultation. If the 
pneumothorax is at all extensive* the heart will be displaced considerably towards the 
sound side. Kxamination with the X rays will show that the diaphragm is immobile* on 
'(•ted side, and the air-containing pleural e*avitv extremely translucent ( h' ill. all, 

" ) : the* lung forms a shrunken and opaepie* mass near the* middle* line and against 
lie spinal column. After a few days moie or less evide*ne*e* of pleural effusion at the* base* 
ol the pleural cavity will usually be feaind in the* lowe*st part of the pne umothorax cavity, 
auei pleural succussion may be heard if the patient is shaken to and fro whilst the* ehest is 
auscultated. 

In pneumonia , chest-pain is extremely common, and is due* to pleurisy. If the* 
physical signs characteristic e>f pneumonia delay the*ir appearance, as is sometimes the* 
e*ase, and if the pleural friction escape's defection, the diagnosis of some* rclativclv harmle*ss 
condition such as pleurodynia e>r intere*ostal neuralgia may ine*aut iouslv be* made. This 
mistake* is ne>t likely to occur if due* attention be* paid to the patient's te*mpcraturc, aspee*t. 
pulse*, anel pulse-respiration ratio. 

Pain in the* ehest is common in acute pericarditis, and is referred to the* pre*e*ordia 
generally, eu* to the* lowe r part of the sternum. In many e*ase*s no complaint of pain is 
maele* ; in a few r instances the* pain is exceedingly severe, resembling that of angina 
pectoris. The* diagnosis will turn on the* discovery of other signs or symptoms of 
pericarditis, particularly e>f pericardial frictiem-sounds ; the* patient is often pale and 
anxious-le>oking, anel ve ry sheirt of breath. The* frietion-sounels often remain unchanged 
when a elry pericarditis lias been e-emverteel into a wet one* by the* effusion of fluid ; they 
are characteristically a superficial shuffling, grating, rubbing, e»r creaking, often not 
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synchronous with either systole or diastole : sometimes altered by pressure with the 
stethoscope nr by ehanyiny the patient's position : frequently varyiny from day to day : 
not conducted well in any direction beyond the prceordia. bcinu heard within an area that 
often dots not correspond with the areas of audition of valvular murmurs; sometimes 
associated with a typical canter rhythm of the heart. These characters should sufl'icc 
to distinguish pericardial friction-sounds from the murmurs of valvular disease; but. it 
may be very difficult in certain cases to distinguish pericardial from pleuropericardial 
J'rietion-sounds that is to say. friction-sounds ycncrated in pleurisy by the heart's move- 
ments. If then 1 is pleurisy over the thin anterior edye of the left limy, the beat iny of the 
heart will readily yive rise to friction-sounds that have a cardiac and not a respiratory 
rhythm, but are due to pleurisy and not to pericarditis. Pain in the chest will be felt in 
cither ease; the two may generally be discriminated by the influence of deep inspiration 
and expiration on tin* friction-sound. In pericarditis, expiration will strengthen and 
inspiration will weaken (but not abolish) the friction-sounds. Pleuropericardial friction 
will in all probability be altered profoundly by respiration, beiny much increased in one 
phase (whether inspiration or expiration), much diminished, or lost, in another. 

Pain in the chest is common in eases of hear! disease , takiny in yeneral two forms; 
(1) Precordiul pain : and (“J) Pm .citation (p. .*>!! I ). There is nothiny characteristic about 
the precordiul pain felt in heart disease, except the fact that it is brouyht on most often 
by exertion or excitement. Vers similar pain mav be experienced by patients with sound 
hearts who are sufTeriny from flatulent dt/spepsia : here the pain is usually felt after meals, 
but may be brouyht on by exertion if the latter is made soon after food has been taken. 
The diagnosis must be based on the yeneral siyns and symptoms exhibited by the cardiac 
patient. In aortic i noun printer, the precordiul pain is sometimes exceptionally severe, 
takiny the character of anyinu pectoris, and radiatiny down the left arm or throuyh to 
the back. The sensory nerves of 1 1 it* heart are connected with the spinal cord from the 
first to the eiyhth dorsal ner\c roots ; the first and also the most painful impressions are 
usually received at the second dorsal roots, which are described as beiny most central to 
the paths of pain from the heart. The painful impressions received from the heart at 
these root-centres are referred to the correspond iny areas of cutaneous nerve distribution. 
Th ose from the ventricle ascend from the second to the fifth : from the auricle, the fifth 
to the eiyhth : from the useendiny aorta, the third and fourth cervical and the first to tin* 
third dorsal root -cent res. These anatomical connections explain the distribution of the 
pains m the chest and elsewhere felt in diseases of the heart and aorta. Severe pain in 
the chest, often of anyinal character, is felt in acute or chronic aortitis oeeurriny in youny 
syphilitic or rheumatic patients, with or without valvular disease ; the pain is most 
marked when the base of the aorta and the coronary orifices art* involved. 

Pains in the chest, toycthcr with mental anyuish. are the* outstanding features of true 
angina pectoris , and are in most eases brouyht on by exertion, excitement, or anyer. The 
pain is in the reyion of the heart, and siiyyests that the heart has been eauyht in a vice, 
so exerueiat iny is it. A sense of impendiny dissolution, or of a pause in the operations of 
nature, has been described as added to the physical torture. Radiations of the pains 
throuyh to the* shoulder, down tin* left arm's inner side to the little and riny finyers (less 
often down the riyht arm), up the neck, into the supra-orbital reyion, are very common. 
The patient becomes faint and collapsed, pale, and clammy : the pulse chanyes ; flatulence 
and the passaye of abundant pale urine follow the attack, which may last for a few seconds 
or minutes, or may continue, with vary iny intensity, for hours. The diaynosis will rest on 
the extreme severity of the pain, its association with valvular disease or arteriosclerosis, 
or both, and the fact that the attacks are almost always brouyht on by exertion or severe 
emotion. The true must be distinyuished from false angina pectoris , also called pseudo- 
anyina or vasomotor anyinu pectoris. This commonly has a neurotic, less often a toxic 
(tobacco, tea, coffee) basis ; it is less severe, and is never fatal. It is far commoner in 
women than in men ; often comes on when the patient is at rest, or at niyht ; may 
occur at, any aye, and is not associated with cardiac or vascular disease. Attacks of 
false any ina last for an hour or two. True anyinu is perhaps ten times commoner in 
men than in women, and occurs between the ayes of forty and sixty as a rule ; false anyinu 
is perhaps live times as common in women as in men, and occurs in younyer patients. 
Typical eases of the two conditions will be readily distinyuished from one another, but 
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every gradation is net with, and it limy lx* impossible to refer iutermedinte east's for 
example, patients with severe heart -attacks and valvular or mye cardial lesions with 
precisiem to e ither erne e*lass or the* other. 

Chronic e>r recurrent pain in the* e*he*st is a \ erv variable* symptom of aortic ancarffsm . 
In some patients a large aneurysm may erode ribs. cartilage's, and intercostal spaces, and 
present itself at the surface of the body without having made* itse*lf fed t . In others, 
agonizing pain (true' angina pectoris) may he* ex*e*asione*el before* an aneurysm at the* i*oe>t 
e)f the* aorta has gmwn large* enough to produee* any physical signs at all ; in these* the* 
pain is ne> doubt due to aortitis e>r niesaort it is for the* me>st part. or t e > obstruct iem at the 
eoremary orifices. Speaking generally, the* pain of aortic aneurysm may arise* in two ways : 
(1) From change's in the* aortic wall, already ceinsidcred : and (2) From pressure* mi 
neighbouring strue*ture*s, part ie-ularly the* walls e»f the* e*he*st. Frcssuiv-creision of the* 
Kternuin or costal eartilage*s may he* eomparativ e*l y painless in fortunate 1 e*ase*s. Krosion 
e>f the vertebral bodies ( Fig. Fbt) commonly give's rise* to intense* and continuous boring 

pains in the* e*lu*st that wear the* patient out and 
make life* insupportable*; girdle-pain may result from 
pressure oil the* inte*re*ostal ne rves (direct pain), and 
referred pains up the* neek or down the* inner side* 
of cither arm may also be* felt. Pressure* on the* 
eese»phagus may give* rise* tee dysphagia and pain, the* 
pain being ine*re*as<*el by swallow ini!. Compression of 
the lung may lead to pulmemary collapse and inllam 
illation, when pain from pleurisy will probably lx 
led t . It appe ars that no particular e*omj»laint e»f 

pain follows e*ompression of the* trae a he*a. broiehi. 
phrenie* or xagus mixes, or heart. An aeute ami 
se x e*re pain, mi the other hand, max arise* should 
the* aortic aneurysm perforate* and alloxx blood to 
e*se*ape* into the* adjoining parts. Such perforation 
max take place into the air-passages, eesophagus, 
large* i i it rat horae*ie* pulmonary or systemic xe ins. 
perie-aielumi . heart, pleura, pe-ritomum. e » r spinal 
canal, 'file* appearam*e* of tlx* appropriate physical 
signs will suggest the diagnosis of such a pe* rib rat ion. 
If the* effused blood is limited in amount, the* patie nt 
will appe ar more* e > r le ss blanched and collapsed : if 
/>/. i;t i - si.i;u:r:iiii <*i tin- tnor.ix t.ik.n *| great quantity e'srapcs. rapid e > r sudden eh*ath max 

i it th<- ol*l)i|Uf pn-mon to :-how :i 1 ; i J'L r ' ■ ;iorti<- _ . * * 

finrurvsiii .m iin- tin* :j»*.i, ith. :.th. ;>n.i r.ih oe*e*ur. Farticular mention max he re* lx* made ol Hie* 

" ors :" v,™ .if ';h. u, ,r:, r ..r' !«•»• «•«* *« th <- „r •/,•/« 

: i * i i.y tic* arrow-, Th«* nuinti' The* arte ries are* acutely sensitive to pain, as max’ 

ih' correal torn I in:r ilor-al vi-rxhr.il * 

. ( jtr. ir. u . ( ’»>/,/ ii t /■'. i he* seen when an artery is ligatured in a conscious 

patient : the* establishment e>f a dissecting aneurysm 
is a terribly painful experience, and is equivalent to an attack of true* angina pectoris. 
If the* escape* e>f blood is limited by the* walls of the* aorta, recovery is likely to occur. 
The diagnosis of such an incident, could only he* made on grounds e>f probability. 

Fain in the* chest is usually an early symptom of mediastinal nac grind h. and xaries 
in its nature* and distribution with the* cause* and site* of its origin. If the growth is in the 
anterior mediastinum, the pain will he* behind the* ste rnum : if in the* posterior mediastinum, 
pressure on or erosion of the; vertebra* will se*t up the* severe e*ontinuous I tiring pain referred 
to aboxe* as excurring in aortic aneurysm ; if one* siele* e>f the chest is involved, the* pain 
will be felt in the siele*, and down the arm if the brachial plexus is pressed upon. It is 
often of a elurti ng and lancinating character, shooting up into the neek and head, or elown 
into the abelomen. It may he constant, intermittent, or paroxysmal: in some eases it 
is a discomfort. rather than a pain, the* e*e>mplaint be ing ed* fullness or tightness in the* chest.. 
Other symptoms of mediastinal tumour are*, first and foremost, continuous or paroxysmal 
eiyspnera ; evidences e>f pressure* on the* air- passage *s, cesopliagus, or ncrve*s : cough, 
expectoration, hemoptysis, alterations in the* voice* en* cough ; disturbances in the action 
of the* heart, anel evide*ne*c* of venous obstruction. Anemia or even cancerous cachexia 
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is not rmr. The general diagnosis of mediastinal tumour (including aneurysm) is seldom 
dillieult once pressure-symptoms of any sort have appeared, for these art* very rarely 
caused by other lunii conditions associated with pain in the chest, such as bronchitis, 
bronchiectasis, or pulmonary tuberculosis. Hut it may be very dillieult to decide between 
aortic aneurysm and mediastinal new growth in certain cases. Aneurysm is commoner 
in men than in women, and rare in persons who have not had syphilis; the patients 
commonly «*ivc a positive Wassermann reaction ; anginal pains and the very seven* pain of 
hone-erosion are commoner in aneurysm than in mediastinal new growth ; an emia, cachexia, 
and irregular pyrexia arc in favour of new growth : and so is the discovery of new growth 
in other parts of the* body and of secondarily-infected lymphatic elands. Kxamination 
under the X rays will prove of the greatest help (Figs, 481, I- .‘to : and see Fig. ‘210, 

p. 2<>0). 

In acute mediast i n it is and mediastinal abscess both of them ran* disorders and due 
to syphilitic, tuberculous, or other infection of the mediastinum pain behind the sternum 
is commonly the chief complaint , with 
marked superficial tenderness and a 
tendency to radiation through into the 
back 01 * shoulder. Local sinus of full- 
ness and inilammat ion may develop, 
part ieularlv about tin* intercostal 
spaces in front and the episterual 
notch ; and mediastinal crepitations 
resembling pleural friction have been 
heard about the sternum. 

In chronic mediust i nit is or medi- 
astino-fier it (intitis another ran* con- 
dition due to inflammation arising 
in the mediastinum, or spreading to 
it from the pericardium, and seen in 
south or earls adult life chronic 
pain In hind the sternum and a sense 
of tightness and drauLjmu in the chest 
may be present. The main symptoms 
will be cardiovascular, valvular disease 
of the heart and adherent pericar- 
dium leading to cardiac troubles. 

and the mediust init is < Ullsinj^ Vinous - Skirurraiii of nil .inrun -in <A' of tli* iii'iniuiiuit <■ 

obstruction : shortness of breath nrt.-ry. Til.' |»roi.rlii.n m;irknl B I- 1"'< .i!ioinuii:il. Init is III!' 4wt.ll 

I rt of tlu> ;torUr urrli. < >f i • * 1 1 mi*-i .» k« •»! for :in :iii*ui'v>in. It t- 
with sudden and severe attacks of -omrtimt's rrfrrrnl to as On* aortir * kmu-klr'. It show- tm>r«* 

i . .. I- • i:*., ■* proniinrntlv than l is.ii.il m this plmtoyr.ipli hivaiisr it is <ii-] 'laml 

(Is Spilt ea . llSldltS. anasaica. asc ites, t4( t , u . | i;i t o n t hit hy tlir ntn-un-m of the innomuiair artery. 

and progressive distention of the ' /; v /' r • 11 • t/. r.>i,hnti.) 

thoracic veins. New growth will lx* 

excluded by the duration of tin* east*. Hroadbent s si^n may be obvious systolic retrac- 
tion of the chest wall below the an«d<‘ of the* left scapula behind synchronous with the 
heart -beat . 

I)i •ep-seated pain within the chest and at the bottom of the sternum may result, from 
disease of the (esophagus , bcinj; evoked by the* act of swallowing. In cicatricial stricture 
or carcinoma of the tube, pain is less prominent than Dvsrn vea v (p. 21*0), and progressive 
emaciation is the rule. In younger and neurotic patients, on the* other hand, spasmodic 
stricture of the (esophagus may «rjvc rise to difficulty in swallowing, with much complaint 
of pain and constriction in the throat and chest. This condition, termed tesophagismns , 
or cardiosfnism , or acludasia (esophagi (Fig. 208, p. 244), may be diairnosable only when the 
passage of bismuth down the (esophagus is watched under the X rays : the patient may 
be perfectly sensible and apparently free from neurosis, but it is a little more liable to be 
met with in hysterical youn«jf persons and in hypochondriacal old ones ; it is not always 
improved or cured by the passage of a bougie ; indeed it may be so troublesome and 
pe rsistent that nothing short of operative division of the muscular fibres at the cardiac 
end of the (esophagus will relieve* it. 
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FAIN IN THE CH KST 


Pain in the chest is met with frceiucntly in eliseascs of the abdominal viscera, particu- 
larly of the stomach. 'Pains round the heart', often accompanied by or productive of 
Pai, citation (p. 5SM-), arc the common basis upon which patients build when they come 
complaining of 'heart disease* or ‘weak heart' when as a mutter of fact they arc sulTe-ring 
from the less serious condition of indigestion , g osteitis , or flatulent dyspepsia. The pain is 
felt at the bottom of the* sternum and in the epigastrium : it is often of a dull boring 
character, and radiates out towards the left breast and through to the back between the 
blade-hones. It is definitely connected with the taking of food, and relieved by vomiting 
or the eructation of wind ; and these are the characters by which it must be diagnosed. 
In other instances, the complaint is of heart-burn', a burning pain felt over the lower 
part of the sternum, and probably due to the regurgitat ion mto the (esophagus of the 
gastric contents during digestion. It is a referred pain felt in the area of dist ribut ion of 
the tilth dorsal nerve, and is often associated with pyrosis or water-brash, the re-gurgit at ion 
of acrid watery gastric contents into the throat. For the most part, however, pain due to 
gastric disorders (such as ulcer, new growth) is referred to the upper part of the abdomen 
rather than the chest. 

Pains in the chest arc* not rare in various diseases of the spinal cord, (iirdle pains or 
girdle sensations are common in tabes dorsalis, the* patient feeling as if constricted by a 
hot or painful girdle. They occur early in the disease', and so arc* often set down vaguely 
to gout or rheumatism, when a more careful examination would yield early evidences of 
tabes. In transverse myelitis . or f met a re of the dorsal ((damn with injury to the cord, girdle 
pains round the chest may be felt at the level of the cord lesion, with loss or abolition of 
sensation below it : similar pains may be caused by tuberculous spinal ((tries when the 
upper part of the cord is compressed : if there is spinal deformity the diagnosis may be 
obvious, but when there is as yet no deformity it may be dilheult to determine the existence 
of the tuberculous disease of the vertebra* unless a good skiagram is obtainable*, especially 
oik* taken in the late ral or oblique-lateral position. . /. ./. Jr.r-lllala. 

PAIN IN THE EAR. (See Kahacjii:. p. 252.) 

PAIN IN THE EPIGASTRIUM. 

Sudden, severe epigastric pain may result from the rupture of a gastric or duodenal 
ulcer, of a gangrenous appendix, or from acute pancreatitis. The pain in such a ease is 
attended by severe shock and signs of collapse, and it may be dilheult to sav to which of 
the above causes it is due. The past history of the patient and a careful stuelv of the other 
signs present may guide one to a correct conclusion : but as all the conditions mentioned 
require immediate surgical treatment the differential diagnosis is made by laparotomv. 

AVhen the diagnosis of an abdominal emergenev has to be considered, if the historv. 
symptoms, and signs do not exactly lit acute intestinal obstruction, or stomach or duodenal 
perforation, perforating appendix, or acute cholecystitis, and yet have some resemblance 
them, aeale ha morrhagie pancreatitis is the most probable cause. 
ii< pain of aeale intestinal obsfrnetion may be referred ehiellv to the epigastrium. 

"ding is usually a prominent symptom in such a ease. (See ( onm i cation . p. 158: 
Ali/rnomsw. p. 485: Yo.vutinu. p. 927.) 

During an attack of biliary etdie the pain may be ehiellv epigastric. The restlessness 
of the patient in such a ease is often of diagnostic value. 

Chronic or recurrent pain in the epigastrium may be due to a variety of causes : 

1. It should be remembered, in the first place, that epigastric pain may be due to 
retra-abdominal eaases. Amongst these are spina! caries (especially to be thought of in 
children ). pleurisy . and intercostal neuralgia. The lirst two of these can be dist inguished 
by the usual signs : intercostal neuralgia is to be diagnosed by the presence of tender 
points along the course of the nerve, and by the absence of all signs and svmptoms 
of organic disease. An X-ray examination of the chest may be required to exclude 
gross intrathoraeic changes, such as aneurysm, before intercostal neuralgia is diagnosed 
finally. 

A dilated right ventricle may be the cause of seve re epigastric pain, whie-h may even 
simulate the pain of gastric ulcer or gall-stones. In cases of emphysema e»r heart failure- 
this should he borne in mind. In such cases the pain is aggravated by exertion. 
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KpiirastnV pj,i n may also he fell to a ^realer or less decree in all eoiidil ions ol I lie 
stomach associated witli flatulence, and in that ease it is relieved by the In niijmii up ol 
wind. (See Flat i lknci:, p. 302.) 

The gastric crises of tain's may hr attended by severe epigastric pain, and as these 
may oecur in the pre-ataxic stage of the disease, before other signs are present, the 
diagnosis may he in doubt. The eharart cristie features are the sudden onset ol the pain, 
and the fart that it is usually attended hv urgent and persistent vomiting. There is no 
rise of temperature, but during the attack the blood-pressure' is raised : whereas in all other 
forms of acute abdominal pain (except lead eolie) it is lowered. Absence of the knee-jerk 
is not necessarily found, nor are the characteristic pupil signs of tabes. 

Perigastric adhesions are a possible cause ol epigastric pain, but are difficult to diagnose 
with any certainty. If the pain is much influenced by muscular movements, or change 
of posture, it is in favour of adhesions being the cause ; but except for this, it has no 
other characteristic features. History of an operation may suggest that post -operat ivc 
adhesions are the cause ; or the X-ray findings may be suggestive. 

b. Duodenum. The characteristic ■hunger-pain* of duodenal ulcer may be relent'd 
to the epigastrium. 

c. Lii'er and (lall-bladdcr. Epigastric pain may be produced by congestion of the 
liver , either active (hepatitis), or passive, as in mitral disease. It is also produced bv such 
conditions as hepatic abscess and carcinoma (see luvrut, F\n\ iu ; r.vi i :ni s or Tin;, p. Mil). 

Stone in the gall-bladder may sometimes be the cause of epigastric pain, which mav 
even be definitely related to meals, or to the taking of a particular article ol food. 
Pressure over the gall-bladder will often elicit tenderness : and ii the patient F made to 
take a deep breath whilst the pressure is applied there will be a painful catch in the breath 
as the diaphragm descends. In a doubtful ease, in which the diagnosis lies between gall- 
stones and gastric ulcer, the following points are in favour of gall-stones : (i) The occur- 

rence of the pain at rather long intervals, with comparative freedom from symptoms 
between ; (ii) Pong duration of the attack of pain ; (iii) Continuance ol the pain in spite 
of vomiting: (iv) The occurrence of slight shivering and rise of temperature with the 
attacks: (v) A comparatively low degree of acidity of the gastric contents, (.all-stones 
arc relatively commoner in women. 

d. Pancreas. Pancreatic calculi, chronic pancreatitis, or new growth, mav all lx* 
the cause of epigastric pain. An accurate diagnosis of these conditions is dillieult. and 
often impossible without laparotomy : but other signs of disturbed function of the pancreas 
may lx* present, such as fatty diarrlxea. or a pancreatic reaction' (p. 128) in the urine. 
A tumour may be felt, (ilyeosuria may be present, but is not invariable. In eases ol 
chronic pancreatitis there is usually a history of gall-stones, and there are often transient 
periods of jaundice. 

c. Abdominal Aorta. — All abdonti/ial ancun/stn may cause pain in the epigastrium, 
pain is more marked in the back. The patient is usually a man with a syphilitic 
. and a pulsating expansile tumour can be felt on deep palpation. The X rays may 
mmi the diagnosis, though an aneurysm may exist without skiagraphie abnormality. 

, Abdominal angina , which is associated with arterial atheroma, with or without a high 
blood-pressure, is an occasional cause of severe epigastric pain, which comes on in 
paroxysms, especially upon exertion. The pain in saeh a case tends to radiate like that 
of true angina, and is often attended by flatulence, tenesmus, and other abdominal 
symptoms. There are usually signs of atheroma in the peripheral vessels : the elderly 
age of the patient may be suggestive : and the diagnosis may be confirmed by the yielding 
of the pain to vascular depressants, and especially to diurctin. 

/. ('ofon. Spasmodic contraction of the intestine (enterospasm ) may be a cause of 
epigastric pain, which may simulate gastric pain by being induced by the taking of food. 
Such pain, however, tends to be relieved by pressure, and by the passage of gas per anum. 
Obstinate constipation is usually a feature of the case, and there are often mucus and 
shreds of membrane in the motions (muco-membranous colitis). A similar pain maybe 
due to plurnbism , for the diagnosis of which sec* p. 45. Hubert Hutchison. 

PAIN IN THE EXTREMITY (LOWER). The causes of pain in the lower limbs 
are so numerous that much space would be required if any attempt wa re made to discuss 
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them in lull. Fort unatedy the* majority an* eleteeted easily when attention is paid to tin* 
site, nature, and history of the pain, and the painful spot is examined. An attack ol gout 
in t lie big t o(*. an ingrowing toenail. ;i flat-loot, a synovitis ol the knee or ankle, arterial 
embolism, venous thrombosis, phlebitis of a varicose vein, a tumour of one ol tbr lone 
bones, and many other localized pathological processes require only an elementary medical 
knowledge and the enlightened use of eyes and fingers lor a correct diagnosis to be made. 
On the other hand, there are many conditions of which pain of a more or less diffused 
tvpr is a prominent symptom, and which require very cart ful investigation il mistakes are 
to be avoided and diagnostic traps escaped. The fact that t lit* nerves of the leg spring 
from the lower part of the spinal cord in the dorsoiumbar part of the vertebral column, 
and that tliev have a somewhat lengthy course within the lumbosacral vertebral canal 
and the pelvic eavitv, where thev are comparatively inaccessible, before they reach the 
limb, explains wliv the origin of some pains referred to the lower extremity is rendered 
obscure. Moreover, some of the painful conditions met with are connected only indirectly 
with the nervous paths, and are more directly associated with morbid conditions of other 
structures, such as joints, blood-vessels, etc. 

The classification of the various painful conditions in the lowe r extremity which need 
our attention from the point of view of diagnosis is no easy matter. One may consider 
first those which are primarily nervous in origin, and use them as a basis for - comparison 
with those- due to disease of oilier tissues. 

1 . Pains of Neuralgic or Neuritic Origin. 

Sciatica. 'This name is applied eommonlv to a condition of the sciatic nerve which 
mav some times be- described as a ne uralgia and sometimes as a neuritis, according to the* 
sev erit v of the attae*k and the amount of alterat ion in nervous function to which it give's 
rise. It is eha met eri/.e*< I hv pain of a neuralgic type* refe rred tee a part eu* the wliede* of the 
course* of the* sciatic nerve ami its branches, from the* sciatic notch to the sole* ed the foot, 
t siiallv the pain is most severe* along the hack ed the thigh and along the* outer siele ed the* 
leg. Te nelrrn<*ss is found on pressure* ove r the gluteal region, over the sciatic notch, and 
generallv all along the nerve*. Kxae-erbat ion ed pain is produced by stretching the* ne-rve. 
for instance by flexing the* thigh on the* trunk with the* knee fully extendeel. The pain L 
i lit e*nsifie*e| 1 ) v muscular exertion. and is edten severe* at night, especially when the* patient 
lies on his haek. Sciatica is edten associated with lumbago. pain and temlerness in the 
muscles of the* lumbar region. In le mg-sf aneling eases the nutrition ed the* affected leg 
suffers and the* muscles appear ge ne rallv smaller than t lie >se* ed the* other limb, but localized 
atrophv pie*king out individual muscle's suggests that the*re* is some*thing me>re* than a 
simple* ne uralgia e»r neuritis at work. Numbness, ami even slight cutancems amrsthesia. 
mav be* fouml on the* elorstim ed the* foed, in the* el ist ri but ion ed the* musculeK*utaiH*e>us 
branch, in eases of simple sciatie* ne uritis. 'Phe* knee -jerk is ne ve r uflccted in se*iatiea, but 
the* ankle -je rk is edte n diminished or le »st . ami may remain abse*nt lor a long pe*rioel alte*r 
the* pain has disappeared. 'The* plantar reflex is ed the* llexeu* type*. 

Before* making a etiagneisis ed se*iatie*a e»r sciatic ne*uritis in a patie*nt who complains o 1 
pain in the* e*ourse* ed that ne*rve*. the* physician must satisfy himsedl that the*re* is no gross 
disease in tin hip- joint . pelvis. or spinal column whiedi e*oulel give* rise* te> the* sympteims. I he* 
nieddlitv ed the* hip-joint must be* invest i gated candidly, ami. il doubt exists with rcgarel te> 
its inte grit v . the* joint shoulel be* skiagraphed. T he* pedvis shemlel be* e*xamine*el cxte*rnallv 
and internally j »e* r rectum eu* pe*r vaginam. d he* write*!* has seen a case* ol sarcoma of the 
inmnninatc hone mistake n lor seiatie*a. whe n a glance* at the* pedvis as a vvhede* was sufVie*ie*nt 
t < ) eleine mst rat e* the* swelling on the* affected siele*. In the* same* way the* mistake'll eliagneisis 
« > P sciat ie*a has fre<|ue*ntlv be e n maele* vvhe*n a re*ctal eir vaginal examination woulel eledect a 
pelvic inflammation eu* malignant mass jnrssing on the nerve. Kven a retroverted uterus may 
sound ime*s cause* pain in the* se*iatie* elist ribut iem. Tuberculous . gutntnatous . or malignant 
disease of the lumbosacral vertebra' . tumour , eu* meningitis involving the lower part of the spinal 
cord and cauda equina, are* alse> e*apable ed proelucing pain which re*se*mble*s that ed sedatica. 
In suedi e*ase*s, inepiirv inte> the* action ed the* sphincters ed the* blaeleler and rectum mav 
suggest the* peisitiem e>f the* le*sie>n. and should always be* maele* in patieuits complaining eil 
sciatica. Skiagraphy ed the* lenve r part ed* the- verte bral column may he lp to eliseleise* elise-asc 
ed’that st rued lire*, though it may lie* elifPicult to e*xe*luele* osteo-urthrit is e >1 the* lumbar vertebral 
jennts e ven by skiagraphy ; lumbar puncture* may be* neeessary for diagnosing syphilitic 
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meningitis : in most eases of this kind, however. a can* fill scrutiny of the lower liml> will 
show that the pain is not limited to the distribution of the sciatic nerve, that the latter is 
not acutely tender on pressure, that then* are atrophy and paresis of certain groups of 
muscles, some of which are supplied by other branches of the lumbosacral plexus, that 
there are patches of anaesthesia corresponding to root rather than nerve areas, or that the 
knee-jerk is lost and perhaps the plantar rellcx altered in character. Sciatica is nearly 
always unilateral, whereas growths or intlammation within the \ertebral canal tend to 
produce signs and symptoms in both legs at a compurnt i\ ely early stage. 

Tlu* frequency with which sciatica is diagnosed when some much more serious disease 
is really present, is sullieient excuse for laying emphasis on the above points, and every 
practitioner would do well to make it his invariable rule, when faced with a ease apparently 
conforming to the picture of sciatica, to inquire into the action of the sphincters, to inspect 
carefully and palpate the pelvis and spine, to make a rectal examination, and finally to 
keep a sharp look-out for signs of present or past malignant disease in other parts of the 
body. In all eases of neuralgic or ncuritic pain the urine should be examined for the 
presence of sugar. 

Anterior ( rural Xeuralgia and Anterior Crnritis. Neuralgia in the distribution of the 
anterior crural nerve is much less common than sciatica, and precautions similar to those 
just mentioned must be adopted before tlu* diagnosis is made. In this condition, the pain 
and tenderness involve the front of the thigh as far as the knee, and the knee-jerk is some- 
times diminished. In some cases the pain extends along the saphenous branch to the 
ankle, inner aspect of foot, and big toe. There is often considerable wasting of the quad- 
riceps extensor muscle, which may also exhibit reaction of degeneration. Occasionally 
tlu* affection is associated with sciatica. 

Obturator Xeuralgia. Pain in the distribution of the obturator ner\c is rarely of simple 
neuralgic* origin. Disease of the hip- joint and obturator hernia are two of the conditions 
which may give rise to it. 

A lerutgia Parrrsthetiea is the name given to a variety of pain which is referred to the 
course of the external cutaneous nerve of the thigh. 'Flic relations of this nerve to the 
psoas muscle and the fascia lata render it liable to stretching or pressure in standing or 
walking, with the result that the neuralgia is intensified by the maintenance of the erect 
posture*. In certain instances of great obesity, prolonged sitting has been supposed to 
play a part in producing this type of neuralgic discomfort. There is sometimes a painful 
pressure-spot just below the anterior iliac spine. A Hat-loot is met with not uncommonly 
in these eases. 

Metatarsal Xeuralgia , or Morton's AJfeetion of the Foot. This neuralgia is of the 
paroxysmal type, and is described as dull throbbing pain in the base of tlu* fourth some- 
times ol the second toe. and spreading up the leg. There is tenderness on pressure o\er 
the metatarsus. In a certain number ol eases the pain is prohahlv related to the wearing 
ol tight or ill-fitting boots, or to tlu* presence* of llat-ioot : but in elderly people one needs 
? 4 1 ' i 1 1 k of atheromatous changes in the popliteal arteries, predisposing to gangrene of the 

loot : and in others the condition seems to be a vasomotor neurosis allied to 

ii. uni s disease, without the objective colour changes in the surface skin syncope or 
oiosis characteristic of Kaynaud s malady. The diagnosis general depends upon 
liuical judgement rather than upon any special points that can be defined in words. 

( aleanodifnat is another form ol pain liable to occur in neuralgic subjects who are 
doing much walking. The pain is often bilateral, worse in the evening and at night, and 
tends to spread from the heel to the base ol the toes. There are no objective signs of 
disease. One patient who consulted me for this condition returned a year or two later 
with a typical brachial neuralgia. In all obscure eases of painful feet the possibility of a 
gonorrhaal bursitis or Jibrositis should he kept in mind ; and also of calcification in the 
posterior end of the long plantar ligament producing a spine-like projection beneath t he 
os ealcis visible to the X rays (Fig. UW). (alcanodynia is also liable to be a great trouble 
to certain persons whose occupation predisposes them to undue exposure of the feet to 
changes of temperature, ( specially to cold : one sees the condition, for instance, in motor- 
ear drivers, especially in the winter ; it would seem to be attributable either to the pressure 
of leggings on the heel, or to the upward draughts that come up the foot and leg through 
the apertures for the brake and accelerator in the floor-boards of the ear. 



PAIN IN TIIK LOWKI? KXTPKMITV 


>11 


Multiple Xcuritis. The lower ext remit it s are ol'l t*ii the* site of multiple neuritis <j;ivin<j 
rise to ijreat pain. Imt the diagnosis is rarely difficult- owin^ to t he associat ion of atrophic 
palsy of the muscles, the electrical reaction of degeneration, dulling of cutaneous sensibility 
below the knees, and loss of the knee- and ankle-jerks. Perhaps the most characteristic 
and constant phenomenon in such eases is the presence of marked tenderness of the muscles 
on pressure. 'The nerve trunks are sometimes hypersensitive also, hut not so constantly 
as are the muscles below the knees. The pain in multiple neuritis is often acute, worse at 
nijiht.and a«i<»ravated by movement and the pressure of bcd-elot lies. „ Alcohol is a prevalent 
cause of such neuritis, though it mav also be due to arsenic, various microhic intoxications, 
and so on. 

'I'nlics Dorsalis. 'The pains of tabes are more often complained of in the le<js than in 
anv other part of the body. I nlike the neuralgias, they are usually bilateral and not 
referred to the distribution of any particular peripheral nerve. The 'li^htnin^' pains 
are so characteristic that they can hardly be compared with pains of any other origin. 
Whether trivial and * ni^Lilinn *. or so intense as to draw sweat and cries from the most 
heroic of sufferers. the\ are always 
short and I i jj h t nmii-like in dura- 
tion. often rapidly repeated in 
t lie paroxysms, irregularly periodic 
in their attacks, and H « ■< t i n u or 
hovering in their localisation. 

Intelligent patients describe their 
hiiht ninii pains as sharp stabs, oi 
as d the llesh had been raised and 
pinched between two tinners and 
then let no. 'I’he area in which a 
paroxysm of pain occurs is never 
much larger than the palm of a 
hand, and often remains hvper- 
seiisi t i \ e for hours alter the 
paroxv sin has passed . It is a 
jiractieal point of importance to 
remember that many patients, 
when asked it thev suffer from 
pains, emphatically deny it, but 
readily admit to ' rheumatics*, 
and then describe in a graphic manner the li^htninn pains of tabes. The idea of rheu- 
matics is evoked from the fact that these pains are often pro\oked by changes in the 
weather. In addition to lii^lit iiino pains, sufferers from tabes often complain of dull 
aehine nr boring pains, which are more continuous and less intermittent than those just 
described. Tabetic pains may precede all other sii»ns and symptoms of the disease, in 
which case their diagnosis mav be diflieult. 'the following points should be investigated 
carefully when pains answering to the description «;iven above an* complained of: (1) A 
history of syphilis, congenital or ae*e juireel . 'The writer has known a woman, probably 
the subject of congenital syphilis, to suffer from liidit nitL«r pains from early childhood up 
to forty \ears of au«‘, when she presented other si ens of tubes : (*J) The presence or absence 
of a positive Wassermann serum reaction, though this test may be negative without 
tabes dorsalis beini* excluded : (d) 'flu 1 presence* or absence* of a lymphocytosis in the* 
cerebrospinal tluid : (ft-) The non-reaction of the pupils to li^ht : (5) The abscn(*c of knee- 
ami ankle-jerks : ((I) The* prese nce of deep and superficial analgesia over the* h*cs : (?) A 
history of gastric crises ; and (8) f l'he condition of the sphincte r ve*sie*a\ Particular atten- 
tion is drawn te» a valuable* si«>n e>f tabe*s which is not re ferred to so commonly as arc 
Argyll Hohertson pupils and absent kne*e*-je*rks, i.c.. the* impaire*d pain-sensibility in tlu* 
calf and othe r muscle's when they are* sejue*e*ze*el, 

Acrojutraslhcsin. (Se*e* p. 515.) 

Pain in connection with Disturbances of the Circulation. 

/ ntennittent ( latohent ion . This term is applicel t e > a condition the* pathology e>f whie*h 
is still eibseure. but which evrtainly elepenels e»n an insufficient blood-supply to the museles 
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of’ the lower extremities when they arc* called into aelivity during locomotion. It may 
lca<t eventually to gangrene. The malady occurs chiefly in men over forty years of age, 
and particularly in those who have* indulged lively in tobacco, who have contracted syphilis, 
or who have thrown strain upon their legs over a long period of time. The patient com- 
plains of pain in one or both legs. generally in the calf muscles, coming on after walking 
a certain distance, and disappearing with rest. The pain becomes so intolerable that he 
is obliged to stand or sit still until it passes off. As time goes on the distance* he* can walk 
in comfort becomes progressively shorter. Kxamination e> f the* affected limbs reveals 
nothing obvious ; they arc well nourished. powerful, and normal in regard to sensation 
and reflexes, l’robably, however, the* obse*rvc*r will fail to de*tce*t pulsation in the* arteries 
of the foot and perhaps lu* may not feel the* popliteal artery be hind the* knev-joint . The* 
femoral artery can usually be felt to pulsate* in a normal manne r. Afte r the* e*\ertion of 
walking the foot may appear unduly pale ; with rest, the reluming flush of normal e*ole>ur 
spreads gradually over its surface*. In several e*ase*s of this kind the* write*?* has noticed 
myokvmia of the* calf muscles : that is to say, slow worm-like* coni rae*t ions of individual 
muscle bundle's without any movement, of the* foe>t. The* ankle-jerk may be* diminished 
or absent. The condition is not very uncommon, and its diagnosis is not diflieult if the* 
characteristic history of pain coming »m during the* ae*t of walking is borne* in minel anel 
leads to the search for the signs referred to above, 'the* impor*tane*e* e>f its recognition 
needs no emphasis in view of its te ndency to go on to gangre ne*. 

1 )im kuf.x m ai. Diacnoms oi 

In run mi r ti:\ r Clai dication, Payn u n's l)hi:\M;. ami Kky mikomi i.u.ui a. 



iMKiiMirn s r i mi l*i- 

< A’l l< >\ 

i ; \ v \ \ i i»'.- i >:-i \ - i. 

Fi : a ! ii i:< i i,\i <.i \ 

- tl!f’ 

M) and over 

All age*s 

1*0 to no 

Sex 

Males more* than females 

Female's more than male's 

Males more than female's 

Site 

1 As a rule* symmetrical in 

Symmetrical in toe*s 

Asymmet rieal in feet, raivly 

, calf muscle's 


hilateral 


/ Onse t while walking 

During syncopal phase* or 

Precedes vasomotor pheno- 


I 

absent 

mena 



Fnaffeeted by position 

Aggravated by dependent 

post lire 

Pain 

Worse in cold weather 

May he* e xcited !>\ e*old 

( old beneficial 


Only with exercise 

Paroxysmal 

Mon* or less continuous. 

1 



with exacerbations 

1 

No sensory change* 

Ana*sthe*sia and analgt'sia 

Superficial and deep tender- 



during paroxysm 

ness 


| No ehange or slightly pale* 

Pallor and lividif y 

Pink to purplish Hush 

motor 

> toini’es 

Absence of pulsation in 

Iseha*mia and local colei 

lne*re*ascel pulsation and 

arteries. Feet some- 

1 time*s e*old 


local heat 


' Gangrene e»e*e*asional 

(iangrene* cuiiiinon 

Gangrene rare* 

Associa- 

tions 

1 Artcriose*le*rosis 

(General vasomotor dis- 

Functional and organic dis- 

Tobaevo 
[ Syphilis 

t urbanees 

ease* of t he* cent ral nervous 
system 


Hatftunui's Disease. The* pain attendant on the local syncope and local asphvxiu 
which characterize this disease may be* severe, but the diagnosis is obvious owing to the* 
onset of symmetrical pallor or cyanosis of the* toes preceding the* ae*ute*lv painful stage* 
(see Ganokknk, p. 317). The hands are nearly always affected at the same* time*. 

Erythromclalgiu In this condition, which may affect various parts e»f the* body, but 
which is seen most, commonly in the fe*e*t, pain may precede* any othe*r phenomenon. The 
pain is more or less continuous, with paroxysmal cxaecrbat iems, anel it is aggravated by 
the elepenele*nt. position of the* limb as well as by warm applicat ions, The* raising of the 
foot to, or above, the level of the body, anel the application e>f e*old, are* attended by 
alleviation. Local patches e>f cutaneous flushing follow, or sometimes precede, the pain, 
and are often found about the ball of the* big ten* or along one eelge e>f the foot. These 
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patches are generally rose-pink, ImjI may become purplish-red in severe paroxysms. The 
local temperature is raised, and pulsation ol the* vessels may be observed. Superficial and 
deep tenderness is also present, but no changes in the reflexes are noted. In long-standing 
eases a certain amount of odema results. Erv t hromclalgia occurs in persons who are 
apparently healthy in other respects ; on the other hand, it may be an early symptom of, 
or be associated with, some disease of the spinal cord, such as disseminated sclerosis, tabes 
dorsalis, or syringomyelia. 

The table on the opposite page is drawn up with a view to summarizing the chief 
points in the differential diagnosis of the three conditions just referred to. 

Referred Pain in Visceral Disease. Jn the lower extremity the referred pain of 
visceral d iseasc is not recognized so often us is that of eardiae disease in the upper cxtrcin.it \. 
Disease of the rectum , bladder, prostate, or ultras may, however, give rise to pain and 
cutaneous tenderness, chiefly in the fifth lumbar and sacral areas. Head quotes a patient 
who suffered from prostatitis and whose complaint was as follows : “ My life is a burden, 
for I cannot stand owing to the pain in flic soles of my feet. I cannot walk owing to the 
pain in mv calves, or sit on account of the pain over the ischial tuberosities and in the 
perineum, or even lie owing to the pain in my loins and side*. A careful examination of 
the abdominal and pelvic viscera is necessary, therefore, in all eases of pain referred to 
the leu's without obvious local cause. E. Fartjuhar Buzzard. 

PAIN IN THE EXTREMITY (UPPER). I *ain in some part or other of the upper 
ext remit s is a common complaint. This article makes no pre tence to deal with the dia- 
gnosis of eases in which there is some* obvious local source of pain, such as acute arthritis 
or a tumour, but is intended to serve as a guide lor the* diagnosis of cases in which the 
pain is more obscure in origin. 

First . it is essential to inquire into the character of t he pain, its exact site, its durat ion. 
and, if paroxysmal, its usual time of onset, its relation to movement, rest, etc. Secondly, 
a careful examination must he made, not only of the offending limb, but of the functions 
of various organs and of the nervous system in particular. Tin* arm is innervated by 
blanches of the brachial plexus, and the latter is made up of nerve-fibres derived from 
the fifth cervical to the second dorsal spinal segments through their corresponding roots. 
Consequently, complete examination may necessitate an investigation of the spinal func- 
tions. and an inquiry into the condition of the cervical vertebral column and the cervical 
meninges : it mav even he desirable to take a skiagram ol the neck or to make a lumbar 
puncture for the purpose of a correct diagnosis. Attention may be drawn especially to 
the fact that pain in any situation may lu* a forerunner, the first symptom of a nervous 
or spinal lesion which ultimately leads to more serious disorders of function, such as 
paralysis, loss of sensibility, and alteration of reflexes. 

The following are various pathological conditions of which pain in the arm is often a 
prominent symptom : 

Brachial Neuralgia. This, like neuralgia in other parts, is characterized by pain 
and tenderness in the distribution of one or more nerves. The pain may be referred to 
the course of all t I k* branches of the brachial plexus, but sometimes is limited to that ol 
one or two nerves, such as the ulnar, museulospiral, or internal cutaneous. It may occur 
only in paroxysms, but more commonly then* is a constant aching discomfort, with occa- 
sional severe exacerbations excited by exertion, cold, or mental worry. The patient is 
generally glad to rest the limb or to carry it in a sling, in order to avoid the more acute 
attacks ; on the other hand, the continuous aching drives him to find temporary relief in 
frequent changes of position. Pressure over the affected nerves is accompanied by tender- 
ness, especially over the brachial plexus in the posterior triangle of the neck, over the 
museulospiral as it winds round the humerus, and over the ulnar along its superficial course 
in the region of the elbow. The tenderness so produced may be associated with pain or 
tingling referred to the more* peripheral course of the nerve. The skin may be liyper- 
icsthetie and show vasomotor changes in the way of flushing or hyperidrosis. 

In making a diagnosis of brachial neuralgia it is desirable to seek for some cause to 
which it can be ascribed, such as a rheumatic or goaty diathesis , or a history of some pre- 
ceding toxic condition, such as influenza , malaria , or alcoholism . In some eases no satis- 
factory explanation beyond unusual worry or exhaustive work in a neuropathic individual 
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rilis in flic ease of a child. ( /»." I*r. s. 
Hilbert Scott.' 


, , i,i. ..v-itiiiiK-d lor siii;i«r. ji> m ural^m is sometimes ,,( 

is forthcoming. he urm <• ( ; „ r im; ,.sthesm irmous II, c f,, ini 

diabetic origin. J he presence ol imisuil. I • j>( . s(>|1|( . „ rtr . uij( . 

the category of neuralgia. and tin 1 diagnos s . . .. 

_ • , 1 .r: . , Mti I, rr |, ; md. a cervical rth i h igs. and HI) inav 

affection must he substituted. On tin otrai , , ■ . . .■ 

xJuce many ol the symptom, ol biac hmi neuiulgia 

without iinv definite muscular atmpln or sensory loss. 

In contradistinction to some of the conditions about to 
l,c described, brachial neuralgia is practical! v always 
unilateral. 

Brachial neuralgia may hr diagnosed, therefore. if 
there are pain and tenderness in the distribution of the 
brachial plexus without paralysis or sensors loss. and if 
no "toss lesion can hi* found to account for the sym- 
ptoms. So-called muscular rheumatism or fibrosit is differs 
from neuralgia in that pain and tenderness are referred 
more to the insertions of muscles, such as the deltoid, 
and to the peri-arthritic tissues, espeeiall.v those of the 
shoulder, which is often partially immohili/cd h\ fibrous 
adhesions ; and small tender tihroiis masses can usually 
be felt, particularly in the suprascapular region. 

An acute brachial neuralgia, lasting <»nl\ a feu hours 
or two or three days, is sometimes the first y\ mptoni in 
epidemic encephalitis. 

Fin. -i skiturrum PiMmimr eerve-.-ti Brachial Neuritis. When muscular atrophs and 

[////vr/'.sv * C,il ' sensory loss are found in addition to pain and tender- 

ness. the condition must he regarded as one of neurit n. 
I'nilateral brachial neuritis is uncommon except as a result of some itross lesion, such as 
pressure on, or irritation of. the nerve-trunks, bilateral brachial neuritis is common 
enough, hut is then a part of a multiple peripheral neuritis due to alcohol, arsenic, lead, 
diabetes, etc., in which the lower extremities also are generally involved. 

Before making a diagnosis of one-sided brachial neuritis, careful search must he made 
for evidence of such conditions as cervical rib , fumnur iu the posterior triamt/c <>[ tin nccl, . 
o l (in (Is in the a.ril/a , ancurifsm of the subclavian arterp . malignant disease or caries of the cervical 
vertebra \ cervical j/achf/mcningitis. spina! tumour , or spinal gliosis. Xcuromata or Jihro- 

ncuromata are generally distributed widely 

about the peripheral nerves, hut eases have 
been recorded in which they have been 
limited to the brachial plexus and have 
given rise to a brachial neuralgia or brachial 
bis. Such tumours may he so small as 
f . , escape observation unless examined 
, »\ minute palpation. A(h posis dolorosa 
50b) is another rare condition which 
may give rise to neuralgic pain in the arm, 
but it is not limited to one limb. 

Cervical Ribs. A supernumerary 
seventh cervical rib, unilateral or bilateral, 
is a frequent congenital abnormality. In 
a small proportion of cases it may give 

1 u . j i * | ^ ‘‘t • HI- ski.i</r\im ol r -r v i , • ■ 1 rih- it, ;m ■ , I u 0 . < 'n tin* 

rise to svmptoms, especially in adults wno w-n =i,i,. of tin- ^kiairr.un ti,.- rii- 1 - mil \ >i< \ . i , on u,,- neiit 

„sc their anus an, I hands continually in the 

course of their employment. Women suffer x r.<y>. < /f// nr. s. a, tin a smtt., 
more often than men. Pain radiating from 

the root of the neck to the tips of the lingers, more often than not along the ulnar border 
of the arm, is usually the first, and may he the only, symptom. The pain is of an aching 
or dull boring character, and is much influenced by rest and position : for instance 1 , if a 
woman, who has been suffering much when at work, takes a holiday, and ceases to use her 
arms lor scrubbing, lifting, etc., she may lose the pain altogether until she resumes her 
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occupation. Similarly the pain is worst* at night after a day's work, and may be influenced 
favourably by keeping the arm in certain positions. Lying in bed with the hand behind 
the head is a favourable attitude in many eases. Very occasionally the pain spreads into 
the scapular region along the course of the suprascapular nerve. There is rarely any 
tenderness along tin* peripheral parts of the nerves, but pressure in the posterior triangle 
of the neek , just above the inner part of the clavicle, may give rise to pain radiating 
down the arm. 

Jn addition to pain there may be disturbances of motor, sensory, and vasomotor origin. 
Atrophic palsy of the intrinsic hand muscles and of the flexor muscles in the forearm are 
the common motor disturbances, and may lead to deformities such as ('law-hand (p. 141). 
Anaesthesia along the ulnar border of the forearm, and perhaps extending on to the inner 
lingers, is observed sometimes. Intense vasomotor disturbances may be produced without 
definite muscular atrophy or sensory loss, both hands being the seat of painful cyanosis 
involving the fingers, and almost amounting to the condition seen in Raynaud’s disease. 
Sometimes there is a diminution in the radial pulse on the affected side. The diagnosis 
of cervical rib or ribs depends on the use of the X rays (Figs. 44!), 4 41) to reveal their 
presence, but it must be borne in mind that the pressure on the trunk or trunks of the 
brachial plexus is usually exerted by a fibrous band passing from the tip of the cervical rib 
to the first dorsal rib, and that therefore the size of the rib shown by skiagraphy affords 
no guide as to the importance of its effect. The most rudimentary rib is as important 
f rom this point of v iew as one which is fully developed. 

Acropancsthesia. This term is applied to a fairly common complaint, usually made 
by women between thirty-five and fifty-five years of age, who are continually using their 
hands, and especially by those whose hands are frequently immersed in waters of different 
temperatures. Charwomen, domestic servants, needlewomen, and washerwomen are 
particularly liable to suffer. Many of the victims indulge to a moderate extent in spirit- 
drinking. They complain of a burning pain, associated with tingling and numbness, in 
the fingers and palms of t heir hands. It is noticed chiefly in the latter part of the day after 
work is over, and becomes intensified when they are warm in bed. In the early morning 
their fingers are numb and clumsy, but the discomfort passes off while they are at work, 
only to return again towards evening. As a rule there is little to see on examination, but 
there may be redness or pallor of the affected parts, associated with a subjective feeling 
of heat and swelling. Sensibility is unimpaired if allowance is made for the cutaneous 
thickening usually present in persons whose hands are much exposed to moisture and 
friction. There is no definite palsy or muscular atrophy. Acropancsthesia as a rule 
affects both hands, and very occasionally it is accompanied by a similar condition in 
the feet. 

Similar pancst hesia* are sometimes complained of by patients suffering from tabes 
( iursulis , but in those eases the pains are of t lit* lightning character, and never limited to 
the hands. Other tabetic signs, such as Argyll Robertson pupils, ulnar analgesia, impaired 
sense of position, and absence of tendon-jerks, serve to make a diagnosis. In tin* early 
stages of subacute combi ned sclerosis of the spinal cord , pancsthesia*, sometimes of a markedly 
painful character, are referred to the hands and feet. The presence of some ataxia or 
spastic paraplegia, with increased tendon-jerks and extensor plantar reflexes, differentiates 
this disease from the ordinary acroparicsthesia*. 

Radicular Pain. I’nder this title may be included all pains in the arm which radiate 
through the peripheral distribution of the posterior spinal roots from the fifth cervical to 
the second dorsal. These pains extend from the neck towards the periphery of the limb, 
and arc usually of a sharp, lancinating type. In tin* large majority of cases they are pro- 
duced by some gross morbid process involving the roots within the spinal canal or in their 
course through the intervertebral foramina. The morbid processes most commonly 
responsible arc intravertehra! tumour . cervical pachymeningitis , cervical caries , and malignant 
disease of the cervical vertebnr. In all these conditions the radicular pain may precede all 
other symptoms, with the result that the diagnosis is often difficult and sometimes impos- 
sible until further phenomena develop. The pain is occasionally unilateral, more often 
bilateral ; there may be tenderness on pressure over the vertebra*, especially ill the case 
of cerv ical caries or malignant disease. .Movements of the neek will intensify the pain 
in the latter conditions. The diagnosis is arrived at by careful attention to the following 
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points • (1) Kvidciut- of (IHorniitv, ritfiditv. or tenderness of the cervical vertebra', supple- 
mented bv an X-rav examination (#-’#**. tilt*. (i-M). pp. 7)0. TIMM : (->) Th«' presence 

root symptoms, sueh as localized atrophic palsy, amrsthcsia. and loss ot tendon-jerks in 
the arms: (:J) Kvidenee of pressure on the spinal cord, producing spastic paralysis of 
the trunk and lower limbs, together with ameslliesia. loss of abdominal rellexes. increased 
knee-jerk, ankle-clonus, and extensor plantar rellexes : ( t) The occurrence of oculo-pupillary 
phenomena when the eijrhth cervical and first dorsal roots are involved: and (a) The 
condition of the cerebrospinal fluid obtained by lumbar puncture (p. .IS2). 

In addition to the cross extrinsic processes affeetinfj the spinal roots, there are other 
eases in which a spinal root is the site of an intrinsic inflammatory or vascular lesion. 
1 terpen zoster is a common result of sueh a lesion, and may be found in the peripheral 
distribution ol‘ any of the posterior roots which pi to form the brachial plexus. Pain in 
the upper extremity often precedes the eruption, and post-herpetic ncuraloia is sometimes 
lone persistent and associated with marked hypencsthesia in the eorrcspondinjr root area. 
Vniradicular pain, followed by atrophy of the muscles supplied bv the efferent loot filue-. 
and bv sensory loss in the rcjrion innervated by the afferent fibre,, with or without the 
development of an herpetic rash, also occurs in rare instances as the result of an inflam- 
matory or vascular lesion of the spinal nerve in the neighbourhood of the posterior root 
ganglion. 

Referred Pain in Visceral Disease. In disease of tin* heart and aort:i. especially 
with syphilitic disease of the aortic valves, or with atheroma or aneurysm of the tirst few 
inches of the aorta, attacks of pain in the left arm are often complained of. These may 
be confined to the arm, or may he associated with fully developed angina pectoris. I la- 
pain is radicular in distribution, referred to the first and second dorsal root areas the 
ulnar border of the arm sometimes extending into the little linger. I lining the att.n ks 
cutaneous hypencsthesia may he present over the same arras. In all eases of paroxysmal 
pain referred to the left arm a careful examination of the thoracic viscera is therefore 1 
indicated. 

Occupation Neuroses.- The upper limb is the common site- of occupation neuroses, 
termed writer s cram]), typist’s cramp, and so on. according to whether it has to do with 
writing, typing, needlework, telegraphy, hair-cut t mg, etc. These neuroses are mainly 
characterized l>v some form of muscular spasm, hut pain of a eramp-like character is a 
frequent accompaniment of th<‘ spasm. The diagnosis is easy, because careful inquiry 
will elicit the fact that the pain and spasm are evoked by the employ ment of the 
limb in a particular occupation, and that other manipulations involving the use of the 
same muscles mav he carried out with impunity. The acute pain which is associated 
with the spasm may he followed by a dull aching for some hours after the occupation 
has been indulged ill. 

ychalgia. — Finally, the term psychalslia may be applied to pain referred to the arm, 
ii as to other parts of the body, by patients whose nervous and mental resistance is 
undermined or exhausted. Neurasthenic pain of this kind is rarely limited to the arm : 
it is referred more commonly to various parts of the head and to particular regions along 
the course of the vertebral column. K. I'lirquhar Buzzard. 

PAIN IN THE EYE is not by itself pathognomonic of any particular lesion ; but it 
may be complained of under very diverse circumstances, which may he ranged into the 
following groups : - 

1. Pain associated with Visible Inflammatory Changes, due to : 

Foreign body l Jcrrut ion of the cornea Irido-eyelif is 

Entropion Interstitial keratitis (.laueonia 

Conjunctivitis Iritis Ocular herpes. 

The differential diagnosis between these is discussed in the article on Eyk, Aciti. 
Inflammation of (p. 28 a). 

2. Pain without Visible Changes in the Eyeball, but with Acute Loss of Sight in 

one eye only, in both eves together, or in one eye after the other : Retrobulbar neuritis. 

The pain is generally referred to the hack rather than to the front of the eye. The 
diagnosis is suggested at once if considerable loss of sight comes on acutely in an eve which 
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on examinat ion proves not to lx* affected by glaucoma, intra-ocular luemorrhage, detach- 
mnit of the retina, or any visible or palpable lesion, especially if the degree of vision power 
waxes and wanes owing to varying degrees of engorgement of the vessels in the optic nerve 
where it is intlamed between the eyeball and the brain. After days or weeks, the pain 
may disappear and sight return to normal : on the other hand, in severer eases, the* inflam- 
mation in the optic nerve may come forward to the hack of the eyeball and become 
visible* as optic neuritis (/«7g. UK, p. 5 IK). The* cause of the mischief may be difficult 
to determine ; often it remains obscure : sometimes it is trace*! I successfully to plumbism, 
syphilis, or to some acute infection such as influenza or a toxic-absorptive malady arising 
from septic teeth, intestinal toxaemia, septic tonsils, pelvic sepsis, and so on. 

d. Pain without Inflammation and without Blindness, but associated with errors of 
refraction : Invest rain. 

The* commonest cause of eyestrain is some error of refraction, especially hvpe*rme*tropia, 
astigmatism, or presbyopia, and it arises mainly in persons whose occupation entails much 
reading of small print, fine* needlework. or cleise attention te> minute* details near to the 
eyes ; <»r in those* whose* work has t < > be* carried on in toe) dim or t < >e> strong a light 

e specially elect rie* or strong sunshine. It is not so much the* big eh*grees of ermr of 
refraction that cause the* mischie f. for these* are* generally se> obvious t < > the patient that 
they have be*en corre*cte*d already by appropriate glasses: it is rather the* minor e>r even 
quite small de gre e s of by permet ropia or astigmatism that are* re sponsible*, for these have 
ver\ like ly not b\ t he*mse*l\ e*s led the patient to se e k ocular advice : and the*y ne*e*el consider- 
able* care* in their de te c tion even at the* bands of a skilled ophthalmic surgeon. The patient 
may consider that he has exceptionally good sight, especially in the* ease of minor degrees 
of h\ pe rme t ropia , w hich may none* the* less e*ause* not only se*\ e*re* pains in the* eyes, but 
also serious headaches or attacks simulating migraine*. f ree juently it is only when the 
patient has become tired from e\ecssi\c work that the* strain of accommodating for near 
objects begins to tell : and the* symptoms may he* attributed to overwork when this is but 
partly true* : or presbyopia may produce pain in e ves which we re* not subject to eyestrain 
when the* faculty cd accommodation was more* lissom in youth, notwithstanding the error 
of refract ion. Pain in the* eyes from eyestrain becomes more* common as age advances, 
and some e lderly persons are* scarcely able* to re-ad or work at all on this account, even 
when glasses have* be-en prescribed. 

flu the* other hand, work carried out under exceptional circumstances of light or 
closeness may cause* eyestrain even in those* whose ocular refraction is normal or fully 
compe nsated by glasse s : mieroseopists are* liable* to suffer in this wav for instance, 
as are* those* who are exposed to the glare of sunshine* upon snow, or workers with 
acetylene* blow -pipe*s, and so on. The circumstances of the* case are* likely to suggest 
the diagnosis. 

I. Pain in the Eyes clue to Febrile or other Constitutional Causes. -The most 
familiar example* of eases which come* unde r this heading is influenza. The pain is generally 
refe rred rathe r to the* backs of the* eyeballs than t e » the eyes themselves, but nevertheless 
the* complaint is erne* of pain in the* eyes. The trouble* occurs both as an early symptom 
of the* disease* atiel as a sequela whe n the leve r has subsided. The diagnosis is made Crum 
the* e-ourse* of the* pyre xia and the* general symptoms ; but influenza should not be regareied 
as certain without bacteriological continuation, for it is usually guessed at rather than 
diagnosed and often wrongly. In a similar way pain in the* eyes may form part of the 
elinieal pied lire* in many other fevers, notably small-pox, typhus, typhoid fe*ve*r measles, 
secondary syphilis, and malaria. 'File* diagnosis is influenced very little* by the fact that 
the* patient complains about his cye*s e*xc*e*pt when the*re* is coryza as well as pain, for 
instance* in the* e*arly stage's of measles. In othe*r c-onditions, such as meningitis, there 
is PnoToenoiUA (p. t ».*!?)) rather than pain in the* eyes, and refe*rcne*t* may be made to the 
article upon that symptom. 

5. Pain in the Eyes due to Inflammation in Ethmoid, Sphenoid, or Frontal Air 

Sinuses. The* diagnosis of the*se* conditions depends upon special skill in investigating 
the* state* of the* accessory nasal air spaces, and cve*n a specialist may fail to detect infec- 
tions that e*xist in them. With frontal sinus disease the* pain is more* over the eye than 
behind it, but in cdhmoida! or sphenoidal air-cell catarrh pain behind the eyes may 
he the main thing complained of. Herbert French . 
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PAIN IN THE FACE.~ The distinction between pain in the face and pain in the 
head, though to some extent artificial, is sufficiently marked in most instances ; the latter 
with its diagnostic significance is discussed under IIkadaciik (p. IMih). There are certain 
etiological points, however, at which faccachc and headache overlap : for example, the supra- 
orbital pain and the headache which may both originate from ocular errors of refraction. 
Pain in the face, as elsewhere, may he due to very obvious causes, which need no discussion, 
such as an inflamed parotid gland, a gumboil, or an acute conjunctivitis. On the other 
hand, pain in the face may he complained of when superficial, and perhaps minute, examina- 
tion fails to discover an adequate basis. Guidance towards the correct diagnosis of such 
cases may he obtained by a consideration of the course, signs, and symptoms of the following 
clinical types of facial pain. 

Major Trigeminal Neuralgia (tic douloureux or epileptiform neuralgia) may be 
regarded as a distinct disease*, owing to the general similarity of one case to another. Its 
pathology is unknown, but in each case the pain is attributed in its early stage*, to some 
local defect, such as a carious tooth, and many sound, as well as many diseased, teeth an* 
removed in a vain endeavour to arrest the malady. Heginning usually after thirty-five 
years of age, tic douloureux is characterized by paroxysms of acute pain in the distribution 
of one or more of the divisions of the trigeminal nerve, generally of one side only. 'The 
intervals between the paroxysms vary from seconds to months, and may be influenced 
in their length by many factors, such as the general state of health, mental worry, and 
exposure to cold. The intervals tend to become shorter and the paroxysms more severe 
and more extensive in their distribution. The pain is described as beginning in spots 
beneath the skin, and radiating along tin* peripheral branches of the nerve. These spots 
correspond to points where the nerve bundles penetrate the deeper tissues to reach the 
superficial structures, and may be recognized as places pressure upon which is particularly 
liable to start an attack. In severe cases, the lightest touch, a breath of wind, attempts 
at articulation or mastication, and even the act of delineation may be sufficient to provoke 
an agonizing spasm in which the violent reflex contraction of the muscles of tin cor- 
responding side of the face affords some evidence* of the suffering endured. During the 
paroxysms the patient may endeavour to obtain relief by firm pressure or rough friction 
with his hand over the starting-point of the pain. The attack may be accompanied by 
cutaneous flushing, photophobia, Jaehrymation, and salivation, as well as by a subjective 
sensation of swelling in the affected tissues. When the tongue is affected a metallic taste 
is sometimes described by the sufferer. Trophic* changes in the hair and skin are also 
observed as a result of repeated attacks. The diagnosis of major neuralgia depends chiefly 
on the following points : (1) The age of onset ; (2) The* absence of relief or only temporary 
alleviation afforded by removal of possible* exciting causes, such as de fective teeth : (.4) The 
presence of definite starting-points of the pain corresponding to exits of branches of the fifth 
>1 nerve, and the spread of the* pain along the corresponding nervous paths : (1) The 

\ysmal character of the* pain, its intense severity, and its unilateral distribution : 

• >) The excitability of the attacks by peripheral stimuli ; and ((>) 'Flic various reflex, vaso- 
motor, secretory, and trophic phenomena to which the* attacks of pain give* rise*. From 
a practical standpoint the* most important task in diagnosis is to discriminate* between 
cases of idiopathic major neuralgia and those which belong to the* next group. 

Trigeminal Neuralgia due to Organic Lesion of the Nerve or its Roots. This 
form of neuralgia may simulate* tic douloure*ux in every particular, and its diagnosis can 
be made* only by careful systematic examinat ion of* the* patient, with the possibility of an 
organic lesion being the source* of pain before the* physician's mind. Tumours at the base 
oj the brant in the* middle* fossa, tuntours gnm ing from the base of the shall in the* neighbour- 
hood of the foramen ovale and foramen rotundum, as well as tumours of the eruuiut nerves 
themselves, are* amongst the* cause's of trigeminal neuralgia. Gummatous meningitis and 
gummatous periostitis may be mentioned in the same* connect ion. In every case* of trigeminal 
neuralgia, therefore*, headache and vomiting should be inepiircd after, optie* neuritis loetked 
for, and the Wassermann reaction tested ; lumbar puncture and examinatiem of the* e*e*re*bro- 
spinal fluid may be* necessary. Examination of the functions of e*ae*h cranial nerve* must 
be carried out, and in particular those of the fifth ne rve* care fully te*ste*el. Any impairment 
of sensibility in the* cutaneous territory of this ne*rvc must be re garelcd as evidence* that the* 
case is not one of ieliopathic neuralgia, and the same may be said whe n there is impaired 
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motor power in the muscles of mastication. In several cases of seven* trigeminal neuralgia 
I have found atrophic palsy of the massetcr and temporal muscles on the same side, with 
slight amesthesia on the face, and these eases have always proved to he instances of growth 
involving the structures at tin* base of the skull, in one patient the neoplasm originated 
in tin* sphenomaxillary fossa. 

Trigeminal neuralgia may also occur as the result of intrinsic disease of the fiasserian 
ganglion, e.g., in eases of herpes zoster. This condition is fairly common in the distribution 
of the first division of the trigeminus, much less common in that of the second and third. 
The pain usually precedes the herpetic eruption by some days, and is associated with con- 
stitutional malaise and sometimes with pyrexia, two important points in diagnosis. The 
latter becomes clear with the development of the rush, but even then it is necessary to 
bear in mind the possibility that the Oasscrian ganglion may be affected by gross external 
disease, such as neoplasm or gumma, or an extension of bony disease. In persons over 
fifty Nears of age it is found frequently that pain of a neuralgic character persists after 
the herpes has disappeared, and may last for months and even years. Careful examina- 
tion may discover cutaneous marks corresponding to the site of the previous vesicular 

erupt ion. 

Neuralgia Minor. Coder this heading may be classed the varieties of facial pain 
which are secondary to disease of various local structures, such as the teeth, tin* eye, the 
ear, the nose, and the tongue. The pain can be dist inguished by certain features as belong- 
ing to one or other of two types. The first is a true neuralgia, that is to sav a pain which 
is distributed along the course of one or more divisions of the trigeminal nerve, usually 
starting in the neighbourhood of the diseased structure and associated with tenderness 
along the affected branches of the nerve*. The second is a visceral pain, re*ferred te> some 
spot which may be at a distance from the disease, in which case* it is usually not accom- 
panied by decided te nde rness along the course of the* nerve tee which the* pain is referred, 
though the n* may be* supe rficial hyperesthesia. 

The* history of a (heaping tooth affords an example of he>w these* types ed' pain may 
arise. In the* early stage's of caries the* pain is limited to the* tooth. With inflammation 
and destruction of the* pulp, pain is reTerrcel tee a segmental are*a on the* surface* e>f the face* 
varying with the particular toe>th implicated : thus a diseased canine* teioth is associated 
with pain and tende rne ss in the* naso-lahial area ( Fig. 1 11!, Na-L) : after the* pulp is dead, 

leical suppuratiein may start a ne uralgia which may not emly spread along the* nerve branch 

whie h supplie s the* tooth seickct. but may extern! into neighbouring branches and into other 
divisions of the* trigeminal ne rve*. The maximal points in the* segmental areas referred to 
are* shown in the* ae*ee unpanying diagrams (Figs, 4T2 tt5p and the general relationship 
he * t wren individual teeth anel their segmental areas may be* describes! as follows : 
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The value* e>f this knowledge* in relation t e > diagnosis lie's in the fact that pain, with 
tende rness, re fe rred te> any erne e»f these segmental areas shoulel le*ael the e»hse*rver te > seek 
le>r its cause* in elise*ase* e>f the* corresponding teioth. 

The* headache, sometimes e*alled neuralgia, which results from errors of refraction , 
especially astigmatism, is referred te> the* niiel-e»rbital area, where superficial tenelerness 
may e>fte*n he* discovered on examination. This form e>f pain comes em in the morning as 
se>e>n as the* e ve s are* ope*ned, anel is inte'iisiiied by reading e>r sewing. It disappears uneler 
the* use* e>f atropine*, anel wears edf e>f itself if the* eyes are* neit used fe>r near we»rk. Occa- 
sionally it take*s e>n a paroxysmal e*harae*ter without any particular relationship to the 
use of the* eyes. With iritis and glaucoma, reTerrcel pain may be intense, anel it is usually 
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the tongue : the hyoid area when the lateral portion is involved : and the occipital area 
when the dorsum is the site of the lesion. 

AVith inflammatory affections of the nose and frontal sinuses, pain is referred to the 
front o-nasal and mid-orhital areas on the forehead : with sphenoidal sinusitis occipital pain 
is often complained of. 

The various forms of pain in the head associated with disease of the thoraeie and 
abdominal organs are discussed under IIkaoaciik (p. and the same article deals with 

the aches which accompany general constitutional diseases. 

In tabes dorsalis pains arc sometimes described in the face, and have the same charac- 
teristics as those in other parts of the hodv. They are paroxysmal, sudden, severe, and 
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light ning-likc. They arc rarely limited to the face. They may he accompanied by a more 
continuous, dull, boring kind of pain. The diagnosis is easy if a systematic examination 
of the nervous system is carried out. 

Pseudo-neuralgias, or psyehalgias, which are complained of by hysterical and 
neurasthenic individuals, are vague in their distribution, not limited to the trigeminal 
area, and often bilateral. They tend to disappear when attention is drawn in "other direc- 
tions. and are less intense during eating and talking. Their diagnosis depends not only 
on the exclusion of organic disease, but on the discovery of some mental disturbance which 
adequately explains their occurrence. E. Fan/uhar Buzzard. 


PAIN IN THE FOOT. (Sec I’aIN IN Till. KxTIU'.MITY. I.OWKH, 538.) 

PAIN IN THE FOREARM. (Sec I’ain in tiik Kxtiikmity. I ri'KH, p. 543.) 

PAIN. GIRDLE. ( See (ditm.i: P\i\. p. IPJb.) 

PAIN IN THE HAND. (See l*\i\ i\ mi. IAtkkmitv, Pcckh, p. 5W.) 

PAIN IN THE HEAD. ( See III \ I > \ < 1 1 1 : . p. 

PAIN IN THE HEEL. Pain ill the heel is often a symptom which may lx* trouble- 
some and persistent without any adequate cause for it being found ; children often limp 
from it and \<t one ma\ find little wrong: the cause is then usually either the effect of 
some forgotten injurx or strain or else a thorn or other foreign body : in older people* a 
cause that needs hearing in mind is ealeifieat ion of the posterior end of tin* long plantar 
ligament forming a spine on the under surface of the os culcis. productive of continued 
and troublesome pain in the centre* of the* under part of the* hee l, the* diagnosis depending 
on detection of this spine with the X rays (Fig. bT.h p. all). There are many either 
possible causes, however, the- chief of which may be* tabulated as follows : 


The* e fleet of constant jarring of the 
heel, as from walking on hard loads 
( ormtiea t ion <d the* skm 
( hilhlain of 1 he he e l 

Pressure soreness ov er the tenelo Aehillis 
from hoot. shoe, or legging 
bursitis between the tendo Aehillis and 
the os caleis 

Injury : 

'he aring of ligament fibres near the 
insertion of the- te ndo Aehillis 
'hearing <d ligame nt lihres below the 
internal malleolus 

'hearing of ligament tihre-s below the- 
external malleolus 


'hearing of ligament fibres of the- long 
plantar ligament 

( no King or fracture of the os caleis 
I )et ae-hrne-nt of the hinder end of the 
ast ragaliis 

bruising <d‘ the- periosteum of the* os caleis 
Idhrositis of the soft parts of the heel 
(.out in the he*cl 
Periostitis ed’ the os eale-is 
'huhe-reuloiis e*aries of the os caleis 
Foreign body, such as pin, needle, or thorn 
Sarcoma of the- os eale-is 
Spine- of the- os eale-is. 


The differential diagnosis depends upon obtaining a clear history ol how the pain 
be gan, exact Iv where it is, and what produces it : upon inspection of the part for local 
discoloration or swelling ; upon palpation, t < > locate the precise site* of the pain, and 
particularly ofimv tenderness, especially if the latter is increased by movement : and upon 
the results of X-ray examination ed the part for fracture, earies, foreign body, or spine. 

Constant jarring of tin* heel such as may be produced by walking in thin shoes on bard 
loads, or hv occupations which involve the use of the foot on vibrating surfaces or instru- 
ments, may cause pain in the heel resulting partly from periostitis of the os caleis, partly 
from thickening of the soft parts involving the nerves : the thickening may affect the skin 
and produce a visible and palpable rornijiratinn of the skin in the form of a diffuse rather 
than a localized corn, though localized corns may be found also on the heel sometimes 
just as they arc on the toes. 

('hilhlain of tin* heel is commoner on the posterior than on the under aspect : it is 
particularly common over t lit* tendo Aehillis just above the top of the back of the shoe, 
and the short skirts of to-day render this ablution more prevalent in girls and women 
than it used to he. The trouble is apt to be bilateral, and is indicated by its occurrence 
in cold weather, by the purplish discoloration of tin* skin, and by the way the skin and soft- 
parts are thickened and tender. The liability to chilblain is increased by the effects of 
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pressure over the tenth Aehillis. no\ only by boots or shoes, but by the lower edges of leggings, 
and drivers of motor-ears are apt to be altlieted in this way as the result of pressure of 
footwear on the tendo Aehillis as the result of plantar-flexion of the foot in using eluteh- 
pedal. accelerator, and brake. 

bursitis of the bursa lying between the tendo Aehillis and the os ealeis may be very 
painful without obvious swelling or diseolorat ion : or then 1 may be loeal swelling on cither 
side of the lower |)art of the tendo Aehillis. The diagnosis depends on accurate localization 
of the site of the tenderness and pain. The trouble may be associated with chilblain and 
pressure (‘fleets or may result from local injury ; or, again. it may be purely inflammatory, 
this bursa being; more prone than others to la* a fleeted by gonococcal bursitis. Signs of 
gonorrhoea should be looked for, though, as in the east* of gonococcal synovitis, arthritis, or 
iridocyclitis, the bursitis may develop a long time, even years, after the acute stages of 
actual gonorrlnea have passed and become forgotten. 

Injury is a common cause of pain in the heel, often lasting long after the injury 
occurred. It may be difficult to decide just what form the effects of the injury have taken ; 
X-ray examination will be needed to diagnose or exclude cracking or fracture of the os ealeis 
or astragalus : if there is no proof of bone affection, t lie trouble will probablv be in connec- 
tion with either ligamentous fibres or the periosteum, and the further diagnosis will depend 
upon what spot is found to be most tender on palpation and manipulation : tearing of 
ligamentous fibres attached to the internal malleolus will cause loeal. and possibly acute, 
tenderness well below the ankle on the inner aspect of the heel ; of the similar fibres from 
the external malleolus, on the outer aspect : of the tendo Aehillis, behind and to one or 
other or both sides of the posterior aspect of the heel : of the long plantar fascia, often 
resulting from a stumble or from a jump from a height, inferopostcriorl v . 

Fihrnsitis of the soft parts of the heel, or gout, or periostitis of the os ealeis. will he 
much alike, and may simulate the effects of injury: indeed, injury may he but a factor 
bringing out the effects of any of the three. No local examination will serve to settle which 
is which : the diagnosis will depend upon collateral evidence of fibrositis. or of gout, in 
the form of lesions due to these causes elsewhere lumbago, sciatica, rheumatoid arthritis, 
myalgia, neuritis, tophi in the ears, or an obvious history of gout in the big toe on 
previous occasions. Periostitis will only be distinguishable from inflammatory affections 
of the other soft parts by the locality of the tenderness, and by the depth at which 
the tendercst part seems to be. The lay name for all these things would probably be 
‘rheumatism in the heel'. 

Tuberculous caries of the os ealeis is fortunately rare ; in I he earlier stages it is apt to 
simulate the effects of injury, strain, sprain, or fibrositis : and only when the trouble persists 
and increases does the more serious diagnosis compel consideration. X-ray evidence of the 
state of the bone clinching it. There may be no decided swelling at first : later there w ill be 
local swelling, though the latter may seem to be of the soft parts rather than of the bone. 

Foreign body in the heel is by no means uncommon : if it is a metal bodv, such as a 
needle, part of a nail or tin-tack, diagnosis is easy enough with the X ravs : eom- 
. however, especially in children, or in adults w ho have been walking barefoot at the 
• ^ i d e on their summer holidays, a thorn may have run in without certain knowledge on 
the patient's part, and the thorn may not be demonstrable with the X rays. A loeal corn 
with a tender open centre may develop where the thorn went in, and it may be weeks 
before the true nature of the trouble becomes manifest through this corn festering and the 
thorn coming out. 

Sarcoma of the os ealeis is extremely rare : it causes swelling of the heel before pain ; 
the swelling is progressive, and the diagnosis is made by X-ray examination followed by 
operation. The sarcoma is mvelomatous or endosteal rather than periosteal, and it is 
proportionately less rapid or malignant. 

Spine on the under surface of the os ealeis is quite a common lesion, but it is often for- 
gotten, and many a patient suffering from the pain in the heel due to it is treated for 
fibrositis or gout or injury instead because no X-ray plate is taken. X ravs make the 
diagnosis obvious (Fig. 43i>, p. 541 ). Tt is a malady of the second half of life rather than 
of earlier years, and it is suggested when the tender spot to deep palpation is on the under 
surface of the heel, in the middle line, about one inch or a little more from the back of 
the foot. Herbert French. 
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PAIN IN THE HYPOCHONDRIUM (LEFT). Pain in the left hypochondrium mav 

proceed from : 

The Stomach. Any painful condition of the stomach may cause pain below the 
left costal margin ; particularly a new growth or an ulcer towards tin* cardiac end. For 
the differential diagnosis, see Imuckstion. p. ,‘19.7, and Pain in Tin: Erie; vstuii m, p. 5.*Ui. 
Flatulent distention of the fundus may also be a cause, diagnosed by the fact that the 
pain disappears on eructation ; it is a common result of aerophagy •. 

The Gall-bladder. In cases of cholelithiasis the* pain is sometimes referred to the 
left by poehondrium (sec P\in in tin: FriuASTim vi, p. ;7,‘W). 

The Spleen. Some enlargements of the spleen arc painful (see Sru:r.N, Kvi.aiicik- 
m i : nt or. p. 771): or the pain may be caused by perisplenitis, in which case a friction 
sound can sometimes be heard <»n auscultation over the organ. 

The Left Kidney. Stone in the left kidney may cause pain which has the characters 
described in the section on pain in the right hypochondrium (sec* below). A movable 
left kidnev is rarely a cause of pain. A perinephric abscess may cause pain, as it does in 
the- right by pnehond rium . 

The Colon. A ne w growth in the* splenic flexure of the colon, or obstruction of the 
la rue bowel lower down, may cause pain in the left hypochondrium : in the former case 
a tumour can usually be felt on bimanual palpation : in the latter, signs of chronic obstruc- 
tion will be present (see Constipation, p. 1,78). Apart from growth, a mere accumulation 
of firccs in the transverse and descending colon may cause* a feeline of pain and weight in 
the left hv poehondrium. The disappearance of the pain after the administration of a 
few large enemata will establish the diagnosis. 

Pleurisy, Intercostal Neuralgia, and Herpes Zoster may all cause pain in the* left 
hv poehondrium. In the first of these a friction-sound will be heard : in intercostal 
neuralgia there will be tender points over the course of the intercostal nerve : in the case 
of herpes, the cause of the pain will be cleared up by the appearance of the eruption, 
but pain may persist loim after this has disappeared. 

Abnormal mobilitv of the lower intercostal joints may cause pain a condition which 
is called 'sli/t/iing rib'. The pain may be very severe and come on with exertion, especially 
when this involves stooping and bending. It is sharp and stabbing at first, but may be* 
followed by a dull ache lasting all day. It may easily simulate the* pain of a de*ep lesion. 
The* slipping rib may be* felt on careful palpation, but in most case*s the* condition is suggested 
hv the patient's own story of how the* pain is brought abend. It is apt to be mistaken 
for gastric ulcer on the- left side, gall-stones eui the- right. 

Subriiaphragmatic Abscess. (See p. .7.7.7 ) Hubert Hutchison. 


PAIN IN THE HYPOCHONDRIUM (RIGHT). The* differential diagnosis of the 


cause of pain in the- right hv poediondrium is 
proceed from any of the- following organs: 

Liver and gall- bladder 
1 )uoeie*mini 

I h ad of t he* pancreas 
Light kidney 
Appendix vcrmifnrmis 


often a matte r of gre*at difliculty : it may 


( olon 

I te rine* aj»pe*ndage*s 
Int rat horaeie dise*ase* 

A fTe*e*tie»ns ed‘ the* spine or che*st wall 
Suheliaphraginat ie abscess. 


The- diagnosis is re*iiele*re*d still meire* diflieult by the* fae*t that elise*ase* may easily be 
present in more* than one* ed' the*se* situations at the* same* time*. 

Liver. Various forms ed enlargement of the- liver are* apt te> be attended by pain 
in the right hv poediondrium, e*.g.. hepatitis, passive* congestion, hepatic abscess, e*arcine>ma 
(see- Liviut, Kni.aiiui.mi.nts of tiii:. p. -Mil). 

Disease of the Halt-bladder must also be* thought of, e-.g., gall-stones. e*holee*v stitis. and 
<*are*ineuna : in these it will usually be* found that there* is te*nele*rne*ss e>n pressure* e>vcr 
the* gall-bladder, with the* charae*te*rist ie* cate*h in the* breath when the patient is aske*el te> 
take- a ele-e p inspiration while* the* fingeus ed* the* e>bse*rve*r are* pressed in over the* eirgan ; 
in ae ute* e*hole*e*yst it is tlie-re will be* pyivxia. anel probably rigors. 

The* pain of hilian / colic may be* felt chielly in the* right hypochondrium, but tenets te> 
radiate* through to the* back anel up towards the* right shoulder. It may be simulated 
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closely both by the kinking of a movable kidney and by renal eolie (see below). When 
the attacks occur during the night as well as in the day, it is in favour of biliary eolie. 

It must be noted specially that the absence of jaundice in no way contra-indicates 
a diagnosis of gall-bladder disease. 

Duodenum. — A duodenal ulcer may cause deep-seated pain in the right hypochon- 
drium, which usually has the character of hunger-pain (p. ;{4*2). Pain dm* to chronic 
cholecystitis or appendicitis, however, may also have this character, and an exact differ- 
entiation of them may not be possible without exploration. The pain in duodenal ulcer, 
however, occurs in more definite attacks with long intervals of freedom : it is often 
nocturnal, waking the patient in the small hours of the morning. Duodenal ulcer is 
commoner in men, disease of the gall-bladder in women, whilst appendicitis may occur 
with almost equal probability in either sex. The percentage of free IICl in the stomach 
contents is more persistently high in duodenal nicer than in either appendix dyspepsia, 
or gall-stones. A history of tnekena. or the presence of occult blood in the faces, would 
determine one in favour of ulcer, and this may la* confirmed by X-ray examination, which 
will show a small, hypertonic and rapidly emptying stomach with some deformity of the 
duodenal ‘cap* in most eases of duodenal ulcer, unless the latter stenoses the duodenum, 
when the X rays will show a dilated stomach and bismuth still present after eight hours 
an indication for surgical treatment, the diagnosis being established at the operation. 

Pancreas. Malignant disease* of the pancreas may cause pain in tin* right hypoelmn- 
drium. In such a cast* a deep-seated tumour may be felt, and there is often jaundice 
along with a distended gall-bladder. < )n the other hand, when gall-stones h ad to jaundice, 
the gall-bladder is not usually distended (set* .I.u ndk i:, p. !<).“> ) . 

Right Kidney. A freely Movtdde liight Kidnep may. by ureteral kinking, cause sudden 
attacks of pain in the right hypochondrium which may exactly simulate gall-stone colic. 
Indications of intermittent hydronephrosis should be looked for. e.g. the appearance of 
a renal tumour, and the occasional discharge of large quantities of urine; urinars sym- 
ptoms. however, may be entirely absent. The attacks tend to occur by day. whilst 
biliary colic often begins in the night : a certain diagnosis may be impossible without 
pyelography (p. 4 to). 

Stone in the right kidney may cause chronic pain in the right hypochondrium and 
back. The kidney may be enlarged and tender on bimanual palpation in such a case; 
the urine may furnish no diagnostic indication, but frequently there is slight albuminuria, 
often intermittent. The X rays, however, may make the diagnosis clear (Figs. .‘lot ;!.*»<». 
pp. IK), tfl ) . although a negative result docs not exclude the possjbilitv of stone. 
I'reteral catheterization may lx* needed in establishing or excluding renal stone. 

The pain of renal colic may be difficult to diagnose during an attack from gall-stone 
colic*, lead colic, or appendicitis, but it begins below the lower ribs and has a characteristic 
tendency to pass downwards towards the umbilicus and thence into the groin. It mav 
be attended by vomiting and fever. During or after the* attack there ma\ be blood and 
gravel in the urine : but it must be remembered that the urine mav be hcavik loaded 
with urates after an attack of biliary colic. 

' . * \ also be the* cause. The urine* will then furnish diagnostic indications 

p. 71a. and B\e ti:kh hi a. p. 88) : and the* kidney may be felt to be enlarged 
aial palpation. The patient is often a pregnant woman, is alwavs a woman 
t oo i than a man. and the pain may begin acutely, starting in the loin and right hypo- 
hondrium and passing downwards towards the iliac fossa and pelvis. 'There* is pyuria, 
rigidity of the muscles, and h ypera-st he-sia both in the loin and in the* right side* o f the 
abdomen. 

A Perinephric Abscess may cause pain in the right hypochondrium and lumbar region. 
A tumour will be* felt, the* loin may be filled out, and there* will be* the* usual signs e»f 
deep-seateel suppuration. 

Appendix. The pain e>f chronic appendicitis may be* felt chiefly in the* right hypo- 
ehonelrium. and may be of the* nature of a hunger-pain. Tenderness over McMurnevs 
point should be* looked for. When an acute attack e>f appendicitis simulates gall-stones 
it may be* of help to remember that indie-anuria is e*ommon in the former, but is usuallv 
absent in the latter. 

Colon. Xnv grout hs in the neighbourhood of the* hepatic flexure* may cause pain 
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in the right hypochoiidrium : hut in that case a tumour can usually he felt, and signs of 
chronic intestinal obstruction arc present. 

Uterine Appendages. Salpingitis . a twisted ovarian pedicle* and a raptured extra- 
uterine gestation may all cause pain in the ri h t side of the abdomen, which, however, has 
usually its maximum intensity rather below the hypochondriac region. A careful pelvic 
examination will usually make the diagnosis clear. 

Pleurisy, Intercostal Neuralgia, and Herpes Zoster may be causes of pain in the 
right hvpochondriiim. 

Subdiaphragmatic Abscess. In this ease there will he a history pointing to 
precedent gastric or duodenal ulcer, appendicitis, hepatic abscess, or souk* operation upon 
the lower abdomen. The onset of the pain may be sudden or gradual. There will be 
pvrexia and leueocytosis pointing to deep-seated suppuration. 'File abnormal physical 
signs art 1 * * generally lew, but those that can be made out usually point to trouble down 
at the base of the right lung. The note over this may be tympanitic, from the presence 
of gas in the abscess, and in that event the coin-sound will be obtained on percussion. 
There are usually indications of pleurisy at the base of the lung, but the liver is not, as 
a rule, pushed down. The use of the X rays may help in locating the abscess : but the 
exploring needle should not be used except when the patient is on the operating-table 
and one is prepared to open the abscess at once if found. Uottert Hutchison. 

PAIN IN THE ILIAC FOSSA (LEFT). Although many of the causes of pain 
complained of mainly or entirely in the left iliac fossa are the same as those which cause 
similar pain in the right iliac fossa, there are certain differences, as will be seen on 
comparing the table on pp. ouT-M with the following: 

Catsks or Pais in tin: Li.it Iliac Fossa. 

1. Causes of Acute Pain : 

Acute diverticulitis Oophoritis 
Fret era I calculus Pelvic abscess 

Acute ureteritis Retained left testis 

( oli haeilluria Suppurative periostitis of the 

Twisted left ovarian ilium 

cyst pedicle Appendicitis (in exceptional 

Salpingitis eases) 

2. Causes of Subacute . (hronie. or Heeurrent Pain : 

Most of t lie condit ions Psoas abscess 

mentioned under Sacro iliac joint disease 
(■roup 1 Tuberculous hip 

Carcinoma of the ( )st co-art hrit is of the spine 
sigmoid colon Infective arthritis of the lum 

Carcinoma recti bar spine 

Massive impaction of Herpes zoster 

laces Inflamed iliac "lands 

Cluonie diverticulitis Tuberculous iliac glands 
Spastic constipation 

1. Acute Lesions. What is said on p. A 5 7 . ct se<p, in regard to ureteral calculus, acute 

ureteritis . twisted ovarian eifsi pedicle, salpingitis, oophoritis, pelvic abscess, retained testis, 

suppurtdivc furiosi it is of the ilium, injurtf. and stitch, applies in the ease of the left iliac 
fossa as it does to the right, so that here we need discuss only acute diverticulitis, appendi- 
citis. e<di haeilluria. volvulus of the sigmoid, and strangulated retroperitoneal hernia. Of 

these, the last two call for immediate operation on account of urgent symptoms of intestinal 
obstruction, especially persistent constipation and vomiting, which becomes fseculcnt if 
operative measures arc not adopted soon. The precise nature 4 ot the obstruction may 
not be certain until the abdomen has been opened. Abdominal distention is apt to be 
general, and there is visible peristalsis of the oblique or t ran verse type* in the ease ot 
strangulated retroperitoneal hernia, a rare condition in which a coil of small intestine 
becomes herniated through the normally small retrosigmoid pouch of peritoneum ; whereas 
in the ease* of sigmoid volvulus the distention is at first much more marked in the left iliac 


IVriproctal abscess 
1 Yriprostat ie abscess 
1 >y sent cry 
I’lccrative colitis 
Aneurysm of the left iliac 
artcrv 

Sarcoma, osteoma, or other 
tumour of the left iliac bone 
Tuberculous left kidney. 


I.oeal injury 
Stitch 

Volvulus of the sigmoid colon 
Strangulated ret roperitoneal 
hernia. 



o56 


1W1N IN TIIK ILIAC' FOSSA 


fossa before general eolonie dilatation with vertical peristaltic waves appears. In either 
ease the abdominal wall remains supple as a rule until, if the ease should be loft unnperated 
upon, general peritonitis supervenes. 

Coli baciUuria is much less commonly a cause of pain in the left iliac fossa than it is 
of corresponding pain on the right side (p. .*>510 : and when it does cause left-sided pain 
it nearly always causes an even worse pain on the right side also. It is a clinical fact that 
coli baeilluria affects the right kidney and under very much more commonly than the 
left, especially perhaps in pregnant women, in whom its incidence on the right side first or 
solely is an almost constant rule : why this should bo so is not clear, although various 
theories have been put forward to account for it. 

.Appendicitis is perhaps almost the last thing that occurs to one as the cause of acute 
pain referred entirely to the left iliac fossa, just as it is the first thing in one’s mind when the 
pains are on the right side; but it should not Ik* omitted altogether from consideration : 
first, because in some cases, in which the vermiform appendix is very long, and inflammation 
starts at its tip and spreads to the left, as it sometimes does, the svmptoms and even the 
swelling may be to the left of the middle line instead of in the right iliac fossa as usual ; 
secondly, because in a few cases pains produced on one side of the body are referred to 
the corresponding region on the other side for instance, some patients with a right renal 
calculus complain of pain in the left loin ; and thirdly, because very occasionally one 
comes across a patient with transposition of the viscera in whom the ca cum and \crmiform 
appendix, and consequently their appendicitis, are on the left side. 

Acute diverticulitis has been described as 'left-sided appendicitis', and this nickname 
is a good one in that, if one imagines acute appendicitis developing in the left iliac 
fossa, one has a very good idea of what the symptoms of acute diverticulitis and its degrees 
and results may he. In some it causes an acute abscess needing surgical measures for 
its cure : or there may be an acute attack without suppuration, spontaneous resolution 
occurring just as it often does in the ease of acute appendicitis. The patient is seized 
almost suddenly with acute pain in the left iliac fossa, and generally vomits. It hurts 
him to walk, so he lies down or goes to bed. His temperature and pulse-rate rise, appetite 
fails, the tongue is coated, there is generally either diarrheea or constipation, or the two 
may alternate. Micturition is often frequent because there is pain if tin* urine is held long ; 
locally there are acute tenderness and pain, with rigidity of the muscles over the lower 
left quadrant of the abdomen, generally palpable* fullness in the same region, and often 
an actual tumour difficult to define well : e>n reetal or vaginal examination pain may be* 
complaine*(I of when the examining finger is pressed upwards and to the* left. Afte r a elav 
or two these symptoms may begin to abate, and within a fortnight they may have elis- 
appcareel ; on the other hand they may increase* rapidly and call for urge nt surgical 
measures ; or they may subside considerably without clearing up altogether, and mav 
’ after a fe*w weeks or months. At the* operation the cause* of the* persistence of 

ins will be found to be a loeal thiek-walleel abscess in the* left side e>f the* pelvis, 
t,!v suggesting a pyosalpinx if the patient is a weiinan. (hneral peritonitis may 
- ijpervcne* at any stage*, just as it may with any form of appendicitis. The cause* e>f the 
disease*, which is not se> very uncommon though it is ne>t always re*e*ognizeel, is the 
de*ve*lopment of exaggerated sacculations e>f the colon with narrowing of their mucous- 
aspeet orifices, so that if the interior of the intestine is seen it looks as if it had been 
punched with a series e>f small Imle-s into which the e*nd e>f the little* finger may just pass, 
cac*h such hole leading into a more* or less dilated pouch or saeeulus ge*ne*rallv with an 
appendix epiploiea attached to its free end : such a diverticulum seems liable* to inflamma- 
tion just as the vermiform appendix is, and the result is spoken of as aeute* diverticulitis. 
Long-continued constipation, together with chronic colitis, seem to be* predisposing factors 
in the origin of these diverticula, and acute diverticulitis is a disease* of the* se-cond half of 
life rather than the first. Father sex may be attacked. 

-• Subacute or Chronic Lesions. Carcinoma of the* sigmoid colon or of the* rectum may 
cause pain in the colon generally, owing te> its distention with accumulated fa*e*e*s : some- 
times this pain is complained of chiefly over the* descending e-olon, and thus in the left 
iliac fossa. As a rule increasing constipation will be a more* prominent symptom, or 
alternatively a constantly repeated desire and necessity to defalcate without sat isfae*tion 
in the result. If blood and mucus are passed pe*r rectum, if the patient, is over forty, has 
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ha<l no bowel symptoms at all until the last two or three months, and has been losing 
weight, the eareinoma and its locality will suggest themselves at once, and an actual 
tumour may Ik* felt in the left iliac fossa : the chief difficulty arises in eases who have 
long been habitually constipated so that it is diflicult to assess the importance of the 
increased difficulty complained of. 

Heetal examination, the sigmoido- 
scope, X rays after a bismuth meal 
(b'ill. 110. p. 101), or after a bismuth 
enema (Fif>. 1 M, p. 10*J), may all be 
needed to exclude simpler conditions 
such as impacted fares or spastic 
const i patinn , which are discussed 
under Constipation (p. I.Vt). 

(hrnnie diverticulitis [Fig. 4M>) is 
referred to under the heading of 
acute diverticulitis above : when it 
has given rise to a chronic thick- 
walled abscess in the left side of the 
pelvis it may produce symptoms very 
like* those of eareinoma of the pelvic 
colon on the one hand, and of other 
forms of pelvic abscess on the other, 
especially pyosalpinx, or periproetal 
or periprost at ie abscess. \ aginal and 
rectal examination should be made, 
and then perhaps a primary source 
for one or other of these may be 
found : but not infrequently even 
when operative measures are resorted 
to a chronic diverticular or a chronic 
periproetal abscess and its resulting 

matting and thickening are mistaken for new growth, and the patient is regarded as 
having cancer unless his subsequent survival or alternatively a full post-mortem examina- 
tion enables the diagnosis to be corrected. 

All the other conditions mentioned in the table above are discussed in the article on 
Pain in Tin: I i.iac Fossa (Knurr), and what is said there applies as much to the lett 
iliac fossa as to the right. Herbert French . 
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PAIN IN THE ILIAC FOSSA (RIGHT). Wlun a patient complains of pain in the 

right iliac fossa the first tiling that occurs to one as the possible or probable diagnosis is 

appendicitis. As. however, there arc a number of other conditions which may produce 
the same symptom it is important to consider the possibility ol cat'll bclorc concluding 
that the patient really has appendicitis. The pains may he either acute and severe, or 
they may he subacute or chronic : they may he complained ol hv a patient now tor the 

first time, or there may have been previous attacks. These characters, however, do not 

distinguish any one cause with certainty from the rest, though they may serve as a basis 
for classilieat ion as follows : 


('.USDS (1 

1. Acute and Severe Pain : 

Acute appendicitis 
Acute salpingitis 
Acute distention of the ca*cum 
with gas 

Calculus impacted in right ureter 
Acute ureteritis 
( oli hucilhiria 

Twisted pedicle of right ovarian 
cyst 

J 'el vie abscess 


Pain in Till. Ihcirr Ii.iac 


Retained right testis 
Suppurative periostitis of 
the ilium 
Acute stitch 
After local injury 
Acute inllaininat ion of the 
iliac or ilcociccal lymph- 
atic glands 

Tuberculous iliac or ileo- 
csccal lymphatic gland 


Fossa. 


Acute thrombosis of the 
superficial e i r e u m fl e x 
iliac vein 

Acute destructive myositis 
of tin* lower part of the 
rectus abdominis muscle 
Acute rupture of the lower 
part of the rectus abdo- 
minis muscle. 
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2. Subacute , Chronic , or 
Most of the* conditions nlrvaely 
niiini(Tjit('<l in Oroup 1 
Ilcuca-cal kink (Lane) 
IVri-appcneiicuIar adhesions 
lYri-e acal adhesions 
Psoas abscess 
Saero-iliae joint disease 
Tuberculous hip 
Inflamed iliac lymphatic glands 
Tuberculous iliac lymphatic 
glands 

Tuberculous e:eeum 
Actinennv cosis of the ciicuin 


Recurrent Pain : — 

Carcinoma of the ca-cum 
.Movable* ri^lit kidney 
Tuberculous right kidney and 
! ureter 

Intestinal obstruction at a 
point further on in the 
intestines, due to any cause, 
such as carcinoma of the 
sigmoid flexure, etc. 
Obturator hernia 
Herpes zoster 

( )st co-art blit is of the lumbar 
vertebra* 


Infective arthritis of the 
lumbar vertebra* 

1 lyscritery 
Cleerative colitis 
Typhoid fever 
Aneurysm of the right 
iliac artery 

Sarcoma, osteoma, or chon- 
droma of tin* iliac bom* 
Lobar pneumonia, pleurisy, 
or other chest conditions, 
with referred pain. 



Formidable though the above list may seem, in the gre*at majority of eases when a 
patient complains of pain in the right iliac fossa the first point to he decided if possible* is 
whether that patient has appendicitis or not. in an acute* case*, in which the pains have* 
come on rapidly and have become severe, associated with an increased pulse-rate*, and 
some* rise* of temperature : vomiting at the* beginning : a coated tongue* : loe*al rigidity 
over the right iliac fossa : perhaps with, in addition to :i sense of re sistance, a diffuse palp- 
able fullness in the* right iliae* fossa. e>r even a more* or le ss localized tender swe lling, togetheT 

with te*nde*rne*ss of the* right side* 
of the* rectum on rectal examina- 
tion : the* great probability will 
be that the* patient has acute 
u/t/n’iu/icitis. and in most in- 
stanecs surgical me asure s will be* 
employed to e*ure* the erudition 
and at the* same* time* verify 
the* e*ause*. The* pain in cases 
of ae-ute* a ppe nd ie*i t is is ofte n 
associated with a remarkable 
hcalized acute tcnde*rne*ss re- 
lerreel to McHuriicy's spot, which 
is situated at the* outer point of 
trisection <d' a line* joining the* 
umbilicus te> the* right anterior 
supe rior iliae* spine* : and tbe*re* 
is gene rally acute* hypersensit ivc- 
ness of the* surface* skin in the 
same* re*gion. Aneit 1 ie • r sign wbie*b 
is sometimes helpful is cone's 
t ion of the* right superficial e*ir 
cumflcx iliae* ve in : this may 
be obvious at a glance. and it is 
suggest ive* of act ive* inflammation 
e»f the* unde rlying appendix. As 
a Gene ral rule* the re* will be* some* 
other abdominal symptoms as 
well pain in the* epigastrium 
Fm. i it. oi <-a!<*uho imj..i«-i in tin- lnu.-r < n-i oi tin rL'iit aiiel vomiting. Id i* ivistane*c; it is 

iirrlfr. Tin 1 1 ML'iio'-i.- \\:i> i*onliriin-<l at opf-ration. i/»v hr. ’Hon stun 

ii oil a tut. \ always dangerous t < » rely upon 

ae*ute* pain in the* right iliae* fossa 
alone in diagnosing apjie*nelicitis, and many a patie*nt has been operated upon, appeneliece - 
tomy be*ing pe*rfe)rme*d. when the* real trouble has been in the right urete r, ovary, or tube*, 
and ne»t in the appendix at all. 

Occasionally, when acute* appendicitis has been the* apparent diagnosis be fore* operation, 
some either foe*al suppuration will be* found when an operation is performed, a / tyosal/zinj * 
or a suppurating ovarian cyst , for example : and it is generally at operation that acute 
suppurative periostitis of the inner surface of the ilium is elisceivereel, a rare* but important 
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condition which sinmlatcs acute appendicitis closely and is only to he cured by imme- 
diate surgical treatment. 

A ureteral calculus yene-rally becomes impacted in the lower end of the ureter close to 
the bladder (Fill. H? ) : it sometimes yive-s rise to little j>ain : or it may produce acute 
ureteral colic, the pain he-iny re-ferred to the riylit iliac fossa in a way which simulates the 
pain of appendicitis closely : there may he local rigidity of tin* muscles, hut no tumour 
can he felt, and as a rule the patient is much less ill than he is with appendicitis. In a 
lirst attack of such pain, however, an operation for supposed appendicitis may he per- 
formed : it is when the patient has had recurrent attacks, associated perhaps with transient 
hamaturia. that the real cause is surest cd. or more often still perhaps, tlu* diagnosis is 
arrived at as tin- result of rout inc c-xaminat ion. including t he use of the X rays, cystoscopy, 
and ureteral catheterization. The conditions likely to simulate a stone in the ureter when 
the X rays are employed are calcareous iliac glands or a phlebolith in formerly thrombosed 
iliac veins. It is often possible to tell the difference between these three by tin* relative 
situations of the shadows, especially if skiagrams are taken in different plant's with an 
opaejue- bony ie in t he ureter. 

Acute ureteritis produces symptoms almost exactly like those of an actual stone in 
the ureter. In some instances the inllammation of the lower end of the ureter results 
from a dime which has already passed : or it may arise as part of a llacillus enfi infection 
of the urinary passages, and in some such eases operation for supposed appendicitis has 
been performed, the vermiform appendix proviny perfectly normal, but the ureter heiny 
seen to he thickened and intlamed. There can he no doubt that some* such eases, diaynosed 
and operated upon for appendicitis, escape recognition altogether, for it is not always easy 
to tell whether the lower end of the ureter is intlamed when the tube is palpated from 
outside ; the patient, at first reyarded as cured by the suryiea! procedures, has the dis- 
appointment of su ITeri ny subsequently from precisely the same symptoms, periodically, 
a'' before the operation was done. 

('o/i haci/luria is a familiar difficulty in the differential diaynosjs of appendicitis: 
aithouyh theoretic-ally the pain should he referred mainly to the kidney, yene-rally the 
riylit. it is quite common for patients sufleriny from this condition to refer their pain not 
to the- hack or loin at all, but to the front of the lower part of the abdomen, and particu- 
larly o\cr the riylit iliac fossa, in such a way that acute appendicitis is simulated closely. 
Kveii tliouyh the urine he examined and a haze of albumin found, toyether with an excess 
of leucocyte's, the- acuteness of the condition may he- such that the- surye-on may not feel 
justified m waitiny for e-ulture-s of a catheter specimen of the urine- to he made- to see 
whether the llacillus <<tli comm unis is found ; and not a few patients of this kind are 
unavoidably operated upon for acute- appendicitis when the appendix is perfectly normal. 

( oli bae-illuria is described on paye- 88. and Fill. tbs is a temperature chart from a ease 
in which appendicitis was simulate-el sei closely that ope-ration was performed and the 
diaynosjs of eoli inte-etion of the- riylit urinary passaye-s moludiny the- kidney, confirmed 
I >\ the- siiryeon. 

7 , a7.s7///y of the fudidc of an ovarian cyst upon the riylit side yencrally produces 
sNinptoms analoyoiis to those of st ranyulatc-d he rnia, and the diaynosjs may only be 
established w he n urye-nt laparotomy is performed. As a rule- the- pain starts in the lower 
part ed the- abdomen before- it becomes ye-ne-ral, and in the* ease of a e-yst upon the* riylit 
side- it may be- re ferred part ie-ularly to the- riylit iliae- fossa, so that appendicitis may be 
simulated, especially as the- patient may be very tender in the- riylit lower quadrant of 
the* abdomen, and a diffuse* swe-lliny may be* felt lu*re*. Kffusion ed’ lluiel into the* ye-ne-ral 
pe ritoneal e-avity takes place- rapidly so that the re- may be- dullness in the- flanks : the 
pe ritonitis whic h produee-s this is yene-rally lion-suppurative-. r rhe- cmcrycncy is one which 
calls for urye-nt laparotomy. and the- diagnosis is eonlirme-d when the- abdomen has be-cn 
opened. 

A cute salpingitis or inflammation of the right ovary is yene-rally secondary to some 
othe r pe lv ic inflammation which has be-e-n eliaynose-el on ae-e-ount of other symptoms, such 
as a vayinal elise-harye- (p. 281), pain in the- pelvis (p. 572). or some* me-nstrual irreyularity 
sue-li as mc-norrhayia (p. 182). The* skilled yvna-eoloyist may, by vayinal palpation, be 
able- to dete rmine* the* cause, tliouyh doubts may exist as to whether the e-ondition affects 
the* riylit uterine- appe-ndaye-s or the- vermiform appendix, until laparotomy is performc*d. 
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Operation. as a rule, is less urgent in the ease of salpingitis or ox.nitis than witli <ipp( n 
dieitis. Should the pains in the ri<*ht iliae fossa he relatively slight in the intermenstrua 
periods. hut severe at the time of the periods themselves, this tact will suggest that the 
mischief is pelvic and not appendicular: hut even this conclusion is open to. fallacy, 
because when there has been preceding appendicitis with extensive adhesions which may 
very likely include the uterine appendages, the pains, though primarily the result ol appen- 
dicitis. may lie recurrcntlv worst* at each monthly period. An important point, howixii. 



/ |js_ Temperature chart (four-hourlv) 'from a case of finite colt t.a-'iiluria it Fimo om 1 1 me i< ■> i.< - of 

the acute trouble after an apyrevittl interval. 


is that salpingitis and ovaritis, though possibly unilateral, are much more commonly 
bilateral, so that tin* distribution of the pains is likely to he much wider in the ease of 
ovarian or Fallopian tube mischief than it is with or after appendicitis. 

Acute stitch gcnerallv affects the* Hank in the lower costal region on one side or the 
other, hut sometimes the muscles over the right iliae fossa are involved instead of the* 
abdominal muscles higher up or the diaphragm, and acute pain results in the* right iliac 
fossa, and the* patie nt may fear appendicitis. The general character of the* pain, however, 
the fact that it appears te> he* definitely in the* abdominal wall, anel that it is imassoc iated 
with acute hypersesthesia or with swelling or pyrexia, will generally serve* to distinguish 
stitch from appenelieitis. 

Distent in)t of the eo/on with J frees or with gas seldom produces very ae-ute pain in the* 
right iliae fossa, but rather a severe grumble ; anel although in a lirst attack appendicitis 
may be feareel, reeurrene-e* of similar attacks without severe- illness on the* patient's part, 
and the way the pains are almost immediately relieved if the patient can pass flatus 
abundantly, or has his bowels evacuated, either naturally, by medicines, or by means of 
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:m ene*ma, will gcne*rally serve* to exclude* acute* appendicitis at any rate, though doubt may 
remain as to whe ther there* may not he* appendicular or peritypldit ie* adhesions. In semie* 
such eases examinatiem ot the* bowel with bismuth and the* X rays may serve* te> show 
the* distemded condition « *l‘ the* c;vcum, e>r on the* other hand e*v iele nce eit dedbrmity or 
immobility from adhesions. 

Retention of the right testis is a tiling which should not be* forgotten, especially when 
a lad at about the* time* ed’ puberty cemiplains of ae*ute* pain in the* r i«* ht iliae* fossa sugge*st- 
ing appendicitis. The* testis, if it is situated at the upper end e>f the* inguinal canal, may 
cause 1 subacute* pain similar to that of mild appendicitis, especially as at the* same time 
there* may be* local re*sistane*e* sugge*st i nur a swelling in the* iliae* fossa. It is important to 
examine the* scrotum to se*e* whether both testicles are* present the*rc or ne>t. The*re is ne> 
pyrexia. 

Injury to the right iliae fossa may be* tbllowcd by acute pain. In most instances the 
history will indicate the* diagnosis e*le*arly. especially if the*re* is local e*vi<lcne*e of bruising. 
Sometimes, howe ve r, the* patient may have* injured himself when he* was unaware of doing 
so, for instance* during time*s of gre*at excitement. e>r perhaps when he* was under the influ- 
ence* of elrink, or again, during a ne>e*turnal attack of epilepsy, and it may then be* very 
difficult sometimes to tell whether the* pains are* elue to injury or ned. The* absence ed 
pyre xia unci of an inereased pulse-rate will be* points against acute* appe*nelie*itis, though 
there* may be* l<»e*al swelling from a de*e*p hainatoma, and the* injured musede-s may 
be* rigid. 

It is often forgotten that acute*, subacute. < »r e*hremie* inflammation of the lymphatic 
glands in the* abdomen may cause* pains as severe* as tlmse elue* te> similar inflammation 
of planets in the* neck, axilla. or groin : the* "lands at the* ile*oca*cal junction may become 
inflamed from various forms of micmhic absorption from the* c*olon and e*ause* pains referred 
to Med hirnex \ sped, simulating appendicitis see e*lose*ly that operation is often pe*rforme*ei 
anel a normal appendix removed. d'he* mistake is less like ly t < > be* made* if the*re* is tender- 
ness in the* left iliae* fossa at the* same* time* as the* more* acute* trouble in the* right. 

Acute affections < »f the* lowe r part of the* re*e*tus ahelominis muscle may ned be* common, 
but the y ne ed be aring in minel : for whe n tlie v occur on the* right siele* they simulate appen- 
elieitis closely. (^11 it e* a number of such e*ase*s we*re* me*t with during tile* last bit; epidemic of 
influcn/a : apparently the* primary cause* was thrombosis of the veins in this part e>f the 
abdominal wall. leading to ae*ute* ne*e*rosis e>f the* lowe*r part e>f the rectus muse*le*. with pain 
e » v « • r the* right iliae* fossa, pyre xia, and loe*al rigidity. The* diagnosis is necessarily ditlieidt. 
but it might be* sugge*sted by the* contour ed‘ the* parts locally. the* distribution e)f the pain 
over a definite entire* se*c*t < >!' e » f the* muscle*, or by local sube*utane*e>us discoloration. 
Appendicitis may similarly be* surest ed if rupture e>f the* muscle in this elistriet occurs 
when there* has been Zenker's degeneration in it after sued illne*sse*s as typhoiel fever 
Quite oft e*n the* operation for appe*nelie*it is is undertaken anel the* eliagnosis made* only 
alte r the* muse*Ie* itself has been e*ut into 

Subacute or Chronic Lesions. — Passing on ne>w t e > a consideration e>f the differential 
e I ia l: ne >sis ed‘ conetitioiis which may produce subacute, chronic*. or re*e*urre*nt attacks ed' pain 
in the* right iliae* fossa, it is e lear that most e >f the* c*onditions ele*seribe*el above need te> be 
borne* in mind again, though one* need ned rc*capitulatc what has already bee*n saiel in 
repaid to the*m. Many, if ned all. e»f the* aelelitional causes mentioned under the* second 
heading, howe*ve*r. may simulate* or be* confused with subacute* or recurrent appendicitis. 

'The* ileoca-eal kink ed' Sir Arbut lined bane* is familiar. though it is gemerally helel to 
be* far le ss common as a pathological state* than l.ane himself once thought : it leads to 
const ipatiem by interfering with the* five* passage* of the* intestinal contents from the* lower 
cnel of the* ile um into the* ciceuni, anel as a re-sult of this kink discomfort, or a elull grumbling 
pain, or even an occasional acute pain, may result in the* right iliae* fossa. It may be difficult 
to tell whether the*re* is ned appendicular trouble* at the same time, but the diagnosis of 
the* kink itself is relatively e*as\ if a serial examinatiem e>f the alimentary canal is made 
with the* X rays afte r the* aelminist rat iem of bismuth or barium. The actual narrow point 
between the* bismuth ke*pt in the* lower cnel ed’ the* ileum beyond its proper time anel the 
bismuth which has ged past the* kink inte> the* e*:ce*um can generally be seen clearly. It is 
important when making the examinatiem that the* patient should have ne> parallin, aperient 
e>r enema during the* period of the successive X-ray examinations. 

i) 36 
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Adhesions round the appendix itse*lf, or round tin* cimim, may Ik* very difficult to 
diagnose unless the patient has recurrent pains in the iliac fossa subsequent to a preceding 
attack of appendicitis but without reenrreiiee of signs of inflammation. pyrexia, or raised 
pulse-rate. In some such eases, however, it is only when operation is performed lor the 
relief of the symptoms that the adhesions can bo diagnosed with certainty. 

Tuberculosis of the caeum is recognized nowadays more often than formerly ( I 4 ' if. I- 41h) : 
it is nearly always associated with chronic phthisis, of which then* will be cither definite 
physical signs or X-ray shadows, and the sputum may contain tubercle bacilli. When 
the phthisis is active and extensive the number of bacilli swallowed are generally so 
numerous that if ulceration of the bowel occurs at all the ulcers are diffused widely through 
the ileum, eivcuni. and ascending colon : but even in such a ease the* post-mortem evidence 

shows that the maximum incidence of the 
bowel tuberculosis which results from the 
swallowing of tuberculous sputum is in 
- the region of the ileoeieeal valve, pre 

sumablv because* some delay occurs here 
in the passage < > f the motions and gives 
the* bacilli a better opportunity of attack 
inn the mucous membrane. In eases 
which are less acute the bowel tubercu- 
losis is sometimes confined entirely to 
the ileoeieeal val\e region. involving per- 
>s the last inch or two of the ileum, 
the iloociroal valve itself", the caput e:eei. 
and the first inch or two of the ascend 
inn colon. There may be diarrlnea as a 
. , , • , result of this chronic ulceration, but as 

bvt. -141'. of chr-nmc tiiii.'irulo'-!:- ol ill* lowo- 

< ’Hi l of tli*' i 1* ‘ii ni, i u*oi m'i m l a ; 1 1 \ • , .’i n* I 'iiiii r-u* ■* ■* i u 1 1 v < • \ ri I f-’i 1 1 < » there* is none*. and the patient has 

in a i'um' of rliroiiic | *1 1 1 1 ii- i - with -\ - 1 1 : i in_' fhroiii*- , , - i 
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Lui>i.:milous iniilLraiioii. phv sician complaining of a sense of dull 

pain in the right iliac fossa with occa- 
sional exacerbations. There may or may not be pyrexia owing to the phthisis. On 
examination an indeterminate fullness or even a definitely palpable mass may be lclt in 
the right iliac fossa, and the first impression will probably be that the patient has chronic 
appendicitis, or even possibly carcinoma of the eircuin. It is the concomitant lung 
trouble which gives the diagnosis, and possibly tubercle bacilli may also be detected in 
the laces by the antiformin process. A certain number of these eases have now been 
-f their bowel trouble completely by excision of the affected parts. 

! inompeosis of the cfvcum is rare ; when it does appear, it often baflles diagnosis. 

. .me eases the nature of the mischief in the right iliac fossa is surest cd by the 
fact that the patient has a chronic inflammatory, suppurative, or ulcerative condition 
either of the jaw or cheek (Fill. 450), or of the pleura and chest wall, or ot the liver 
at the same time, for these, in addition to the caeum, arc* the sites most usually 
involved by actinomycosis. The ehronieity of the affection is generally pronounced, but 
the* ultimate diagnosis depends upon the* discovery of ray fungi from the affected part 
{Fit*. 010. p. 770)- Were the caeum involved primarily tin* symptoms would be more 
or less like those of either chronic appendicitis or of carcinoma of the caeum, and lapar- 
otomy would probably be resorted to, though if the nature of the malady were suspected 
large doses of iodide of potassium would be prescribed with or without actinomycotic* 
vaccine treatment, cure* possibly resulting without operation. 

Inflamed iliac Itpnphatic g lands may cause pain, tenderness, and obscure swelling in the 
right iliac* fossa, and appendicitis may be simulated. 'There will ge nerally be pyrexia ; if the 
inflammation in the* internal glands is due to spread from the* femoral or inguinal glands 
there will generally be some sore place upon the skin in the area drained by the* latter to 
indicate the diagnosis, but the inflammation of the* iliac* may occur independently of the* 
inguinal lymphatic glands whe*n the* source of the* infection is in the* pelvis or secondary 
to periproctal or periprostatic inflammation. Kcctal examination will assist the diagnosis. 
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Tuberculous iliac hjmphatic glands generally form part of tabes niosonteriea or of 
tuberculous peritonitis (p. <>!•), but sometimes the tuberculous deposits occur mainly, or 
even solely, in the inlands in the region of the eacum, in which east* it may be very difficult 
to be sure without operation that the patient has not got chronic appendicitis or alterna- 
tively tuberculous lesions in the eacum itself (see above), it is only when one can feel 
multiple small but firm, tender swellings, as is sometimes possible in a thin person, that 
the diagnosis of t ubereulosis of these inlands may be guessed at : as a rule the patient is a 
child suffering from general delicacy, and the condition is not one in which the symptoms 
call for urgent laparotomy. Yon Pinpiet's skin reaction may be positive, though even 
when it is. the diagnosis of tuberculosis of these glands will often remain one of conjecture 
only. Sometimes the X rays show multiple shadows in the position which the glands 
normally occupy, and thus assist the diagnosis. 

('urciuomu of the cavunt is generally eharaeteri/.ed much less by pain in the iliac fossa 
than by a definite, usually irregular, firm mass, at first movable, later more fixed. This 
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mass is distinguished from an accumulation of faces in the earuin by its greater firmness, 
by the fact that it cannot be moulded by the lingers, and that it does not disappear when 
the bowels are thoroughly evacuated. It may enlarge very slowly: in eases of doubt, 
operation with a view to possible excision will probably be resorted to. and the diagnosis 
thus confirmed. Sometimes carcinoma of the cjreiun may be simulated by accumulated 
faces, however, when there is obstruction to tlx* bowel further on : there may for instance 
be adhesions obstructing the* sigmoid colon, or a partial volvulus, or a carcinoma of the 
rectum, or of the sigmoid colon, leading to partial intestinal obstruction and preventing 
the faces from leaving the cacum thoroughly even when cvacuant measures have been 
employed. 'The pain which the patient then complains of may be not at the site of 
obstruction so much as in the right iliac fossa. A bismuth and X-ray examination may 
assist materially in detecting the cause of the symptoms in such a ease, and careful exami- 
nation of the rectum with the* finger, or of the sigmoid colon by means of the sigmoidoscope. 
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may be required. It is noteworthy that when there is obstruction to the colon in its 
distal part, it is particularly in the ciccuin that stercoral ideas arc apt to occur, and these 
may be associated with perityphlitis and pain in the right iliac fossa, more or less 
simulating appendicitis. 

As a great rarity a hydatid cyst may be* found in the right iliac fossa, causing pain and 
a tumour simulating carcinoma even to the extent of producing obstructive symptoms. 
The diagnosis would seldom be possible without laparotomy. 

In dysentery and ulcerative colitis the abdominal pains arc usually general, or at least 
referred now to one, now to another part of the whole colon, so that in these conditions the 
patient seldom complains mainly of pain in the right iliac fossa ; occasionally, however, pain 
in the right iliac fossa may be more pronounced than over other parts of the colon, though 
the diagnosis of a more widespread infection will generally be indicated by the history, 
especially as to residence in the tropics in the case of dysentery, or of recurrent intract- 
able diarrhera with the passage of blood and mucus in one suffering from ulcerative colitis. 

In typhoid fever the general symptoms will nearly always be out of all proportion to 
any pain in the abdomen, but occasionally so mild a case of typhoid fever is met with the 
ambulatory type — that the patient has not been ill enough even to go to bed, and in 
some of these acute* pain in the right iliac fossa has been the first thing to call attention 
to the existence of disease ; in some indeed the patient has had a perforation low down 
in the ileum, so that a local abscess has formed in the right iliac fossa, and the patient, 
though suffering from typhoid or paratyphoid fever, has been operated upon as an ordinary 
case of appendicitis until the subsequent course of the pyrexia has indicated that some- 
thing else was wrong, and it has occurred to one to have the blood tested for a Widal's 
reaction which has then been found positive. 

Discomfort or actual pain in the right iliac fossa may be the first complaint of patients 
suffering from a tumour of the iliac hone : this tumour may In* simple osteoma or 
chondroma — or it may be malignant sarcoma. In either case the diagnosis is arrived at 
by careful deep palpation, when the tumour will be felt to be firm or even bony hard. and. 
unlike other tumours in the iliac fossa, completely fixed to the deep parts. 

An aneurysm of the iliac artery is very uncommon : when it docs occur, pain in the 
iliac fossa may be considerable, and this pain may radiate thence down tin right thigh : 
the diagnosis would be made by careful palpation and the discovery of a tumour with 
expansile pulsation. 

Although both movable right hidney and other lesions of the right Lidnay , especially 
tuberculosis , cause pain in the loin to a more pronounced extent than pain in the right iliac 
fossa, some patients, (‘specially those suffering from unduly movable right kidney, 
complain of much more pain in the lower right abdominal quadrant than in the loin, 
and the difficulty of distinguishing between such pains, when due to movable kidney only, 
and a subacute appendicitis occurring in a person who has at the same time a movable 

v may sometimes be considerable, ('a re fill urine examination should be made ; with 
; d tuberculosis pus cells and tubercle bacilli may be detected : with movable kidney 
i n<“ urine is generally normal, though sometimes there may be a little albumin or occasion- 
ally a trace of blood. With movable kidney, however, there w ill be no pyrexia, such as one 
would expect were there also appendicitis, and on careful palpation the patient will tell 
the examiner that she experiences the pain when lie has the kidney between his two hands 
and not when he presses into the right iliac fossa without touching the kidney. A difficult 
case may need cystoscopy, ureteral catheterization, and pyelography in both horizontal 
and vertical postures before the diagnosis can be made plain. 

Herpes zoster is a condition which always needs bearing in mind when pains are 
unilateral without objective signs ; herpetic pains may be present some time before tin* 
actual eruption appears, and also for weeks or months after the eruption has subsided. 
It is even probable that in some cases there are pains from herpes zoster without any 
eruption at all, though then the diagnosis is almost impossible. As a rule, with herpes 
zoster occurring in such a way as to produce pain referred to the right iliac fossa, the pain 
will not be confined to this lossa, but will be referred also to the inner side of the upper 
part of the thigh and to some point in the right loin, so that renal colic is more likely to be 
simulated than appendicitis. The characteristic vesicles will be looked for, or the slight 
scabs that may be left for some time after the vesicles have dried up. 
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The* remaining conditions in the list above arc those in which pain may he referred 
to the right iliac fossa from lesions at a distance, and it is only by bearing them in mind 
and looking for evidence of them that they can be recognized. Tims, the fact that a 
patient who is suffering from aeute /demist/ at the base of the right lung, or from /tneumonia 
in the lower lobe of the right lung, may complain of pain in the lowe r part of the abdomen 
rather than in the chest, is familiar; and sometimes it may be very diflicult to decide 
whether the* patie nt's lesion is abdominal * »r thoracic*. Kven when there* are* definite lung 
signs there* may be* eloubt as to whether 
there may not be appendicitis as we ll ; 
acute pleurisy, for example, may result 
from the rapiel tracking up along the 
posterior abdominal wall of infection from 
the* appenelieular region. It is only by 
careful judgement that a decision can be* 
come to. As a rule* in such eases there is 
neither rigidity nor tenderness in the right 
iliac fossa upon examination, although the* 
patient may put his hand over the right iliac 
fossa when indicating where* lie has the* pain. 

In a similar way chronic pain suggestive* 
of ureteral calculus or of appendicular colic 
or even a subacute* appendicitis may be* 
complained of by persons whose* posterior 
nerve-roots on the* right side* are* be ing 
irritated by bony or < »t he r change s in 
corniced ion with the* hover dorsal or upper 
lumbar ve rte bra*, for instance, from sjumdf/- 
litis dejnrmans in an early stage* : osteo- 
arthritis of the spine* ; in feed i \ t* change's in 
the spine of the* same nature as rheumatoid 
arthritis; sfdnal rttries with or without 
fisnas aftseess. Suedi eases will be* chronic, 
but the pains may be* acute*, anef it may be* 
only afte r much deliberation anel repeateel 
examinations that a conclusion will be* *.*,,. i imni.ar \ i .» r i:.r.*r..i /•/,,. isg. j.. e;gn. 

conn* to that the* pains are* referred from u "' 1 ,v| ' i* • l/; v l> "- 1 ■ / tf<r*tun HuiUoid . >, 

the spine* anel not elue* to primary trouble* 

in the right iliac fossa itself. The* X ravs will sometimes be* of assistance in detecting 
the* osteophytie or either bony changes in the* vertebra* (Fii*. 151), anel yet absence of 
radiographic abnormality docs ne>t exclude* infective spondylitis as the cause, for the 
inflammatory changes affecting the* intercostal nerve*s as the*y eanerge* be‘twe*cn the vertebra* 
may be* confined entirely to the* seift parts ; if the* patient's eeunplaints can be analysed 
successfully it may be* found that he* has dedinite* localized pain in the back as well as 
in the* iliac fossa. The* elifliemlty eif being sure e>f the* cause e»f the* pains in such a ease, 
however, may some times be* very great, anel even after weeks of observation their nature 
may still remain erne* e>f doubtful e>piniem only. Herbert French . 



PAIN, INTERSCAPULAR. (See * alse> I\\in in Tin*. Hack, p. 52(1.) Pain referred to 
by the* patient as being ** in the* back, between the* shoulder blades'*, is due in the great 
majority of e*ase*s to simple* indigestion, llutulcncc, e>r biliousness. Sometimes it is in the 
middle line*, with a maximum intensity at the 5th, (1th, ?th, e»r 8th dorsal vertebra ; some- 
times it is re*fe*rre*d more* to e>ne* side* eif the* iniel-Iine than the* other ; often it varies in 
position, being sometimes near the* mid-line*, at other times right under the blade of one 
scapula- particularly e>n the led’t side* in the* ease* of indigestion and stomach conditions, 
on tile* right side* when the patient is * bilious’ e>r his live*r is enit e>f e>rele*r. It is very 
important, howe*ve*r, ne>t to cetnelude fe>rthwith that a patient. whe» has this symptom is 
merely bilious or suffering frewn dyspepsia, for pain of a similar kind may be the result of 
more* serious lesions, amongst which one must think of : - 

L> 
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Epithelioma of the oesophagus 

i 

Aortic aneurysm eroding the vertehrn 

Mediast inal sarcoma 


(hist lie ulcer 

Spinal caries 


Duodenal ulcer 

Sarcoma e>f the vertebra* 


(histrie carcinoma 

Carcinoma of the vertebra* 


(hill-stones 

Infective arthritis of the spine \ 


Hepatic abscess 

Fibrositis I 

* C hronic 

Carcinoma of the gall-bladder 

Myositis 1 

Spondylitis deformans ' 

rheumatism' 

Carcinoma of the liver. 


The first step in arriving at a diagnosis will be to examine the bare baek carefully 
by inspection in a good light, and by palpation. .Broadly speaking, the conditions 
mentioned above divide themselves into two main groups namely: (1) Those in which 
the pain is not produced locally, but is referred to the interscapular region from a distance 
(Fig. 660, p. 871) ; (2) Those in which the pain is definitely of local origin, so that there is 
tenderness on palpation as well as pain. When the pain is due to local causes then* will 
generally be some deficiency in the free movement of the spinal column when the* patient 
bends forwards and backwards or from side to side, or when he twists round : and 
attempts at such movements will increase the pain in a way which is not the ease when 
the cause is gastric or hepatic. 

Rigidity is most marked when the muscles or the bones themselves are involved, 
whether by fibrositis, spinal caries , nexv growth, aneurysm, spondylitis deformans, or arthritis . 
X-ray examination is essential, and a skiagram may yield the diagnosis iorthwith ; but 
absence of definite abnormality in the plate does not exclude local disease, especially 
fibrositis or arthritis ; even new' growths in the bodies of the vertebra* may escape 
detection with the X rays if a plate is taken in one plane only : it is important to take a 
plate of the bones in the left oblique position as well as antcro-posteriorly (Figs. 181 fst, 
pp. 626, 660). Skiagraphy will also serve to detect mediastinal ne :c groxeth, or, with the 
help of a bismuth meal, epithelioma of the (esophagus, which is generally suggested by the 
progressive Dysphagia (p. 240) long before it produces pain between the shoulders. 

Infective arthritis of the s/iine , fibrositis , and myositis are all associated with local 
tenderness and local stiffness or deficiency in movement as well as with local pain : in 
only a few* cases will the parts affected be the mid-dorsal region of the vertebral column 
alone ; in most instances there will be pains in other parts of the body as well, referred 
to vaguely as 'neuritie', together with more or less affection of many joints of the 
multiple rheumatoid arthritis type (p. 126). All three are closely related to one another, 
and where fibrositis or myositis ends and infective arthritis begins is difficult to define. 
Local infiltration may sometimes be recognized on minute palpation, especially by those 
who have had training in massage. The diagnosis should not be made, however, before 
caries, aneurysm, and other serious deeper lesions have been excluded by skiagraphy. 

When there is no local thickening, tenderness, or rigidity, and no local abnormality 
made out with the X rays, it will lx* probable that the interscapular pain, or the 
beneath the blade of one or other scapula, is a referred pain, either of gastric or 
hepatic origin. In many such cases the diagnosis of Fi.atu.kncf. (p. 602), or simple 
1 MHOKSTiON (p. 665), or of biliousness is guessed at rather than made, and the chances 
are that the patient will be suffering from one* or other of these* ill-defined 'simple' 
conditions rather than from something more serious— such as gastrie* or eluodcnal ulcer, 
gastric carcinoma, gall-stones, hepatic* abscess, or carcinoma of the* live r e > r gall-bladder ; 
espe cially if he has had similar pains on many previous occasions, losing them completely 
in the intervals. The* severity of the scapular e>r interscapular pain is ne> guide*, for it may 
be extreme even when the* patient is suffering from nothing worse than flatulence or 
biliousness. It is important, however, not to jump too re*adily to the conclusion that the* 
pain is due to these simple* conditions, especially if it does not yield easily to simple* treat- 
ment, sue*h as bicarbonate of soela or a little calomel. Careful abdominal palpation is 
indicated, lest a gastric or hepatic tumour escape* detection ; with these the* pain will 
seldom be solely interscapular, however, and here, just as in the case* of gastrie* or duode*nal 
ulcer, hepatic abscess, or gall-stones, there would be* pain in the epigastrium or hypo- 
cliondrium te> direct attention to the nature of the lesion, which would be suggest eel further, 
perhaps, by such other symptoms as Vomiting (p. 627) or Jaundick (p. 405). Ne ver- 
theless, in some cases it may only be by watching the patient for a time that an exact 
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diagnosis can lx* made ; and occasionally that which at first appears to he no more 1 than 
the int erseapular pain of dyspepsia or biliousness proves to have been really due to 
aneurysm, gall-stones, or a carcinoma. 

Another condition apt to cause pain between the shoulders, or in a shoulder, or in 
almost any part of the hack, is motoring, especially in an open ear with the wind-screen 
so adjusted that there is a hack-draught from behind, playing almost continuously on the 
shoulders and hack when the ear is going fast ; persons who wear leather coats are less 
likely to he affected than are those who wear ordinary coats or wraps through which the 
hack-draught can pass, chilling the dorsal tissues abnormally. The diagnosis depends 
upon inquiries as to motoring and upon the e fleets of re-arranging the wind-screen or the 
clothing or both if motoring is continued, or upon the benefits of stopping the use of an 
open ear for a time. Herbert French. 

PAIN IN THE JAW (LOWER) unaccompanied by any swelling (see Swki.uno of 
T in: Jaw, Low i.h, p. SJt) is generally <lue t < > dental caries , i.e.. toothache. r l'he decayed 
tooth may be obvious at once, or it may he so hidden as to call for the services of a skilled 
dentist, assisted by radiograms of the jaw. Occasionally an unerupted molar may be 
the cause of the pain. 

Neuralgia. Here, pain is the essential feature, and it may be of two kinds. It 
either follows the course of a nerve such as the inferior dental in the lower jaw, or it 
affects a considerable part of the jaw without special reference to any nerve. It varies 
•Treat ly in severity. being sometimes slight, at other times so severe as to call for all the 
fortitude of the patient to bear it. Usually neuralgia of the inferior dental nerve is com- 
bined with neuralgia of the other branches of the fifth nerve (tie douloureux), and this in 
conjunction with the spasmodic character of the pain makes the diagnosis easy. Some 
eases of neuralgia are embarrassing, especially when sources of irritation in decayed teeth 
are present ns well, and it may be that the true condition can be settled only after the 
paroxysms of pain persist after all the teeth have been extracted. 

Other causes, such as epithelioma or other neoplasm, do not produce pain as a rule 
until the diagnosis has been arrived at on other grounds. George E. Gash. 

PAIN IN THE JAW (UPPER). What has been said above as to pain in the lower 
jaw being caused by dental caries and neuralgia applies equally to pain in the upper jaw, 
but there is an important additional cause to be sought for in the latter, and one easily 
overlooked, namely, inflammatory or neoplastic affections of the antrum of Highmore. 

Abscess of the Antrum of Highmore. The presence of pus within the antrum is 
indicated by local pain, generally dull in character, but sometimes acute. On examination 
of the jaw the gums will often be found tender and swollen, and a carious tooth is 
frequently the source of the infection : it may for a time seem as if the pain is due to the 
septic tooth alone, without implication of the antrum, but implication of the latter will be 
suggested if there is tenderness on percussion over it externally, or if there is a periodical 
discharge of pus from the corresponding nostril when the head is bent forwards, or down 
the pharynx when the patient is lying on the back. If the normal opening of the antrum 
into the nose becomes closed, as it may from inflammation, this valuable symptom is lost, 
and though local signs of inflammation and general febrile disturbances are present it may 
he difficult to say whether the purulent trouble involves the antrum of Highmore or is due 
to inflammation in other nasal fossa* or to suppuration in the ethmoidal, sphenoidal, or 
frontal sinuses. A growth, innocent or malignant, starting in the antrum and not yet big 
enough to cause a swelling, may be mistaken for purely inflammatory trouble*. Recourse 
should be had to the method of t ransilluminat ion . and the antra on the two sides compared 
(see Fig. 191, p. 22(1 ). The position of the antrum should be shown by a bright red area, 
and if a shadow is thrown instead there is presumably some affection of the antrum. It 
does not mean necessarily that there is an abscess, for a growth or a thickening of the bone 
may east a shadow equally well. In these conditions a skiagram may help. A growth 
may indicate its presence by pain before the appearance of any swelling, but the differential 
diagnosis is discussed under Swiiu.im; of thf. Jaw. Lowkh (p. 8,‘H). The only certain 
method of diagnosis of an antral abscess is by tapping the antrum with an exploring syringe. 
This can be done through the nose immediately under the anterior part of the inferior 
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turbinate bone, or through a tooth socket in tlu* upper jaw it there* has been a pre\ ions 
extraction of a canine or preinolar tooth. Tlie ihiitl withdrawn may be subjected to 
microscopical and bacteriological examination. George E. (task. 

PAIN IN THE JOINTS. (See Joints, AmirnoNs of tiik. }». Ml.) 


PAIN IN THE LEG.- (Sec Pain in tin: Kxtukmity, Lc wkk. P- aJH.) 


PAIN IN THE LIMBS (General). In the majority of eases pains in the limbs are 
the result of some general or systemic disease : in but few instances can the\ result trom 
symmetrically distributed local lesions. For clinical purposes they may be classified by 
their duration, according as they art* acute or chronic. 


1. Acute General Pains in the Limbs occur in 


Rheumatic fever 
Muscular overstrain 
Myositis — 

Acute polymyositis 
Neuromyositis 
Trichinosis 
Peripheral neuritis 
Neurasthenia 


Hysteria 

Acute infections such as 
Acute coryza 
Tonsillit is 
Fcbricula or chill 
Influenza 

Acute specific fevers 
Rat -bite fever 


Inflammations of the 
lungs, kidneys, etc. 
Secondary syphilis 
Tropical fevers 

1 )enguc. Malt a fever, 
cholera, yellow fever, 
dysentery , malaria, etc. 
'french fever 


2. Chronic General Pains 

Peripheral neuritis 
Tabes dorsalis 
Chronic rheumatism 
Myalgia 

Pernicious ana*mia 
Severe amcmia 
Osteo-arthritis 


in the Limbs occur in 

Fibrositis 

Rheumatoid art liritis 
Gonococcal arthritis 
( iout 

Chronic wasting disease, as 
pulmonary t ubereulosis 
Cast ritis 


( irrhosis of t he liver 
ltronchit is 
Morbus cordis 
Malignant disease 
Ncphrit is 
Trench fever 


These general pains may be felt most acutely sometimes in one tissue or part of the 
limbs, sometimes in another. The muscles, for example, may be the chief seats of pain in 
a child with rheumatism : in a rheumatic adult the pains are usually worst in and about 
the joints ; in a patient with secondary syphilis the pain is often deep in the bones, the 
so-called osteocopic pain. General limb-pains are usually made worse by movement, 
particularly when they are accompanied by inflammatory changes in the joints ; but the 
general pains of chronic* rheumatism, or the stiffness and pains left after muscular o\ ci- 
st rain, will often pass off if the movements be persisted in for a little time. As a rule, 
general pains in the limbs are least felt when the* patient is at rest, especially "hen he is 
f »vst in bed : but in some cases rest leads to stiffness and increased discomfort, change 
-it ion giving temporary re lit*! ; in otheTs particularly the* muscular pains of rheu- 
t-m and the oste*ocopic pains of specific disease the pains are* at their worst as soon 
Iht* patient gets warm in bed. 

1. Acute Pain. (Gene ral pains in the limbs are common in rheumatic fever, occurring 
mainly in the limbs in which there is acute inflammation of the joints. In severe eases 
the cause will not readily be overlooked : it is in the comparative ly mild eases in childre n 
that failure to make* the* proper diagnosis is likely to occur, when the- general pains in the 
limbs niav be se*t down as merely ‘growing pains'. The*re* is no doubt that growing 
pains' occur in healthy childre n, epiite* independently of rheumatism ; but any complaint 
of growing pains should le-ael to a e-a refill investigation of the patient s history, and of the 
condition of his heart ; a family history or past personal history of e ither rhe umatism or 
chore*a will ofti*n be made* out : and not rarc*ly examination of the* he*art will le*ad to the* 
discovery of valvular disease. The joint-affections of rheumatism are far more prominent- 
ia adults than in childre n ; in children the* non-arthritie le sions are the most conspicuous 
e*ndoe*arditis, pericarditis, pleurisy, chorc*a, inflammations of the* fibrous tissues gc*ne*rally 
and of the skin, sore throats. The way in which both the pains and t he* pyre xia are ; relie ved 
by salicylates may often assist the* diagnosis ; if both are re lie ved within forty-eight hours 
after salicylate tre atment is begun, acute rheumatism is probable, whilst conversely, if the 
pains persist in spite of salicylates, acute rheumatism is not probable* (Fig. J2f), p. !-•*)• 
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Kcvv | >c < >j >lt* can be unacquainted wit li the general pains and stiffness due to muscular 
overstrain , the result of some violent and unusual muscular exertion walking, running, 
playing ^ames, etc. undertaken when the body is out of training. The? pains are accom- 
panied by local tenderness of the affected muscles, and there may be slight lever. 

Myositis , or inllammation of the muscles, is a comparatively rare cause of general 
pain in the limbs. . irate /tolymyosH is. also described as dermat omvosit is and as pseudo- 
trichinosis, is characterized by pain, rigidity, and tenderness in the muscles, (edema of the 
extremities, and a rash resembling one or other of the exudative erythemas. In addition, 
there are 1 he general symptoms of malaise, anorexia, general debility, and fever. It is 
sometimes due to generalized invasion by streptococci. It must be distinguished from 
trichinosis, in which the affected muscles are found to contain Trichi ncHa s/firalis. the face 
and eves are (edematous, and the blood shows cosinophilia. A second rare lorm of myositis 
is the neuromyositis described by Senator, in which the nerves are involved as well as the 
muscles. lit this, sensation is lessened, the rellexes are lost, and vasomotor phenomena 
are seen in the extremities. The affected limbs are tender on pressure, and painful when 
movement is attempted. (See also p. 701 . and Fills. 

,V>0). Trichinosis. or infection with 7 'richinctla 
s/)iralis , is very rare in (beat Britain, though com- 
mon in countries where pork is eaten uncooked. 

Its symptoms are at first those of pyrexial gastro- 
enteritis. these being succeeded by acute pains 
and aches all over resulting from invasion of the 
tissues of the body, particularly the muscles, by 
embryo t rich inclla* ; the affected muscles swell, 
particularly the flexors. The face. neck, and trunk 
arc affected as well as the limbs; the lace and 
eves become (edematous; profuse perspirat ions are 
common, and high lever is not rare; cosinophilia 
and lcucocy tosis are usual. II not fatal the sym- 
ptoms last a month or more, subsiding gradually 
into the third stage, that of convalescence, as the 
larval triehinelhe become encysted in the muscles. 

The diagnosis of trichinosis is likely to In* difficult 
because of its rarity ; it is most likely to suggest 
itself when it occurs in epidemic* form. In the 
early stages, acute gast ro-ent crit is, enteric fever, or even cholera, will be suspected, the 
main symptoms arising from the irritation of the alimentary canal set up by the parent 
triehinella- breeding in it. Later, acute rheumatism will be simulated ; but the pain and 
swelling are in the muscles, not the joints, and the occurrence of (edema and of eosino- 
philia should help in the diagnosis. It may be added that adult triehinelhe may be 
found in the stools of a patient with trichinosis, and larval triehinelhe in portions of the 
affected muscles removed infra vitam for microscopical examination {Fill. LVJ) : encysted 
larva* will also be seen in the infected meat that gave rise to the attack, should any 
of it have been preserved. 

Aching pains all over the limbs or body, or both, art* (juitt* common at the onset of 
many of the acute infectious disorders, or of acute discuses that mainly affect one or another 
of the organs of the body. Associated with these pains are other general symptoms, in 
most instances, such as malaise, headache, anorexia, and more or less fever. Thus, a 
severe acute coryza or tonsillitis may be ushered in by general pains in the limbs : so may 
the obscure and elusive acute attack known as a fchricula or a chill, in which the fever and 
general symptoms persist for a day or two. but no localizing signs or symptoms can be 
detected to give evidence as to “ where the chill has settled*'. Such fchricula* may really 
be abortive attacks of pneumonia or rheumatism, the onset or recrudescence of pulmonary 
tuberculosis, instances of undetected sore throat, acute gast ro-intest inal upsets, cases of 
larval enteric, scarlet fever, measles, or what not. If they are associated with much pain 
or prostration, there is a great tendency to apply the term 'influenza' to them indis- 
criminately, <juite apart from considerations of fact evidence of infection with Pfeiffer's 
bacillus ; or of probability— the detection of any source whence influenzal infection could 
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have been derived. Hut, however satisfactory it may be to tin* patient, the diagnosis of 
influenza should not be made without further evidence, such as is furnished by the dis- 
covery of Pfeiffer's bacillus in the patient's nasal or bronchial secretions, or by the occur- 
rence of tbe attack as one of many in an influenzal epidemic. Influenza is well known 1o 
be a protean disorder. In many instances its main symptom is a severe* coryza, with head- 
ache, lachrymat ion, pyrexia, and much prostration. In others the* type is respiratory : 
bronchitis with cough and viscid expectoration taking the place of the coryza, and leading 
up to a bronchopneumonia or lobar pneumonia that not infrequently results in death. A 
third variety of influenza is the abdominal and gastro- intestinal ; abdominal pain, vomiting, 
diarrhcea, and perhaps jaundice, being the main phenomena. In all of these the* pains, 
depression, and prostration come on very rapidly, and appear severe out of all proportion 
to the objective signs of the disease, while tilt' fever is usually of short duration. The 
diagnosis of epidemic eases should not be difficult, but in the sporadic eases it may be far 
from easy, and must be made on the general lines indicated above. 

It is not necessary to refer in detail to the many other acute infections or inflammatory 
processes in which general pains occur in the limbs. In measles, scarlet fever, or small- par, 
for example, the pains often occur at the outset, but the diagnosis will be made on the 
other symptoms, and confirmed by the appearance of the characteristic rash. Hecurrcnt 
attacks of high fever with pains in the limbs art* characteristic of the little-known and rarely 
recognized Hat-bite Fever (see p. 7 10). Various febrile disorders of the lungs, such as 
bronchitis* tuberculosis , or pleurisy , may begin with similar pains : so may gastro-intest ina! 
infections, or acute inflammations of the kidneys, especially pyelitis or acute* enli-baeifluria. 
The diagnosis in these instances will be made from the special symptoms developed in each ; 
the pains in the limbs will rarely be the only or the most prominent complaint. 

In peripheral neuritis of the symmetrical multiple type, the* amount of pain is very 
variable — great in some cases, little in others. The peripheral nerves contain motor, 
sensory, and vasomotor fibres : in peripheral neuritis, therefore, motor and vasomotor 
symptoms are habitually present, as well as sensory. Alcoholism is the commonest cause 
of multiple symmetrical peripheral neuritis : the chief complaints are of numbness and 
tingling in the extremities, ‘pins and needles', sensations of ‘dead lingers*, cramps in 
the legs, and severe gnawing or aching pains in the limbs. Beginning in the hands and 
feet, they tend to spread to the trunk : motor weakness comes on, the skin develops hyper- 
esthesia, the limbs become very tender to pressure. The deep reflexes, originally increased, 
are now lost : the sphincters are hardly ever involved in alcoholic neuritis unless the mind 
is affected. Mental symptoms are common in alcoholism, taking the form of Korsakow's 
psychosis : memory for recent events is lost : the patient may forget his name and address, 
and not know where he is : and in the endeavour to make good the lacuna* in his recollec- 
tions, he is likely to tell lies freely, and quite without any definite 1 wish to deceive. The 
; d signs of arsenical neuritis are similar to those of the alcoholic form, but inco- 
.ttion and the cutaneous and deep hypenrsthesia* are more* marked, muscular paresis 
wasting come on earlier, and there* may be other arsenical symptoms (p. HI1). In the* 
neuritis eluc* tee acute lead poisoning the* sensory signs are* entirely subordinated to the* 
me)te>r, and pains in the* limbs are* absent. Peripheral neuritis is a fairly frequent legacy 
of influenza* anel may then be characterized by great se*ve*rity and persistence ; it may 
also occur as a complication of either infectious disorders such as diphtheria. tube*rculosis, 
or syphilis. The diagnosis of peripheral neuritis will be* sugge*ste*el, speaking generally, 
if the pains in the* limbs are associated with marked sensory change's anaesthesia, 
parasthesia, hyperesthesia with tenderness of the* skin, muscles, or aleuig the* course of 
the ne rves, anel with wcakne*ss, atrophy, diminished or abse nt kne*e*-jcrks and either tendon 
reflexes, anel the reaction of dcgcncratiem in the* muscles. 

Hysterical anel neurasthenic patients sometimes suffer acutely from pains in the* limbs 
that lack any objective basis on examination, anel may give rise te> much trouble* in dia- 
gnosis. It is of great importance that organic disease of every kind should be* e*xeluele*ei 
before the diagnosis of hysteria or neurasthenia is given e>ut. The hysterical patient is 
generally a woman, and is likely to exhibit several of the many phenomena common in 
hysteria, such as functional aphonia, globus or elavus hystericus, stoeking-and-glovc 
aincsthesia, heiniana*sthesia, variable paralyses often due to the contraction e>f antagonistic 
muscle-groups, hysterical seizures, and the like. The signs and symptoms of hysteria 
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change* from time to time, t I k* recovery from any particular affection often being as sudden 
as its onset. The neurasthenic patient, on the other hand, is oftener a man than a woman, 
usually overworked, run down in general health, and worried. The symptoms are those 
of “brain-fatigue' for the most part ; inability to attend to or take interest in either 
work or pleasure; tin* bodily strength is lessened, and subjective sensations of all sorts 
may be felt in the back or limbs. Headache is a prominent feature in some neurasthenic 
patients: dyspepsia or palpitation in others: imaginary sexual disorders in others. 
Kxaggerated knee-jerks accompany plantar reflexes that are still normally flexor, and 
tin* temperature is often subnormal. 

(General pains in the limbs are common in certain diseases of hot countries, of which 
only two need be considered here, liutli occur in Southern Kurope, as well as in more 
tropical regions. 

Dengue is an epidemic infectious disease, much like influenza in many respects. Its 
onset is sudden, with headache and pains all over, fever, sore throat, sore tongue, an initial 
erythematous rash, rapid pulse, and frequent, passage of frothing liquid stools. The pains 
may be in the joints mainly, or diffused throughout the* muscles of the limbs, and are made 
worse by movement. After two or three days the patient feels better, and begins to get 
about again : but after an interval of a day or two a slight or severe relapse occurs, with 
pains a> before, fever, and a secondary roscolar rash, which begins on the hands and wrists, 
later spreading in patches over the whole body. The relapse is soon over: but con- 
valescence may be slow, with persistence of the general pains in the limbs. The diagnosis 
should be easy in epidemics of dengue : the sudden onset, extent of the pains in limbs, 
head, and loins, and the characteristic course, should suffice to distinguish sporadic cases 
from other acute disorders such as measles, scarlet fever, rheumatic* fever, etc. 

Malta fever occurs mainly in the Mediterranean and on its shores : it is a chronic fever 
(Fill, at?, p. Uhl ). characterized by perspirations, constipation, and rheumatic pains in the 
limbs ; arthritis, orchitis, and enlargement of the spleen are common. The early symptoms 
are obscure : but pains in the limbs and general debility, gastric derangements, headache, 
bronchitis, and continued fever, an* the general characteristics when the disease is estab- 
lished. The diagnosis would turn on the discovery of exposure to infection, the milk of 
goats that arc carriers of the M icrococcus melitensis being the actual vehicle of infection : 
the patient's serum shows the specific agglutinating reaction. 

*J. Chronic General Pains in the Limbs will often remain after several of the disorders 
mentioned under the former heading. Thus, the* pains elue* to juripheral neuritis may 
bceexne a chremic affection in eases of chnmic alcohol, arsenic. e>r lead poisoning, after 
influenza, or in gouty, diabetic. e>r syphilitic* patients, t sually only one* or two of the* 
limbs will be affected in these* e*ases : and the- eliagneisis will not have* to be made from the* 
occurre*ne*e* of the* pains, but will have* become e*v ide*nt from the development of either signs 
of disease* : a blue* line* on the* gums, tophi and previous attacks of acute gemt, sugar in the* 
urine, and so forth. 

To ce rtain uncommon c*ase*s of tabes dorsalis the* name* tubes dolorosa has been given, 
owing to the* se ve rity and extent of the* pains. The patient, presents the* usual symptoms 
of tabes (p. ?.*>;{) : in addition he has frequently re peated lightning pains in the limbs, so 
severe* as to form the* dominating element in his disorder from the subjective point of 
view. The diagnosis will be* made from the* suddenness and shocking intensity of the* 
pains on the* one* hand ; and on the* othe r, from the discovery of further signs of tabes 
Argyll ltobertson pupil, loss of knee-jerk and of ankle*- jerk, ataxia, sphincter trouble*s, 
areas or zone s of ana st he sia . The* pains will have* a radicular distribution, and the nerve- 
trunks and muscles will not be* tende r e>n pressure. 

(Gene ral pains in the* limbs are* e*ommon in ehronie rheumatism , occurring particularly 
in e*onsonane*e* with change's in the weathe r. In some instances, the muscles are the ehie*f 
seat of the* pain ; in othe rs, the jeiints or the fibrous tissue's round them ; in others again, 
the* ne rves e>r the* nerv c-shcaths. Movement of the parts may be very painful, especially 
afte r a period of re*st . The cause is generally a fibrositis resulting from microbie-toxin 
absorption from infected foe-i such as pyorrhwa aiveolaris. apical dental infections , septic 
tonsils , infected nas<d sinus , pyosalpiiu\ prostatitis , septic seminal vesicles , cholecystitis , or 
bowel infections. Chronic rheumatism is seldom an inheritance* from acute rheumatism, 
and is not frequently combined with valvular disease e>f the heart ; it gives rise to 
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pseudo-ankylosis of tlu* joints, inability to work, and niiicli impairment of the general 
health. Lumbago and sciatica are probably but special varieties of similar librositis. 
The possibility of gonorrlural arthritis, miscalled gonorrhu*nl rheumatism, must not be 
overlooked. 

Myalgia , or the so-called ‘muscular rheumatism*, is a common affection of certain 
groups of muscles, and may in some instances affect, the limbs generally. This, again, is 
but a variety of librositis, with causes similar to those indicated above for chronic rheu- 
matism. It mav be brought on acutely, however, by definite exposure to chill, exposure 
to cold after sweating, sitting in a draught, driving in motor cars, and the like. Its 
commoner forms, such as lumbago, stiff neck, pleurodynia, stiff back, need only be 
mentioned ; in the rare cases where the limbs an* attacked, the diagnosis ol muscular 
rheumatism will probably be made jdutc dc micu.r , although there is nothing to show that 
the affection is rheumatic, and no proof that it is the muscles (and not their sensory nerves, 
for example) that are affected primarily. A particular variety, with a particular tendency 
to cause pains in the back and pains in the tibial regions of the legs, was very common 
during the war when trench fever abounded ; but this malady is fortunately rare in ci\ il 
life ; it results from infection from lice. 

It happens occasionally that severe pains in the limbs, or pains all over the body, are 
felt by patients with pernicious aiurmia. In some instances these pains are associated 
with great tenderness of the bones of the limbs and trunk to pressure, which may be con- 
nected with the hypertrophic changes taking place in the marrow within them. Similar 
aches, pains, and tenderness may lx* found in any of the severe amrmias or leuhtnnias. 

There remains for consideration the large class oi diseases characterized by chrome 
wasting or cachexia, in which general pains in tin* limbs are often prominent. these pains 
are due to widely different causes in different instances. In some they may be due to 
nothing more than exaggerated muscular fatigue or overstrain : the debilitated patient 
has but little muscle, and that little is exhausted by exertions that would be trifling for a 
normal subject, so that the cachectic patient becomes t lit* victim of general pains by the 
mere fact of being up and about. In other cases the pains arc connected with peripheral 
neuritis, set up by the circulation of toxins in the patient's blood, though few or none of the 
other signs or symptoms of neuritis may be detected on investigation. In others, again, 
the* pains seem to be connected with the occurrence of lexer, being lessened or absent when 
the patient's temperature is normal. In the great majority ol eases these pains are lessened 
by rest, or by any treatment that builds the patient up and increases his strength. Lit her 
the lungs, the heart, the liver, and gastro-intcstinal system, or the kidneys, may be the 
organs primarily at fault, and bodily wasting and weakness will be among the main sym- 
ptoms. In cases where the organic disease is deep-seated and out of reach there is danger 
lest the patient who is really seriously ill should be suspected of nothing more than 
functional disease and treated for such. 'rims, patients with carcinoma of the stomach 
n i*i v be treated for hysterical vomiting or anorexia nervosa : the victim of a carcinoma or 
neiirvsm invading the spinal canal may receive the treatment usually meted out 
malingerer. It is important, therefore, that the most thorough examination should 

iade, and deep-seated organic disease of ex cry sort, excluded as far as is possible, before 
; j ie diagnosis of functional disease be made in a cachectic patient. This is all the more 
neeessarx' because there is no doubt that purely functional disease of long standing may 
reduce nutrition or bodily strength to a very low ebb and create a suspicion of graxe illness 
when none exists. A . dej-Wahr. 

PAIN IN THE NECK. — (See Sour. Timoxi, p. 7.77; ami Sin i* Nkck, p. TIM.) 

PAIN IN THE PELVIS. — In practice, pelxic pain can usually be classified under 
four headings, namely: (1) Deep-seated pain: (12) Superficial pain in the shin ; (11) 

Spasmodic pain ; ( V) Bach ache or sacralgia. 

1. Deep-seated Pain is aching in character, continuous, and may be acute in onset, or 
may be chronic in duration. It is associated with tension in the pelxic organs, usually the 
result of overfilled vessels, or, in other words, of congest ion. If the result of actual inflam- 
mation, i.e., congestion due to infection, it is acute, and very sexere. It is elicited by 
pressure, and thereby made worse. In its worst form it is of peritoneal origin ; but it may 
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be due to simple ron^cst ion of 1 1 u v uterus, tubes, or ovaries, without infection or evidence 
of actual inllanimat ion. The presence of adhesions between the pelvic organs is an impor- 
tant. factor in the differential diagnosis of this type of pain, making it abundantly dear 
that there has been a past peritoneal inflammation, and that the* tension in the organs is 
the result of the binding and pressure of new fibrous tissue. Thus it may be caused by : — 

Local peritonitis due to infection, recent or remote, caused by salpingo-obphoritis, 
infection after labour or abortion, ovarian cyst with torsion of the pedicle, extra-uterine 
nest at ion. append icit is. 

Simple congest ion . caused by retroversion and flexion of the uterus, prolapsed ovaries, 
sclerosed ovaries, lucmorrhagie corpus hiteum cyst, 'tarry' cysts of the ovary, endometritis. 

2. Superficial Pain in the Skin. 'This is elicited by pinching or touching the skin with 
the head or point of a pin. It is essentially a referred pain, and may radiate very widely 
over the abdominal area, down the groins, over the crest of the ilium, and down the thighs. 
The area on the skin in which referred pain is felt in connection with uterine, tubal, or 
ovarian disease is that to which the tenth dorsal nerve is distributed : and the area is 
that which is commonly known as the 'ovarian region'. It is not, however, ovarian 
only, and it is not even uterine and tubal only, but may be affected also bv lesions of the 
kidney, ureter, gall-bladder, and souk* parts of the intestines. Consequently, referred 
pain in the skin in this so-called ovarian region cannot be taken to indicate disease of the 
generative organ** at all, unless other lesions can be* eliminated. The region of the tenth 
dorsal segment is simply a horizontal band spreading behind from the first to third lumbar 
spines, and extending round the body with its upper level in front at the umbilicus. All 
parts of the region are not necessarily affected equally, and there may be points of maxi- 
mum intensity ; one, notably, is midway between the umbilicus and anterior superior 
spine. This spot, (specially on the left side, has often been taken erroneously to indicate 
pain due to ovarian inflammation. It is interesting to note that referred pain is commonly 
more marked on the left side of the body, tin* explanation of which is not quite clear. 
Referred pain in this segment may not be due to any local lesion at all, but may be a 
marked manifestation of h\steria in its graver forms. When extreme hypenest hesia of 
this area on the left side is accompanied by amesthesia of the skin of the legs and feet 
up to the level of the knees, with brisk knee-jerks and absence of the palate reflex, the 
diagnosis of hysteria is almost certain. 

d. Spasmodic Pain in the pelvis is nearly always due to painful uterine contractions 
when it is of' genital origin. The exception to this is the pain, certainly spasmodic in 
character, which occurs in connec tion with tubal gestation, as a rule in the few days which 
precede tubal abortion or rupture of the tube*. In this case it is supposed to be due to 
contraction of the muscle-coats of the tube, but there is no real evidence that this is a 
fact. 'There can be no doubt that, even though a part of the pain is muscular, some of it 
at least must be due to peritoneal irritation. The only way to diagnose between this tubal 
pain and that due to uterine contractions is by a careful consideration of the history of the 
ease, and the finding of a definite tubal swelling by the bimanual method. Kvcn then the 
diagnosis is exceedingly difficult and often impossible. Spasmodic pain due to uterine 
rontr<icti<ms is caused by : 'The onset of abortion or labour; deficient development of the 
uterine muscle in spasmodic dysincnorrlitru (p. 2.‘17 ) : expulsion from the uterus of a 
growth such as a fibromyoma : ‘after-pains' following labour: gauze packing of the 
uterus after operations. 

'The differential diagnosis of these conditions is fortunately easy : but a much greater 
difficulty is sometimes met with when spasmodic pain has to be diagnosed which is due to 
causes that may not be of genital origin at all. The possible extraneous causes of a 
spasmodic pain have already been outlined (sec Dysmf.xoiikikka. p. 2117), and arc : 
appendicitis, intestinal, renal, or hepatic colic, leaking gastric ulcer, ruptured tubal 
gestation, twisted ovarian pedicle, hicmorrhage into a (iraafian follicle, rupture of an 
ovarian cyst or pyosalpinx, dyspepsia, and flatulent distention of the bowels. 

t. Backache, or Sacralgia, is a very common symptom in all classes of pelvic disorders ; 
and may Ik* present at the same time as deep-seated pain and superficial skin tender- 
ness. It is associated especially with chronic uterine congestion and endometritis, 
backward displacement of the uterus, downward displacement (prolapse), and impacted 
uterine or ovarian tumours. Sometimes the only lesion to be demonstrated is a chronic 
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cervical catarrh or a cervical erosion. It is a very difficult pain to explain in all cases ; 
hut it is usually regarded as one referred to the roots of the actual nerves which supply the 
uterus, tubes, and ovaries. In cases of impacted tumours it is possible that the pain is due 
to actual pressure on the sacral nerves at their exit from the bone, in which ease pain will 
also be felt down the inner side and backs of the thighs. In eases of carcinoma of the ccni.r 
backache is complained of, but is always associated with pain in the 'ovarian regions', 
inguinal region, and also radiating down the legs. It must not be forgotten that this 
form of backache is not necessarily of genital origin, but may be the result of many other 
lesions. Thus, it may be the result of some irritating urinary constituent, like excess 
of urates, oxalates, or phosphates ; also it may accompany a calculus in the ureter or 
some lesion of the renal pelvis. As a rule, in renal cases, the pain is situated rather 
hi "her up. Further, caries of tin* spine low down, growths of the spine, or of the spinal- 
cord membranes, may give rise to it. Inflammation of tin* sacro-iliac joint, rectal growths, 
haemorrhoids, ulcers, and simple proctitis due to scybala. may be its originating cause. 
It is clear that a correct diagnosis in any ease cannot be made without a complete exam- 
ination of all these structures, combined with careful urinary analysis. n. Stevens. 

PAIN IN THE PENIS is a symptom which occurs frequently in urinary surgery, 
not only in association with lesions of the penis or urethra, but also as a referred pain with 
disease of the prostate, bladder, or kidney. It is common to many diseases, so that in the 
diagnosis of any ease due consideration must be given to the other symptoms accompanying 
it, without placing too much reliance on a single symptom which may point strongly to the 
urethra or bladder. 

Penile pain may be present cither during or immediately after micturition, or may be 
entirely independent of the act. It may be said Generally that if pain is felt only during 
micturition there is some inflammatory lesion of the urethra or prostate : whilst if it occurs 
immediately after the Mow of the urine it suggests some lesion in the urinary bladder. On 
the other hand, pain may be present quite apart from micturition, due to various diseases 
of the penis, bladder, ureter, or kidney. 

The term 'pain.' too. is a relative quantity, vary in" with the nervous susceptibility 
of the patient, for what is pain in one may be merely discomfort in another, so that the 
patient’s account may have to be discounted to a certain extent by the clinician. 


I. CAUSES OF PAIN IN THE PENIS 

Diseases of the Urethra 

Acute inflammation, gnnorrlxeal or other 
The passage of a calculus or the impaction 
of the latter 
Stricture of the urethra 
tniury of the urethra 

Mvinn body in the urethra 
ceases of liie Prostate — 

Acute prostatitis 


EXPERIENCED DURING MICTURITION. 

Prostatie abscess 
Prostat ie carcinoma 
Prostatie calculus 
.*>. Diseases of the /{ladder 
Acute cystitis 
Vesical calculus 
Villous papilloma 
Pedunculated carcinoma. 


Diseases of the Urethra.— - The commonest cause of pain in the penis daring micturition 
is acute inflammation of the urethra, usually gonorrlueal, but occasionally septic. In the 
earliest stages of an acute urethritis, before any marked urethral discharge is apparent, 
there is usually a sense of smarting or tingling in the terminal urethra, more marked as the 
discharge increases, when it is of a burning or scalding character. This pain during 
micturition within a few days of sexual connection is frequently the earliest symptom of 
urethral infection, whilst a purulent discharge from the urethra is usually present when 
tin* case comes under observation. 

The passage oj a ca/cnlns through the urethra causes a sharp, cut till" pain along the 
urethra, the cause of which is apparent when the calculus is voided. Occasionally it may 
happen that micturition occurs in these cases in the dark, or that urine is not passe d into a 
vessel, so that the calculus is not actually seen by the patient ; but if there is a history of 
previous renal descent of a stone or symptoms pointing to vesical calculus, the sharp 
urethral pain during micturition occurring upon one single occasion is significant of the 
passage ol a calculus. A stone may, however, pass on to the urethra during micturition 
and become arrested at some narrowed portion ot the canal, usuallv at the membranous 
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portion or at the distal end. when a sudden, sharp pain is frit in the urethra, and at the 
same time the Mow of urine is partially or completely' stopped lie fore the bladder lias been 
emptied, whilst further efforts to expel urine only result in a forceless stream. In these 
eases the presence of a stone should be suspected, and the whole length of the urethra 
examined by passing the linger along its course, when a stone may be actually felt, or the 
canal may he illuminated by an endoscope and the calculus seen. 

Occasionally a calculus may remain in the urethra, becoming gradually enlarged in 
size and causing pain on micturition. These calculi usually lie in the dilated posterior 
urethra behind a stricture in the bulb. 

I rcthral stricture occasionally causes pain in the urethra during micturition, especially 
if the calibre is small, and if there is septic* infection or ulceration of the urethral mucous 
membrane behind the* stricture, but as a general rule stricture causes but little pain: 
gradually increasing difficulty in micturition, feeble stream, and dribbling of urine from 
the meatus alter the stream has terminated, are common symptoms: the diagnosis will 
he confirmed readily' by the obstruct ion offered to the passage of a lull-sized bougie, or, 
be tter, by direct observation of the urethra through an endoscope. 

Injurif (ff the urethra may cause pain during micturition. The urethra may be injured 
by a fall on the perineum, by a kick or ble>w, or by the faulty # »r careless passage of instru- 
ments : it may also be- injured or lacerated in association with a fracture* of the pelvis. 
The urethra may he me rely bruised, may be lacerated on one aspect, or may he- completely 
ruptured. If the- urethra is injured there is usually an appearance of blood at the external 
urinary meatus. together with a contusion in the- perineum or along the* course of the 
urethra, if the laceration is caused by elirect injury. Any attempt at micturition causes 
pain in the penis, whilst urine- may e »r may not be expelled from the meatus, depending 
upon the extent of the- injury, or may he extray asateel inte> the perineal or scrotal tissues. 
As a rule no e 1 i M i < * u 1 1 \ will be- experienced in the diagnosis, but in any suspccteel ease the 
grealest care should be exercised in passim: an instrument into the urethra. 

A jnreiiiu hodif in the ure thra may cause considerable pain, in some eases the history 
" ill be clear of a broken end of a cathete r or bougie passed along the urethra, but in others, 
in weak-minded individuals, no history of* the insertion of a boely into the ure thra yvill he 
y emelisa led . Direct endoscopic examination of the urethra distended with air yvill show 
the foreign boely. In this way various articles have* been found in the* urethra, such as a 
wax taper, a seed of harle-y with its barb, a hair pin. a small she ll, a nail, a glass tube useei 
to contain h\ podermie table ts. 

Diseases of the Prostate. Acute ftrastatitis and prostatic abscess both give rise to 
pain during micturition in addition te> increased freepieney and difficulty during the act. 
both are- usually seepie-la- of an acute ure thritis, and whereas an ae*ute prostatitis is accom- 
panied by a temperature* raised to 100 101 1*\. a prostatie* abscess cause's the* usual rise* 

and fa I 1 common to septic pre»ee*sse*s. The* diagnosis of the* twe> conditions is maele* readily 
on careful rectal examination, when the* acutely inflamed •’lane! pre*se*nts a much enlarged, 
smeeot h-surfaecd prominenee in the- rectum : whilst if an abscess be* present a softer area 
in tlie- inflamed gland e*an usually be* det ected. .An acute* prostatitis may accompany a 
haanatogenoiis bacte rial urinary infection as distinct fmm a venereal urethritis. 

Adenomatous enlargement e»f the* prostate «» i yt*s rise 1 to no penile* pain during micturi- 
t ion ; neithe r elecs the* prostate* containing tuhe*re*ulous deposits: hut pain in the* penis is 
prese nt during micturition occasionally in e*ase*s o {‘prostatie carcinoma* owing t e > the elirect 
infiltration of the* urethral mucous membrane*. Prostatic carcinoma is by no means un- 
common, and whilst in its general symptoms it resemble** those of prostatic aelenoma, 
there- is a marked di Mere* nee* found on digital examination of the* gland per rectum. The 
carcinomatous "land prese nts rounded areas of densely infiltrated tissue, in contraelistine- 
t ioi i to the* clastic. uniform feel of the* adenomatous variety : t lie whole* gland is fixed anel 
immovable, and in advanced stages distinct infiltration e>f the lateral pelvic fymphaties 
may he* felt extending laterally from the* affected oruan. 

( are* must he taken not t « > mistake* the* hard nodules felt in a prostate* containing calculi 
for carcinoma. AN’ i 1 1 i calculous elise*ase* the* gland is not fixed anel is only slightly enlarged, 
whilst on gentle* pressure with the* examining linger the* ealeaili may be fe*lt te> grate* upon 
e*aeh other. During the passage* e>f a catheter through the* prostatie urethra distinct 
grating may he* felt if any calculus has liberated the urethral wall. 
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pain in the penis 


Diseases of the Bladder may cause* penile pain during micturition under certain 
circumstances, although it is much more common to find that pain in vesical disease 
follows the completion of micturition. In acute cystitis, penile pain is present throughout 
micturition, due to the intense congestion of the vesical mucous membrane ol the trigone 
and around the internal urethral orifice. The other symptoms of acute cystitis, namely, 
suprapubic pain, pyrexia, increased frequency of micturition, and the presence of pus and 

blood in the urine, suggest the diagnosis. , 

Pain during micturition in other vesical lesions is caused whenever there is sudden 
obstruction to the normal How of urine by the impaction of something against the inter- 
nal urethral orifice. This may occur with a small calculus or with a pedunculated tumour , 
whether simple or malignant, when during micturition the flow is arrested suddenly, 
accompanied by a shooting pain in the urethra, whilst after an interval of a few seconds 
the stream may be re-established. With vesical calculus the urine may lx* normal or may 
contain pus and blood if the bladder has become infected : there is penile pain after mic- 
turition. and the stone may be felt with a sound. With a simple villous papilloma there 
is no pain unless part of the fimbriated portion of the tumour engages in the urethral oriliee 
during micturition, but there are usually recurrent attacks of profuse htemat uria, whilst with 
a villus-covered carcinoma there is increased frequency of micturition, with pain following 
the act, more or less constant hicinaturia, and usually pyuria, t'pon rectal examination 
the base of the bladder may be felt to be infiltrated, but by far the most valuable means of 
diagnosis between the three conditions is cystoscopy, when a calculus or villous tumour 
is seen readily, whilst a pedunculated carcinoma appears as a dark red tumour covered 
with stunted processes. (See Figs. 2S8, 29 2, p. B5J-.) 

II. PENILE PAIN FOLLOWING MICTURITION. 

This symptom is common to many lesions of the urinary bladder, more especially 
those in which there is ulceration or infiltration of the basal areas. The particular pam 
felt bv the patient is described as a sharp pricking or tingling at the terminal part ol the 
penis on the cessation of micturition, lasting some minutes and causing a desire to squeeze 
the glans. It has often been described as typical of vesical calculus, but this is far from 
being the case, for it may be due to almost any affection of the trigone. 

The common causes of pain in the penis following upon micturition are : — 

1. T 'e si cal — 

Calculus 
Tuberculosis 
Tumour 
Carcinoma 
Papilloma 
\riite cystitis 
liilharzia 


Diseases of the Bladder. 

A calcidus in the bladde r, unless it is trapped in the pouch behind an enlarged prostate 
or in a diverticulum, causes pain in the glans penis after micturition. It may exist without 
causing cystitis, although commonly there is some degree of pyuria whe n tin* ease is lirst 
seen. There is increaseel fre*qucne*y eif micturition during active exercise or during the 
jolting of travelling, but not during complete rest unless cystitis is marked. The te rminal 
drops of urine during micturition are often tinged with blood, and e>n some* occasions there 
may have been a sudden stoppage of the* stream during micturition. In some* eases the re* 
is a history of the descent e»f a stone frenn the kidne y without the* subsequent appe*arance* 
of a calculus in the* urine*. Patients subject to vesical steme have* usually reached the later 
part of life, anel although the symptoms arc as a rule sufficiently marked to render the 
diagnosis easy, sometimes they may be se> few that vesical calculus is quite unexpected, 
or the symptoms arc so like those caused by other lesions of the bladder that error is easy. 
In such a case it is advisable to examine the interior of the bladder with a cystoscope 
rather than by the usual vesical sound ; with a sound a small calculus, or one contained 
in a vesical pouch, may be missed, whilst with a cystoscope it is seen, its approximate 


2. L' refer ic 

Calculus in lower end 
I )cscc tiding ureteritis 
1 )eseending t ubereulnsis 

3. Prostutic 

Aeut e inflammation 

Abscess 

Calculus 

Carcinoma 


•t. I csindar - 

Acute spcrmato-vesiculit is 
it. Pcctal 

( areinoma 
(». Anal 

Fissure 

Inflamed Inemorrhoids. 
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size* elet e*rmineel. jifkI any other condition of the bladder accompanying or simulating 
calculus may be diagnosed with certainty. (Sea* Fill. -9-, p. •d.'i I, and Fnl. 
p. doo.) 

I'csicul tuberculosis may be a primary alicction, but is much more* fmpicntly secondary 
to tuberculous disease* in some* other part of the* ee*nito-urinary tract. It cause's marked 
penile* pain alter micturition, toiict he*r with pyuria and a tiiij'c of blood in the* terminal 
drops of urine* ; the* free jue*ne*v ed' micturition is increased during both day and ni^ht, and 
is uninflue*ne*e*el by rest, thus differing l'remi the* increased freepieney e>f calculous elisease. 
\'e*sie*al t ubcrcultisis usually oe*e*urs in veiling adults, but it must be* distinguished carefully 
freim e »t he*r \ e sieal infe e t ions, anel mein* particularly freim renal tuberculosis, in which 
symptoms referable tei the* bladder are* commonly pre sent before the* bladder is attacked by 
elisease*. In a yemn^ patient in whom increased freepieney of micturition, pyuria, anel 
penile* pain are* present, a search should be* maelc for any tuberculous locus, especially in 
the* testes, prostate, anel seminal vesieles, e>r Ibr marked thickening e >1 the* te*rminal ureter 
as felt per rectum, whilst a e*areful search sheiuld be maelc Ibr tube*rele* bacilli in the* urine*. 
A e*\st ose*e »pie* examination may be* nece*ssary to elete*rmine* the* e*xte*nt of the* elise*ase* 
(Fill. .*>7 1 , p. 7 17), but. speaking «»ene*rally . the* less inst rumciitat iem that is earricel emt 
i n t hese* eases the* bet ter. 

I Y.s icu! 'Fii moms. Carcinemia ed the* blaelde*r eiccurs in two forms: the infiltrating 
e*pit he*lioma and the* villus-covered eareinoma. bather begins most commonly in the* base 
of the* bladder: the* muscle becomes infiltrated so that contraction ed' the bladder during 
mie*t urit ie n ruusrs pain re-fe rreel to the* te rminal portion ed the* urethra. Heith forms occur 
in el<le*rl\ patients anel yive* rise* te> ine*reas<*el fre*epie*ncy e >1‘ mie*t uritiem during berth day 
anel niii’ht. anel to ha-mat uria. They alsei ed'tcn lt i \ e * rise t e » re nal pain when the infiltration 
has extended to the* ure te-rie* e»rifie*e* in the* bladder. 'The* base* of the bladder may be fe*lt. 
pe r rectum to be* infiltrated. e>r e nlarged glands may be* fe*lt in the* lateral pelvic space, and 
a cyst oscnpic e xamination will Usually clear up the* diagnosis (Fills. 2S 8, 2Ht). p. dal). 

W he re as epit heliomatoiis growths ed the* bladder irive rise* tei penile pain after micturi- 
tion from the* elirect infiltration < » f the* \e*sie*al walls, the pedunculated villus-covered 
carcinoma and the* simple* \illous papilloma may j^ive* rise* t e » sharp penile pain during 
micturition from bloekiiiLt ed the* internal urethral orifice with a process e »f oreiwth. The 
e iceurrenee <d this, toge the r with attacks of pred’usc hamaturia, are* e vielenee* ed' a peeluncu- 
latcet growth. On e\stose*opie examination the* careine »mat eius pedunculated tumour is 
seen to be* e-overeel 1>\ blunt, stunte*d pre »e*e*sse*s ; it is ed’tcn multiple*. whe*re*as the* innocent 
villous papilloma is single* anel presents much mem* delicate Umbria* 

Acute cifstitis causes tin<rlin<r pain in the penis afte r mie*t uritiem from the* inflammatory 
infiltration ed the* triuonal area, The* moele* of e»nse*t. the* ediaraeter e>f the* pain, anel either 
symptoms of cystitis will point te> the* cause* of the* pain. 

Hilliuriiu fm matuhiu idve-s rise* to elinieai symptoms very similar to theise* of vesical 
tuberculosis, The* historv of re*sielene*e in an infected district, microscopical examination 
of the* urine* for ova (Fill. IMi. p. 10*2). anel the* typical eyste»seopie appearance of the* bladder 
(Fill. -!H , p. .*!.“> I ) e stablish the- diactinsis. 

Ureteric Lesions ned infre-ejiie-ntly proeluce* pain in the* erlans pe*nis after micturition, 
and may cause* e*e msiehra hie* elifliculty in the* elia^neisis from vevsieal elisease. 

When a calculus becomes impacted in the* narrowed terminal e >r intramural portion of 
the ure ter, symptoms are* produced almost exactly similar t e » theise- ed‘ vesical calculus e>r 
tuberculosis, namely, increased fre*ejuene*y e >f micturition. pain in the* erlans penis after 
micturition, anel a small amount of pus and h!oe>el in the urine*. Intimate* kne>wlrd«;c of 
the* history ed‘ the* illne*ss will eiften be* ed’ value* in the*se* e*ase*s : the* first attack e>f pain is 
usually e f e *se * r i be *e 1 as beinii suelele*n. anel felt in the* renal an<;lc postcrieirly, passing ldrwarel 
alxivc the* iliae* e*re*st anel spine*, anel finally lie-coming loeali/.ed at the* situatiem of the e xternal 
abeleiminal rim*. The* calculus may be*comc impae*te*el in the* terminal inch eif the* ureter, 
>vhe*n, in aeldition to tins pain, there* will be* ine*re*ase*el freepiene*v eif micturition anel penile* 
pain, anel possibly hamaturia. W ith ureteric e*ale*ulus there* is usually pain in the kielney 
of the* affected siele* freim the* dilatation eif the* pelvis eif the* latter, The* diagnosis eif these 
<*ase*s is in it elillie-ult if a careful inepiiry is maele- intei the* history and symptoms, anel sei Ion** 
as it is reine-mbereel that increased fivejue*ne*y ed* mie*turit iem and penile pain may be* e*ause*el 
by ure*terie impaction eif a calculus ; a ^eieiel skia^raphie examination of the* pelvic areas 

i) :J7 
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ni;iv show the* shadow of a stom* {Fig. 2tM<. p. C i .**.“>) . whilst the* lattiT may hr felt 
occasionally as a small, painful nodule above tlu* seminal vesicles upon examination per 
rectum. A cystoscopic examination also affords valuable information, not only in excluding 
vesical lesions, but by <dviiu» a distinct indication of ureteric calculus by the* marked 
congestion and dilatation of tlu* hlood-v 'css(*ls in the immediate* vicinity of the ureteric 
orifice. A small bougie passed into the ureter may meet with obstruction in its passage, 
whilst a wax-tipped bougie may be grooved or indented by the stone. 

A stereoscopic radiogram of the pelvis with an opaque bougie passed into the* ureter 
will show tlu* shadow to be* in tlu* immediate line of* the ureter (see* Fig. db‘2 p. f id. 
and Fig. ]). 4 IT). 

I ’ reterit is descending from infection of the* renal pelvis may nive* rise to slight penile 
]>ain and to increased frequency of micturition, and thus simulate* vesical disease before the* 
bladder is actually infected. This is se*en most commonly in tlu* tuberculous form, but is 
present in a le*ss marked ele*^ree with infection by eithe r organisms, e » f whieh the* nuist eom- 
inon are* the Bacillus cnli communis anti the* Staphylococcus. In the* nomt ube reuloiis form, 
the* ure*tcr may be* felt per rectum to be* slightly t hickcncd . but the* e*ystose*opie* appear- 
anee e>f the* inflanu*d ureteric orifice* is epiite* distinctive* (Fig. “>72, p. 717). In descending 
tuberculosis from the* kidney, the* ureter may be* felt as a firm, infiltrated e*e > re 1 e»n tlu* bladder 
base, the* penile pain and incre*ase*d fre*<jue*ne*\ of micturition are* more* marke*d. the* kidney 
may be* felt enlarge! and teneler. and tuberele bacilli will be* found in the* urine*. Apart 
fre>m tliis, typical e*han<»e‘s in the* ureterie* e>rifie*e* are* seen on e*yst oscopic examinat ion. the* 
orifice* bcinu' pulled up or rctractcel e > r horse -shoe* shape*, and usually occupying- a position 
slightly abe)ve* and outside the* situation e>f the* normal orifice, due* to the* actual shortening 
of the ureter by infiltration e>f the* submucous ce>ats (Fig. .“>7.4. p. 717). 

Diseases of the Prostate ofte*n cause* pain in tlu* penis immediately follow ini: mic- 
turition. This is seen me>st commonly with acute* inflammation or abscess in the* inland as 
a sequela of’ acute* (remorrhera e>r septic urethritis. In eitlu*r e*ase* there is penile pain, some- 
times associated with e*re*e*tion, but little* diflieulty will be e*xpcrie*ne*cel in the* diagnosis on 
due e*e>nsidcration e»f the* symptoms and upon ree*tal e xamination. 

Prostatic calculi are* not uncommon : there* may be* a single* cule*ulus or a nest of them 
in the preistate*. The*y te*nel te) ulcerate* into the* urethra so that small ealeuli may be 
passe*el in the urinary stream, or some may pass bae*k alemif the* dilated prostatie* urethra 
into the bladder. If a calculus pre>je*e*ts from the* prostate* into the* ure thra it causes pain 
in the* penis afte*r micturition. A diagnosis e>f prostatie* calculus is often made* by tic 
grating sensation imparted te> a catheter in traversing the* prostatie* urethra, whilst on 
rectal examination the* e*ale*ulus may be felt as an isolated. hard nodule* in the* gland. or. 
if more* than one* is present, by the* crepitation of erne upon another on digital pressmv in 
the* rectum. 

Diseases of the Seminal Vesicle are* se ldom pre sent without accompany ing disease of 
"date* eir bladder. Ae-ute* vesiculitis may follow urethritis and give* rise* to pain 

i micturition, but in me>st e*ase*s it will be* associated with prostatitis. Similarly tuber- 
culous nodule s in the* ve*sicle* vn i i I be* associated with foe*i in the* epididymis, prostate, e>r 
I dadde*r. 

Diseases of the Rectum and Anus may occasiemally o i \ e* rise* te> penile* pain following 
mie*turitie>n, apart from any infe*e*tion e>f the* bladder or prostate*. Thus a carcinoma in 
the* anal e*anal, a re*e*tal fissure*, or an inflafne*ei ha*morrhe>iel may occasionally enuse* pain in 
the penis, but in each the* le>e*al symptoms e>f the* trouble will be* the* more* marked, and 
little* diflieulty will lie* found in the diagnosis if a loe*al examination is maele* with e*are*. 

III. PAIN IN THE PENIS APART FROM MICTURITION. 

Vnelcr the* above* divisions the symptom penile pain lias been considered in relation to 
the* act e > f micturition, anel it remains to consider some* conditions giving rise* te> pain in 
the penis apart from urination . The*se* include certain loe*al lesions e>f the* penis and 
urethra, anel also the* pains referred from disease* c*lse*w here*. Although a le>e*al lesion may 
cause little more than discomfort in many patients, in sonic it is deseribed as pain, the* 
decree of which depends upe>n the* nervems susceptibility of the* individual. Thus penile* 
pain may be* j)re*se*nt with acute urethritis, with balanitis in association with phimosis, with 



PAIN IN TUP SIMM LDKK 


paraphimosis, or with the tymphauiiitis of the organ due* to a styptic sore or abrasion of the* 
skin or mucous membrane. In some instances herpes of tin* prepuce or penile skin causes 
distinct pain. Any infiltration of the cavernous tissue of the penis causes pain during 
erection of the organ : thus during an attack of acute urethritis the common symptom 
known as chordcc arises from this cause, whilst, in a chronic form, cavernitis may he due to 
infiltration in association with tertiary syphilis or the gouty diathesis, so that erection of 
tin* (ii^an is only partial or confined to the proximal part, and causes pain. Another 
condition causing the same trouble arises from tin* organization of a Invmaiomn in the 
cavernous tissues of the penis following upon a local injury, either from external violence 
or during forcible attempts at coitus. A recent ease of persistent erection without apparent 
cause under the writer's care was associated with severe penile pain ; and a similar 
condition may be met with in blood diseases, especially lyiuptadie or splenatnedullary 
lent, a in in. 

Epithet iuma of tie* penis occasionally gives rise to pain in the organ. 

Pain may be felt in the penis in some eases of renal colic, in which ease it is classed as 
a referred pain. Thus in the acute colic accompanying the passage of a calculus, blood- 
clot. or debris of caseous material, aching pain may be felt in tin* penis quite apart from 
the increased desire to pass urine. Penile pain is, however, only a minor detail in the 
presence of the severe pain in the loin, and is often only lightly alluded to. 

Pain in the penis was n prominent early symptom in two recent eases of acute 
appendicitis under the writer’s care. In neither ease was it associated with micturition, 
nor was there any increased frequency of micturition, but in both the appendix was found 
to occupy a \ery low position, turning down into the pelvis, which in one ease contained 
a foul abscess. /*. //. Jocelyn Swan 


PAIN IN THE PERINEUM is a symptom often mentioned by patients in giving 
their history of some affection of the genito-urinary apparatus or of other organs, but 
usually only as a dull aching, of which little notice is taken, as it is generally of minor 
decree in comparison with other more striking symptoms. The complaint of perineal 
pain per sc docs not convey much information to the clinician, and it is practically never 
present as the only symptom in a ease. 

Aching in the perineum is frequently present in diseases of the following organs: 


Ernst ah 

Acute or subacute in- 
tlainina I mn 

Abscess 

Tuberculosis 

( aleulus 
Adenoinab >u> 
enlargement 
l arena unit 
Semi fad I 'esirtes 

Acute intlammation 
Tuberculosis 
I'rinary /{/adder 
Cyst it is 
Tuberculosis 
( aleulus 
Carcinoma 


l reth ra 

< .onorrlnea 
Injury and rupture 
Stricture with extrava- 
sation or urethral 

abscess 

Fist ula 

(aleulus impacted in 

bulbo-prostat ie por- 
t ion 

Testicle 

Coney nit a! misplacement 
in perineum 
. 1 tad . f rea 

I hemorrhoids 

Fissure 

Foil 


Carbuncle 

Fleer 

Carcinoma 
I 'tiiiiuu - 

Acute inflammation 
Intlammation or abscess 
of Bartholin's glands 
( yst ( »eele 
Kpit hclioma 
( 'tda neons Diseases 
Intcrt rigo 

Fe/.cma, gouty and dia- 
bet ie 

Condvlomata. 


From the foregoing list it will be semi that aching in the perineum occurs with numerous 
different lesions, but other symptoms discussed elsewhere* are in almost every ease more 
marked. /». //. Jocelyn Srean. 


PAIN, PRECORDIAL. (See Pain in mi. ( ur.sr, p. 5d0.) 

PAIN IN THE SHOULDER (see also Pain in thk Kxthi.mity. TTpkr, p. 5111) may 

be due to two entirely different main groups of causes, namely : (1) Direct causes . in 

which the shoulder- joint itself is involved, or the nerves, ligaments, muscles, fascia*, bursa*, 
close to it ; and (*J) Indirect causes, in which the pains are referred to the shoulder region 
when the real seat of disease* is at a distance*, as in the e*ase, feir instance, of angina peeteiris, 
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or gastric or hepatic or diaphragmatic* disorders. The* conditions to l»c thought of include 
t lie following : 


1 . Direct Causes : 

Injury 
Arthritis 
Synovit is 
Fibmsitis 
.Myositis 


Neuritis 

K (Tec Is of exposure to cold 
or damp 

Kfleets of occupations 
Back-draught in motorists 


2. Indirect Causes : 

a. ( ardiovascuhir lesions 
Angina pectoris 

Aortic valvular disease 

b. Pleural , puhnonan/. 
Pleurisy 

Pneumonia 

e. (iastrie lesions * — 

Flat ulenee 
Indigestion 

(I. Duodenal lesions- 
C atarrh, with or without 
jaundice 

e. Hepatic lesions- 
Biliousncss 
(iall-stones 
Cholecystitis 

/. Panereatie disease - 
Chronic pancreatitis I 

Stone in tin* panemis | 


Aortic atheroma (syphilitic) 
Aortic aneurysm 

tnediast had U x i ons — 

Pht hisis 

Int rat lioraeie new growth 


(■astritis. acute or chronic 
(iastrie ulcer 


Duodenal ulcer. 


Nut nice liver 
New l* row th 


C arcinoma of the |>anereas 


Headimj in h(*d 
Subacromial hursitis 
Muscular paralysis, local. 


COronary artery disease. 


Pneumot horax. 


( .as| l ie carcinoma. 


I Icpat it is. acute tiopio;il 

A 1 »S( I'SS, 


( \ "t of t he pancreas. 


g. Affections of the under surface of the diaphragm- 
Focal peritonitis from leaking gastric or duodenal ulcer or from hepatic abscess 
Subdiaphrngmat ie abscess from whatever cause. 


h. Serious lesions— 
Hemiplegia 
Herpes zoster 
Acute braehiitis 


Cervieo-dorsal spinal carie s 
New growth in cervieo- 
dorsal spine 


Pa eh \ meniiiL r it is, s\ phi lit ie. 
eerviee t-dorsal 

( el \ ieo- braelnal neuralgia. 


The term shoulder is not explicit, and patients may complain of pain in the* 
' ’ ■ d r r when careful ineiuirv shows that it lias widely different situations in different 
m one it may be mainly in the root of the neck or in the central clavicular region : 
r the deltoid region in a second : under the lower jjart of the blade of tin* scapula in 
. ! bird : and so on. 

The first step in making the diagnosis is to locate the pain complained of as dclinitelv 
as possible : it is often easy to diagnose its cause with some certaintv from this point 
alone. If. for instance, the pain is mainly under the left shoulder-blade without anv local 
tenderness at all, its origin is likely to be gastric or int rathoraeie : if mainlv under the 
right shoulder-blade, duodenal or hepatic. (See Pain. Jn j latsc \ri i ak. p. .Min.) If on 
the other hand the pain is dclinitelv localized to the region of the shoulder- joint the* 
mischief is probably within the joint itself, or in the fibrous tissues, ligaments, bursa*, 
muscles, or nerves around the joint. 

The next point to investigate is the condition of the parts at and round tin* shoulder ; 
if there is definite tenderness as well as pain, increased pain on attempted movement, 
local deformity from swelling or from wasting, or impaired mobility at the shoulder- joint, 
the trouble is probably local and the pains are not referred from the viscera. It may be 
difficult to be sure that there is no local tenderness as well as pain, for the patient may 
have suffered so much that he winces on palpation, from an expeetanev of pain, when 
palpation or attempts at moving the joint are really painless : conside rable* judgement 
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is required in deriding just how niiieh tenderness is present as well ns pain, espeeially 
in nervous subjects. If. however, there is definite tenderness as well as pain the trouble 
is most likely local, and the same applies when the pain is made materially worse by local 
movements. 

In testing the mobility of the shoulder-joint it is important not to rely on the patient's 
statements or on inspection only : careful palpation is required. The patient may seem 
to move his shoulder well when, if the angle of the scapula is grasped whilst the patient 
moves his humerus, it will lx* found that the shouldcr-blad** moves synchronously with 
abduction of the arm, there being little or no play at the glenoid fossa. Normally, when 
the humerus is abducted the scapula should remain stationary until the arm is at a right 
angle with the trunk ; if the upward movement of the extended and abducted arm is 
continued beyond the right angle, the scapula normally moves with it. If the scapula 
begins to move before the right angle is reached there is something tin* matter in or 
around the shoulder-joint. More often than not the mischief is due to peri-arthritic 
changes rather than to ostco-arthrit is or int ra-artieular inflammation; part of the fixation 
mav be due to the muscles being on guard to prevent movement that would produce 
pain in such eases, mobility becoming nearly perfect when the patient is anaesthetized. 

The differential diagnosis between the various conditions that may affect the joint is 
discussed in the article on Joints (p. Fibrositis and myositis are in most respects 

equivalent to infective peri-arthritis, and it is often a matter of opinion whether any 
particular infective inflammatory condition around the joint is to be styled infective 
synovitis, or fibrositis. or neuritis, or myositis. Any of the four may involve one shoulder 
region on I v , but more often the patient has signs and symptoms of rheumatoid arthritis 
elsewhere also. 

The effects of injury, exposure to cold and damp, and of occupations, when they 
involve the shoulder region, are only particular varieties of fibrositis, myositis, and 
arthritis. The stiffness and pain that may result from sleeping in a damp room with the 
shoulders uncovered by the bedclothes may be very severe, and they may take weeks or 
months t<» pass off. The chief question will be whether the exposure may not have caused 
actual rheumatoid arthritis, or have brought on a gouty inflammation or neuritis, in 
addition to mere stiffness and pain of a type allied to stiff ne **k or lumbago ; and the 
differentiation will often be a matter of opinion. The same applies to the effects of injury : 
in some cases the bruising or the tearing of ligaments, or the fracture of bones, or their 
dislocation, may be followed by pain and stiffness continuing to affect the shoulder region 
for months or vears afterwards : in addition, however, the injury may set up actual 
arthritis allied to ost co-art hrit is. and. like the latter, more or less permanent. The X rays 
mav help in determining the exact degree* of local disease the injury has produced. 
Occupations involving constant use ol tie* shoulder often result in permanent intra- 
art icular changes also a sort of ostco-arthritis : the tendency increases with age ; and 
verv likely the occupation such as that of porters who carry heavy weights on the 
shoulder determines the site of the first joint to be affected rather than actually initiates 
the disease. Besides int ra-art icular changes, however, occupations involving strenuous 
and constant Iv repeated use* of the shoulders may cause pain in them of the* same* nature 
as that of writer's cramp and either occupation neuroses. Rowing men, navvies, ste>ke*rs, 
and so on, mav suffer in this wav. It is often very difficult to distinguish between the 
occupation neurosis and organic fibrositis, myositis, neuritis, or arthritis. 

One* well-defined but often unrecognized cause of painful shoulder, in which both 
recurrent slight injurv and occupation play an important part, is subacromial bursitis 
(see* Fii>. .TIN. p. Outside* the* upper part of the* capsule* e>f the shouleler-joint, between 

it and the unde*r surface* of the* ae*romion proe*e*ss, there is a lairly large bursa. 1 his 
be*come*s inflamed from ove*rusc or ove*rstrain e>l the* shoulder in much the same* way as 
he>use*maid's kne*e* re*sults from pe*rsiste*nt kneeling ; but with this etille*re*nc*e*, that tlu* 
swe>lle*n subacromial bursa cannot be* se*e*n e>r grasped as an inflamed prepatedlar bursa 
can. Fain e>n using the* shoulde r in e*ertain positions is the chief ceanplaint. The trouble 
arises freun falls or blows upon the apex of the shoulder, or from e>e*cupations involving 
repented sudden jerks to the shoulders it is common in golfers, tennis players, bowlers, 
or in those* who throw’ the* e*rie*ke*t ball e>r put the weight ; it also arises whe*n the* daily 
work involves the* mainte*nan(*e* e»f a strain against interrupted re*sistane*e*, as in the* case of 

:*7a 
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certain tools employed in electric steel grooving electrical concrete-boring in the process 
of breaking up old roads, and the like. r I lit' diagnostic point is as follows . on minute 
palpation of the shoulder region, when the arm is at the patient s side there is a definitely 
and often acutely tender spot immediately below the tip of the acromion process, but it 
the patient now' abducts the arm as far as he can, palpation of the previously tender spot 
no longer elicits any tenderness at all : on adducting the arm to the side the tende r focus 
is again discoverable w’ith ease. The explanation oi the disappearance oi the tenderness 
on abduction of the arm is that this movement take's the subaerennial bursa lar e*nough 
under cover of the acromial process for it to be no longer open to direct palpation. 
In eases of this sent examination by the X rays generally shows a wider clear space 
between the acromion process and the* head of the.' humerus on the* alleeteel than on 
the normal sielc. 

In any ease ol‘ doubt. X-ray examination, not only of the* shoulder region but also of 
the whole thorax, should be resorted to : now and again an unsuspected aneun sin e>t the* 

aortic arch interfering with the' lower 


part e>f the right brachial plexus will be* 
found to be* 1 he* cause of acute pains in 
the* right dclteuel region : or a medias- 
tinal new growth, or rarities such as a 
hydatid cyst in the- e*he‘st (/^/g. tail), 
may be* dise-ovcrc-d when ine-re* arthritis 
has been suspected. .Inuma pectoris is 
responsible' lor very acute* pain in the 
left she adde r region, belt hardly ever 
here alone *, the- attacks, and the' spread 
of the pain from the* precordial ivgion 
to the* left shoulde r and down tile* left 
arm. are* gene rally characteristic : and 
their nature* will be- confirmed by ex 
animation of the* heart, inelueling re-sort 
to e'lect ro-cardiograms if need be*, and 
by the- influence of amyl nitrite or nitro- 
glyecrin on the* paroxysms. 

Pains referred te> the* shoulder in 
eases of phthisis are* generally of the* 
nature* of dull discomfort or e>f aching 
than of acute pain, anel the* patient 
generally has had cough, wasting, night 
sweats and se> on, to indicate the 
diagnosis, which is confirmed by the 
existence* of abnormal apical signs, by 
the* discovery e>f tubercle bacilli in the* 
sputum, or by X-ray examination of 
the chest ( Figs. 117-119. pp. h‘H). Pleurisy, pneumonia, and pneumothorax will 

hardly ever cause* pain in the* shoulder as the ir only symptom, anel they w ill be* diagnosed 
on either grounds. 

(wuslric, hepatic , and duodenal lesions causing pain in the* shoulder do se> in the* sub- 
scapular regiem rather than in the* regiem eif the* shemleler-jeiint itself stomach disordc*rs on 
the left side*, hepatic and duodenal em the* right. They are discussed in the artie*le* on Pain, 

iNTKKSC \l*l I,AH (p. 505) 

Pancreatic lesions have to be* thought of. anel may be* sugge-steel by the* fatty nature 
of the stools, by the pigmentary changes in the patient's skin, or by the* occurrence of 
glycosuria : the further diagnosis depends upon somewhat elaborate and special tests 
which are descriheel under ( ammidok's Pancjii atic R faction (p. 128 ). 

A special variety of pain referred to the* shoulder-joint region results from acute or 
subacute inflammation of the under surface of the diaphragm so-called suhdiaphragmat ic 
pleurisy, which is not pleurisy at all but local inflammation of the* peritoneum covering 
the diaphragm ; if the front part of the under surface of the diaphragm becomes acutely 
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inflamed from any cause there is apt to bo acute pain re ferred to the front of the shoulder- 
joint on the corresponding side ; if the centre of the diaphragm is affected most the pain 
is referred to the tip of the shoulder- joint region under the acromion process ; it' the hack 
of* the diaphragm is involved the referred shoulder pain is posterior, under the hinder 
part of the deltoid muscle. It is sometimes possible, from these facts, to determine 
whether a subdiaphragmat ic ahseess is located more to the front or more to the hack, and 
occasionally one finds the patient has complained much of acute pain in front of, or at 
the point of, or at the hack of, one shoulder- joint surest ii g acute synovitis when the 
actual cause is under the diaphragm : a leaking gastric ulcer, for instance ; or a perforated 
duodenal ulcer : or a hepatic ahseess with local peritonitis over it ; or spread of infection 
from a cholecystitis or a gall-stone state of affairs ; or appendicitis or perinephritis or 
pyosalpinx or ot her pel vie inllammat ion, with spread of the infection, not to the peritoneum 
generally, hut up the hack of the right side of the abdomen to the under surface of the 
diaphragm . 

'The chief difficult ics that remain are the nervous causes, direct and indirect. Herpes 
zoster will he recognized by the characteristic eruption (p. Oil), and the pains will nearly 
always extend down the arm and not he confined to the shoulder region : but one needs 
to hear in mind that the pains resulting from herpes may persist for months after the 
eruption has disappeared, or may Ik* severe before the vesicles come out : perhaps the 
pains occur sometimes without any vesicular eruption at all. though the diagnosis of such 
a ease could he but surmise. If there is local wasting of the muscles of the shoulder 
region it does not follow that the primary lesion is nervous, because precisely similar 
muscular atrophy results very rapidly from joint lesions; with the latter, however, there 
is no reaction of degenerat ion (p. 721), whereas with true neuritis there is. It is, however, 
only when all int rathoraeic lesions have* been excluded, and when physical and X-ray 
examination point to there being no affection of the shoulder- joint . that neuritis of the 
cireumllex nerve, for instance, should be diagnosed ; an inaccurate diagnosis of neuritis 
is so often made simply because the patient has pains and no apparent cause can be found 
to account for them. Acute bruehiitis is allied to acute sciatica and acute anterior cruritis ; 
it is diagnosed by analysing the distribution of tin* pains carefully, and by excluding gross 
lesions of other structures in the shoulder region or in the chest. It is often associated 
with marked muscular atrophy so that 1 1 it* humerus tends to fall away from the glenoid 
fossa and the patient uses a sling nr splint for the better support of his arm. When there 
is no muscular wasting the same lesion would often be termed ccrvicn-brachial neuralgia. 
Some such eases are due to much more serious lesions which may bailie diagnosis until 
the patient has been watched for weeks or months unc growth in the cervico-dorsal spine, 
for example, or cervico-dorsal tuberculous e< tries . X-ray examination of tin* vertebra; 
may assist in the earlier recognition of these conditions, but sometimes it is not until post- 
mortem examination is made that the exact cause of the pains possibly regarded 
previously as in the main neurotic* is demonstrated ; suspicions would arise at once if 
the patient had had a cancerous growth removed at some previous date amputation of 
a breast, for instance. The hemiplegic arm is sometimes the* site* of great pain, especially 
in the shoulder ; the pain is probably referred from the* sensorimotor cortex of the 
cerebrum ; the differential diagnosis will be found in the article on IIf.mhu.koi a (p. .‘{81), 
Cervico-dorsal pac/npncni ngit is of syphilitic origin may cause no more symptoms than 
ill-deiined though acute pains in various parts of the neck, shoulder, arm, or hand ; 
peripheral neuritis or m yotibrosit is may’ be the diagnosis made. In most eases it is almost 
impossible to diagnose spinal pachymeningitis with certainty, though it may be guessed 
at if the Wassermann reaction is positive in blood or cerebrospinal tluid or both, (‘specially" 
if the cerebrospinal fluid also exhibits lymphocytes in excess ; the guess becomes more 
probable if the patient benefits from appropriate antisyphilitic treatment, though the 
converse is not equally’ true. 

Hauling in bed may’ be responsible for painful shoulder as a habit ailment. The 
attitude* adopted often entails exposure of tin* right shoulder, and in cold weather the 
result in time is apt to be complaint of pains, sometimes intense and simulating neuralgia 
or rheumatism, interfering with movement, felt along the circumflex nerve and other 
branches of the brachial plexus, in the suprascapular triangle and at the insertions of the 
seapulo-humcral muscles, especially the deltoid. Muscular atrophy’ has resulted in some 
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cases : a particularly tender spot may he found just beneath tin* coracoid process, and 
another at the lower insertion of the deltoid muscle. The diagnosis may he surest cd 
by inquiry as to bed-reading habits, and confirmed by finding that the pains pre*se*ntlv 
cease if the habit is stopped, or if the shoulder is kept covered by a shawl. Herbert French . 

PAIN IN THE SPINAL REGION. (See Pain in tui: Hack, p. 5 l»h.) 

PAIN IN THE STERNAL REGION. (See Pain in tin: ( ui.st, p. 5:10.) 

PAIN IN THE TESTICLE of varying decree may be present in many conditions, 
which may be discussed under separate headings as follows : (I) Diseases of the hotly of 

the testis or epididymis : (II) Affections of the coverings of the testicle; (III) Affections 
of the spermatic cord; (IV) A retained or misplaced testicle; (V) Pain from lesions 
remote from the testis. 

I. DISEASES OF THE BODY OF THE TESTIS OR EPIDIDYMIS. 

Inflammatory Lesions may attack the testis proper, or, as is more common, may 
begin in the epididymis : they rarely remain confined to one part of the organ, howe ver, 
for the preuess tends to spread rapidly from one part to the* other, so that the whole* 
organ is involveel and the* result termed an * ejndidtpno-orehitis' . An inflammatory 
affection e>f the testicle may be acute, subacute. e>r chronic, the latter often being t lie- 
terminal result e>f the* formeT. 

An acute cpidielyme»-e>re*hitis arises me>st commonly by spread of infe*ctiem te> the* organ 
from the urethra via the vas defe*rens. When any inflammation has reached the* prostatic* 
portion of the urethra the e>rifie*e*s e>f the* vasa eie*fcrcntia may beeeune* infe*e*te*d, anel 
inflammation spreads along the eluct to the* epididymis anel te*stis. Whilst le>rme*rl\ the* 
occurrence of an acute inflammatory e*e>nelitie>n e>f the te*stis, following upon some* form of 
urethritis, was looked upon as * metastatic*, it has be en shown that this vie w is no longer 
tenable, and that we must le>e>k upon it as a eliiee t spre ad e>f infection via the* vas deferens. 
Causes of Acute Epididymo-orchitis : 

Causes (f urethral origin : 

(aonorrheral uret hritis 
Se*ptie* ure*t lirit is 
Passage* of e*athe*te*rs 
l>e*thral inst rumentation 
Infect ion be*hind a stricture* 
t T le*eration about an impae*te*el calculus or 
a pmstatie* e*ale*ulus 
Iujeetions into the* pe>ste*rie>r urethra 
\ ft e* r operations on the* prostate* 

e-pididvnm-orchitis begins as a painful thickening of the* epididymis associated 
Tile* symptoms. Hefore any actual pain is noticed in the* testis there is eiften a 
M u-. «d discomfort and weight ove r the exte*rnal abelominal ring and inguinal canal elm* 
t«» the inflammatory process extending along the vas deferens. The swelling e*f the* 
epididymis increases, and with it the tubules e>f the* te*stis proper become infected, causing 
swelling of its body anel increase* of pain. The whole organ thus be*e*ome*s enlarged, and 
it is often excpiisitely te*nde*r, the* touch of tlu* clothevs e>r the* most gentle examination 
causing pain. The* swollen gland is often flattened on the* outer and posterior aspect from 
pressure* against the* adductor muscles of the* thigh ; the vas deferens and tissues e>f the 
spermatic Corel are* thickened. 

Hy far the meist common cause of an acute e*pielidvmo-e>re*hitis is an acute gonorrhu td 
urethritis. During the third we*e*k of the* elise*ase* the* prostatie portion e>f the* e*anal 
frecjuently becomes infcctcel, when the* orifie*e*s of the* e jaculatory duets may share* in the* 
inflammation, and infection be* conveyed by the* vas deferens to the te*stie*le*. Similarly, 
but less frcepiently, infection may arise* fremi a septic posterior urethritis , contracted during 
connectiem with a woman the subje*ct of a vaginal leuceurheca. The* gemorrheral form 
of acute e*pidielymo-ore*hitis usually resol ve*s sleiwly, and shows ve ry little* liability to sup- 
purate, whe*re*as the inflammation resulting from a staphylococcal or a stre*pte>e*e»e*e*al 
infection may break eh>wn inte) a testicular abscess. 


General causes ; 

Ft*ve*rs Pamtitis (mumps) 

Kntcrie* 

Se*arle*t fever 

Injury 

Influenza 

bout 

It lieuinaf ism 

I la ■mat oge*ne»us m inarv affe-e t imis. 
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Acute epididymo-orehitis nisiy also arise from septic processes in the urethra following 
the passage of catheters , of instruments for vesical operations, lithotritv for example, from 
infection behind a urethral stricture or about a calculus in the prostatie urethra, occasionally 
after the instillation of strong solutions into the posterior urethra in the treatment of a 
chronic urethritis, or after operations on the prostate, especially prostatectomy. In any 
ease the onset of pain and rapid swelling of the testis should lead to suspicion of urethral 
infection, and attention should be directed to the urethra with that in view. Hacterio- 
logieal examination of any urethral discharge is essential (sec Disciiaicci*:, Lkkthrai,, 
p. 227). 

Acute epididymo-orehitis occasionally arises without any preceding urethral infection, 
and uncommonly occurs as a complication of acute specific parotitis (mumps), enterica , 
scarlet fever, influenza, or as a complication of a urinary infection by Hacillus eoli or other 
organisms. The testicle becomes painful, ami enlarges rapidly in the same manner as in 
acute inllammation from urethral infection, and under appropriate treatment gradually 
resolves. Less frequently testicular inllammation may occur with gout or acute rheu- 
matism. or after a direct injury to the organ, such as a hhnv or squeeze. or from a fall 
astride a bar, or from partial torsion of a testis due to the effects of saddle-injury when 
riding. 

The pain in an acute inllammation is generally of an aching character at lirst, felt 
not only in the testis but also at the external abdominal ring, and often as a heavy dragging 
pain in the loin of the affected side. As the testis enlarges the local pain becomes more 
severe, so that the swollen gland is exquisitely tender to pressure or to the touch. After 
a few days the pain subsides to a large extent, but remains as a dull ache until the swelling 
becomes greatly reduced, and it usually does not disappear entirely until the organ returns 
to the normal si/.e. In a few eases in which a librous sear remains in the epididymis pain 
may remain and cause sonic difliculty in the diagnosis from a commencing tuberculous 
lesion, but the earlier history of acute inllammation will help in forming an opinion. In 
other eases the persistence of the pain and swelling may indicate the formation of an 
abscess in the testicle, when, after decrease at lirst, the swelling increases, the skin covering 
it becomes reddened, and a soft area becomes evident in one or other side of the organ. 

Tuberculosis of the Testicle is comparatively common, occurring as a primary 
disease or secondary to tuberculous disease of the kidney, bladder, prostate, or seminal 
vesicles. It begins as a localized deposit in almost all eases, causing a rounded, firm nodule 
in the epididymis. It frequently arises in the upper pole of the epididymis, whereas the 
inflammatory affections secondary to urethral infection begin in the lower pole. This 
nodule may remain unaltered for many months, or may enlarge, soften, become adherent 
to tbe skin and coverings of the testicle, or actually ulcerate through them to form a 
discharging fistula in the scrotum. The small commencing nodule in the epididymis is 
usually painless at first and may be found by accident, but later, as it gradually enlarges, 
it causes an aching pain in the organ. Other nodules may be formed in the epididymis, 
or the body of the testis may become involved, whilst commonly small shot-like 
thickenings may be felt in the course of the vas deferens. In the most advanced stages, 
nodules may be felt upon rectal examination in the seminal vesicles or prostate, or there 
may be some in the epididymis of the other side. 

Tuberculous disease of the testicle usually presents little difliculty in the diagnosis. 
In an early ease the occurrence of one or more nodules in the epididymis, which are painful 
on pressure and which have not resulted from a preceding acute epididymo-orehitis, 
should always suggest a tuberculous focus, and a careful search should be made for other 
tuberculous lesions in the body. Should none be found one of the several clinical tests 
for tubercle, such as von Pirquet's tuberculin skin reaction, may clear up the diagnosis. 
In later stages the diagnosis is less difficult : the gradual enlargement of the nodules, 
their craggy or bossy feel, the infection of the vas or other genito-urinary organs with 
tuberculosis, and above all. the tendency of the focus in the epididymis to soften and to 
become adherent, to the scrotal coverings and to produce an indolent sinus, art* points to 
be looked for. 

Syphilitic Disease of the Testis causes very little pain in the organ, but there is often 
a sense of dragging or heaviness. Syphilis may attack tin* testicle in several different 
ways, producing : 
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In Acquired Syphilis : - ; In t'nnucnitul Syphilis : 

Diffuse interstitial oreliitis Interstitial orchitis 

Gummatous orchitis Gummatous orchitis. 

Kpielidymitis ! 

The outstanding feature of syphilitic disease of the testicle is that it alTects the body 
of the testis rather than the epididymis, tints differing in a marked decree from tuberculous 
disease. In the interstitial form there is thickening of the intertubular connective tissue, 
with an infiltration of spindle cells, which, forming young connect ive tissue, yield fibrous 
tissue when untreated. The subsequent contraction of this fibrous tissue may cause 
atrophy of the testis. The testis may, on section, show small gummata in addition to 
the diffuse orchitis, or if the inflammation is more locali/.ed. gummata may be the main 
feature, these varying in size from that of a pea to that of a walnut, or larger. The 
epididymis is affected but rarely, though cases are on record <>f a nodular swelling in the 
epididymis during the secondary stage' of syphilis which disappears rapidly under anti- 
syphilitic treatment. 

In congenital syphilis, both the interstitial and gummatous forms exist : they usually 
occur in childhood or in young adult life*, and in many case's the affection is bilateral. 
Syphilitic inflammation e>f the te*stie*lc* may be* accompanied in e*ithe*r the- acquired or the 
congenital form by a vaginal hydreuvle. 

There is a se'nse' of weight in the' se*re>tum rathe»r than pain, and often an aching or 
dragging leading in the inguinal or lumbar regie >n. On palpation, the' body of the- testis 
feeds enlarged and nodular with the' gummatous deposits, but the- epididymis can usually 
be distinguished from tile testis and be found to be unaffected. The tissue's of the* e-ord 
remain unthickened. Tertiary syphilitic lesions of the' te'stiele* give* rise* to very little* 
tenderness on palpation. 

The diagnosis of syphilitic disease of the* 1e*stis is usually simple*. There* may or may 
not be a history of syphilis, but other signs of the* elise*ase should be* looked for thus, in 
the acquired form, any sear of previous ulceration or periosteal thickening, or, in the* 
congenital variety, signs in the* teeth, eves, or e*ars. If any eloubt remains, a positive* 
Wassermann miction of the blood or the* behaviour of the* swelling whe n treated with large- 
doses of potassium iodide and mercury, or salvarsan. should be* noted, though it must be* 
remcnibeml that a gummatous te'stiele* may ne»t diminish in size* with e ve n vigorous anti- 
syphilitic treatment. Syphilitic disease is distinguished from tuberculous disease of the* 
testis by the* fact that the* epididymis is usually tree- : that the* ce>rd. prostate', and ve sicles 
remain normal ; and that pressure* applied elirevtly to the* te'stiele* gives little* or no pain. 
Tuberculous de*pe>sits te*nel tej soften and t < > involve* the* scmtal coverings in spite* of tre*at- 
me*nt. From chronic orchitis it is elilTcrentiated by the* history of injurv and by the* absence 
< >f the* history or signs of syphilis. From malignant tumours of the testis it is distinguished 
by the history of syphilis, the tendency of syphilitic elise*ase* t < » be bilateral, the* sle»\v 
•Tit. anel a positive* Wassermann reaction. In malignant disease, the* increase 
/» ot the* te'stiele is more* rapid, whilst the* tumour olte*n shows areas of varying 
nee* : the* cord is often thickened in malignant or in t ube*reulous e-ases, but seldom 

phi lit ie*. 

Malignant Tumours of the Testis may give* rise* to pain in the* organ, but as a rule- 
pain is experienced only in the later stages e»f the dise ase*. Doth carcinoma and sarcoma 
may arise* in the* testis, but embryeuna is more* cexnmon, exhibiting both epithelial structures 
anel a combination of se veral forms of conncctivc-tissuc type* cartilaginous, mvxomatems, 
ct <■. Clinically. without microscopical examination, a soft carcinoma and a sarcoma can 
rarely be differentiated, and as their symptoms and history are so similar they mav be 
conside red toge-thcr. A te-sticle* that is the* seat of a malignant growth e nlarges rapidly, 
but as pain is at first absent the*re* may be* nothing to arouse the* patent's suspicions. As 
long as the* tunica albuginea remains intact the* swelling retains the* shape* of the* testis, 
but when perforation of the fibrous covering take*s place* nodular projections appear and 
render the* tumour irre-gular. The*se* projections are soft <*r than the remainder of the 
greiwth, and form a valuable* point in the diagnosis. A rapidly growing sarcoma e»r carci- 
noma of the testis may be so soft as to appear to be* a fluid collection in the tunica 
vaginalis. Generally, however, although a growth may be* accompanied by a small 
amount of fluid in the tunica vaginalis, the more* solid mass can be fe lt through the* fluid 
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on careful examination ; this fluid is often bloodstained. The epididymis may become 
incorporated in the growth so that it cannot be distinguished, and the tissues of the cord 
become thickened. The coverings of the testis become stretched over the tumour: the 
mass does not become adherent to the scrotal skin until late in the disease. In both 
carcinoma and sarcoma, the iliac and lumbar glands become enlarged, and may be felt 
in a thin subject at the brim of the pelvis, and pain due to the pressure of these "lands 
upon nerve structures may become marked. The inguinal "lands are usually not enlarged 
unless the scrotal skin is affected. The diagnosis of malignant disease of the testis may 
be quite easy in the ease of rapidly growing tumours, but in others, especially in the early 
stages, it may present great difficulty. 

Ilct ween samnna and carcinoma it may be clinically impossible to distinguish. In 
quite early life tin* tumour is more likely to be a sarcoma : the cord is thickened earlier 
in carcinoma, but with rapidly growing tumours it may be quite impossible to say whether 
it is a sarcoma, carcinoma, or embryoma until a piece is examined under a microscope. 

Orchitis may be confused with tin* more slowly-growing forms of sarcoma. In both 
tin* swelling may ha\e followed an injury, and in both there may be a syphilitic history. 
Orchitis is, however, either more acute or more chronic, it retains more the oval shape of 
the testis, and does not present the rounded, slightly raised bosses which are commonly 
present in a sarcomatous testis. In orchitis tin* epididymis is usually distinguished more 
easily , and the cord is not so thickened as with a growth. Finally, the result of treatment 
with strapping and with mercury and iodide will often show the disease to be of a non- 
malignant nature. 

(I ironic torsion of the testicle is not very uncommon amongst habitual horse-riders, 
and sometimes, if there is no clear history as to the relationship between the swelling and 
a saddle-injury, the nature of the painful tumour may be so uncertain that operation and 
histological examination are resorted to. 

Tnhcrcnlons disease is usually diagnosed easily from malignant disease by the tendency 
of tubercle to attack the epididymis, to cascatc, suppurate, and to become adherent to 
tin* scrotal skin comparatively early. Tuberculosis occasionally attacks the body of the 
testicle first. Imwrver. forming an oval, smooth tumour of the orpin : the epididymis and 
vas deferens may be unaffected for a time, and if no deposit is found in the prostate or 
vesicles, the differential diagnosis between tubercle and growth may be far from easy before 
operation. Tuberculosis most frequently occurs in young adults. 

Ihvmatocclc . The diagnosis between a hainatoeeh* and a malignant tumour of the 
testis may present considerable difficulty ■. In both the swelling may date from an injury, 
whilst the indistinct fluctuation obtained in the soft areas of a growth, accompanied 
sometimes by some fluid in the tunica vaginalis, may simulate a laematoeele. The latter 
feels heavy to the hand, but is usually softer in its whole mass and more regular than a 
growth, ( are must be taken not to place too much reliance* upon the withdrawal of a 
few drops of blood from the tumour by means of a trocar and cannula, a result which may 
happen equally with growth or haanatoeele. A lucmatoeele may cease to enlarge, or even 
diminish in si/.e, whereas, in growth, increase in size is progressive. The* cord remains 
unaffected with ha inatoeeh*. and testicular sensation is more likely to be lost in growth. 
If any doubt exist it is advisable to make an exploratory incision rather than a puncture, 
when, if ncecssarv, a radical operation can be proceeded with. 

/ ftfdrocclc. A hydrocele of very long standing, with an irregular, nodular surface, 
and absence of t ransiuceney due to the thickened tunica vaginalis and the thick contents 
of the sac, may simulate a new growth, but the long history of the case, and the absence 
of progressive increase in size of the swelling, will prevent a mistake of this kind. 

Cysts of the Testis occur most frequently in connection with the epididymis, very 
rarely with the body of the* testis. These cysts are quite different from hydrocele of the 
tunica vaginalis, and are often spoken of as encysted hydrocele ol the epididymis or testis, 
or as a spermatocele, although all do not contain spermatozoa. They cause a swelling 
of vary ing degree in the scrotum, and usually an aching in the testicle, groin, or lumbar 
region. They may arise as retention cysts of tin* tubules of the epididymis or from one 
of the fatal remains which occur about the globus major of the epididymis, namely the 
organ of (iiraldes, the hydatid of Morgagni, or tin* vas aberrans of Haller. These cysts 
art* usually placed above and to the outer side of the testis, occasionally behind it. They 
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move with tlu- organ, and can usually he distinguished from the latter hv the test ol trails- 
lucenev. Their increase in size is very slow, hut they may eanse aching pain in t it ttstn t 
by pressure upon, or stretching of.' the tissues of the epididymis. They can he dis- 
tinguished from hvdroccle of the tunica vaginalis by the position of the swelling relative 

to the testicle, and by the fact that the fluid 
contained in them is colourless or slightly 
opalescent from the contained spermatozoa 
(Fig d.ll), in distinction to the straw-coloured 
clear iluid of a vaginal hydrocele. 

II. AFFECTIONS OF THE COVERINGS OF THE 
TESTIS CAUSING PAIN IN THE ORGAN. 

The only common lesions of the coverings 
of the testis are hydrocele and htvmntoccle ; new 
growths of the testicular tunics are so rare as 
to render them surgical curiosities. 

Hydrocele may occur occasionally as an 
acute affection accompanying an acute cpi- 
didymo-orchit is, injury to the scrotum, or in 
the course of acute specific fevers such as 
smallpox, rheumatism, or mumps. Acute 
/'iy. iu. hydrocele has been described in conjunction 

with acute lesions of other serous membranes 
multiple serositis or polyorrhomenitis. The more usual form ot hydrocele is the chronic 
variety, which may be* due to some disease of the testicle, but for which, in the majority 
of eases, no ascertainable cause can be found. 

A hydrocele may cause some aching in the testicle, but more frequently it causes a 
dragging sensation in the loin from the mechanical effect of its weight. It forms a swelling 
on one side of the scrotum, oval with smooth uniform surface : it gives a distinct sense 
of fluctuation. The swelling is limited distinctly above from tin* cord or external 
abdominal ring, and gives no sense of impulse on coughing : with a good light it can be 
found in most cases to be translucent, the testicle occupying a posterior and low position 
in the swelling. 

The diagnosis of hydrocele is usually easy, but difficulty may be experienced in old- 
standing eases in which the walls are much thickened. A hydrocele must be diagnosed 
from (1) A scrotal hernia, ('1) Ihematoccle, (.*{) New growth, and (I) An encysted hydrocele 
of the testis. 

Scrotal Hernia. Usually a hernia gives an impulse on coughing, can be reduced into 
1 men with a sudden slip or gurgle, and varies in size with the position of the 
A hernia comes down from above and descends into the scrotum. In a large 
irible hernia, some part of it is usually resonant from the contained intestine, the 
< ilmg is not limited above, and the testis can be distinguished at the bottom of the 
scrotum. A hydrocele is distinctly limited above, gives no impulse on coughing, is trans- 
lucent, and the spermatic cord can be distinguished easily. The testis in a hydrocele 
cannot usually be distinguished in the scrotum as in a hernia. Difficulty may arise 
between the two conditions when the hydrocele extends along the inguinal canal and thus 
gives an impulse on coughing, or if the transluecnev is lost owing to tin* thickness of the 
walls or contents of the sac. A scrotal hernia in an infant may be translucent. 

JIantatoeele is distinguished from hydrocele by the absence of transluecnev, the 
greater weight, and the suddenness of the onset, usually after an injury or puncture. If 
any doubt exist an incision may be made into the swelling, permission being obtained 
to proceed to any form of cure that may be found desirable. 

Xexv Growths of the Testis. A hydrocele is of much slower rate of increase in size, ot 
smooth surface and uniform consistence, and is translucent. 

Encysted Hydrocele of the Testis (see above). 

Hsematocele may occur as the result of tapping a hydrocele from puncture of a vein 
in the sac or of the testicle, or by the occurrence of bleeding into a hydrocele. It may 
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occur c 1 11 it t- independent I y of it hydrocele, usually after direct injury. As a rule there is 
a rapid onset of swelling in the scrotum following the injury, with ecehymosis of the scrotal 
skin: tlie resultin'; tumour resembles a hydrocele in its clinical symptoms, save that it 
is not translucent. In other cases the swelling arises more slowly, when a pyriform or 
oval swelling is present in one side of the scrotum covered by normal skin: the surface 
of the swelling is smooth, and jjivos a sense of fluctuation and elasticity. There is no 
t ranslueeney . and. on tapping, dark blood-stained fluid is withdrawn. 

The diagnosis in the less acute eases often presents a difficulty, especially with regard 
to mal njnanl disease of the testate (see above): from htfdroeete it is distinguished by the 
absence of t ranslueeney : from hernia by the same points, except translucency, mentioned 
above in the diagnosis between hydrocele and hernia. 

III. AFFECTIONS OF THE SPERMATIC CORD CAUSING TESTICULAR PAIN. 

An inflammatory affection of the cord secondary to urethral infection is not 
uncommon. Tuberculous infection of the cord is practically never present without 
corresponding infection of the testis or epididymis. New growths of the cord, lipomata, 

1 1 1 v xolipomata. sarcomata, and hydroceles of the cord, cause no pain in the testis. A 
, urieoeeh. especially if larnc. in a pendulous scrotum, is a frequent cause of a dull, aching 
pain in the testicle. 'The characteristic feel of the enlarged veins of the cord in the erect 
position, and the slight impulse on eounhinn. will readily point to the correct diagnosis. 

IV. THE RETAINED OR MISPLACED TESTIS. 

This, in its various situations, mav L r ive rise to pain, and many cause some dillieulty 
in the diagnosis, A testis mav be arrested in its descent at the external abdominal rinn« 
in the inguinal canal, mav remain inside the abdomen, or may pass into the perineum 
after traversing the minimal canal, to the upper part of the thinh via the crural rinn. or 
to the root of the penis m front of the pubes. 

in the various situations in which an undeseended or ectopic testicle is placed it may 
be attacked bv the several diseases which affect the normally placed ornan. and thus nive 
rise to pain : but in addition, owini: to the effect of recurrent muscular strains and the 
comparative immohilitv of the origan, it is particularly liable to attacks ot inflammation, 
especially when th< testis is retained in the minimal canal : in the intra-abdominal 
position it remains protected from muscular injury, whilst ectopic testicles have a greater 
ranee of mobility than has one that is retained in the inguinal canal. The inflammation 
of an undeseended testicle mav be so acute as to lead to <;anerene of the or«jan. with or 
without torsion of tin cord. 'Flic pain may Ik* complained of first when the testes he^in 
to swell at puberty, at which time an undeseended ri^ht testicle may produce symptoms 
easily mistakable for appendicitis. 

The diagnosis of undeseended testicle rests upon the following points: the fact that 
one side of the scrotum is empty : the outline and situation ot the swelling in the inguinal 
canal or elsewhere : the testicular sensation upon pressure : and the recurrent attacks of 
pain. An undeseended testicle may jiivc rise* to acute pain from inflammatory lesions or 
from acute torsion of the ornan. and may. if it is in the inguinal canal, ^ive rise to 
symptoms surest ini; a strangulated hernia. A partially descended testicle is often accom- 
panied by an inguinal hernia. It is also stated that the misplaced testis is prone to 
become the seat of malignant disease. 

V. TESTICULAR PAIN FROM LESIONS OTHER THAN IN THE TESTICLE. 

Complaint mav be made of testicular pain when on clinical examination the testis is 
found to be normal. Alter an acute inflammation of the ori»an. even when no palpable 
nodule remains, the result inn cicatrization may cause achinn in the or^an, (‘specially alter 
sexnat excitement or prolonged desire. Apart from former testicular disease pain mav be 
felt in the or^an if a et dealas be present in the pelvis of the kidney or upper ureter , with a 
marked decree of o xaluria. or from stimulation of the peripheral nerves by carcinoma of the 
bodies of tlte landiar vertebra ■ or the pressure of an aneurysm in this situation. Pain in the 
testicle is occasionnllv present in appendieal inflammation when the appendix turns 
down into tin* pelvis. /f. //. Jocelyn Swan* 
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PAIN IN THE THIGH. (See P AIN IN Till-: Kxtkkmity, Low i:k. p. 5:58.) 


PAIN IN THE THROAT. (Sec Sum: Throat, p. 7.57.) 


PAIN IN THE TONGUE. Pain in the tongue may he associated with some obvious 
and visible lesion, usually accompanied by breach ol surlaee. such as an epithelioma, and 
conditions of this type are discussed under the heading ol l u khation or tin-: 1 onoi i. 
(p. 81)5). On the other hand, pain in the tongue, or soreness ol the tongue. may he a \er\ 
real complaint when there is very little to be seen wrong. The conditions that ha\e to he 
thought of then include the following : 

1 . When the Pain complained of is Not on the Dorsum, Tip, or Sides, but Underneath 
or Deeper: 


Injury to the fnenum lingua' 

Kamila 

Calculus in the duet of a submaxillary 
salivary gland 

Calculus in the duet of a sublingual 
salivary gland 


Foreign body in the tongue 
Periostitis oi' the hyoid bone 

Periostitis of the styloid process of the hyoid 
hone 
Myo.sit is 
Trichinosis. 


•j. When the Pain complained of Appears 
if it also Affects the Tongue as a Whole : 

Kitten tongue 

After an amesthet ie (mouth-gag) 

Injury by tooth or tooth-plate 
Smoking 

The effects of over-hot tea. potato, or 
other food 


to be upon the Surface of the Tongue, even 

The effects of over-hot condiments such as 
cayenne pepper 
Neuralgia of the tongue 
'l ie douloureux 
Chronic st reptoeorcal glossitis 
Kpit helioma. 


The differential diagnosis depends upon the following considerations: 

1 . When the Pain complained of is Not on the Dorsum, Tip, or Sides, but Underneath 
or Deeper. 

Injury to the frtrnuni lingua' may cause \ isible abrasion of the latter, or a definite 
nicer, diagnosable at sight : the most injured spot will he tender as well as painful, the 
diagnosis depending on careful attention being paid to the appearances and to the site ol 
greatest tenderness. The cause may lie injury by a fish-bone or other sharp or puncturing 
object : or, perhaps more commonly, the effects of violent coughing bouts, as in whooping- 
cough. in which the protruded tongue may he forced against the lower incisor teeth with 
such violence that the fnenum becomes abraded, inflamed, or ulr*-ratcd. 

Iianula is not painful unless it is inflamed : it is asymmetrical, forming a red smooth 
swelling in the floor of the mouth under the tongue on one or other side ol the fnenum : 
its appearances are characteristic. It may result from obstruction of the duct of one ol 
Hu- sublingual salivary glands : more often it is a retention cyst arising from one of the 
ijcniis glands in the floor ol the mouth. 

■deulus in the duet of either a sublingual or u submaxillary salivary gland may exist 
i, out pain : or it may produce discomfort short of pain, or actual pain, recurrent or 
intermittent if there is no inflammation : constant if there is. The stone may he very 
small and difficult to detect either with a probe or by the X rays ( Fig. <152, p. KIN), hut 
its existence mav he suggested by the situation ol the discomfort, or by the way the 
corresponding salivary gland swells up when the patient begins to eat, the increased flow 
<>f saliva being unable to escape freely past the stone. 

Foreign body in the tongue is uncommon, though a fish-hone may become impacted 
in it. More often the foreign body injures the tongue, escaping itself hut having pain 
behind. The diagnosis depends on the accuracy of the story obtained, or on discovering 
the foreign body' by palpation. A metallic or bony foreign body in the tongue would he 
demonstrated by the X rays. 

Periostitis of the hyoid bone is less common than is periostitis of its styloid process ; each 
may cause pain in the root of the tongue, or far hack and below the floor of the mouth, 
especially when the patient swallows. The pain depends upon the pulling the tongue 
movements give to the bone to which the lingual muscles are attached. Periostitis of the 
styloid process also gives rise to hawking and expectoration, and to a complaint of pain 
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deep down in the throat : it often lends to n fear of cniieer. heenuse the pain and discorn- 
fort are very certainly then' and vet the doctor can see nothing wrong on any ordinary 
exuminat ion. The* diagnosis may he suggested hy the hawking, by the unilateral and 
constant situation of the pain, and by the fact that careful palpation elicits definite and 
sometimes acute tenderness precisely over the styloid process. 

Mj/osilis of the tongue is seldom if ever a localized condition: it may. however, he a 
prominent feature in jmlifmifosilis acuta (p. 701). though there are certain to he pains in 
various other muscles at the same time. 'I’lie disease is very rare. So also is trichinosis. 
themgh in the latter the cmhryo trichina * or trichinclla • seem to have a special predilection 
lor the muscles at the hasc of the tongue . so that the latter heeomes stiff, painful, and tender. 
The diagnosis will he extremely difficult unless there is an epidemic* at the time, or unless 
the patient is known to have eaten pork that may have heen infected. The hlood will 
exhibit cosinophilia. hut the only way of clinching the diagnosis is hv demonstrating the 
trichina embryos {Tig. 4.VJ. p. .“»(»!>) mieroseopieally in portions of the muscles excised ; such 
diagnosis is generally made post mortem. 

-• When the Pain Complained of Appears to he upon the Surface of the Tongue, even 
if it also Affects the Tongue as a Whole. 

Mitten tongue may present an obvious lesion if the surface has heen cut through : hut 
a very painiul place mas remain alter a tongue -hite even when no obvious bruising or 
breach ot surface has been produced. 'I'lie pain will he quite local, and the patient may 
he aware of having accidentally inflicted the bite: on the other hand, the accident may 
have occurred during sleep or during an epileptic seizure : the occurrence of a local painful 
area in the teaigue* sugge*sting the effect of tongue-bite- may he tin- first indication that 
the pat lent is an cpilept ie. 

Offer anast tat ns patients often complain of soreness of the tongue* ; the result of the 
use of tony ur forceps or of a ineuit li-gag. 

Injurij hi) a tooth or tooth-filatc may cause a local painful place upon one side of the 
fonyue. often fairly far hack, the pain beiny increased hy movements of the teengue in 
speakiny. eatiny. or swallowiny. and even making fret movement of t lie tongue difficult. 
The patient may have fear of cancer and he much alarmed until the cause is found in the 
jagged edye of the adjacent tooth, or of the filling in the tooth, oi of thi’ tooth-plate at the 
correspondiny site. 'I’lie condition needs to he watched carefully to see that the pain 
disappears soon after the offending irritant is smoothed down or removed, for until the 
pa 1 11 is gone* one cannot he absolutely certain that the jayyed tooth or plate has not really 
started an epithelioma. 

Sm<d,‘tng and the effects of tea or other liquid or Joint taken into tin month too hot may 
cause acute local or yeiicral pain in the tongue lasting for days after the original cause 
has ceased to act : the diagnosis depends upon the history : and the same applies to the 
effects of hot condiments such as capsicum, cayenne pepper, ginger, and the like. 

\cnralgia of the tongue, tie douloureux . and chronic streptococcal glossitis may all he 
considered together, for one should never diagnose neuralgia or tie douloureux or neurosis 
of the t oiigue when constant pain in the tongue with little t * » see for it is the complaint, 
until every other possibility has been excluded. Many a ease has heen labelled a tongue 
neurosis or a tongue neuralgia unjustly when chronic streptococcal glossitis was the real 
and organic eondit ion. 

Son tongue of this ty pe is met with in eases of pernicious amemia sometimes, hut it 
is commoner, and severer, in patients who may seem to he otherwise in good health. 

I hi pain and distress may he enough to drive the patient almost crazy , and yet the 
tongue may present little apparent abnormality to a superficial examination. At times 
the pain may he less, hut it never goes completely: and it may last for years, render- 
uig the patient's life a misery. If the tongue* is watched over a period it will he 
found that sometimes parts of it become acutely reddened as though hy local erysipelas, 
the reddening remaining in the same place for some days, hut slowly extending to 
adjacent areas and passing from the part first reddened : or again, there may he a 
s f°ry on tin* patient s part that little ulcers come and go, though none may he visible 
when the tongue* is seen: or little cracks in the surface may develop: or the surface 
of the tongue* may exhibit fur of ejuite- irregular elist ribution the geographical tongue 
( Tigs. TVi-KiO). 
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tongue movements cause. Irritability and moroseness result, partly from the pain and 
disci unh >rt . partly from the injustice of having the condition labelled neurotic or hysterical 
when it is real. Neuralgia or neurosis or tie douloureux of the tongue should never he 
diagnosed until it is certain that the diagnosis is not chronic streptococcal glossitis. 
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Herbert French. 

PAIN IN THE UMBILICAL REGION. 

Pain associated with External Swelling. This may he due to the following causes : 

t mbi/ieal Hernia . common in infants, and in fat. middle-aged people, particularly 
women. Attention is often called to the protrusion first by the pain. In the carls 
stages, while the hernia is yet small, it may he overlooked, especially if the patient is 
obese. The swelling is usually globular, lias an impulse on coughing, and may or may not 
be reducible. In a large proportion of eases the hernia is irreducible, and it nearly always 
e< »nt ains < >mcnt uni. 

Sebaceous ( tfsf , which is not uncommon at the umbilicus. It presents itself as a 
small spherical swelling, mistakable for a small irreducible umbilical hernia. There is. 
however, no direct impulse on coughing, and the swelling is attached to the sKin. there 
is generally but little pain unless the cyst has become injured or inflamed. 

\e:e (iroxeth. ( lecasionally the umbilicus is the seat of a small secondary nodule of 
growth which has been brought by the vessels in the round ligament from the neighbour- 
hood of the liver. It may furnish a clue in making the diagnosis of an obscure intra- 
alxlominal ailment . Kpithcliomu is the only likely primary growth hen*; it has to be* 
distinguished from a mass of simple granulation tissue , and from tuberculous ulceration of 
the shin at the umbilicus ; all three are uncommon : in some eases the diagnosis between 
them iiiiiv be obvious almost at sight ; in others tin* distinction may be so difficult that 
m ieroscopiea I examination of a portion ot the mass has to be resorted to. 

Eczema Intertrigo. Obese people of uncleanly habits may suffer from this trouble at 
the umbilicus. It is diagnosed at sight. 

Divarication of the lleeti Muscles. A patient lying in the recumbent position may 
show no evidence of this eondition. Difluse pain is complained of about the umbilicus, 
and the divarication is made evident at once if the patient is asked to lilt the head. 

Cf/st of the Omphalo mesenteric Duet, a rare eondition. may be found at birth. 

Pain associated with Internal Swelling. 

Tuberculous Ecrittmitis with formation of a localized abscess is the commonest cause 
of | lain and a swelling situated inside the abdomen at the umbilicus. 1 he patient is 
usually a child presenting signs of chronic abdominal disease. 

( arcinoma of the Eijlorus or ('urcinoma of the Colon mav cause a painful tumour in the 
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umbilical district of the abdomen : each is to be diagnosed from other symptoms arising 
in the ease, assisted by bismuth and X-ray examination. X-ray examination alter a bismuth 
enema, and by the results of test meals. 

Pain without Swelling or other Localizing Symptoms. — The causes of umbilical pain 
are so numerous and varied that in order to mention all it would be necessary to 
enumerate nearly all abdominal complaints. This cannot be done here, but one should 
bear in mind the following as possible causes in patients in whom no trace of abdominal 
disease can be found, and who still complain of pain at or about the umbilicus. 

Tabes Dorsalis. The only complaint of the patient may be of abdominal pain, oiten 
referred to the region of the umbilicus. The typical gastric crises max Ik* replaced b\ a 
much more diffuse pain, and more than one person has been operated on. and a gastio- 
enterostomv performed, under a mistaken diagnosis. A systematic examination of the 
knee-jerks, pupil-reflexes, etc., should be made in all eases. 

Lead Poisoning.— Severe attacks of cramp-like abdominal pains referred to the 
umbilicus may be the chief, or even the only, symptom. I he patient s occupation max 
suggest the diagnosis, or other characteristic signs ot plumbism max lie found (p. h>). 

Tumour of the Spinal Column or Cord . Spinal Caries, and Compression Mt/elilis. 
Though a less common source of error, these must be borne in mind. Owing to its situation, 
a growth in the spine may be xery hard to locate : a skiagram max be of scrx icc. 

Phthisis. — In this disease gastric pains arc a common symptom, and the pains may 
even be referred to the umbilicus. (leoriir L. husk. 

PAINFUL COITUS. (See I>YM‘AKi.rMA. p. 

PAINFUL MICTURITION. (See MicTi mrios. Aiimhim \i.it m> or. p. Mil): and 
Pain in the Penis, p. 574.) 

PAINFUL SWALLOWING. (See 1 ) vsrn ; . a . p. -JlOj 


PALLOR. (See An.emja. p. 2<».) 

PALPITATION signifies the sensation experienced by a person who is conscious of his 
heart-beats. It is not necessarily associated with pain. It max be due to manx different 
causes, of which the following are the chief : 


1 . 


Valvular Heart Disease, 

Mitral stenosis 
Mitral regurgitation 
Mitral stenosis and 
regurgitat ion 


especially 

Aortic stenosis 
Aortic regurgitation 
Aortic stenosis and regurgita- 
t ion 


Pulmonary stenosis. 


L\ Heart Affections associated with High Blood-pressure : 

Arteriosclerosis Cranular kidnex . 


Myocardial Affections 

Fatty heart 
Fibroid heart 
Primary alcoholic 
hcait 


‘Blacksmith’ heart 
Cloudy spelling 
Pericarditis 
Adherent pericardium 


Senile chances 
( nnjjenital defonmt x 
Coronary artery atheroma. 


4. Lung Affections leading to Failure of the Right Side of the Heart : 

Chronic bronchitis Fibroid lung 

Emphysema Large pleural or pleuritic effusion. 


5 . The Effect upon the Heart of certain Drugs, etc. : 


Tobacco 

Tea 

Coffee 

Alcohol 


Absint lit* 
.Morphia 
Cocaine 
Digitalis 


Thyroid extract 
Cordite. 


0. Heredity, Nervousness, and Allied Causes : 

Fright or other cnio- Paroxysmal tachycardia Epilepsy 

tion Neurasthenia Tabes dorsalis. 

Cruxes’ disease Hysteria 
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7. Anaemia from whatever ciiusc. hut particularly : 

Chlorosis Pernicious aiaemia. 


8 . Mechanical Interference with the Heart by : 


Mediastinal new growth 
Chronic mediastinal lihrosis 
Large thoracic aneurysm 
Tynipamtes 

p. Dyspepsia: especially that which is 
ness from lack <d‘ exercise. 


Ascites 

Pregnancy 

Ovarian evst or other large intra- 
abdominal tumour. 

associated with flatulence and with stout- 


The majority of patients who complain of palpitation jump to the conclusion that 
thev ha\e something the matter with the heart, and. although the above list is a lorm one. 
the diagnosis resolves itself in all hut a few cases into deciding whether the palpitations 
are cardiac in origin or not. A routine examination of the various systems will very often 
indicate the correct diagnosis at once. 

\’<d\ular heart disease will he indicated by the history of rheumatic fever, scarlet fever, 
chorea, syphilis, or the like, and by the alteration in the size of the heart, together with 
t he various bruits. Mitral stenosis is sometimes more difficult than the others to diagnose 
on account <d the possible absence of a bruit or of enlargement of the left ventricle, but 
it may be suggested by the patient’s malar flush, by the history of acute rheumatism, and 
hv the loud, sharp, slapping character of the first sound at tin* impulse. Aortic regur- 
gitation is sometimes present without a bruit, but it can generally be detected in these 
eases I >\ the 1 vpical collapsing elia raet er of t he pulse : if there is still doubt , and the pat ient 
is able to take exercise, it is frequently possible to bring out an aortic regurgitant bruit 
by asking him to take a few steps briskly. 

Hi ah Iduiai- pressure amddams are best detected by means of a sphygmomanometer : 
the diagnosis will be confirmed by the big heart, the albuminuria with tube-easts, and 
in ad\aneed eases perhaps by retinal ha-morrhages or retinitis. 

Of the nufftcanJial a (feet ions. pericarditis and clomp swelling are both acute conditions, 
often associated with fever and with sufficient general illness to confine the patient to bed. 
so that the palpitations are a minor part of the malady. The diagnoses of fatty or fibroid 
heart and of adherent pericardium are discussed on pp. Oh TO, 71. Palpitations due to 
heart-muscle affection are sometimes most difficult to distinguish from similar palpitations 
due to dvsprpsia. 'This applies particularly to fatty changes in the heart. Not a lew 
middle-aged persons suffer from palpitations which, by sonic observers, will be attributed 
to gastric trouble, whilst hv others both the palpitations and the dyspepsia will be 
attributed to fatty heart : nor can the diagnosis be made by watching the effect of 
slight exercises upon the pulse-beat, for in typical dyspeptic persons without fatty heart 
the general condition is usuailv sufficient ly lacking in tone for the pulse-rate to be increased 
readily b\ exercise. If material benefit results from the giving of digitalis, from the 
adoption of Schott's Nauheim treatment, or some modification of the latter, the argument 
will be in favour of some mvoeardial degeneration : but in many instances of flatulence 
and palpitation the diagnosis between fatty heart and mere dyspepsia will remain largely 
a matter of opinion. Klect roeardiograms may throw light upon the nature of some eases 
of mvoeardial disease the nature of which is not obvious to percussion and stethoscopic 
examination onlv ; auricular fibrillation may be found, for example or a broken 

apex to the |{ spike showing that the ventricular muscle is affected, or reversal of the 
K spike in Lead d as compared with its direction in Lead 1 (Fig. 109, p. 1 - - ) . indicating 
organic departure from the normal, though there may be no valvular disease. 

Lmu* affections causing strain of the right ventricle, and thus leading to palpitations, 
are detected as a rule by physical examination, but here again there may be so much 
difficulty in interpreting the physical signs, that when a stout, middle-aged person, with 
obvious emphysema, and with wheezing and shortness of breath on exertion, complains 
of dyspeptic svmptoms and also of palpitations, it may be very difficult indeed, except 
by watching the effect of different lines of treatment, to say whether the actual cause of 
the palpitations, is emphysema with secondary dilatation of the heart, or dyspepsia with 
reflex palpitations, or the result of fatty changes in the heart muscle of a dyspeptic person 
of sedentary occupation who is both stout and emphysematous. 
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Tobacco is a very important cause for palpitations in a patient who may seem to be 
perfectly healthy : the degree to which different individuals can smoke tobacco with 
impunit v varies enormously, and whereas sonic may smoke from morning to night and 
develop no untoward symptoms at all, others develop some ill-ellccts from what arc 
relatively quite small quantities. Cigarette's seem to be the greatest offenders in this 
respect. In bad eases the heart becomes absolutely irregular ; in all eases of the kind any 
extra exertion, such as trotting a hundred yards, causes a rise in the pulse-rate out of all 
proportion to what it should : the pulse may rise, for instance, from 70 to 1 .">() or 100 per 
minute as the result of slight exertion which in an ordinary individual would only increase 
it to 00 or 100. These patients may have palpitations at any time of the day or night, 
but particularly when they first get into bed, when violent thumpings may cause them 
considerable alarm. Similar thumpings of the heart, closely allied to but hardly identical 
with palpitations, are complained of by elderly men, particularly those of the gouty habit, 
probably with atheromatous degeneration of their coronary arteries. Another condition 
in which the heart may produce similar symptoms is epilepsy , in which disease, quite apart 
from the major attacks, there arc innumerable accessory symptoms, of which cardiac 
thumpings in bed at night-time are one. In that particular variety of epileptiform 
convulsions which is associated with a sudden halving of the pulse-rate and coma 
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Stolccs- Adams' syndrome palpitations may also be a prominent symptom ; the diagnosis is 
ished best by obtaining electrocardiographic records, these being the most adequate 
.ms of excluding or confirming the existence of partial or complete heart-block (see Fins. 
ml 10t, pp. 108, 100). Tea , coffee , alcohol , and absinthe , as causes of cardiac irregularity 
and consequent palpitations, can be diagnosed best by the history and by the effects of 
stopping the drugs in question. Morphia and cocaine, if taken over periods sufficiently 
long to lead to palpitations, will generally be indicated by the presence of multiple prick- 
marks upon the body or limbs. The palpitations and other cardiac symptoms are worse, 
not while the drug is being taken, but when it is being intermitted. Digitalis and thyroid 
extract will be recognized as the cause at once if they are being prescribed by the medical 
attendant. Cordite may be chewed secretly by a malingerer who wishes to produce 4 heart 
symptoms and signs for purposes of deception- for instance, by a recruit wishing to escape 
army service, or by a person desirous of augmenting a claim for compensation after an 
accident. 

When palpitations are due to nervousness , fright , or other emotion , they are transient 
and not difficult to diagnose; if they keep on recurring from apparently trivial causes 
in a person who has not hitherto been nervous, it is important to bear in mind the possi- 
bility of Graves ' disease , for although exophthalmos and enlargement of the thyroid gland 
are important symptoms of this disease it is not uncommon for them to be absent in the 
early stages, the only signs of the malady then being undue nervousness with a tendency 
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to tachycardia and palpitations. Any condition in which the nervous system seems to 
lu* lacking in force or in control is liable to he termed neurasthen la nowadays, and if neuras- 
thenia he defined in this broad sense, then one variety of it has palpitations for a chief 
symptom : the making of a diagnosis of neurasthenia in such cases, however, is equivalent 
to saying that the palpitations are of purely nervous origin, so that all one has really done 
is to exclude organic changes. The same applies to hysteria, though it should he borne 
in mind that modern authorities distinguish between hysteria and neurosis . confining the 
word hysteria to those eases in which the symptoms arc directly controllable by suggestion. 
A label for functional disorders of the heart that were common in the great war is still 
in general use D.A.H., or disordered action of the heart : the patient suffers from definite 
and real symptoms, particularly from palpitations on exertion or under excitement, a 
ready tendency to tachycardia, precordial discomfort amounting even to pain, shortness 
of breath on trivial exercise, and a tendency to turn faint without adecpiate cause. Ihe 
condition mav prevent, the individual from doing a full day’s work, and interferes materially 
with occupation and duty ; but it is important not to confuse such eases with real eardio- 
paths. for thev arc in no cardiac danger, have normal heart muscle and heart valves, and 
should be encouraged to exert themselves up to the limits of their cardiac powers, instead 
of the reverse. 'Flic condition is the same as that which was formerly called soldier's heart ; 
the disorder is not in the heart itself, but in the nerves controlling the heart a central 
vasomotor disturbance, as it were, and not a disease. Ihe damage to the sympathetic 
nervous system mav have been brought about by fright, shock, accident, injury ; or it may 
he almost an inborn state of instability without external cause : and in either ease it is 
accentuated bv the action of almost any form of mierobie toxins previous influenza, for 
instance, or septic teeth or tonsils, intestinal infection, nasal sinus disease, various tropical 
infections, and so <»n : it was a common and very troublesome after-effect ol trench fever , 
persisting sometimes for vears after the main illness had passed by. In making the 
diagnosis of I). A. II. it is important to exclude organic heart disease by all the ordinary 
methods at our disposal, including X-ray measurements of the heart shadow and the 
taking of electrocardiograms. The treatment, when the diagnosis of D.A.H. is established, 
is treatment for the nervous system rather than for the heart itself. 

Locomotor ata.eia mav give rise to symptoms referable to almost any of the viscera, 
and there seems no reason why cardiac crises should not occur as much as laryngeal, gastric, 
or intestinal ; thev are, however, rare, and when cardiac symptoms develop in a patient 
suffering from locomotor ataxia, syphilitic affection of the heart would be a more lik( ly 
diagnosis than would cardiac crises. 

, t inem ia . when it produces palpitations, is usually obvious from the patient s appear- 
ance, and it can be confirmed by blood examination. As a rule, palpitations in anamic 
patients are absent while the patient is at rest in bed. occurring mainly when she exerts 
herself and causes temporary dilatation of the amende heart. The palpitations disappear 
wli(‘n the amentia is cured. 

Palpitations due to mechanical interference with the heart by masses oi fluid or wind 
displacing it, can generallv be relegated to their correct cause by physical examination of 
the chest and abdomen : mediastinal new growth, tympanites, ovarian cyst of large size, 
and the other conditions referred to above, generally make their presence obvious before 
they are of sutlieient size to produce palpitations. Herbert french. 

PAPULES may be defined as solid, circumscribed elevations of the skin, not larger 
than a pea. Similar formations exceeding that size are classed as nodules or as tumours. 
From Yksk i,i:s (p. 9111) they are distinguished by their solidity ; if a papule is punctured, 
nothing but blood exudes ; but in many instances papules, especially those of an inflam- 
matory kind, are transitional lesions, passing into (a) vesicles, (b) pustules, (i) scales, or 
id) breaking down into ulcers, (<•) undergoing hypertrophy, as warts, or (/) atrophying. 
If the transformation into pustules or vesicles is only partial, the lesions are described 
as papulo-pustulcs or papulo- vesicles, and if this is characteristic of the greater number 
of the lesions, the eruption is said to be papulo- vesicular, vesieulo-papular, or papulo- 
pustular. If the lesions, originating as erythematous macules, do not take on the full 
character of papules, they are said to be maculo-papular or erythemato-papular. 

In size, papules may vary from a pin's head, as in lichen serofulosorum, to a pea, as 
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in lichen ruher planus. The most typical shape is that of the papule of lichen planus, 
flattened and with an irregular base : hut they may he rounded of’ oval, as in prurigo, or 
cone-shaped, as in pityriasis rubra pilaris, or triangular, or umbilieated, as in lichen planus. 
In colour , they may be pink or rose-coloured, as in the inflammatory papules of urticaria 
papulosa, violet or purplish as in lichen planus, bright red as in eczema, dark or coppery 
as in syphilis, yellow as in xanthoma, whitish as in milium, almost black as in melanotic 
carcinoma, or simply skin-coloured, as in prurigo or verruca plana. They may be discrete, 
as in prurigo, or may occur in patches, as in lichen serofulosorum : sometimes they form 
round a hair follicle, as in eczema fblliculorum and pityriasis rubra pilaris ; they are also 
met with in connection with the sebaceous glands, the sweat-glands, or the papilla*. They 
may be inflammatory, as in eczema, or non-inllammntorv , as in severe goose-skin, or when 
they are the result of retained secretion, as in acne, or of excessive cornification round the 
mouths of luiir-follicles. I sually, inflammatory papules give rise to itching: with the 
non-intlammatorv kind there are seldom marked subjective symptoms. 

Papules may occur in the epidermis, as in verruca plana, or in the derma, when they 
may be (edematous, as in urticaria, or infiltrated, as in lichen serofulosorum : or they may 
affect both structures, as in lichen planus and acute prurigo. The epidermic papule may 
be recognized by its solidity, hardness, dryness, and superficial elevation : the (edematous 
dermic papule by its pinkish colour and its momentary yielding to pressure : the infil- 
trated dermic papule by its redness, induration, and elasticity : the cpidcrmo-dermic 
papule by its union of some of the characters of the other varieties. 

The multiple small papules which occur in papular eczema are usually conical with 
rounded base and bright-red colour ; owing to rupture by scratching they are covered with 
a tiny dome of blood-crust : there is usually intense itching. JKczcma of this type may 
resemble lichen ruber planus , but in that affection the papules, as a rule, are flat or umbili- 
cated, with an irregular bast*, dark-red or violaceous colour, and glistening surface : there 
is no discharge or crust -format ion ; the papules art* not transitional, and they leave 
brownish stains, while those of eczema frequently pass into vesicles and seldom product* 
discoloration. Confusion between the plaques of lichen planus and those of scaly eczema may 
be obviated by attention to the differences in colour and in definition : in the former the 
plaques are generally dark-red or purplish, and sharply defined : in the latter, bright-red 
and not clearly marked off from tin* surrounding skin, I nder the lens, a minute vesicle 
can often be seen on the top of each papule in eczema, while those of lichen planus are flat 
and burnished. Yet another point of distinction between the two is that in lichen planus 
characteristic discrete papules can usually be found at the margin of the patches. This 
feature* serves, too. to differentiate lichen planus, in its turn, from generalized jtsoritisis, 
which is marked also by more* sealiness and less thickening. 

Lichen serofulosorum is a papular dermatosis which clinically bears some resemblance 
to lichen planus, but it has no light to the designation lichen, and belongs to the tuberculides. 

pules art* seldom larger than a pin's head, are usually flatfish but occasionally conical, 
lightly resistant to the touch, sometimes smooth and shiny but more often covered 
>iii a tiny scale which is but slight ly adherent : occasionally the summit is occupied by 
a pustule instead of by a scale. The prevailing colour is red, but it varies from a palt -yellow 
through red to violet. At first the lesions are disposed in groups, forming patches of various 
sizes. Others arc arranged in arcs of circles, which are usually seen about the orifices of 
the sebaceous glands. The eruption shows a distinct predilection for the trunk the 
lower part of the abdomen and the back ; but occasionally it extends to the beginnings 
of the limbs and may invade the face. If the affection becomes generalized bv the spread 
and coalescence of the scattered groups of papules the whole skin is covered with tliin 
scales and is of a dirty reddish-brown hue. itching is absent, or so slight as to lx* negligible. 
The eruption begins insidiously and may last for several months ; and, having disappeared, 
leaving behind it no trace, it may reappear again and again over a period of several years. 
In the great majority of cases the disease is associated with some form of tuberculosis 
phthisis, or necrosis of bone, or scrofulous ulceration of the skin ; but more commonly 
with enlarged glands, submaxillary, cervical, or axillary. Its usual subjects are children 
and adolescents ; it is uncommon after the age of twenty. The characters of the papules 
their homogeneity, situation on the trunk, flatfish shape, arrangement in groups, painlessness, 
and chronicity — with the absence of itching, and the youth of the patient, are generally 
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sufficient to determine the i i;i 1 u re* of t lie* affection. In papular eczema the* papules are 
not limited to the trunk, are bright red. and there is troublesome itching: moreover, in 
many cases there are vesicular or papulo- vesicular lesions as well as papules. From 
miliary / mpular syphilitics lichen serofulosorum can be distinguished by the absence of 
any other si«*n of syphilitic affect ion. and by the usually restricted distribution of the lesions. 

In keratosis pilaris, or .ccrodcnn ia , the papules do not form groups or patches as in 
lichen serofulosorum. and usually they appear on the extensor surfaces of the limbs, most 
frequently the thighs : they consist of projecting hair-follicles, which convey to the hand 
the sensation of a mitinc^-^ratrr. This affection has. in turn, to be distinguished from 
o(mscJ!csh , in which the elevations, besides bcinjj; evanescent , are not rotijjfh or scaly. 
Keratosis pilaris is one form of ichthi/osis : another form, sometimes met with in association 
with xerodermia, but more often alone, is ichthyosis hystri.c, in which the lesions consist of 
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small warty papules with horny tops, which stud the skin as with minute nail-heads, and 
sometimes develop into lar^c warty masses ( /'Vi*. The condition, dating back to 

infancy, or at least to early childhood, is easy of identification. 

The same may be said of the ordinary wart (verruca vulgaris). The small flat wart 
(verruca plana juicn ilis) may sometimes snidest lichen planus, but it is smaller than the 
papule of that affection, it has not the dark colour, it gives rise to no itching, nor is there 
any tendency for the growths to run together into rough. scaly, infiltrated patches. 

In pityriasis rubra pilaris, papules form at the orifices ol the hair-follicles, usually 
following jn the wake of an eruption of scaly patches, or of a dry eruption covered with 
eczematous-looking crusts. 'The papules, when they appear, arc* small, red, and dry, harsh 
to the touch, more or less conical, and the* centre* of each is pierced by a single atrophied 
hair, which is surrounded by a sheath that penetrates into the follicle. The surface of the 
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suffices to mark off pityriasis rubra pilaris from other form- of r.rfohulr.r ,1, , mahl.s in 
which also there is rarely any appreciable thickening of the skm. while the eoloui r.d.hr 
than in pityriasis amt the sealiness more marked. From licl.cn ruber planus, pityriasis 
rubra pilaris is distinguished hv its greater ehronieity and the larger areas usuall> invoh.d 
by its affecting the scalp, by the absence of itching and of the violaceous, battened and 

often umhilicated papules ehuraeteri/.ing the former disease. 

In none vulgaris, the papule forms the primary lesion. II the ol-l met mn is at the 
mouth of the sebaceous gland-duet the plug appears on the surface as a small black point 
- the comedo : if it is in the gland itself, the obstructing material is seen a> a m\ whitish 
mass in the substance of the skin the milium. The lesion may not develop beyond this 
stage, but usually it grows into a reddish papule about the size ol a pea. and tin p.ipul- 

generally passes Into a pustule. Acne ran usually be by the distribution of u 

lesions— on the face, especially the checks, nose, forehead, and chin, and less frequent l> the 
back of the neck, the back between the shoulders, and the cla st their discrete character, 
the presence of comedones or of n.ilia, and the patient s age. for the affection is essen- 
tially one of puberty and adolescence. Csually. too. the several stages through winch the 

lesions pass are present at the same time the comedo or urn. the papule, the pustule. 

Rosacea differs from acne in that it chiefly affects the flush area of the face, is marked >\ 
much congestion, and is most common in middle life. (See also l‘i sti i.ks. \>. hM.) 

In erythema multiforme , papules, tubercles, vesicles, bulla*, nodules, macules may all 
be present at the same time. Any one of these lesions may he predominant in a particular 
ease or at a given time : hut the type of eruption most frequently met with is that which 
consists wholly or predominantly of papules erythema papulatum. lliis, too. is umiuIK the 
first stage of the eruption in eases which go on to other types. The papules are generally, 
at the beginning, no larger than a pin s head, bright -red in colour, and llattish. some- 
times umhilicated. If grouped closely together they may coalesce and form raised patches 
Inrire as a threepenny or a sixpenny piece : each patch has a sharply defined (edematous 
i the tint in the centre soon deepens to violet, and afterwards to purple. I lu* 
urite sites are the dorsal surfaces of the hands and forearms ; hut the legs, feet, and 
m face may also be involved. Papular erythema multiforme is. as a rule, easy of recogni- 
tion. I rticaria of the papular variety the strophulus or prurigo simpler aigu of French 
dermatologists in which the wheals are no larger than a lentil, and leave papules when 
they subside, occasionally offers some resemblance to it : but the two affections differ in 
that the lesions of erythema papulatum are much more persistent, are not white in the 
centre, do not give rise to itching, and do leave stains. One of the most marked of these 
differences is that which concerns itching, for in papular urticaria this symptom, though 
variable*, is frequently severe. In urticaria, too. it is chiefly the covered portions of the 
body that are attacked, and the affection is met with mostly in children. 

Papules like those of urticaria papulosa are often met with in prurigo, both in prurigo 
ferox of Hebra, the severe form of the affection, and in prurigo mitis. the mild and ordinary 
form. The characteristic lesion is an eruption of discrete, firm, very slightly raised papules, 
more or less hemispherical in shape, with a roundish, sometimes oval contour, and a glisten- 
ing surface. At first the papule is of the same colour as the skin, hut afterwards it heroines 
red, yellowish, or brownish, increases in size, and is frequently covered by a blood-crust. 
In structure it is a localized acanthosis. Most abundant on the extensor surfaces of the 
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1 im I >s . and randy seen on the flexor aspects, or on the face, the papules oeeur not infrequently 
on the chest, the lower part of the abdomen, the sacral region, and the buttocks. The 
itching is intense, and, mixed with the secondary changes produced by scratching, there 
may be found others of an eczematous character. Pustules and sores arc common, often 
accompanied by great enlargement of the axillary and femoral glands. In prurigo ferox 
the papules arc much larger and more numerous, and in parts the skin feeds to the touch 
like very coarse brown paper or a nutmeg-grater. The changes secondary to the inflam- 
matory process in prurigo are summed up by French dermatologists in the term lichcni nation 
or lit 'hem fientum . The skin i< thickened and rugose, and owes its peculiar aspect to an 
exaggeration of the fine stria- of the normal integument, so that it becomes quadrillated 
into a network of which the meshes are square, lu/.cngc-shupcd. or polygonal, with a flat 
surface which often presents the aspect of glossy and brilliant facets, as of a mosaic. 
Sometimes it is covered with tine scales. The skin is less supple than normal skin, and 
though in colour it may undergo no change, it is more often grevish or brownish. The 
condition has to be distinguished from the lieheni/.at ion met with in other dermatoses. 
In eczema and psoriasis the thickened and rugose skin is red. has no glistening facets, and 
the margins are clearly defined . In lichen planus the plaques are formed by confluent 
papules and are surrounded by characteristic papules. 

Apart from these secondary characters of prurigo, the diagnosis is made by excluding 
other itching affections, such as scabies and pctliculosis. on account of the absence of the 
lesions characteristic of those conditions, and by tin- positive characters the origin of the 
affection in infancy , and its persistence, tin- poor general health, the preference the papular 
eruption shows for tin- extensor surfaces of the limbs, the freedom of the bends of the 
joints, and the glandular enlargement, especially in tin* inguinal region. 

In Syphilis, papules are met with frequently in association with macules, but they mav 
occur independently'. They may be divided into two main classes: (1) Miliary papular , 
and ( '1 ) Flat papular sifphUntlcrtns. 

I. Miliary , or follicular, papular syphilitics are the result of infiltration around and 
beneath the pilo-sebaeeoiis follicles : they are rough te the touch, and feel like small shot ; 
they vary in size, from a pin-head upward, and may be cither acuminate or rounded. 
The sites of election are the trunk, back, shoulders, and loins but the limbs may be 
invaded, and also the face. Very frequently the lesions appear in groups which run into 
each other : and they are sometimes disposed in rings. The characteristic colour is that 
of raw hum, but at first they may be pink or red. Involution proceeds slowly, the stain 
left behind is long in dying away , and is sometimes succeeded by a shallow depression 
which may last for years. There is often a slight scale on tin- surface of the papule, and 
not seldom a tiny v esien-pust ulc or pustule may be detected on the summit. Sometimes 
there is overgrowth of the papilla- : and it the lesion is situated in a moist part the warty' 
growth is covered with sodden white epithelium, when tht* lesion is known as a mucous 
papule. A more marked degree of hypertrophy transforms the moist papule into a mucous 
tubercle or cundyfnma . distinguishable from a wart in that the overgrown papilla* are welded 
into a coherent mass by swelling of the inter, cuing tissue, while in the wart they are free. 

Flat, or lenticular . papular syphilitics vary in size from a pin-head to a bean, and the 
small or the large lesions may predominate in a given ease. They may develop directly 
out of macular syphilides. In contour they are almost perfectly round, with a flattened top, 
are but slightly elevated, and in colour usually brownish-red. Any part of the body may 
be affected : there is little tendency to agmiuation ; sometimes the lesions form a kind 
o! circlet on the brow round the margin of the hair (the cornua veneris). In some eases 
ring-like patches (the eireinate or annular sy philoele-rm ) appear on the chin, around the 
lips or nostrils, or sometimes on the vulva: they art* made up of small yellowish-red 
papules, with fine scales ; elsewhere- the papules, in the same ease, are of the ordinary 
kind, in other instance's, the- flat lenticular papules of this group become seborrhetic; 
these are characterized bv their obduracy to treatment. When there is marked scale- 
formation, the- papules be ing covcml with a dry, dirty-grey scale, they are styled papulo- 
squamous. Favourite situations for pnpiilo-sqiiumniis sy philode-rms are the palms and 
the soles, whe re they mav he mixed with maculo-papidar and papulo-tuhereular lesions. 
Syphilide-s in these sites are- ofte n rounded or irregular in shape, have- hut slight elevation, 
*ire at first brownish-yellenv e>r brownish-reel, but presently become of a dirty grey, and on 
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the disappearance of the scales have the characteristic colour of raw ham. When t lie scales 
arc more horny than usual, they form the syphilidcs comics of French dermatologists. 

The small papular syphilidcs may in some cases he didicult to distinguish from a 
widely diffused lichen ruher planus ; hut in this affection the rash is uniform, the papules 
generally have a linear arrangement, and there* is usually severe* itching. The papules of 
syphilis are most likely te> he confused with psoriasis the* squamous papules with the 
ordinary form of psoriasis, the* papules in rings with annular psoriasis. Attention must 
he paid to the polymorphism of the syphilitic eruption, the* coppery colour, the' enlarged 
glands, the sore throat e>r tongue*, and the* (list rihution of the* lesions, no such partiality for 
the elbows anel knee*s being shown as is observeel in psoriasis, and the* papular syphilitic 
having a preference for the* flexor surfaces of the* limbs, while* psoriasis affects rather the* 
extensor aspects. The* syphilitic scales, too, are* thin and dirty-white*, while* those* of psori- 
asis are heaped up in laye*rs anel have a silve*ry she*en. In psoriasis, the subject will usually 
have a history of previous attacks to relate : anel often the* affection ran he* trae*e*d hack to 
early life*, whereas in syphilis a particular lesion is seldom repeated. The palmar and 
plantar sypliilodcrms de*serihcel abe>ve\ which occur symme*trie*ally as secondary and unilat- 
erally as tertiary lesions, may he* confused with the* dry chrome* eczema of those* regions ; 
but in eczema there are he*at and itching, and usually, in the* ease of the palms, the* fingers 
also are involvcel, and at some* point or other the* proe*ess is vesicular or moist. Palmar 
syphilidcs may he distinguished from eczema sehorrheeicum by the* fact that in the latter 
there are coincident Je*sions in the common situations the* se*alp and eyebrows, the* 
neighbourhood of the hearel. the* naso-lahial folds, the* ste rnal and interseapular regions ; 
nor ele> they usually assume* the* form e»f e*re*scents or segments. Whenever the diagnosis 
is doubtful, recourse* may he had to W assermann s serum te*st. Krncst Dove 

PARESTHESIA. (See SKNSATIOS. AllNOH.MAl.lTir.s ()l . ? IT.) 

PARAGEUSTIA. - (Set* Tastk. Ahnohmaijtiks or. p. 

PARALYSIS OF BOTH LEGS. (See* P Aii.vm.eiiA. p. u*ji.) 

PARALYSIS, CROSSED. --(See* lli.Mm.iiea a, p. 


PARALYSIS, FACIAL. This term is applies! to eomple*te* or partial paralysis of 
the* muscles supplied by the 7th cranial nerve*. One or both sides of the face* may he 
involved, the unilateral being more* common than the* bilateral. It is in some* cases the* 

re*sult of a morbid process limited to the* 7th nerve, known 
as Hell's 



of more* complex, or more* remote, disease*. In complete 
unilateral facial palsy, whatever its origin, the* asymme try of 
the* fae*e* may be so marked that the* diagnosis can be made* 
at sight. Less scve*re facial weakness may be overlooked 
unless the means for its detection are employed. It is well, 
therefore, to recall the* e*viele*ne*e*s of facial palsy before* point- 
ing out the* features which characterize* its various forms. 

Even with the* fae*e* at re*st then* are* certain appearances 
on the affected side* which attract attention. The* natural 
lines anel wrinkle's are* less marked, and, with the* oblit erat ion 



of the nasei-lnhinl fold, the chee k has a some what flatte ned e»r, 
in e»lei persons, baggy aspe*e*t. If the patient is unconscious 
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or asleep, the* flahhine*ss of the* tissue s may be* emphasized by 
the* flapping of the cheek with respiration. especially if 
breathing is laboured or stertorous. The* palpe*bral fissure* is 
wider than its fellow, anel the* corner of the* mouth mav 
flroop. 


When the* facial muscles are* thrown into ae*tie>n bv 


attempts to raise* the* e*yebrows, te> close the e*ve*liels, or te> expose* the* teeth (F/g. Mi'l), 
the elif'fecenec be*twe*e*n the* twe» siele*s is re*nele*re*el more obvious, the* movements on the* 


paretic half of the* face* being carried out with less powe r anel more slowly than those of 
the healthy half. The ability to whistle* or to move one* nostril may also be* impaired. 
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and c*ven with slight degree's of paresis a person who has previously been able to close 
the eve of the affected side, the other eye remaining open, is no longer able* to perform 
the feat. "Flu* same difficulty is experienced in making movements of the ear by patients 
who have* formerly possessed that accomplishment . 

Having established the presence of sonic facial weakness, it is necessary, in order to 
take full advantage of its diagnostic value, to make certain careful observations with a 
view to determining the site of the lesion which is responsible for the defect. Thus, facial 
paralysis may be brought about by : (1) A lesion anywhere in t Ik* course of the pyramidal 
fibres passing from the lower end of the precentral gyrus in one cerebral hemisphere to 
the facial nucleus on the* opposite* side of the* pons Yarolii (supranuclear paralysis) ; (2) A 
lesion involving the facial nucleus itself (nuclear paralysis) ; and (.‘{) A lesion of the* 7th 
nerve between its origin in the nucleus and the* point whe re it divides in order to supply 
the* various facial muscles (peripheral paralysis). 

Supranuclear Paralysis. Owing to the* fact that the fibres « >f the pyramidal tract 
e*one*e*rne*d with facial movements cross the* mid-line* of the* brainstem only a ve*ry short 
distance above the* 7th nucleus, the* facial paralysis is on the side* opposite te> the lesion. 
Occasionally these* fibres are involved alone ; more* often those* destined to the* eo respond- 
ing arm and leg sutler as well, in which e*ase* the* facial palsy forms part of a hemiplegia. 
In this type* of paralysis the* difference between the* two side*s is ne>t nearly so marked in 
the* upper as in the* lowe r half of the face*. For instance, the* patient is able* to elevate* both 
eyebrows and t e » close* both eyes, although it will be* found, on testing, that he* is not able 
to resist an attempt on the part of the* observe*!* to open the* e ve* e>f the* affected side* with 
the* same* degree* of success as attends his efforts on the* healthy side. In the* attempt te> 
expose* the* teeth the* facial asymmetry is more* striking, the* lip remaining immobile* or 
retracting slowly and fee bly on the* paretic siele*. and the* eemtrast be tween the* depth of the 
naso-labial fblelx on the* two sides becoming ele*arly cmphasi/.cel. 

Notwithstanding the* impairment < » i voluntary moveunent em one* side*, the* face* may 
present perfect symmetry when it re-spemels automatically to emotional e >r reflex impulses: 
in laughing or crying the* lines and wrinkle s are* developed equally. while protective* closure 
of the* eyelids is ae*e*omplishe*e 1 as we II e»n one* side* as the* e>the*r in response* t e > any t hre*ate*neel 
\ iole-nce* 1 e > the* eves. The preservation e>f t he*se* automatic movements depe nds on the* 
integrity of a faeial reflex e*e*ntre* in the* mid-brain. When 
this centre* is involved at the* same* time as the* fibres of 
the* pyramidal system, the* emotional movements are* le»st or 
impaired along wit 1 1 those* of voluntary origin. 

The corneal refle x e*an generallv be* e licited in this form 
of facial paralysis, provided there* is no eo-cxistt*nt diminu- 
tion e d se nsibility within the area supplied b\ the* trigeminal 
nerve* of the* same* side*. In sharp contradistinction to 
what obtains in the* nuclear or peripheral types e»f palsy, 
the* nutrition anel elect rical excitability of the* faeial muscle's 
undergo no alteration when the- 1< *s i < » t » is situated above* 
the nucleus. 

trilateral supranuc le ar paralysis, such as is seen in cases 
of ce re bral diplegia aid pse udo-bulbar paralysis, is eharac- 
te ri/e el by a ge ne ral impairme nt ed the* natural moveme nts, 
anel tends to the* production of a stiff, e*xpre*ssiemle*ss 
physiognomy ( /wg. I<> f). W ith the* consequent defective* 
inhibition ed the* rellex centre, emotional movements are* 
often uncontrolle-d, and with little* provocation the* patient 
betrays in his fae*e* degree's of mirth or distress which he* is very far from feeding. This 
condition ran be* distinguished from true* bulbar palsy by the* preservation of the* nutrition 
and the* normal electrical excitability of the* muscles, and by the* absence of accompany- 
ing atrophic paralysis of the* tongue*, mnsseters, etc. 

Helen nee must be* made* to the- occurrence of cases, the* result of mid-brain lesions 
or of tumours ed' the* temporal lobe*, in which the* emotional movements are lost and the 
voluntary movements are prese*rveel on one* side* of the face*. Asymmetry is then only 
noticeable when the* patient smiles or e*rie*s. 
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In long-standing casts of infantile hemiplegia facial weakness may he associated with 
spontaneous athetoid movements similar to those observed in the arm and leg. 

Nuclear Paralysis. Lesions of t lit* facial nucleus may be slight or severe, and tin* 
resulting facial paralysis may consequently be partial or complete. As a rule, all the 
muscles supplied by the nerve are atleeted more or less equally, and tin* impainnent of 
movements obtains whether they are voluntary, emotional, or reflex in origin. In eases 
of complete nuclear palsy certain additional effects are produced. The inability to close 
the eve, and the drooping of the lower lid, lead to impcricct protection of the c\eball, and to 
the overflow of tears on to the cheek (epiphora). C onjunctivitis and blepharitis may result. 
Paralysis of the lip muscles allows of saliva escaping from the corner of the mouth, and may 
interfere materially with the articulation of labial consonants. Paralysis of the stapedius 
muscle disorganizes the control of tympanic tension, so that the patient suffers from 
excessive sensitiveness to deep tones (hyperaeusis) and perhaps from tinnitus. I niikt 
supranuclear paralysis, the nuclear form is accompanied by atrophy and alteration in the 
electric excitability of the facial muscles. In slow degenerative (usually bilateral) processes 
affecting the facial nucleus, the electrical response shows a quantitative modification : 
in acute destructive (usually unilateral) lesions of the nucleus, the paralysis is followed 
rapidly by the reaction ol degeneration. 

Owing to the situation of the facial nucleus in the pons, unilateral nuclear pals\ ma\ 
be associated with paralysis of the external rectus muscle of the same side and paralysis 
of the opposite arm and leg (‘crossed" paralysis). 

Peripheral Paralysis. The clinical picture of a peripheral facial paralysis resembles 
in its most important details that which has already been described under the heading of 
nuclear paralysis. All the muscles supplied by tin* nerve arc affected in more or less equal 
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degree, and the palsy is associated, within a short time of its onset, with atrophy and 
alterations in electrical excitability of the muscles concerned. The diagnosis between the 
two types depends chiefly upon the presence of additional symptoms resulting from inter- 
ference with the function of neighbouring tissues, and this varies again with the exact 
site of the lesion in the peripheral course of the nerve. 

A lesion affecting the fibres within the pons is likely to produce, in addition to the 
facial paralysis, external rectus palsy, together with other symptoms in proportion to 
the extent of the destructive process. 

A lesion between the surface of the pons and the internal auditory meatus will 
probably interfere with the vestibular and cochlear parts of the 8th nerve, and so give 
rise to vertigo and impairment of hearing. 

At the level of the geniculate ganglion, the chorda tympani is unlikely to escape, and 
the taste fibres coming from the anterior two-thirds of the tongue lose their function. At 
the same time, irritation of the ganglion may provoke an herpetic eruption on the auricle 
and around the external auditory meatus. 
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In tin* upper pi i rt of the Fallopian canal a lesion produces complete facial paralysis 
and loss of taste on the anterior part of the tongue : in the lower part of the canal the 
resulting symptoms are the same, with the exception that paralysis of the stapedius, with 
its consequent hvperactisis. does not occur. The nerve to the stapedius leaves the facial 
nerve between these two points. Involvement of the chorda tvmpani may also cause 
deficiency in the salivary secretion of the submaxillary and sublingual glands of the 


same side. 

At the stylomastoid foramen, the effects of a lesion are limited to the facial nerve, 
the taste fibres being no longer in close apposition to the latter. 

From the above data the site of any lesion causin': peripheral facial palsy can be 
determined approximately, and it is only necessary to add that the term Hells palsif is 
generally limited to eases in which the excitin'! cause, probably an acute inflammatory’ 
process, operates at some point within or just below the Fallopian canal. 

From the diagnostic standpoint it is important to remember that a condition which 
often results from a long-standing Hell s palsy may produce a facial asymmetry capable of 
erroneous interpretation, unless the observer is familiar with 
it. This is the so-called post-parahftic contracture. which em- 
phasizes the folds and lines on the a fleet ed side in such a way 
that the opposite side of the face may appear at first sight 
to be the weaker (Figs. Mia. M»<». M>7). It will he noticed, 
however, that an attempt to close the eye is imperfectly 
carried out. and that the angle of the mouth is strongly, 
although involuntarily . ret raetod at the same t ime. Similarly, 
on askin'! the patient to show his teeth, lie can only do so 
slowly and with effort, while the eye is almost closed on 
the same side by a powerful associated contraction of the 
orbicularis palpebra*. The only complaint of a t! i i* 1 sufferin'! 
from a slight decree of this contracture was to the effect 
that she was unable to smile without at the same time 
<!ivin*! the impression that she was winkin'!. 

/ / ifstcricul facial spasm is another condition which may 
surest weakness of the opposite side of the face, but the 
nature of the defect will be made obvious when the whole 
face is put into action. 

Facial hem latmpinj often simulates facial paralysis ( Fig. MIS) : it may be differentiated 
by the fact that not only the muscles, but the hones and all the tissues of the face on the 
affected side are of smaller size than are those of the other side. E. Fartpihar Buzzard. 
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PARALYSIS OF THE HAND. (See Atuoimiy. Mrsci i.AU. p. 78 : Ci.aw-jiamj, 
p. ill : 1 1 i: m 1 1* 1. 1,( a \. p. asi : and Pakai.ysis of o\f. Kxthkmity, Icffh. p. fill.) 

PARALYSIS, LARYNGEAL. Laryngeal paralysis is to be distinguished from 
interferi'iiee with the vocal cords by inflammatory or ulcerative lesions, fixation of the 
arytenoid joints, and other affections which mechanically prevent free movements of the 
cords. The distinction can scarcely be made without careful examination of the parts 
with the laryngoscope. 

In some eases, especially when bilateral abductor paralysis comes on suddenly, the 
symptoms may be urgent and extreme : in others, there may be no definite symptoms at 
all, particularly if there is but partial paralysis of one vocal cord, the other bein'! freely 
movable and able to cross the middle line so as to meet its fellow for purposes of speech 
or coughing. In most cases the symptoms which point to paresis or paralysis ol a \ oeal 
cord arc a change in the character of the patient s voice, as noticed by himself or his friends, 
or difficulty in coughin'! effect uallv when need arises, or a change in the character of the 
voice produced by the act of coughin'!, even to the extent of its becoming the ‘brassy 
cough* of an aortic aneurysm with paresis of one vocal cord, or the bovine cough of 
bilateral adductor paralysis. 

For purposes of differential diagnosis laryngeal paralysis may be di\ ided into three 
main groups, namely: (1) Functional : (2) Unilateral organic: (IJ) Bilateral organic. 
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1. Functional Paralysis of the Vocal Cords has for its main symptoms aphonia 
without pain or discomfort, the patient being female oftencr than male : she seems 
quite unable to speak otherwise than in a whisper, and there may be no other symptoms 
at all, or there may be associated functional disorder such as difficulty in swallowing owing 
to globus hvsterieus. This form of loss of speech is due to functional adductor paralysis 
during vocalization ; but when the patient is asked to cough she does so with ease, and 
thus demonstrates that the adductor paralysis is not real, for one cannot cough properly 
without adducting the vocal cords. If the larynx is examined with the laryngoscope, 
the cords will be seen to move perfectly both with respiration and when the patient retches, 
though they may remain in the abductor position if the patient is asked to make any 
particular voice sound. The condition always gets well ; it may pass oil almost 
instantaneously as the result of local electrical application or of treatment by suggestion. 

2. Unilateral Organic Affection of a Vocal Cord is obvious on laryngoscopie 
examination. It is nearly always the result of interference with the corresponding 
recurrent laryngeal nerve, and owing to anatomical differences between the two, the left 
is affected more commonly than the right. It may be paralysed by pressure I nun, or 
infiltration by. an aortic aneurysm ; a mediastinal nnv grozeth : secondary deposits in the 
deep cervical or mediastinal lymphatic glands for instance, in a case ot squamous-eellcd 
carcinoma of the (esophagus : lymphadenoma : gumma : or mediastinal fibrosis. particularly, 
though not very commonly, in association with syphilis . or with fibroid jditfusis alfceting 
the upper part of the left lung. Rarer causes arc mitral stenosis, in which the oxer- 
distended left auricle sometimes compresses and paralyses the lett recurrent laryngeal 
nerve ; lobar pneumonia of the left upper lobe extreme stridor has been known to result 
during convalescence from the latter in consequence of the cord paralysis : hydatid cyst 
of the mediastinum or lung : actinomycosis of the lung. The differential diagnosis between 
these various conditions will he found discussed elsewhere: X-ray examination ot the 
thorax may be helpful. Paralysis of the left vocal cord in a man of about forty-live is 
always suggestive of an aneurysm of the distal portion of the arch < * I the aorta, particularly 
if the patient has had syphilis. 

Bilateral Affections of the Vocal Cords are seldom due to thoracic aneurysm, 
but some of the other diseases mentioned in the preceding paragraph may extend far 
enough up into the root of the neck on the right side to reach and involve the right recurrent 
larvngeal nerve as it passes beneath the right subclavian artery, as well as the left recurrent 
laryngeal nerve as it turns round the arch of the aorta to tin* left of the left subclavian 
artery. C areful examination of the chest for evidence of line grozeth or ol syphilitic or 
tuberculous fibrosis is necessary, therefore, before one is in a position to diagnose as an 
alternative cause degeneration of the nerve-cells in the vagus centres in the medulla oblongata. 
It should also be remembered that malignant enlargement of the thyroid gland, secondary 
>t v of carcinoma in the deep cervical lymphatic glands, extensive infiltration of 
dter bv tuberculous processes, or lymphadenomatous or hpnphosarconudous changes 

in m. may involve both recurrent laryngeal nerves as they lie on either side in the 
mjIcus between the trachea and (esophagus, and thus cause bilateral paralysis of the vocal 
cords. When the paralysis is due to degeneration in the vagal nuclei there is generally 
abductor before combined abductor and adductor paralysis : when the affection is 
symmetrical from the beginning the bilateral adductor spasm may result in acute dyspnera 
simulating diphtheria or acute suffocative oedema of the larynx and requiring immediate 
tracheotomy. More often, fortunately, one vocal cord passes through the stage of 
abductor paralysis into that of complete paralysis before the* other is affected, so that the 
dangerous condition of simultaneous abductor paralysis of both vocal cords is avoided. 
The diagnosis depends upon the alteration in, or the loss of, voice, together with the 
inability to cough efficiently, except with the sound which simulates the coughing of a 
cow (bovine cough) ; upon observation of the bilateral paresis of the cords with the laryngo- 
scope : upon the exclusion of gross lesions within the thorax, or in the neck : and upon 
the co-existence of other indications of changes in the central nervous system. The se in 
younger people are generally the result of syphilis, often associated with strabismus, or 
locomotor ataxy, or general paralysis of the insane : in older people, of vascular degenera- 
tion with concomitant evidence of bulbar paralysis or more general cerebral softening, 
with or without albuminuria, glycosuria, thickened arteries, an enlarged heart, and a high 
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blood-pressure ; in ran* eases the symptom may be due to Inemorrhage* or neoplasm 
in the medulla oblongata. 

Very occasionally bilateral vocal-cord paralysis has resulted from surgical damage to 
the recurrent laryngeal nerves in the* proe*t*ss of removing a large and didieult thyroid 
Ldanel, especially a malignant one ; if the nerves have been damaged but not destroyed 
the vocal chords may be liable* to adductor spasms with interna* stridor. IJrrhrrt Frrnch. 

PARALYSIS, OCULAR. ( Se*e* Dici.oriA. p. 220 ; Pmi., \liN()RMAl,iTli:s or. p. 07 1 ; 
and SntAius.Mi s, p. 707.) 

PARALYSIS OF ONE EXTREMITY (LOWER). The* diagnosis of the conditions in 
which paralysis of both le*gs oe*eurs is dealt with under Pah \ri,i:ci a (p. 1521 ) : the* prese*nl 
artie*lc re fers only to cases in which paralysis of one le*g is complained of. It is. howe ve r, 
a e*ommon e xperience* for the* clinician to find signs pointing to a bilate ral affection when 
the* patient is only aware* e>f disability alfe*e*ting « me* lower extremity. A notable* and 
common example* of this is afforded by many e*ase*s of disseminated sclerosis. The* patient 
complains of weakness in one leg. and the physician finds e xagge ration ed’ both km*e-je*rks 
as we*ll as e xte nsor plantar responses on be>th side*s. and is led to the* conclusion that both 
pyramidal tracts an* affected, although one may be* damaged more* seve*re*ly than the* e>the*r. 

'file* various types of crural monoplegia may be divided roughly into two e*lasse*s. one 
of whieh includes those* eases without muscular atrophy, and the* other those* which present 
greater or le ss decrees of muscular wasting. 

Paralysis of One Leg without Muscular Atrophy. The* eases in this class may be 
subdivided into two groups, the* first comprising those* in whieh the* pyramidal tract is 
affected, and the* second those in which there* is no evidence* e>f pyramidal affection. 

Spastic paralysis of one le*g may result from a lesion of the* pyramidal tract in any part 
of its e-ourse*. but for anatomie*al reasons it is more like ly that the paralysis will be* confined 
to one side when a lesion affects the* opposite cerebral hemisphe re above* the* pons, that is 
to say. above* the* le vel at which the two pyramidal tracts run in e*lose* proximity. Spastic* 
paralysis of one* he may. howe ve r, result from a lesion at any le ve l, and the* diagnosis of 
the* level must be* made from a e*onsieh*rat ion of other symptoms. In all e*ase*s the* condition 
of the* lee is ejualitat i v e*lv . if not ejuant itat i v ely , the* same. A spastic* leg is characterized 
by a certain amount of weakness and rigidity, exaggeration of the* knee- and ankle - jerks, 
and the* e xte nsor type* of plantar response. It is useful to renumber that tlu* weakness 
in a spastic* leg decs not affec t all the* movements to the* same* extent. If the* movements 
of the* various joints are* tested against the* obse rver s resistance, it will generally be found 
that dorsillexion of the* ankle* and flexion of the* knee are* affected more* than other move- 
ments. It is for this reason that the* patient tends to drag his toes more* on the affected 
side* than on the other, and evidence of this is often forthcoming in the* fact that he* wears 
away the* toe* of the corresponding boot. The muscles of a spastic* leg show no localized 
wasting, and prese nt no alte ration from the* normal in their response to elect rie*al stimulation. 

In the* attempt to diagnose the* level of the* lesion which gives rise* to spastic* paralysis 
of one* leg certain cnnddcratioiis are* of particular importance. If the lesion is situated 
immediately above* the lumbar enlargement of the enrd. the* abdominal rellexes can be* 
obtained. If the lesion is situated at the le vel of the* 10th dorsal se*gment, the* lower 
abdominal refle x on that side* will he absent, while* the epigastric* reflex remains intact. A 
lesion of anv of the upper dorsal se*gme*nts causes abolition of all abdominal reflexes on 
the* corresponding side*. A lesion above* the* cervical enlargement will lead probably to 
some, even if slight, weakness in the* corresponding upper extremity, in whieh the tendon- 
jerks will he* exaggerated. A lesion of the higher part of the* pons or of any le*vel be tween 
the* pons and the* cerebral cortex will product* some asymmetry in the* facial movements 
as well as weakness in the* arm and leg. 

Disscm muted sclerosis has been mentioned already as a tiiseast* in whieh spastic paralysis 
of one leg may result from a lt*sion situated in the spinal cord. In all probability evidence* 
of other patches of disease will be discovered in such eases if a careful examination is made. 
Some intention tremor in one or both hands, nystagmus, diplopia, optic atrophy, ami 
sphincter troubles are* among the signs whieh may be forthcoming. Less, commonly, a 
one-sided affection of the spinal cord above* the lumbo-sacral enlargement is due either 
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to some intramedullary disease, such as a patch of myelitis , a gamma. or a nnc l * rnwth. 
When this occurs there may arise a symptom-complex to which the* term Hr<ncn-Sc<ptan! 
paralysis is applied, in this condition there is spastic paralysis of the leu on the same 
side as the lesion, together with loss of sensibility, especially of thermal and painful 
sensibility, in the opposite leg. The physical signs in Brown-Sequard paralysis arc repre- 
sented in greater detail in the accompanying diagrams {Figs. 4(>?b 170) : 

Zone of hypenvsthesia 


Local 

effects 


I Atrophic paralysis 
Painful and thermal loss 
f Loss of all reflexes 



Spastic paralysis 


(4 to <» normal segmental areas) 
No paralysis 


Not 

constant 


i Loss of sense of passive* position 
and movement 

l Loss of tactile discrimination 


Loss of sensibility to painful and thermal stimuli 
Loss of tactile and pressure 

sensibility and localization uncommon 


Diminished skin reflexes 


Normal skin reflexes 


Remote 

effects 


Increased tendon reflexes 
Ankle-clonus 


Normal tendon reflexes 
No clonus 


Lxtensor plantar reflex 


Plexor plantar reflex. 


/>/. K'.'j. ir n-j :it ion of tim rt. sulo- of ;i on. -sid.-.J 1. -i.m of tin- .-or 1 r.muirs 'iu.ir l ; 


/ / ystcrical paralysis of one leg usually does not present much difficulty in diagnosis. 
The affected limb may be cither rigid or flaccid : in either case there is no true muscular 

atrophy and no alteration in the muscular 
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response to electrical stimulation. The condition 
of the reflexes provides the most important in- 
formation. In the hysterical form of paralysis 
the knee- and ankle-jerks may be exaggerated, 
but they arc never lost. A true ankle-clonus is 
never obtained, and the plantar rcllex is cither 
absent or of the flexor type. As a general rule 
the tendon-reflexes in the opposite* unaffected 
limb will be found to be equally brisk. In con- 
tradistinction to spastic paralysis resulting from 
a pyramidal lesion, in which dorsiflexion of tlu* 
ankle and flexion of the knee are the movements 
most profoundly affected, the movements of the 
leg in a ease of hysterical paraly sis are found to 
he more or less equally deficient at all joints and 
in all direct ions. Pertain attitudes and certain 
types of gait are almost characteristic of hys- 
terical paralysis of one leg. In one form the 
whole leg is kept rigidly extended, and the foot 
strongly inverted, so that tin* patient walks on 
the outer plantar edge with a stiff leg. In 
another form the leg is flaccid and is <1 ragged 
behind the opposite limb with the toes scraping 
the floor. In some cases examination of the limb 


when the patient is at rest in bed reveals little or 
no paralysis, but in the attempt to stand or walk the limb appears to be quite useless. 
Hysterical paralysis of a leg may of course be associated with similar palsies of the 
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oppeisite* le*g, or of the* arm on tin* same siele* (hvsterie-al paraplegia, hysterical hemiplegia). 
More often than not a leg which is the seat of hysterical paralysis also presents complete 
insensibility to all forms of stimulation, and the upper limit of such anaesthesia may 
correspond abruptly to some level for which there is no neuro-anatomieal basis -to the 
line of the knee for instance, or the groin, or the umbilicus. 

In the early stages of paralysis anitaus a patient may complain of loss of power in one 
le*g, and the diagnosis may present considerable difficulty if the characteristic tremor of 
this disease has not made its appearance. Kxamination of the limb may show little 
abnormal. Some slight paresis and slight stiffness to passive* movements may be detected, 
but no alteration in the character of the reflexes will be observed. The diagnosis must 
depend more upon the general aspect and the* attitude* and gait of the* patient. Some loss 
of facial e xpression, the* gene ral slowness of his movements, and the* te*nele*ne*v to shuffle 
with the* a flee* ted le*g, are* points which may lead the* e>bse*rve*r to form a correct opinion. 

Paralysis of the Leg with Muscular Atrophy. In a ease* which presents atrophic 
palsy of one* le g, the* first essential for making a diagnosis is tee ascertain the* e*xae*t distribu- 
tion < >f the* atrophied muscle's, and to review this elist rihut ion in the* light of what we know 
with regard to the* e*e*ntral and peripheral innervation e>f the* muscles of the leiwcr limb 
(see* tables below and Fill. 1*1). 


Tahi.i: sunwise; in i : Mi sn.i.s 10 which nil v.vumi s Nmevi.s or ini. Li miiah and 
Swh\i. Pi.i:xim;s aiii: Distiuim ti;d. 


Muscles. 


.Wrir. 

( )ht uratnr ( I g. a. I ) 

Anterior rrnral (I.. g, a, 1) 

Seiat it* ( L. t. .“». S. I , g. a ) 

Kxternal popliteal ( K. t. S. l.g) 


I nt ernal poplit e*al ( L. t. .*», S. l.g, .’t) 
Inte-rnal plantar 

Kxternal plantar 

\e*rve* of 1 he quadrat Us femoris 
(K. V S. I ) 

Nerve* of the* obturator interims 
(k. S. 1, g) 

Nerve of the* pyrifbrmis (S. 1) 

Superior gluteal ne rve ( K. t. 

■S. I, g) 

Inferior glute al ne*rve* ( K. .*>, 

S. 1, g) 


(Adductor longux 

( .raeilis 

( Adductor hrevis 

1 Iliaeus 
i Peet ine*us 

. Semitendiiiosus 
‘ Mieeps teinoris 

Til eialis ant ieiis 
P\ t e lisor proprius hallueis 
Kxte nsor longus digitorum 
Penmens tertius 

I hast roe ne iniiis 
Plaiitaris 
Soleus 
1 Popliteus 

d'le xor hrevis hallueis 
(Ahduetor hallueis 

I Aeee sse »ri eis 
Ahduetor i n i ■ i i n i i digiti 
Plexor hre*vis minimi eligiti 
( lute *n essei 

(Quadrat us fee ioris 

Obturator interims 

Pyri formis 

(duteus medius 

• (duteus minimus 

• ( duteus maximus 


Obturator extenms 
Adductor magnus 

Sart oriels 

Quadriceps e*xtensor 
Semimembranosus 

Kxtemsor hrevis digitorum 
Pe*reme*us longus 
Penmens hrevis 

Tibialis posticus 
Ple*xor longus digitorum 
Ple xor longus hallueis 

Plexor hrevis eiigitoruni 
1st lumbrical 

Adductor ohliejims hallueis 
Adductor transversus hallueis 
Outer a lumhrienls 


(iemellus inferior 
(ieinellus superior 


'IViiseir fascia* femoris 


Single* ne rve* palsies are* not se> eonitimn in the* leiwcr extremity as in the upper, blit 
they may occur, especially as the* result e»f injury. Isolated paralysis of the anterior crural 
nerve anet of the* obturator^ nerve are* epiite uncoininem, and when they ele> occur are generally 
the* result of compression of the* nerve within the abdominal cavity, either by growths or 
during the* act of parturition. In a fleet inns of the anterior crural nerve the movements 
<>f flexiem e>f the* thigh em the* trunk anel extension e>f the le*g upon the thigh may both be 
impaired or lost. Wasting e>f the* anterior thigh niuse*le's, and eliminut iem eir le»ss of the 
kne*e*-jerk, are* <>the*r uhviems signs of this condition. When the obturator nerve is injured 
i) 39 



fd() 


PA HA LYSIS OK ONK LOWKH KXTKKM1TY 


the patient can ilex his hip hut cannot- adduct the thigh, and so, when sitting, he can raise 
his knee but cannot throw it across the other le*g. He can walk about with no obvious 
disturbance of gait, but lu* cannot rotate the thigh cither outwards or inwards with any 
degree* of force*. 

Paralysis of the main trank of the sciatic nerve , which would include* paralysis of all 
the muscles supplied by the* internal anel external poplite*al nerves, points to disease* or 
injury affecting the pelvis. It may be brought about by a frae ture* of the* pe lvis or of the* 
upper end e)f the femur, e>r by injuries to the hip- joint ; on the other hand, the seiatie* ne rve 
may be eompre'sseel by tumours or by inflammatory masses within the pelvis. Such an 
extensive palsy has considerable* ciTeel on the* patient's gait, as be* is unable to Hex the* knee*, 
and consequently has to use the* leg as a stiff, e xteneled support ; the elisability is incre ased 
by the absence e>f all moveunents at the* ankle-joint. Tlie* sensory loss in such a e*ondition 
inclueles the* emter side* e>f the le*g anel the* whole of the loot, e*xe*e*pt a small are*a on its inner 
and upper aspect. 

Palsy e>f the external popliteal nerve is the* commonest isolated ne rve* palsy in the* lower 
extremity. Ne>t only is it particularly e*xpe>se*el te> injury in its course* through the* popliteal 
space, anel as it winds round the* fibula, but a primary neuritis e>f it is by nee means 
uncommon, especially in case*s e >f eliabe*te*s mellitus and le*ael poisoning. Isolated paralysis 
of the external popliteal ne*rve* has be*e*n e»bse*rve*el l‘re*ejue*ntly in tabes dorsalis. Its most 
obvious result is the dropped foot to which it give*s rise, and the* high-stepping gait whie*h is 
necessary if the patient is te> clear the ground with his te>e*s. 

Injury to the internal jtopliteal nerve is much less common. but it may be* involved 
by tumeairs or the* products of inflammation in the upper part of the* leg. Paralysis of the* 
calf muscles is the chief ce>nse*epie*ncc, preventing the* patient from e*\teneling his foot and 
standing on tip-toe, e>r from making any springing movement in the* attempt to walk e >r 
run. The paralysis of the inte*rossei and the unopposed cemt rae*tiem e>f the long e xte*nse>rs 
may leaei to Claw-foot (p. 140). 

Tari.k showing Tin: Mi solus Innf.hvatko nv Tin: mi i i:iii;\ r Korns or tiii; Lomiiau ami 

Sacral Pli.xi si>. 

The inuseles which afford the* most useful landmarks are* printed in italics. 

L. 1,2. J Hopsons. Quadratus lumborum. Sarlorius. ( remaste r. Quadriceps. 

L. a. Quadriceps. Sarlorius. Quadratus himhnrum. Addnef ores lemoris. Obturator 
externus. 

L. 4. Adductores femoris. Quadriceps. Sarlorius. Te*nse»r fascia* feinoris. Tihialis anticus. 

Kxtcnsor e*e>innninis eligitormn. Kxtcnsor liallueis. 

L. 5. Tibialis anticus. Extensor communis digitornm . Extensor liallueis. Peronci. 

Abeluctors anel external rotators of the* hip. (iastmcneinii. bong flexors of 
the* toes. Hamstrings. (dute*i. 

- 1. Ciastroencmii . Hamstrings. Long flexors of the toes. Pcronci. Abductors anel 

external rotators of the* hip. (dute*i. 

S. 2. Glutei. Intrinsic muscles of the foot. Hast roenemii. Hamstrings. Long flexors 

of t he* toes. 

S. a, 4, 5. The musculature of the perineum connected with def treat ion , micturition . 

In addition to the peripheral-nerve* palsies of the* lowe r limb, we have* to consider 
paralysis due to Ie*sie>ns of the* roots le*aving the lumho-saeTal regiem of the* corel, anel forms 
resulting from disease e>f that part of the spinal cord itself (se*e* table above). Atrophic palsy 
of one leg is not eenmnonly the* result of spinal caries , altbenigb it may occur whe*n the* caries 
affects the lower lumbar or sacral re*giem. On the* eithe r lianel, paralysis of one leg, generally 
associated with acute* pain of roeit distribution, is ne>t a very rare e*arly symptom of 
malignant disease of the lower pari of the vertebral column. In the abse*nce of any obvious 
deformity the diagnosis in such cases is often dillicult, and much may depend on the use* 
of skiagraphy ( Eigs. 157, 158, p. 102; and Figs. 483, 484, p. (>30) e>r upon the* history eif a 
growth elsewhere* which may have be*cn remove d, from the breast for instance*, eve*n years 
previously. In some cases a goe>el eleal may be learnt from observing loss of tlu* natural 
spinal lumbar curve, and from a suggestion of shortening in the stature of the patie*nt, 
anel particularly by noticing the diminished interval between the lowe r ribs and the iliae* 
crests. These are signs of collapse on the part of the seiftened vertebra*, and constitute* 
a condition to which the name 4 entassement 1 is applied. 
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Syphilitic meningitis, involving the roots of’ the bimbo-sacral cord, is another not very 
uneominon source of crural monoplegia. The diagnosis depends uj>on the history of 
syphilis, a positive Wasscrniann scrum reaction, the results of an examination of the 
cerebrospinal fluid, and the fact that both the motor palsy and the sensory loss follow a 
root distribution. 

Probably more common than any other cause for atrophic paralysis of one leg is the 
disease known as acute poliomyelitis (p. 

'rumours of the spina! cord and syringomyelia arc very much rarer causes of paralysis 
of one lower extremity, although the possibility of their occurrence may sometimes need 

to be taken into consideration. Various 
forms of progressive muscular atrophy , of 
either spinal or primary muscular origin, 
are more important causes of Pahai»ij;gia 
(]>. (>21) than of unilateral paralysis. As 
a general rule they are symmetrical, 
or approximately symmetrical, in their 
onset and progress, but every now and 
then one may meet with eases in their 
earliest stage when the complaint of tin* 
patient is referred to 
one limb only. A good 
example is afforded by 
the ease of a lad who 
was brought to me on 
account of weakness in 
one foot, which had 
appeared quite insidi- 
ously and was tend- 
ing to progress. 'Flic 
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affected limb showed atrophic palsy of the long extensors of the toes and of the peroneal 
muscles. The diagnosis of peroneal muscular atrophy (p. 78) was continued by the appear- 
ance of similar physical signs in the other leg some months later. In addition to their early 
symmetrical distribution, these progressive degenerative diseases can be distinguished. from 
gross diseases of the spinal cord and its envelopments by the absence of pain in the course 
of their evolution. f, Farquhar Buzzard. 

PARALYSIS OF ONE EXTREMITY (UPPER). The word ‘paralysis’ has come, 
by general use, to include partial as wa ll as complete palsies, and to embrace all varieties 
of impaired voluntary movement. It is in this sense that the word is used for the purpose 
of this article. No other interpretation would be of value in discussing diagnosis, because 
the latter depends, not upon the degree of paralysis, but upon its nature, distribution, 
and associated phenomena. Accurate diagnosis is often most dillieult, although perhaps 
more important from the point of view of successful treatment, when the limitation of 
voluntary movement is only slight. Refore discussing the various forms of paralysis met 
with in the arm, some reference must be made to a few practical points which are important 
in the proper investigation of eases complaining of inability to use an arm. 

The medical man must not be satisfied with the patient's statement that he has lost 
power or that he is weak in his limbs. Tests must be employed to ascertain 'whether this 
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is really the ease. The movements at each joint, of flexion, extension, pronation, supina- 
tion, must be investigated, and if necessary their power measured against the observer's 
resistance. It may be found that the grasp is powerful in a patient who is unable to use 
his hand on account of loss of control over the linger movements. In such a ease there is 
not paralysis, but inco-ordination (see Ataxy, p. 7d). Similarly, there is certain to be 
difficulty in carrying out delicate movements if there is loss of cutaneous or postural sensi- 
bility. Without perfect sensibility it is impossible to handle a pen in a proper manner. 
Sometimes a patient will complain of loss of power, when investigation shows that the ability 
to execute movements is inhibited by the pain in a muscle or joint evoked by the attempt. 
In other instances, mechanical limitation of movement by arthritic changes, without pain, 
may lead the patient to believe that there is loss of power, lie finds he cannot lift his arm, 
and ascribes the disability to paralysis instead of to ankylosis of the shoulder- joint. On 
the other hand, pain and loss of power may be associated in some forms of neuritis. If 
the patient says, “ My arm is so painful that 1 cannot lift it," examination must be directed 
to ascertain whether the inability is due only to painful inhibition or to real paralysis in 
addition. 

Stress must be laid upon the necessity for obtaining a careful history, and especially 
an accurate account of the duration of the trouble, whether its onset was sudden, rapid, 
or slow and progressive, and whether the loss of power was accompanied or preceded by 
pain, numbness, or tingling. The family and previous history must not be neglected. In 
examining the paralysed arm, care should be taken that the whole of both upper limbs, as 
well as the neck, upper part of thorax, and shoulders, are stripped, so as to be inspected 
easily and the two sides compared. It will also be necessary, in the large majority of 
instances, to investigate the functions of the cranial nerves, and the reflexes, etc., of the 
trunk and lower extremities. This is often imperative even when no complaint, is mack* 
of loss of power or other symptoms in any part of the body except one upper limb. The 
importance of this full examination is perhaps obvious, but it may be illustrated by 
reference to two points. A lesion of one internal capsule may give rise to paralysis of the 
opposite arm, but it. will be likely to cause, in addition, some alteration in the abdominal 
and leg reflexes of the corresponding side. Similarly, a lesion of the 8th cervical or 1st 
dorsal spinal segments, or of their corresponding spinal roots, will also affect the fibres 
leaving the cord at that level and passing, via the cervical sympathetic, to the eye of the 
same side. In this way atrophic paralysis of the muscles of one hand may be associated 
with a small pupil and a small palpebral fissure on the same side, a coincidence which at 
once points to the cord or roots as the site of the lesion, and acquits the peripheral nerv es 
of being concerned in the production of the palsy. In such a case the further investiga- 
tion of the abdominal reflexes, the knee-jerks, and plantar responses will help to decide 
“ther the lesion is intramedullary or extramedullary ; in the former event the abdominal 

. on the same side would be absent, the knee-jerk would be increased, and the plantar 
ponse would be of the extensor type, while in the latter, unless there was considerable 
pressure on the cord, the reflexes below the arm would be normal. 

For purposes of differential diagnosis, brachial palsies may be divided into two main 
groups : (1) Those without, and (2) Those with muscular alrojthif. 

1. PARALYSIS WITHOUT MUSCULAR ATROPHY. 

This heading embraces eases in which there may be general impairment of nutrition 
and perhaps muscular wasting due to disuse, but in which there is no localized muscular 
atrophy and no alteration in the response of tin* muscles to electrical stimulation. The 
cases may be divided into two groups: (1) Those in which there is some affection of 
the upper motor neuronic system (pyramidal lesions) ; and (2) Cases without, lesion of the 
pyramidal tract. 

Paralysis due to Pyramidal Tract Lesions.- The most familiar example of this 
group is afforded by cases of brachial monoplegia due to a vascular lesion ( thrombosis , luvmor- 
rhage , or embolism) in the internal capsule or other part of the pyramidal tract in its course 
through the brain. In the diagnosis of this condition the points of importance art: : The 
presence of some cardiovascular condition capable of producing the lesion, such as disease 
of the heart, kidneys, or arteries ; the sudden or rapid onset of the symptoms, with or 
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without loss of consciousness or other cerebral disturbance. The arm retains its natural 
contours, and the muscles art* not atrophied, although they may appear, after some time 
has elapsed, to be smaller than those of the other arm. The paralysis may affect the whole 
limb and include inability to shrug the shoulder ; or the movements of the hand and 
lingers may be more impaired than those of the elbow and shoulder. There is a tendency 
for the arm to exhibit, more and more resistance to passive* movement, that is to say, to 
develop spasticity. At the same time, if left, to itself, the limb will adopt a fixed position, 
which includes adduction of the upper arm to the trunk, flexion and pronation of the fore- 
arm, and flexion of the wrist and fingers. If any movements are possible, they will be 
those of flexion rather than of extension at the various joints. The muscle tone is 
increased, and the tendon-jerks, such as the ulnar and radial wrist-jerks, the triceps, biceps, 
and supinator jerks, art 1 exaggerated when compared with those of the opposite limb. 
Eventually contractures may develop, and it will be found impossible to extend the upper 
arm, forearm, hand, and fingers into one straight line. 

Such is the clinical picture afforded by spastic paralysis of the arm, and one case will 
differ from another only in the degree of spasm and the degree of paralysis ; but the amount 
of spasticity and the paresis do not always correspond. In one patient the rigidity forms 
the chief obstacle to voluntary movement ; in another the arm, though powerless, shows 
comparatively little increase in tone. 

The fact that the pyramidal fibres destined for the face, trunk, and leg run in close 
proximity to those for the arm, is sufficient reason for suspecting that, even if no other 
paralysis is complained of, there may be signs of disturbed function in other parts. The 
side of the face corresponding to the* paralysed arm may not move so quickly or so power- 
fully as the other side in a voluntary effort to show the teeth, although no difference may 
be detected when the patient smiles. The corresponding abdominal reflexes may Ik* found 
wanting. The knee-jerk may be increased : ankle-clonus and an extensor plantar response* 
may be elicited ; all on the same side. 

This spastic arm, in all degrees of severity, may result not only from a vascular lesion 
in the brain, but also from a cerebral abscess , a cerebral tumour , or cerebral inflammation 
(encephalitis). The arm will present identical features, so that the diagnosis must be 
made from a consideration of other data. 'Finis a cerebral abscess only becomes likely when 
there is some infective process either in the bones of the skull (e.g., mastoid or frontal sinus 
disease) or in a distant part stieh as the heart or lungs (e.g., ulcerative endocarditis or bron- 
chiectasis). Headache, vomiting, and optic neuritis, with a slow pulse, slow respiration, 
and subnormal temperature, may help in the diagnosis. In cases of cerebral tumour the 
development of tin* brachial palsy is nearly always slow and progressive, spreading from 
one part of tin* limb to another, and again then* may be headache, vomiting, and optic 
neuritis. It should be remembered, however, that these signs of increased intracranial 
pressure are not always present, and that the presence of a tumour is always to be suspected 
when a spastic paralysis of one limb comes on in a slow and progressive manner. Some* 
tumours grow at the expense of neighbouring tissues in such a way that pressure is raised 
but little or not at all. Encephalitis will need to be considered when there is a history of 
acute constitutional disturbance with fever, vomiting, headache, and perhaps convulsions 
preceding or attending the onset of the paralysis. The latter, however, is not progressive. 
It reaches its maximum in a few hours, and shows a general tendency to improve after 
the acute symptoms have passed off. In sonic east's of epidemic encephalitis the disease* 
is ushered in by an attack of hemiplegia, the arm perhaps being the part chiefly affected. 

Disseminated sclerosis is another disease in which a spastic monoplegia is not uncommon. 
'Fhe diagnosis is easy if it occurs late in the disease, when nystagmus, optic atrophy, spastic 
paraplegia, and sphincter trouble* are already present, or if there is a history of previous 
transient palsies affecting other limbs. When, however, paralysis of fine* arm is the First 
symptom, as it may be, the* diagnosis may be dillieult. The rapid onset of the palsy in a 
healthy young adult, without constitutional disturbance, severe headache, or vomiting, and 
perhaps the discovery of absent abdominal rcllcxcs and an extensor plantar response, 
should direct suspicion to the possibility of a patch of disseminated sclerosis being respon- 
sible for the trouble. 

Diseases of the jams , medulla , and that part of the spinal cord which lies above the cervical 
enlargement , whether vascular, inflammatory, or neoplastic, may cause spastic palsy of 
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the upper limb, but it is rarely a monoplegia. The arm and leg on one side, or both arms 
and both legs (quadriplegia), are niueli more likely to be involved simultaneously, and the 
site of the lesion is inferred from the knowledge that the two pyramidal tracts arc* in close 
proximit v in those regions. 

Paralysis without Lesions of the Pyramidal Tract. It is not uncommon tor a 
patient in the earliest stage of paralysis agilatts to complain of loss of power in one arm. 
This sometimes leads to a wrong diagnosis, the trouble being described vaguely as due to 
neuritis, or even hysteria. This mistake will be avoided if notice is taken of the fact that 
the limb is not oniy weaker than its fellow, but that it is somewhat stiff and conspicuously 
slow in carrying out movements. A lack of expression in the face, absence of the natural 
swing of the arm in walking, and a tendency to carry the limb in a Hexed position across the 
trunk, and perhaps some hesitancy in the gait, should guide the observer to a correct 
diagnosis even if tremor is absent, as it often is at this stage of tin* malady. I Ins form of 
paralysis is unattended by changes in the reflexes. 

A child suffering from chorea, and especially hemiehorea, is often brought to the 
doctor with the complaint that he or she has lost the use of an arm. Kxaminat ion vill 
show that there is really some weakness of the affected limb, which is demonstrated, not 
so much by the poorness of the grasp, as by the fact that the child is unable to maintain a 
steady pressure. He will grasp the observer's lingers, but quickly release the pressure, 
although urged to continue the squeeze. In the same way, when asked to put out his 
tongue^ he will do so, but withdraw it at once. When required to extend his arm in front 
of him with the palm of the hand facing downwards, it will generally be noticed that the 
wrist is slightly flexed although the fingers are extended. These arc points which may be 
useful in coming to a right conclusion when choreic movements arc not conspicuous ; but 
attention must also be paid to the condition of the heart and to any history of rheumatism. 
No information of value can be obtained from the reflexes unless perhaps the choreic form 
of knee-jerk is present (p. 452). 

Hysterical brachial palsy may resemble one due to a pyramidal lesion in presenting 
marked rigidity, or the whole limb may be flaccid and limp. Some general wasting of the 
muscles may be present, but there is no alteration in their electrical reactions. Organic 
pyramidal lesions must Ik* excluded by an examination of the reflexes. The supinator, 
biceps, and triceps jerks may be tried, but they will not Ik* appreciably more biisk than 
those of the opposite limb. The abdominal and plantar reflexes will be natural. If the 
limb is rigid the observer will probably be able to overcome the rigidity by steady pressure, 
and to extend the arm, forearm, hand, and fingers into oik* straight line. When the 
patient is asked to perform a certain movement the observer can often sec that in the effort 
to carry it out the antagonistic muscles are put into action rather than, or as well as, those 
■ Inch are necessary for its execution ; thus, the triceps will contract as well as the biceps 

a the patient is requested to flex the elbow, with the result that tin* forearm is moved 
tv little or not at all. This may also Ik* demonstrated when the observer resists the 
movement of flexion by grasping the wrist and then unexpectedly relaxes his resistance ; 
in anorganic palsy this will be followed by further uncontrolled flexion at the elbow, wla reas 
in a hysterical patient the contraction of the triceps maintains the forearm in its former 
position. Another important point in distinguishing a palsy of cerebral origin from one 
which is hysterical is that in the organie* case*, even when no voluntary movement whateve r 
can be e*arrie*d out by the fingers, the latter may move involuntarily in association with 
energetic movements in the opposite limb. Thus, when the patient is asked to grasp some 
object as tightly as he can with the sound hand, flexion of the* fingers may be* ele tee ted on 
the paralysed side. The same phenomenon is se*e*n in connect ion with involuntary move- 
ments, such as yawning. The writer remembers being requested to see* a case in which 
there was paralysis e>f one arm, and in which the diagnosis between organic and functional 
disease was in doubt. The first question he asked the* patient was whether he could open 
his hand and extend his fingers: tin* patient replied in the negative, but immediately 
volunteered the statement that the fingers became extended whenever he* yawned. This 
settled the point in dispute at once, because* such associated movements do not occur in 
hysterical palsies. In many, if not most, eases of hyste*rical palsy of an arm, the* limb 
is also anaesthetic, and this anesthesia can generally be recognized as hysterical on account 
of its complete character. In a cerebral palsy there is nearly always some impairment of 
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postural sensibility, even if tactile, painful, and thermal sensibility is intact; but the 
hysterical patient is usually insensitive to all forms of st imulat ion, even pinching or a strong 
l'aradic current. Moreover, the distribution of tin* anaesthesia does not correspond to any 
form seen in organic disease*, and is frequently of a glove or sleeve* type with a very sharp 
line of demarcation. 

2. PARALYSIS WITH MUSCULAR ATROPHY (OR ATROPHIC PALSY). 

In this category are included all eases of brachial palsy in which there is true muscular 
atrophy associated with some alteration in electrical reactions, either the typical reaction 
of degeneration or quantitative diminution of excitability to galvanic and farad ie currents. 
In all such cases there is some organic lesion affecting some part of the lower motor neurons ; 
there must be some disease involving (1) the spinal segments from the 5th cervical to the 
1st dorsal, (*2) the corresponding anterior spinal roots, (.‘{) the brachial plexus, (4) the 
peripheral nerves of the arm, or (5) the muscles themselves. 

In addition to atrophy and alteration in electrical response, each paralysed muscle 
tends to lost* its tendon- jerk. For instance, the tendon- jerk of an atrophied biceps cannot 
be obtained, and in all probability direct percussion of the muscle itself will also fail to 
elicit a contraction, or will give* rise only to an abnormally slow contraction. Muscles 
which are undergoing atrophy may also exhibit fine fibrillary contractions of a spontaneous 
kind, but Hast* are seen only when the disease affects the nerve-fibres, and not when the 
muscles themselves are affected primarily. These fibrillations are very rarely seen in the 
group of muscular atrophies to which the name of ‘myopathy * is given. 

When making a diagnosis of tin* site of the lesion in cases of atrophic brachial paralysis 
it is essential to analyse carefully the distribution of tin* atrophied muscles. This must 
be done in order to answer the questions : Are all the atrophied muscles supplied by one 
peripheral nerve, or art* they innervated by one or more spinal segments, or by one or more 
anterior spinal roots? The diagnosis will be comparatively simple when it is found, for 
instance, that all the atrophied muscles are supplied by the musculospiral nerve, and that 
all the muscles supplied by that nerve* are atrophied and paralysed. A lesion of that nerve 
can then be diagnosed and its nature inferred from other data, such as the use of a crutch 
or the history of a fractured humerus with callus involving the nerve at the site of the 
fraet lire. 

Let us now consider briefly some of the various conditions giving rise to atrophic 
palsy of the upper extremity, and the features which are most characteristic for diagnostic 
purposes. 

In eases of neuritis there may In* paralysis of tin* muscles supplied by one nerve only, 
or of muscles supplied by several nerves (multiple neuritis). In the former case the correct 
diagnosis of the lesion depends on a knowledge* of the muscles innervated by each of the 
chief brachial nerves, and this may be gleaned from the* following table (see also F/g. 474): 


T A M 1,1'. Ol Ml SCI.KS TO WHICH TIN. Nl.HVI.s ()| Till. 1 lit ACI1 1 A I. fl.KXl’S AIN. I > 1 STK1 1U Tl '.I ). 
Wnr. Muscles. 


Posterior scapular ((’. 5) 

bong thoracic (('. 5, <>, 7) 
Suprascapular (('. 5, (>) 

Anterior thoracic 

(('. >, <>, 7, 8, I). 1) 

Muse*ulocutane*ous (('. a, (>) 

Median ((’. fi, 7, 8, 1). 1 ) 
forearm 


| Levator anguli scapula* 
(Hhomhoideus minor 

Seu rat us niagnus 
Supraspinal us 

IVetoralis major 
\ Itieeps 

(Ihaehialis nnticus 

/Pronator radii te*re*s 
I Flexor e*arpi radialis 
j Palmaris longus 
v Fle xor sublimis digitorum 


Hhomhoideus major 


Infraspinatus 
lYe*toralis minor 
( oraeohra<*hialis 

Flexor longus pollieis 
Pronator epiaelratus 
Flexor profundus eligitorum (outer 
half) 


I Abductor pollie*is 
i Opponcns pollieis 


Flexor brevis pollieis (superficial 
head) 

Two outer lumbrieals 


hand 
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Nerve. 

Ulnar (C. 8, 1). 1) 

forearm 

hand 


M as vies. 

| Flexor carpi ulnaris 

/ Falmaris hrevis 
I Flexor hrevis minimi digit i 
Abductor minimi digit i 
I Opponens minimi digit i 
' Intcrossei 


Flexor profundus digitoruin (inner 
half) 

Two inner lumhrieals 
Adductor obliqiius pollieis 
Adductor t ransversus pollieis 
Flexor hrevis pollieis (deep head) 


Circumflex. (C. 5. 6) 

Museulospiral (C. <>, 7, S) 
upper arm 


forearm 

(post'Tinr intrnv-^t’oie 
lU Hliell ) 

Suhseapular (('. 5. (>. 7. 8) 


Deltoid 

i Triceps 
i Anconeus 

/ Kxtcnsor carpi radialis hrevior 
> Supinator hrevis 
Kxtcnsor communis digitonim 
Kxtcnsor minimi digiti 
l Kxtcnsor carpi ulnaris 

I Suhseapularis 
(Teres major 


Teres minor 

Supinator longus 

Kxtcnsor carpi radialis hmgior 

Kxtcnsor ossis metacarpi pollieis 
Kxtcnsor longus pollieis 
Kxtcnsor hrevis pollieis 
Kxtcnsor indicis 

Latissimus dorsi 


When several nerves arr involved in neuritis the condition is one of multiple neuritis . 
and. being gencrallv due to some toxic cause', temds to he* bilateral and s% mmedricnl. 
Multiple neuritis is further characterized l>\ the facts that the peripheral muscles are more 
affected than the proximal, that the extensors of the wrist and tinkers suffer out of propor- 
tion to the flexors, and that there are often pain and tenderness in the paralysed muscles, 
These features are present in alcoholic ttennhs. the most common form (p. s.>). In lead 

pulsif the* extensors of the wrists and fingers are partieu- 

t f museulospi ml ncrx <' such us the supinator longus ami 



the triceps ma\' escape altogether. The association ol 
dropped wrist with a blue line on the gums, and other 
signs of plumbism (p. fa), is diagnostic of this form of 
brachial palsv. In some' eases of multiple neuritis it is 
impossible to identify the causative toxin, but glycosuria, 
mcreurv, and arsenic, in addition t < > alcohol and lead, 
must he remembered in this connection. Leprosy may 
produce a precisely similar condition (Fig. I7*J), but it is 
rarelv met with in (beat Rritain. (See also Athoimiy. 
Mi set lau. ]>. 7S.) 

In most eases of single* nerve palsy tin* diagnosis, 
bast'd on the distribution of the muscular atrophy and 
paralysis with altered electrical reactions, can be eon- 
firmed by the detection of sensory loss in the cutaneous 
area supplied bv the same nerve. In other eases the 
sensorv fibres appear to offer more resistance than the 
motor to the exciting cause of the neuritis, and little or 
no disturbance of sensibility can be found. (For areas 
supplied by the peripheral nerves, see Fig. 58 I, p. 751, 


hi, I, I 7 . I’.'ircsi- of tin- firms ilu<- n> 
1 cr iphrr-il n«-urit i- in ;m :i « ■« i ol 

li'pru m i : i < ’t 1 1 1 »-i ii i:**.— t tmt icii iii : i N ( iru I! . 
{From <t f>h !w Un Inti hr. Ihinsnt, 

/ rt.s/H cfnr-i.'t n> nu i>j J.t m _\ or inn/. \ 


and Si:\s\'iii)N, Sour: Aiinoh.malitilis of. p. 7 17.) 

Reference may be made to one or two of the single- 
nerve palsies which present special points in relation to 
diagnosis. 


In jam ilps is of the serratus maguus (Fig. 1711) due to 
injury or neuritis of the long Ihnrneie nerve , the patient may complain of general weak- 
ness "of the arm, and particularly of inability to raise it above the horizontal position. 
The trouble arises from the fact that the scapula is no longer held against the thoracic 
wall, and cannot be rotated with the movements of the limb. The origin of this 
disability may be overlooked if the arm only is examined. If, however, the position of 
the scapula is observed when the arm is moved in different directions, the correct dia- 
gnosis can be arrived at. When the arm hangs at rest by the side, the scapula is seen 
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1o he slight ly raise-el anel displaced outwards, with the inferior angle* inclining towards the 
vertebral column and perhaps somewhat separated from the chest wall (Fig. 171J). W hen 
the arm is raised forward to the horizontal position and pressed against some 1 resistance, 
the inner border eel the se-apula projects backwards and presents a ‘winded’ appearance. 
This deformity ought always t e » suggest paralysis of the serratus nia<riiiis. 
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The- movements of the- uppe r limb are* also hampered somewhat in eases e>f neuritis e>r 
injury to the- sn/nasea/ndar nerve, arid the- patient may complain e »f difficulty or fatigue- in 
writing. Kxaminat ion will she>w Hatte-iiing of the infraspinous fossa and weakness in rota- 
ting the- hume rus outwards against resistance. 'Hie infraspinatus may show the* re-action 
of dege-nerat ion, but the- supraspinat us is tk »t accessible, be ing cove-reel by the trapezius. 

Adhesions within the* shoulder-joint, with secondary wasting of the* deltoid, may 
simulate- paralysis in the- distribution of the* eirenmfte.r nerve . owing to the- difficulty iu 
abducting the- arm ; but a little* care in e xaminat ie >n and electrical testing of the* eh*ltoid 
muscle will sullie-e- to make* a diagnosis. In circumflex palsy, moreover, semie* sensory loss 
may be found in the skin over the upper anel outer aspe*ct of the arm. 

In eases of nnisen/ns/n raf /nmdifsis the injury to the ne rve may be above or below the 
points whe re branches leave- te> supply the- trice*ps anel supinator longus muscles, and these 
muscles may therefore* escape. Sensory symptoms are ofte-n absent, but some aiucsthesia 
is some times lounel e>n the* raelial boreler e » f the* hand. 

In e-e uinee-t ion with traumatie* affect iems of the- median nerve, the distribution of tlu* 
paralysis depends e>n the site- of the wound : the- branch which supplies the- muscles of the 
hanel may leave the- main nerve- in the- forearm, and thus escape injury when the wound 
is at the- wrist. 

Ihirafifsis of the n/nar nerve is discussed in the article on ( i.wv-uand. p. 1 tl. 

Isehmnie jntrahfsis of the hand ( Yeilkmann's eont raeture Fig. 151, |). 17K) must neit 
be- forgotten in ease-s e »f injury to the* forearm when there* is a history of the patient wearing 
a splint, anel the* condition must neit be- mistaken for ulnar e»r me*dian paralysis. The* 
diagnosis depends partly upon the* history, but chiefly upon the* rigid contracture* e>f all the* 
flexor tendons of the- wrist and linge rs, with wasting of the muscles and other trophic 
change-s. The* electrical excitability of the- flexor muscles is sometimes impaired. 

Paralysis of one* arm due* te> a lesion of the brachial jdc.vns is a common event, the most 
frec|uent cause- be-in*; some injury. When the* whole plexus is damaged, complete brachial 
palsy, with atrophy of the muscles and extensive sensory loss, results. The diagnosis of 
Mich a lesion is simple, because it would be* impossible for the spinal cord te> be damaged 
sulliciently to bring about such a paralysis without giving rise to symptoms of atrophic* 
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palsy in the opposite arm, an, I spastic paralysis, with .listurl, an.es of sensibility, in the 

trunk and legs. . . . v r . , 

In addition to a lesion of the brachial plexus as a uholc. two hums ol par .nl palsy 

are not uncommon, and have received specs, I names he hrs. ,s known as l r,, 
and is due to a lesion of the upper trunk of the braelual plexus, eo.npose.l o blues tnuu 
the 5th and Mb cervical roots. The paralysed muscles include the sp.nati. delt.ud luccps. 
supinator lonpus. and to a less extent the extensors of the wrist and Infers. I he arm 
hanus by the side, and the forearm remains pr, mated mvin; to weakness ol the supinator 
muscles,' and espeeiallv of the biceps. There is sometimes, but not always, amesthesia 
over the outer aspect of the forearm and hand. This form of palsy ,s usually produced by 
a fall on the shoulder of such a kind as to separate the latter forcibly Iron, the head, and so 
to exert sudden and severe traction on the upper part of the brachial plexus. A similar 
lesion is often seen in infants as a result of injury during birth, and has been called 
Duchomc's j/ahi/, after the observer who first described it. In both Krb s and Duehenne s 

palsy, the grouping of the paralysed muscles resei that which may follow an injury 

to the 5th and (ith cervical segments of the spinal cord, but in the latter ease bilateral 
symptoms are practically certain to be present, as well as more extensive disturbances of 

sensation of thi‘ trunk and limb, probably of’ 

1 J the dissociative type. (See Si:\s\ri<>\, Somi: 

- 1 ' ^ Ahnoiim ai.iti ks or. p. 7 ) . In spinal-curd 

-j l(C 1 lesions, moreover. we may see an atrophic 

sV I K,rm,t oaralvsis of the muscles supplied bv the .»th 

~ 1 ' / ' x and (ith cervical segments, together with a 

QC Ijp****#^ f , i me .u, spastic paralysis of the remaining muscles m 

.) the arm that is to say, of the muscles inner- 

«v c vated from the 7th and 8th cervical and 1st 

fUv " dorsal segments. This mixture of atrophic 

v C and spastic paralysis in the upper limb can 

Qrt W -- bhrrm u. ituiii,.,^,, only be brought about by some in jury or 

fsfVy, ^ r disease of the spinal cord. 
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The other form of partial braelual plexus palsy, Klttmpkc's jxilstf. (U pends on a lesion 
of the trunk formed by the Stli cervical and 1st dorsal roots. The flexors of the wrist and 
lingers, and the intrinsic muscles of tin* hand, undergo atrophy, and although the patient 
can carry out all movements at the shoulder and elbow, he is unable to move his lingers. 
The urea of anaesthesia in this form involves the ulnar border of the forearm and hand 
from the elbow downwards. This condition may be distinguished from a spinal-cord 
lesion affecting the 8th cervical and 1st dorsal segments, not only l>v its limitation to one 
upper extremity, but also by the absence of the oeulo-pupillary symptoms which an* nearly 
always present in spinal lesions of that level ; a lesion of the spinal segments in that region, 
or of the corresponding spinal roots in their intra vertebral course*, produces a diminution 
in the size of the pupil and a narrowing of the palpebral aperture on the same* side. Such 
a pupil does not dilate to shade, nor when the skin of the neck is pinched, nor when a 
cocaine solution is dropped into the eye. Although the presence or absence of oeulo- 
pupillary symptoms affords a point, of differentiation between lesions of the 8th cervical 
and 1st dorsal segments of the spinal cord, or of their corresponding roots on the oik* hand, 
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and a lesion of t lit* lower trunk of the brachial plexus on the other, in the majority of eases, 
vet in very severe injuries to the neck the lowe r roots of the* ple xus may be actually te>rn 
away from their connection with the spinal cord, in which e*ase* the oeulo-pupilhiry sym- 
ptoms mentioned above* will be present. 

. i mifatra/ihic lateral selernsis is a e-ondition dependent on a gradual ele*^e*neration and 
disappearance ot the anterior e*ornual e*e*lls of the* spinal e*e>rel, assoe*iate*d wdth se*le*re)sis e>f 
♦lie* upper motor neuron tracts. 'Ihe muscular atrophy begins insidiously and progresses 
gradually. It often begins in the- intrinsic hand muscles ( Arnn-Duchcnnc type), le*ss com- 
monly in the* shoulder and upper arm muscles. The* loss of power is in proportion to the* 
amount of atrophy. The* alteration in electrical reactions is usually more* a quantitative 
diminution of excitability to both currents than a true* reaction e>f degeneration. Fibrillary 
contractions are e-ommon. '1 he* atrophy usually begins in erne* limb befem* the other, 
but soon becomes more or le*ss symmetrical. The* tendon-jerks of all muscles which are 
r 1 1 > t atrophied are exaggerated. The* ahelominal re*lle*xe*s may be absent, and the* plantar 
reflexes may be* of the extensor type. Then* are ne> pains, no sensory loss, and no oculo- 
pii pi I la r\ phenomena. 

In st/ringami/elia the* spinal changes frequently bejjin in the ce*rvieal enlargement e>f 
the e*onl. with the* result that atroj)hie* paralysis is first notie*e*el in the* upper extremity, 
generally in the* intrinsic muscles of the* hand and the fle xor muscles e>n the* ulnar aspe*e*t e>f 
the* forearm. The* onset is insidious and the* progress gradual. One* limb is generally 
a fleet e*< I many months, perhaps ye*ars, be fore* the* either. Manual deformities are* common 
(see* ( i.\w-ti\Ni>. Fill. 1-b p. 1 lli ) - The* eleet rie*al reactions vary like* those* of amyotrophic, 
late ral sclerosis. The knee - anel ankle je rks are* iucreaseel as a rule*, and spastie* paralysis 
of tlie* lowe r extremities usually develeips in the* 
later stages, with extensor plantar responses. ^ 

Fains shooting elown the- arms e>e*e*ur. but are* M SAt^l 1-1 

not Cdiuinoii. Trophic e*han«;cs de\e*lop in the* 

skin, sube*utane*euis tissue's, anel joints, There* mlm 

is sensory loss of a elissociat ive type*, i.e*.. ^ r 

loss of sensibility t < » pain. luat. and e*< del , W 

with pre*ser\ at ion of tactile* sensibility. Oculo- ^ 

pupillary phe nome na and nystagmus are* com- 

nioii, Spinal curvature, in the* form of a 

and symptoms should be* present for making j1If% ; 1 I W N i M j M M M I « %^g!| 

diairnosis. The combination of museailar 

atrophy, dissociative atursl hesia. an.l trophic a^.-lntod 

e*hanne*s in tile* skin is usuullv sllHieient. with lime Tilt oi-rvioal ril • ot that si.l<\ Not.* tlu- inarKed 

, * wastitur t »t lit.* abductor polliois compared with the 

\ cervical rib Iliav be* re*spoTlslble tor Other riu.-soh** of the thenar oiniitonoo. According to 

atrophic palsy in the upper extremity. Para- **, VT 

lysis is usually preceded by pain, chiefly snnnJrr.>.) 

referred to the* inne*r aspect of the arm, and 

sometimes shooting i nt e > the* little* anel rim; finders. The* pain is weirsc after exertion, and 
often relie ved by placing the* hand beliind the* he*ael. Muscular atrophy lupins in the* hand 
musetes (/< 'ill. I* a), the* mterossci. thenar, and hyped he*nar eminences, and ofte*n involves 
the flexors of the* wrist anel finders. It develops erniduallv anel ele>e*s ne>t spreael beyond the 
distribution just described. 'There* is often sensory loss in regions oorre*sponding to the 
cutaneous are*as supplied by the* 1st elorsal and St h cervical spinal loots. The* leiss is usually 
less marked to touch than to painful anel the rmal stimuli. The atrophied museles show 
react ie>n of ele ^ene rat ie>n . 'The re* are* no oculo-pupi llary phe nome na and no si o iis of elisease 
ifi other parts of the* Imely. The* cemelitiem is usually one-sided, occasionally' bilateral: the 
chief diagnostic point is the* eliseovcrv of the ribs by skiagraphy (Figs. I 40, 441, p. 5*44). 
At the* same* time* it must not be* e*one*luded that the* absence of a rib shadow in an X-ray 
phe>te>nraph is in all e*ase*s a contra-indication to the diagnosis : a ligamentous band, 
unde tecte el by the* skia<;raphic exam inat ion, is sometimes found to eiccupv the position of 
supernumerary rib and to be responsible for similar results in the* way e>f pain anel atro 
phic palsy. (Se*e* also Pain in tiik Kxtkkmity, t ei’Kii, p. 54.4 ; anel (Yaw-iiand, p. 14-1.) 


Atrophic pal* 
rvical rih ot t 
abductor pol 
l)l' til.* tll.-MU 
oil this i*< a 
s not out hoi 


of riLtlit hand :i->. ioi.it od 
it si< 1<*. Not .* t lit inut Kod 
•is ;ts compared with the 
eminence. According to 
•onimon Ji'ulur.* of those 
otiioiiic. (I!y I>r. J\ II'. 
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Another disease in which atrophic palsy of the intrinsic hand muscles is a prominent, 
feature is peroneal atrophy. As the name suggests, the muscular atrophy and paralysis 
generally begin in the lower, before they a fleet the upper, extremities, and further details 
concerning the condition may he found under Atrophy, Miscvlau (Figs. 81 and 82, 
p. 79), and Paralysis of Onk Kxtrf.mtty, Lowkr, p. (ill. 

The diagnosis of muscular atrophy in the arm dependent- on a preceding orate polio- 
myelitis (Fig. 80, p. 78) is not dillieult if an accurate history can be obtained. The onset 
was acute, with constitutional disturbance, varying from a transient and perhaps over- 
looked malaise to a pyrexia up to 104 F., with generalized pains all over the body, 

possibly vomiting, or even convulsions. It is almost invariable that the initial paralysis 
was more extensive than that which remained permanent. Attention to the distribution 
of the paralysis shows that it is irregular and different in every ease, but there is more 
liability on the part of the shoulder and upper arm muscles to suffer than those ol the 
forearm and hand. If both arms art* affected there is little likelihood of any great degree 
of symmetry in the distribution of the atrophy. With regard to the electrical reactions, 
much will depend on the stage* at which the ease comes under observation. Some muscles 
may show the reaction of degeneration, others may respond fairly well, and others show 
no response whatever to either faradism or galvanism. Vasomotor changes, general 
defects in the growth of the limb, deformities, and contractures are common, but no 
sensory changes and no oeulo-pupillary phenomena are to be* observed. Only those reflexes 
are altered or lost which are concerned with atrophied muscles. 

I hemorrhage* into the spinal cord, or hmnatomyclia , due to injury, occurs more often 
at the level of the 8th cervical and 1st dorsal segments than at any other. 'The resulting 
paralysis has much the same distribution as that described in Klumpke s palsy (p. <>18), 
but the diagnosis may be* made from the fact that flu* former also produces spastic paralysis 
e>f the trunk and legs, and frequently gives rise* to areas of dissociated ana*st liesia. Oeulo- 
pupillary phenomena are usual as well in cases of hiematomyelia at this level. Injuries 
to the eorel result in bilateral symptoms, whereas Klumpke s palsy is confined to one arm. 

Various forms of root palsies may be* caused by tuberculous or malignant disease of the 
vertebrw . and also by pachymeningitis , frequently syphilitic. The diagnosis of the nature* 
of such lesions elepends on examination of tin* vertebral column and of the* ccivbrospinal 
fluid, 'fhe* symptoms are* more often bilateral than unilateral, and may be* ce>mplie*ated 
by the results of pressure* on the* spinal e*e>rd, leading to spastic paralysis of parts below 
the level of the disease. 

Tumours originating in the meninges or in the spinal cord at the* le*vc*l of the* cervical 
enlargeme'iit are rare*, but they may produce* atrophic* paralysis of the* arm muscle's, with 
spastic paralysis of the* trunk and lower e*xtre*mitie*s. These* phenomena may be* more* marked 
"Ti one* side at first, but tend to be*eome bilateral with the* gradual growth e>f the* tumour. 

In the group of elisease*s to which the* name* myopathy or muscular dystrophy is applied, 

arm is often more* or le*ss e*omple*tely paralysed. The* diagne>sis e>f this c*e>uditie>n 
depeiiels e>n a eonsiderat ion of various facte>rs. The* gradual onset and the* bilateral sym- 
metry of' the* affection, the* marked involvement of the* shemldcr and upper arm as ce mi pared 
with the forearm and hand, are* important characteristics. The abse nce* e»f fibrillary con- 
traction and of the reaction of de*generat ion are* also to be* noted, while the* history of a 
similar affection in other members of the* family, and the* prevsemee* of muscular atrophy 
or muscular psemdo-hypertrophy in othe r parts of the body, se*rvc to confirm the* eliagnosis. 

Taiu.i: siiowivc; tiii: Muscri.Aii I hs riuiu tion of tin: vauioi s Ni.k vl-hoots oi rm: 

Brachial Pllxi S. 

Those* muse*le*s which are* the most useful luitehnurks for individual segme nts are* printed in italics. 

C. Deltoid. Spinati. Teres minor. Rhomboids. Diaphragm. Bie*e*ps. Supinator lemgus. 

Scrratus magnus. 1 Vet oralis major. Brac*hialis antieus. Coraeobrachialis. 

(’. (». Rireps. Coracobrachial is. lirachiatis antieus. Supinator longus. I)e*ltoid. Spinati. 

Teres major. Scrratus magnus. Pectoralis major. Subscapularis. Pronators 
of forearm. Kxtensors of wrist. 

C. 7. Triceps. Kxtensors of zvrist and fingers. Pronators of fore*arm. Pectoralis major. 

Subscapularis. Latissimus dorsi. Te*res major. 

C. 8. Flexors of zvrist and long flexors of fingers. Interossei and lumhrieales. Muscles 

of thenar and hypothenar emine*ne*e*s. 

1). 1. Muscles of thenar and hypothenar eminences. Interossei and lumhrieales. Flexor 

carpi ulnaris. Oeulo-pupillary fibres. 
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A glance* at this table shows that nearly all muscles derive innervation from more than 
one spinal segment, generally from two i»r three. The table* does not purport to give a 
complete anatomical list of all the muscles of the* arm, but provides a guide to clinicians 
in their endeavours to localize spinal or root lesions from the distribution of atrophic 
muscular paralysis (see also Fill. I'M)- F. Fan/uhar Buzzard. 

PARAPLEGIA implies partial or complete paralysis of both legs, with or without 
part of the* trunk. It does not, however, include inability to walk owing to mechanical 
defects, such as old fractures, joint disease, and so forth ; it is due, as a rule, to changes 
cither in the brain, the spinal cord, the peripheral nerves, or in the muscles themselves, 
though sometimes it is caused by errors of function without any structural change in the 
ncuro-museular system. For clinical purposes, although naturally a paraplegia that has 
arisen in childhood may persist into adult life and thus cause overlapping of the classifi- 
cation, paraplegia in children may be discussed separately from paraplegia in adults. Let 
us suppose that the patient is a child, and that the chief complaint is weakness or paralysis 
of both legs. The following table indicates some of the causes that may produce this 
condition : 

I. THE CAUSES OF PARAPLEGIA IN CHILDREN. 

A. Conditions in which there is no definite local disease , though there may he some 
general pathological condition : (1) Simple delayed walking; (2) Rickets; 

(d) Cretinism ; ( I) Idiocy. 

II. Paraplegia associated with a definite upper neuron nerve lesion : — 

1. Infantile diplegia dm* to; (a) Congenital defect of the cortex- poreneephalus ; 

( h ) Infantile encephalitis : (r) Injury, for example by forceps at delivery : 

(d) Superior longitudinal sinus thrombosis; (e) Meningitis; (/) Congenital 
or acquired hydrocephalus. 

2. Congenital malformation, such as meningocele, spina bifida, or spina bifida 

occulta . 

JL Spinal caries, with compression of the spinal cord. 

•I. Friedreich's ataxy. 

C. Paraphilia due to a lesion of the loner neuron type : - 

1. Acute anterior poliomyelitis, leading to infantile paralysis. 

2. Tooth's peroneal type of progressive muscular atrophy. 

:i. Peripheral neuritis. 

7>. Paraphilia of the primary muscular type : — 

1. Pseudo-hypertrophic muscular paralysis. 

2. 'flic infantile type of primary muscular dystrophy. 

;i. The juvenile type of primary muscular dystrophy. 

F. Paraplegia due to jioisons or toxins : 

Tick paralysis. 

In arriving at the diagnosis, the first point to pay attention to is the history ; the case 
will belong to one or other of two main groups, the first containing those that have never 
been able to use the legs properly, the second those that have lost the use of the legs after 
having been at one time able to walk, or at least move them efficiently. 

To the first group belong all cases of congenital malformation, such as hydrocephalus 
or meningocele* and most cases of infantile diplegia, lletore diagnosing any of these, how- 
ever, it is necessary to exclude rickets , cretinism , idiocy , and simple delayed walking , as 
causes of an apparent rather than a real paraplegia. These cannot be the sole diagnosis 
if there is absolute flaccidity on the one hand, or if there is spasticity on the other. It 
is important to remember how deceptive the reflexes may be; almost any illness in an 
infant or young child bronchopneumonia, for example, or simple diarrho*u- may so 
depress the knee-jerk that it is often unobtainable until the patient's general health is 
restored ; the plantar reflex is normally often extensor in infants ; ankle-clonus, however, 
does not occur except, when there is degeneration of the lateral columns. It there is neither 
absolute flaccidity nor spasticity, and if the limbs are moved spontaneously, the mere 
fact that the child is late in walking by no means necessarily indicates nerve disease ; the 



PARAHJCGIA 


02*2 

delay may commonly extend to the second year, and occasionally even to the third, 
fourth, or fifth . especially in hypothyroidie* eases who arc often equally backward in talking 
and in general intelligence. The main factor in making a diagnosis in such a ease is time, 
for, until with the lapse of time the little patient begins to walk, it may sometimes be 
dillieult to exclude organic paraplegia. If there are definite signs of rickets, or if the 
patient is a cretin or an idiot, the diagnosis is more obvious. The good effects of giving 
thvroid extract over a prolonged period may be the only conclusive means of distinguish- 
ing' cretinism from idiocy, and this remedy should be employed in all such cases, however 
hopelessly idiotic the infant may seem to be ( Fig. 47b). If there is congenital optic 
nerve atrophy and blindness the case is one of idiocy and not cretinism. 

Having excluded the above, the next t him** to consider is whether there is any con- 
genital malformation of the brain or cord. Cases of meningocele. myelocele. or spina bifida 
will generally be obvious enough : oven spina bifida occulta will often surest itself from 
the presence of a pigmented or hairy mole over the lowe r part of the- lumbar spinal region, 

and the- diagnosis may be confirmed by careful palpa- 
tion there-. Congenital hydrocephalus makes itself 
evident from the- characteristic e-nlargement of the 
head, whie-h in extreme e-ast-s can be- mistaken for 
nothing else-, and in le-sse-r elcgrecs ran be- dist inguished 
from the- e-nlarge*me*nt due* to rie-ke-ts or to e-onge*nitaI 
syphilis by the fact that it is more- uniform, and that 
the bones are* fragile and thin and separated at the- 
sutures. The- chief doubt that arises in a e*ase- of 
infantile hydrocephalus is as to whether it is truly con- 
genital or was cause-el by an e-arly but post-natal 
poste*rior basal meningitis. Many of the se* e-ase-s are not 
really congenital : the- lie-ad is not large at birth, but 
the* enlargement follows a febrile- illness, with or without 
convulsions a mcningoceiccal meningitis. 

('ongcnital defat of the carter would suggest itself 
as the- cause of infantile diplegia in a e*ase- in which 
delivery had taken place* without difliculty and without 
the use of forceps, the- head and spine* not being hydro- 
cephalic or de formed, and yet with the* limbs paralysed 
from birth : they may be* flaccid or the y may be- spastic, 
anei there is no constant type- of reflex, though there- 
is a 1onelone*y to increased knee -jerk, ankle-clonus, and 
extensor plantar reflex. Intelligence will very likely 
be- defective at the same* time*. In rare* eases the* 
kidneys may be* so large* ariel cystic that they can be* 
palpated, and the- brain may then be* cystic also poreneephalus. 

Paraplegia elue* tei injury at birth , either by the use of forceps e >r by excessive com- 
pression in a contracted maternal pe-lvis, is a diagnosis that e-an only be* made- when there 
has been an unusual amount of difficulty at birth, for it is re-markable to what extreme 
elcgrecs the- child's head may be sejueezed anel alte-re*el in shape without appare nt elctriment. 
Seeing that it is the* lateral aspects, especially the* arm areas of the Holandie e*ortex, that 
will be* most affected by forceps, the-se- instruments are- more- likely te> cause* bilate-ral arm 
paralysis than ordinary paraplegia. .lust the converse* of this is true e>f superior longitudinal 
sinus thrombosis , for the leg areas of the brain lie* close up against eithe r siele- e>f this sinus, 
whilst the* arm areas, being more distant ire mi it, are* likely te» be* less affce-te-el. The 
symptoms of superior longitudinal sinus thrombosis, of acute encephalitis , anel e>f menin- 
gitis may be* so similar pyrexia, general heael symptoms, vomiting, anel convulsions 
that it is almost a matter of gue*ss-we)rk to choose between them when they are* actually 
in prepress ; if death e>ecurs in a few days, suppurative meningitis is likely ; if in a few* 
weeks, tuberculous meningitis ; if the patient linge*rs for many weeks before* elying, or if 
recovery occurs with hyelroeeplialus, peisterior basal e>r cerebrospinal meningitis ; if 
recewery encurs writhout hyelreKcphalus, it may be almost impossible to elccide between 
meningococcal meningitis, acute encephalitis, anel superior longitudinal sinus thrombosis ; 
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nor is the distinction material, except in so far that it is important to remember always that 
a favourable issue may occur even in a ease that seems to he hopelessly comatose 1 and 
dying a diagnosis of meningitis may have been made* erroneously when the condition 
was really erne* e>f ae-ute encephalitis only. If it seems to he* of great importance te) arrive 
at the accurate* diagnosis in the* ae*ute* stage's, it may be* justifiable* tei perform lumbar 
pune’ture* e >r even ]>une*1ure* through a fontanelle* or into the* e*isterna magna ; cyteilogieal 
examination of the* cerebrospinal lluiel so obtained may show polymorphonuclear e*e*l Is in 
a suppurative* or meningococcal ease*, lymphocy tes in a tuberculous e*ase* ; whilst the* casual 
organisms may be* founel bae*te*rioleigically, eithe*r on elire*e*t e*xaminatie>n eif staineel films 
or after e*ulture*s have* been made* from the* fluid. 

If one* is able* t e » exclude* the* infantile* eliplcgias, anel the* ceinditieins wtiieh simulate 
the*m« the* p re »ba b i I i t y is that the* patient will have* shown ohvieais signs e>f being able* te> 
use* the* legs, or may e ven have been able* to walk, before* the* paraplegia set in. In that 
case*, if the* paralysis is of the* uppe r neuron type*, with spasticity, ne> wasting e*xe*e*pt such 
as may be* due* t e > elisuse* anel non-development, no reaction eif ele*ge*ne*ration, ine*reased knee- 
jerks. extensor plantar re fle xes, ankle*-(‘lonus. anel probably blaeleler anel re*e*tal tremble*-- 
especially if there* is anasfhesia in the* legs at the* same* time* by far the* commonest cause 
fe >r the* e*e me lit i< >n is t ube*re*ule ms spina! curies with e*e>mpre*ssiem of the eorel. 

If, on the* either hand, the* patient develops a lower neuron type of paralysis, with 
wasting e >f the* a licet cel muscles anel reaction of degeneration, the* e*hane*e*s will be greatly 
in lave m r of acute anterior poliomyelitis followed by infantile* paralvsis, particularly if 
eliphthe*ria can be* <*xcluded, anel if a cle*ar history ran be* obtaine*el that the e*hilel was 
pe rfee tly we ll until lie* developed an obscure fe brile* emmplaint, taken for influenza, perhaps, 
eir ae*ute* rheumatism, until it was neitie-eel that one or more* limbs, possibly all lour, had 
become limp anel paralysed. In eme* type* e>f the* elise*ase* Landry's acute ascending paralysis 
a fatal ending occurs rapidly owing to involvement e >f the* phrenic centres in the* cervical 
enlargeme nt of the* e*e>rel when the* paralysis has, as it were*, swept continuously upwards 
from the* feet to the* le*gs, and the*ne*e* to the* trunk, arms, anel neck. Meire often the* fever 
subsides in a fe w days, and there* may be* great improxement in the* paralysis during the 
ne xt few wee ks. It is possible* for a e*hil<l to have* had absolute* paralysis ed’ all femr limbs 
freun ae*ute ante rior poliomve*lit is and ye t make* a complete re*covery : meire often, however, 
one eir anothe r group of muscles remains weak ; in a typie*al ease, the extenseirs eif the* teies 
and ankle s are* affeeded permanently, the* consequent contraction e>l‘ the* unparalysed calf 
nmse*le*s leading to talipe s e epiinus eir cquinovarus. We*akne*ss of othe*r grem])S of calf 
muscles leads in a similar way to eithe r forms eif club-foot, such as T. calcaneus, T. valgus, 
and so em. In eithe r e*ase*s, the* muscles below the* kne*e* re*e*e>ve*r eeunpletely, but some other 
group is involved the* ejuaelriecps extensor femoris, for instance, e>r the aeleluetors eif the 
thigh. It is of e*ourse* possible* lor the* legs tei rceovcr eompletcly, whilst paresis eif some 
group eif muscles in the* shoulder, arm, eir forearm pe*rsists. The infantile paralysis which 
follows acute* anterior poliomyelitis is nearly always asymmetrical, but it is by ne> means 
necessarily sei, anel it may cause persistent partial paraplegia. It is important te> 
remember that the* kne*e*-jerk is deficiemt eir absent emly when the quadriceps extenseir 
fe rneiris muscle is alTe*e*te*el ; anel alsei that re*actiein eif ele*generatie)n is nei longer obtainable 
in the* muscles w hen the* disease is of sullieiently long standing for all the degenerate* fibres 
t<i have be*e*eune* fibrous, by which time the emly muscle- anel ncrve-libres that remain are 
normal, though they are* fewer in number than the*v should be. 

Peripheral neuritis in a e*hilel is ele*e*iele*elly uncommon exe*e*pt as the* result of diphtheria 
or of the* giving eif arsenic in large* eir long-continued doses in the treatment eif such affec- 
tions as chorea. Being an affection of the* lower neuron type, with wasting of the muscles, 
llae*ciditv, reaction of degeneration, and de*lie*ie*ne*v in the tendon rellexes, it may be elilTicult 
tei distinguish freun ae*ute* anterior peiliomyedit is. It might be urged that the e>ceurrenee 
of pain eir either sensory symptoms is in faveiur eif peripheral neuritis anel against peiliei- 
myelitis. but this is neit really the* e*ast* ; the* inflammation in poliomyelitis is by nei means 
necessarily restriedeel to the* gre y matte r eif the anterior cornua, and the acute stage of the 
elisease* is eiften aceompanied by severe pains rederreel tei the peripheral parts. There may, 
heiwever, be* bacteriological or eithe*r evielence eif the patient's having hael diphtheria during 
the* jire*e*eding fe*w w'ccks, in which case peripheral neuritis would be diagnosed ; if there 
is jiaresis of the soft palate, as evidene*eel by the regurgitation of lluids through the nose 
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when the patient tries to swallow them, or by the nasal eharaeter of the voire, diphtheritic 
neuritis would be probable. 

As regards Friedreich's ataxy. Tooth’s peroneal type of progressive muscular atrophy, 
and the primary muscular dystrophies, particularly pseudo-hypertrophic muscular para- 
lysis, two points are common to all: they all are insidious in onset, slowly progressive 
for years before the end comes as the result of an intereurrent malady ; and they are 
familial diseases, the family history having an important bearing upon the diagnosis. 

Friedreich's ataxy is characterized by paraplegia, often associated with deformity, 
such as talipes and scoliosis, owing to persistent error of posture, without wasting except 
such as may be due to disuse or non-development ; the knee-jerks are absent, but the pupils 
react normally : there is no sphincter trouble unless quite late ; ankle-clonus is absent, 
but there is generally a remarkable condition of hallux erectus, which amounts to a 
permanent extensor plantar reflex ; there are no sensory disturbance's ; the arms may 
not be a fleeted, or they may present, some degree of ataxy, with or without intention 
tremors that is to say, tremors which are increased when the patient tries to perform 
voluntary movements sometimes even choreiform movements are present ; speech is 

monotonous, nystagmus is sometimes present, and occa- 
sionally there is optic atrophy. If progressive paraplegia 
develops at about 8 or 9 years of age* in a e*hild with a 
family history e>f similar trouble ; if the knee-jerks are- 
absent, whilst the* big toes are* permanently erect ; and if 
there is neither atrophy nor pseudo-hypertrophy of the 
muscles, the diagnosis is in all probability Friedreich's 
ataxy. The patient may survive* to adult life, but is 
liable* te> death from phthisis, pneumonia, or other inter- 
eurrent malady the* same* applying to all the* familial 
elise-ase-s now under discussion. 

Tooth's peroneal type of progressive muscular atrof)hy 
is apt to ele*ve*lop after some simple* specific* lever, such as 
whooping-cough or measles. The* first point the* mother 
notie*e-s is that the chile! hitherto normal is unable te> 
bend the* big toe*s upwards ; a condition of permanent 
plantar tlexion of the big toes ensues ; inability to exte*nel 
the* other te>e*s follows : and prese ntly the* patient cannot 
dorsiflex the* ankle's. It is chiefly the* muscles supplied by 
the external popliteal nerve*, formerly e*al lee I the* peroneal 
nerve, that are affected : hence the* name* of the* elise*ase*. 
Talipes may result. The* lesion is not primarily in the 
muscles, but in the* anterior cornual e*e*lls of the* lumbo- 
sacral part of the cord, see that reaction of degeneration 
is obtainable in the* wasted muscles. The* knee-jerks 
remain normal so long as the* quadriceps extensor femoris 
is unaffected, there* is no anklc-clonus, and the* big toe- 
may not move at all when the* sole is stimulated. A brother or a sister is very likely to 
have suf*fcre*d from the* same* complaint (sc*e Figs. 81, 82, p. 79). 

1 ii the* jnimary muscular dystrophies the* nerve*s are* normal, se> that there is no re*action 
of dc*gcne*ration : if a muscle has become entirely atrophied the*re will be* no reaction in 
it at all ; but as long as any redaction is obtainable it is e>f the* normal type. The same 
applies to the reflexe s. The most easily recognized of all the* primary muscular dystrophies 
is pseudo-hypertrophic muscular paralysis, the only dillieulty be*ing whe n no family history 
is obtainable, and when the ease is still in te>e> early a stage* to be typical. Hoys are 
affected more ofte*n than girls, but it is generally inherited from the mother's side. It is 
possible for some members to have presented atrophic myopathy, whilst others suffer 
from the pseudo-hypertrophic form. When fully developed the most striking feature of 
the ease is the marked weakness e)f the legs, notwithstanding the apparent, firmness and 
great size* e>f the e*alves ( Fig. 477). The muscles are really atrophied, their apparent 
enlargement being due to extensive deposition of intramuscular interstitial fat. Ulti- 
mately, if the patient survives, all the muscles in the body become wasted and fibrous ; 
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hut whe*re*as sonic of them atrophy from tin* first, others exhibit marked pseudo- 
hypertrophy before they atrophy particularly the gastroememii, the solci, the glutei, the 
de ltoids (Fit*. 478), the supra- and inf ra-spinati, and portions of the triceps. The muscles 
of the hands and feet are* generally unaffected. 

The muscles which are most frequently atrophied 
are the lower half of the pcctoralis major, the 
lutissimus dorsi, the serratus maxims, the biceps, 
and the flexors of the* knee. There are* no 
sensory or sphincter troubles. When the ease 
is well advanced, the way in which the patiemt 
ge*ts up from a lying posture is very character- 
istic: it is generally described as ‘climbing up 
himself*. He first rolls over and rests on li is 

hands and knees ; them puts his head between his 
arms and raises the knees from the* ground. so 
that lie* is now supported on his hands and 1‘cct : 

he* m*xt brings one* hand neare r to his toe*s, and 

then, swinging his body over first to one* side*, 

places his eipposite* hand on the* corresponding 
knee-, straightens that le*g, and repents the* per- 
fbrmanee on tlu* other side*. so that lie* now stands 
with 1 1 is legs widely separates! and with a hand 
resting on each knee: he* then works e*aeh hand 
alternately higher up liis lliifflis. until linally, by 1,,/i^ah-sis h. T„,"n 1 in ' ‘ V/ ' “ ' S ^ 'i* '.V,', 1 Tm"; 

a sudden backward nmvenumt of his shoulders, (1 ] Oryopim-' of u»** shoulder- imm vM-ukur- of t }, « ir 

, upholding rmii-eh-- ; on I’-eudo-h \ perlropiiv i»l noth 

lie* attains the erect attitude*. Another lcature deltoids; <:n .\irophv oi in*- hi . p* -i -:irm mu-, -i. 

e>f the e*ase is that if one trie*s to lift the* boy up 

by putting one's hands uneler his armpits, 1 1 is shoulders rise* ri <_» lit up to 1 1 is e*ars. anel 
lie* very easily slips through one's hands. lie is also unable to stand on tip-te»c, anel tlie 
gait is waddling. 

The* two other types of muscular elystrophv mentioned on p. 0*J1 the infantile* anel 
the* juve nile* are* but different varie*tie*s eif the same malady : both are* characterizeel by 
progressive* wasting of the* muscles without pseudo-hypertrophy; in the* infantile* form 
the* muscles have* been atropine* from the* first, whereas in the* juvenile form the* muscles 
ele velop in what semis to be* a normal way up to a e*crtain point, anel them gradually 
waste* away. 'Fhe* disease* is distinguished fre>m pe*riphe*ral neuritis by: (1) The absence* 
of reaction of degeneration: (*2) The persiste*nee of the re*fle*xe*s as long as any muscle 
tissue* is left to respond : (II) The* family history; (4) The absence* e»f sensory charges : 
anel (5) The* abse*ne*e* of improvement with time*. An attempt is sometimes made to 
classify the* primary muscular elyst rophie*s inte> different kinels accenting te> the* groups of 
musele*s first alT<*e*te*d. In the Landou/v -l)e*jcrine* type*, fe>r instance, tin* face muscles are 

atta<*kcd first, the* tremble spreael- 
v s v y ing sleiwly to the* sliemleler anel 

J| ^ upper arm. It is probable*, how- 

e*ver, that whateve r * gremps of 
muse*les may be* the first afleedeel, 
the* differences are* tliose of degree* 

kind, 

W ^ % g \ anel that the muscular wasting, 

| 1 F \ wherever it may be*gin, ultimately 

i f becomes wielespre*ael, anel finally 
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Tick paralysis is not known 

in Knglanel, but it is met with in Canada, the Cnited States, parts e»f Africa, and 
probably else*where overseas. It seems likely that more than one variety of tick can 
e*ausc the* trouble*, but the* he*st known is the Dermaventor vemtstus or wooel tick e>f Canada 
(/ f Vg. 470). It lives em the sage-brush, ge*ts on te > the eledhes of human beings, w r orks 
n 40 
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its way to the nock or head. and buries itself amongst the scalp hairs with its nose deep 
in t he skin. Its bite is not felt : adults do not suffer materially : but a child becomes 
drowsv, develops paralysis ol the le*gs, and will die in a day or two unless the tick is 
hunted for, found, and removed, when the paralysis generally clears up and the patient 
makes a speedy recovery. 

II. THE CAUSES OF PARAPLEGIA IN ADULTS. 

It is clear that a paraplegia that has arisen during infancy or childhood may persist 
into adult life, in which ease the diagnosis will be made upon the lines indicated above. 
It is also possible for some of the causes of paraplegia that usually affect young patients 
not to do so until they have* gremn up compression of the cord by Pott's disease* of the 
spine, for instance*. The* e*hie*f causes, howeve-r, for paraplegia arising lor t lie* first time in 
aelult life are as follows : 

A. ( 'a uses of the lower neuron type of paraplegia : 

1. Pe*riphe*ral neuritis, which may he* elue* to various diffeie*nt causes (]>. 82) 

2. Ante*rior polioim e*litis 

A pe*lvic tumour interfering with the* lumho-saeral plexus 
4. A tumour affecting tiie* e*auela eefiiina 

Compression of the* lumbar enlargement of tin* cord. 

II. C oases of the upper neuron type of paraplegia .* 

1. TransveTse* myelitis — 

a. Primary 

h. Due to compre*ssion hy : (i) Spinal e*arie*s : ( i i > Ne*w growth in the 
\(*rt ehra* or meninges: (iii) Injury : (iv) Aoitie aneurysm : (v) 
Aetinomye'osis of* the* ve*rte*hra* : (vi) Hydatid cyst of the spine 

2. 1 )isse*mina1e*d sele*rosis 

JL Amyotrophic lateral sclerosis 
4. Primary lateral sclerosis 

0. Ataxic paraplegia 

(}. ( omhine*d scle*roses of the eorel 
?. Syringomyedia 
<S. Meningitis 

9. I hemorrhage* into the* e*ord 

10. ( crehe-llar tumour or ahse*e*ss 

11. Hilatcral e*e*rehra! softening e>r luemorrhage* 

12. An after-e*ffe*et of e*ne*ephalit is le*t luirgie-a. 

C. Causes not eonforming either to the loner or to the upper neuron type : 

1. Tahe*s dorsalis 

2. General paralysis of the insane* 

.*>. Landry's paralysis 

4. Functional paraplegia 
a. Malingering. 

The* first points which call fe>r attention in making a diagnosis are* the* history and 
progress of the* ease*. In only a lew e>f the above eruditions i: the* onset sudden ; the-xe* 
are* e*ertain e*ase*s of acute anterior polieunyelitis. transve rse* myelitis, meningeal hiemorrhage. 
Landry's paralysis, fune-tional paraplegia, and malingering. If the* paraplegia is of sudde n 
onse*t, of the* upper neuron type, and ne»t the* result of injury, it is almost e*ertainly due* 
to some form of transverse myelitis. The* gre*at majority of e*ase*s of paraplegia, however, 
have* an onse t llud is not absolutely acute, and generally it is ejuite* gradual. 

There* are* certain conditions that can, as a rule*, he eithe*r diagnosed or e*\e*lude*el at 
once. If the* patient has Argyll Hobertseui pupils and no knee*- jerks, tabes dorsalis can he 
eliagnoseel at once. It is ne'ecssary to remember, however, that the* pupil may react neither 
to light nor to uccnnmmdution in senne cases e>f pe ripheral neuritis, so that, if eare* he* not 
exercised, the* reae-tion may he* mistaken feu* the* Argyll Itohcrtson type of tabes, the* latter 
being eliagnose*el when peripheral neuritis is the* Ie*sie>n regally pre-sent. The converse 
mistake is alsei possible, especially if the actual strength of the Jt*g muscles he* not te*ste*el : 
in both conditions there may he* patches of impaired sensation, hut in peripheral 
neuritis with absent kne-e- jerks there* are* absolute wasting, loss of powe r, and reae-tion of 
degeneratieui, whilst in tabes there is no trophic wasting, and often no great Ie>ss of power 
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in individual muscles, though the patient may complain of weakness in the le*gs owing to 
the action of opposing muscles being incu-ordinntc. with wasteful use of muscle force and 
consequently ready fatigue ; there is no reaction of degeneration. 

Another dillieulty in connection with tabes dorsalis arises in anomalous eases in which 
either the pupil reaction has not yet become typical, or else the knee-jerks art* not yet 
gone. If the reaction of the pupil is of the Argyll Hohcrtson type tabes may sometimes 
be diagnosed even in the presence of knee-jerks if there is an obvious history of other con- 
comitants of the disease, such as lightning pains, gastric crises, or any of the rarer crises 
laryngeal, rectal, urethral, vesical, renal, general abdominal, or sweating marked ataxy, 
history of syphilis, perforating ulcer of the foot, a Charcot's joint, or bladder or rectal 
trouble, particularly if the patient N a male who has had much brain wear. The tendo 
A (I i i 1 1 1 s jerks disappear before the 1 knee-jerks do. and they should be- tested carefully. 
'The re* is also in many e*ase*s a remarkable* deficiency e>r even complete absence* of de*ep 
I enele rn<‘ss in I lie leg-muscles (mynlgcsiu) and in such organs as the* te*stis, tongue*, larynx, 
or mamma. In certain e*ase*s the* kn<*c-jcrk may still be* eibtainable* em one sir I e* alter it has 
been lost upon the* othe r, so that both sheuilel always be* tested and not one* only. 

If the paraplegia is obviously of the* leiwer neuron type*, with deficiency or absence 
of the* superficial and deep reflexes, atrophy e>f the* muscles, and reaction of degeneration, 
with nr without para*st hesia. the* prohahilit ies are* that it is due to one* of the many different 
causes ol peri plural neuritis that are* eliseaissed on page N2. If the* onset has beam sudden, 
lie >we\ e*r. and if the paralysis began to e*|e*ar up again rapidly, except possibly in erne* group 
of muscle's in e me leg. the*re* would ne*e*e*ssarily be* a suspieiem e>f acute anterior jutliom yet it is 
which oe*e*urs e iccasitmu Ily in adults. 

It is important in all ease s e » f suspected pe riphe ral neuritis to make a rental examina- 
tion. lest the re be* some* pe*lvie* mass, malignant <*r eitherwdse, inte*rfe*ring with the* lumbo- 
sacral ple xus. Pe riphe ral neuritis may also be* simulated cleiscly by e ither a tuniemr or a 
gumma interfering with the* caurla e*epiina. an uncommon condition that suggests i t sell 
if the re* is se*\e*re pain referred to the* lower part e>f the* spinal column behind, or if the 
paraplegia e ome s on in sue-h a way as t e » afle*e*t eme* leg be fore* the* eithe r, the* pe'lvis being 
lounel free* from growth. It is also important t e » remember that transverse myelitis due to 
lesions which, if they are* situated a little* higher up in the* eeud. cause* a paraplegia of the 
upper neuron type*. proeluce*s wasting. react iem e»f eicgcnernl inn. and loss of reflexes when 
they affect the* e*ore| at the* level of the lumbar enlargement. 

When the* paraplegia is definitely e>f the upper neuron type, with spasticity of the 
legs without wasting, with ine*re*as<d knee- jerks, extensen* plantar re*fle*xe*s. ankle-clonus, 
anel perhaps rctemtiem of urine* with e»ve*rflow and incemt ine*nce* e >f face's. the* first step in 
arriving at the* diagnosis is to determine if there* is any sensory disturbance at the* same* 
time*. 'The* only eliseases mentioned under heading H that produce obvious sense>ry elis- 
orelers are trans\e*rse* myelitis, sy ringeuny elia. ha*me>rrhage* into the* ce»rel, and ury rarely 
meningitis e>r bilateral cerebral se»ftcning. 'The* latter can emly be* diagnosed when there* 
has been an apoplcct ie* seizure* assoeiat eel with hemiplegia, followed after an interval by 
another ce rebral seizure* which. by producing hemiplegia e>f the* opposite sieie* te> the eme 
first involved, results in paraplegia. e>r rather diplegia. 'The* arms anel face are* likely’ to 
be* affected as we ll as the* le*gs, and the*re* will be e*ither a history of syphilis to account for 
endarteritis and thrombosis in a young male*. e>r a bruit, a histeuy of acute rheumatism, 
or othe r evielemec of a heart le*sion, te> account for embolism : e>r senile change's, with eir 
withemt albuminuria, a high blood-pressure, retinitis, and other signs of renal anel arterial 
dege nerat ion, to ae*e*ount for laemorrhage. 

Ilainorrhage into the cord is hardly ever spontaneous : it may follow an injury, such 
as a bullet wound or a stab in the* back, anel then the* histeuy will indicate* the diagnosis. 
Acute meningitis , whether t ubereulems, suppurative*, posterior basal. e>r cerebrospinal, 
se leleun cause's complete paraplegia until a late* stage* e>f the illness is re*aehe*el. by which time 
the* nature* e > f the* malady' will generally be* inelicatce! by the* cerebral symptoms, particularly 
headache, vomiting, convulsions, strabismus, and ophthalmoscopic* changes such as optic 
ne*uritis or c* he >re >ie 1 a 1 tubercles. Bacteriological investigations of the* fluid obtained by 
lumbar puncture may assist the diagnosis materially. 'There is a chronic ibrm of menin- 
gitis, however, of which the* eliagnosis is ne>t se> easy , and that is the* chronic hypertrophic 
hwntorrhugic pachymeningitis which affects chiefly the* vertex anel the* cervical portion of 
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the cord. The condition is generally caused by chronic alcoholism in syphilitic subjects, 
especially if there has also been some injury : the diagnosis is dillicult, but it may be 
slices ted by* the history, and by the decree of pain referred to the nerves that an* involved 
in the meningeal thickening the chief dillieulty being to exclude spinal caries in eases 
invoking the cord. Wassermann's reaction may be positive if no antisy philitic remedies 
have been employed : but it may be negative in the blood though positive in the cerebro- 
spinal fluid, so that lumbar puncture may be called for. In syringomyelia a very slowly 
progressive disease that is by no means always associated with paraplegia- the nature* of 
the symptoms depends upon the degree to which 1 lie central canal of the cord and the 
gelatinous substance around it are affected, also upon the level in the cord at which the* 
changes occur. The diagnostic symptom is that, in some region or another, the skin will 
be found to have lost its power of distinguishing heat from cold, and pain from touch, 
though it still retains ordinary’ cutaneous sensibility . It is apt to give list* to skin lesions in 

the para'sthetie parts (Morxuns disease), 
also to acute painless swelling of the 
joints, with deformity from destruction 
of tlie (*nds of the bones Charcot's joints 
(Figs. dk> -1150. pp. hit) similar 

to those that may occur in tabes dorsalis. 

If the patient has marked impair- 
ment of all kinds of sensation in both 
legs, with paraplegia of the upper neuron 
type, and no paralysis of the arms, 
the lesion is almost certainly transverse 
myelitis of some kind. 'The absence of 
sensory disturbance, howe\er. does not 
exclude transverse myelitis, for when 
the conductivity of the spinal cord is 
interfered with, without being entirely 
inhibited, the sensory columns are able 
to transmit impulses longer than the 
pyramidal tracts, so that paralysis 
appears before anaesthesia. The same 
applies to a transverse myelitis that is 
getting better, the patient recovering 
sensation in his legs before he is able to 
move them. The chief dillieulty will be 
to determine the nature of the transverse 
myelitis. There are two main types: 
(1) That due to causes outside- the e*orel 
compressing it espeeially spinal earies , 
secondary growth, the- effects of such injuries as fracture's of the* spine*, bullet wounds and 
stabs, or more rare-ly erosion e>f the hemes by- an (untie anenrysnt . aetinannfeasis , or hydatid 
disease : and (2 ) That elue to softening from thrombosis of a spinal artery, the* re sult of 
syphilis, or a lexer sueli as enteric e>r scarlet. One of the* first points to attend to is the* 
presence* e>r abse*ne*e e>f pain. Lesions, such as thrombosis, which affect the* cord but not 
its posterior nerve rends, are painless, whereas swellings which compress the e*ord from 
withemt almost always produce pain, sometimes a typical girdle pain, on account of the ir 
irritating the posterior nerve roots. If, therefore, there is or has be*en any pain in the 

back other than what may be* due to a known injury, it is probable that transverse 

myelitis is not primary but elue to compression. If the* spine* presents an obvious l’edt's 
curvature, or il the patient has other evidene*e* of peripheral tuberculosis, such as e*nlarge*d 
or unseating glands in the* neck, disease of the* hip. kne*e*, e>r othe*r jednt, a psoas abse*ess. 

lupus vulgaris, and se> on, especially in a young pe*rsem who has been in the* habit of 

drinking much milk, compression by spinal earies is fairly e-ertain. The main dillieulty 
arises when the e*e>rel becomes eoinpresseel without deformity of the spinal column, and 
with ne> ot he*r tubcremlenis lesion apparent. Local tenelc*rne*ss oxer one e>r me>re* xerte'bral 
spines will help to suggest the diagnosis, espeeially if local pain is complained of in the* 
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same region, and ii‘ the pain is inerease<i by any jarring of the spine. Growth is fortu- 
nately much rarer, and is to be excluded by a routine examination of all the viscera, 
most eases of spinal new growth being secondary to a neoplasm elsewhere, especially of the 
breast ; primary growths of t lie spine art* so rare that they are generally taken for caries 
at first, and the correct diagnosis is not always arrived at before post-mortem micro- 
scopical examination has been made. X-ray examination of the vertebra* may help in 
detecting either tuberculous or cancerous disease (Fig. IHO), hut it is important to take 
the plates in tin* oblique as well as in the ant cm- posterior positions before excluding gross 
disease of the vertebral bodies: sometimes the skiagram looks nearly normal in a fore-and- 
aft picture, and yet marked disease is seen in tin* oblique position (Figs. tHl-tSt). Aortic 
a ncu rifshi is a still rarer cause of compression myelitis: if there is a distinct pulsatile 
tumour along the course of the aorta, the nature of the ease may be obvious ; more olten. 
however, an aneurysm which erodes the vertebra* suHiciently to bulge into Ihc spinal canal 
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does not at the same time enlarge forward to produce a tumour that can be recognized 
easily by palpation. The patient will generally be a man in the prime of life who has had 
syphilis, who is not a life* abstainer, and who has worked hard: Wassermanns reaction 
may be positive. Apart from a pulsatile tumour the symptoms will be very like those of 
paraplegia from spinal caries. Actinomycosis of the spine is very rare : it simulates tubercle 
or new ’"growth until the actinomycotic foci discharge through spontaneous sinuses in 
the skin? and then the diagnosis is made on the discovery of ray-fungi in the .discharge. 
Hydatid cyst of the spine is rarer still, at any rate in Kngland : it would suggest itself it the 
patient were known to have hydatid disease of the liver or peritoneum : otherwise it would 
generally he mistaken for tubercle or new growth. 

The relationship of injury to transverse myelitis is not always quite straightforward. 
If, for example, a patient who has syphilitic endarteritis of his spinal vessels receives a 
kick in the back from a horse, he may find that, by next day, he is unable to move his legs ; 
it mav at first seem obvious that the kick has been the sole cause of the paraplegia, when 
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the real cause is syphilis-- flic kick having been l lie final factor which led to thrombosis 
in a diseased spinal artery. Transverse myelitis due to syphilis is exactly comparable in 
its mode of origin to the hemiplegia which results from endarteritis obliterans in a middle 
cerebral artery. There is no pain and no deformity of the spine, but in other respects the 
paraplegia presents the same features as does that which is due to compression of the* cord. 
Syphilis is by far the most important cause of this primary transverse softening, but there 
are a considerable number of other maladies in which a similar result ensues occasionally ; 
almost any infective disease may lead to it : one may perhaps mention typhoid lever, 
scarlet fever, and influenza in particular. In infective endocarditis there may be an 
additional factor, namely, embolism of the cord, though this is decidedly rare. 

If it is found that the arms are affected as well as the legs, it is unlikely that the lesion 
is transverse myelitis, unless in rare and anomalous easts such as those mentioned on 
page 81. If the onset has been slow, the course progressive, and wasting is present, with 
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reaction of degeneration in the muscles of tin* hands or arms, with increased knee-jerks, 
ankle-clonus, and extensor plantar reflexes, but no anaesthesia, the malady is almost 
certainly amyotrophic lateral sclerosis. 

If there are increased knee-jerks, extensor plantar reflexes, ankle-clonus, ataxy, 
intention tremors in the hands, nystagmus, and a hesitancy in the voice, which may even 
be of the type describes as ‘scanning , the disease is either cerebellar abscess or tumour , 
or disseminated sclerosis. If headache and vomiting have been severe, the former is the 
more probable, and the diagnosis may be clinched by finding double optic neuritis. 
Abscess will be more likely than tumour if there is otorrlura or pyrexia. It is not 
uncommon to find optic atrophy, witli either concentric diminution in the fields of vision 
or else a central or paracentral scotoma, in disseminated sclerosis, but optic neuritis is 
uncommon. The difficulty in diagnosing disseminated sclerosis arises mainly when the 
complaint is in the early stages ; the patches of sclerosis may be anywhere 1 in the cord, 
and before the affected fibres atrophy there is a period when they are sometimes able to 
conduct impulses, sometimes not ; when they are not able to conduct , there are numerous 
symptoms, and in a day or two, when conducting power recovers, these symptoms are 
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pone* again ; this variation from (lay to day nearly always leads to a diagnosis of neurosis 
for months or years before the true nature of the malady becomes obvious. In some 
patients a central scotoma may develop early, 
leading to peculiar symptoms, such as tin* 
inability to distinguish a sovereign from a 
shilling if the light is not good, or the liability 
to run into people without seeing them when 
cycling. If ataxy is marked, the staggering 
gait may lead to a suspicion of alcoholism : 
the patient staggers alternately to either side 
in disseminated sclerosis, whereas with tumours 
of one cerebellar hemisphere the tendency is to 
stagger constantly to the same side. Bladder 
and rectal troubles art* not common in either 
ease, and yet they may be prominent. Parics- 
thesia may also develop in disseminated 
sclerosis, although as a rule then* is no 
sensory disturbance at all. 

If a patient has the symptoms of spastic 
paraplegia and ataxy, without anaesthesia, 
nystagmus, or changes in the voice, a diagnosis 
of ataxic paraplegia will usually be made. 

There is really no difference between this and 
what has been called combined scleroses of the 
cord: in both conditions there is degeneration 
of the posterior columns, the crossed pyramidal, 
and the cerebellar tracts. Some observers use 
the term combined scleroses only for syphilitic 
eases, reserving ataxic paraplegia for similar 
non-syphilitie eases. It is a curious fact that 
there is compu te absence of free hydrochloric 
acid from the gastric juice (achylia gastriea) in 
many eases of combined scleroses of the cord, 
some of which later develop pernicious an:cinia. 

Primary lateral sclerosis was a relatively 
common diagnosis until it was found that the 
more careful the examination the greater was 
the likelihood that more than simple degenera- 
tion of the crossed pyramidal tracts would be 
found. Partial compression of the cord pro- 
duces spastic paraplegia without anicsthesia, 
and thus simulates primary lateral sclerosis as 
described above. Disseminated sclerosis may 
do so likewise, and so on. Primary lateral 
sclerosis should never be diagnosed, therefore, 
till all the other affections in which the lateral 
columns may be affected have been excluded. 

There is such a disease as primary lateral 
sclerosis, however ; it is generally syphilitic 
in origin, and it leads to typical spastic paresis 
of the legs, with increased knee-jerks, ankle- 

clonus, extensor plantar retlexes, no wasting, no H.D., no sensory disturbances, and, in 
the later stages, retention of urine with overflow, and incontinence of faeces ; the disease 
is generally progressive, but after reaching a certain point it may remain stationary for 
years, or even improve to a slight extent for a time. When lateral sclerosis is yet in an 
early stage a valuable sign of it is the disappearance of the abdominal reflexes. 

The diagrams (Figs. 485, 480) may be of assistance in locating the level of the cord 
at which a lesion may be present. 
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Encephalitis lethargica is protean in its characters. the most constant be*ing the* sleepi- 
ness or actual coma, which may last lor days or weeks; it depends upon which parts 
of the brain are most involved by the inflammatory changes, and which parts an* 
so damaged as to mil to recover their vitality it the patient survives, what the permanent 
after-effects are going to be idiocy, strabismus, facial paralysis, brachial monoplegia, 
and so on. A rare ])ermanent after-effect is paraplegia of upper neuron type : the 1 diagnosis 
depends upon recognition of the malady in its acute phase, tlu* paraplegia being the result 
of destruction of pyramidal ce lls in both sides of the motor corte x during the earlier phases 
of the acute cerebral maladv. 

The causes of paraplegia that remain for discussion arc Landry's paralysis, general 
paralysis of the insane*, functional paraplegia, and malingering. 

Landry's paralysis is probably not a distinct entity, but rathe r a very acute* type* e>t 
perhaps more than one variety of paraplegia. It is rare. It a Heeds young aelults. who, 
hitherto strong and well, become rapidly a fleeted by paralysis which starts in the legs 
and quickly ascends to the trunk and arms, and may even involve the ne*ck and cranial 
nerves. It either gets \ve*ll ejuite rapidly. or else* kills the* patient in a few hours or days 
by affecting the intercostal muscles and diaphragm, with consequent asphyxia. There 
may be slight pains in the affected parts shortly before* paralysis sets in, but sensory 
symptoms are generally slight, or absent. flic* nature* of the* malady is obscure, but if one* 
regards it as a ve*rv acute and widespread anterior poliomyelitis one* accounts both for its 
main symptoms, its rapid fatality in sonic cases, and its equally rapid recovery in othe rs. 
The* patient either dies or rc*ce>vers se> quickly that tlu*re is no time* for the de velopment 
of muscular wasting e>r reaction of degeneration. 

Paraplegia in cases of general paralysis of the insane does not arise* until the* third 
stage of that malady is reached; by that time* the* diagnosis is generally obvious; the 
paraplegia is part of a general and extreme weakness, and the* patient is bedridde n. 

Functional paraplegia and malingering should newer be* diagnosed until all organic 
causes particularly disseminated sclerosis and spinal caries have* been exeludeel. 
Malingering may be suggested by the particular eirc*umstane*e*s of the e*ase* the* patient 
may be a nervous, self-conscious girl who desires to attrac t sympathy, or an out-of-work 
who wants to get a night's shelter in a hospital : careful obse rvation ge nerally leads 
to the detection of the* fraud. Functional paraplegia is less easy to be* sure* of, and in 
many patients that which may at lirst be regarded as functional ultimately turns out t < > 
be organic ; this is especially true in the* e*asc* of disseminated scle rosis. The* muscle s 
remain of good bulk as they* do in the* upper neuron type* of paraplegia, but although 
the knee-jerks may be unduly brisk, the* plantar reflexes remain flexor, and there is no 
maintained ankle-clonus. If there* is anaesthesia the distribution of the latter is some times 
obviously functional : it may, for instance*, start sharply at the* knee* and e*e*ase* sudeie nly 
it the* ankle, or in some other way indicate* that it corresponds ne ither to the* segments of 
he* spinal cord nor to the distribution of the peripheral nerves. It is by anomalies 
of this kind, which make it impossible to lit in the* case with any organic* lesion, that 
functional paraplegia is diagnosed by a process of exclusion. Herbert French. 

PARASITES, INTESTINAL. Tape-norms. The commonest symptom of the* exis- 
tence* of a tnpe*-we>rm is tlu* passage of the* detached terminal segments pe*r rectum 



in longer or shorter tape-like strips (Fig. 1-87). The* only condition for which these 
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with liothrioccplmlus latus , least with T. mniiocancllata. and the same also applies to 
the decree of '‘osinophilia. The eggs of the tape-worm air unmistakable {bill, thj): they 
are spherical, with a dark-brown central portion. and a lighter 
striated broad capsule. 

Microscopical Examination of Fares. One of the best ways of pre- \ J 

paring f;eees for mieroseopieal examination f < »r 1 ho ova of parasites, or 
for other solid particles, is to put about as much as would cover a 

shilling into a test-tube, filling the latter two-thirds full of normal saline r»i. vx. omuu «.r 

solution ( 1 j dr. of salt to a pint of water), corking the tube, and shaking '"1*1 p« •'".'•i' 't*' 

it vigorously in order to break up the faces as much as possible : on 
allowing to stand for twenty minutes, the upper part of the fluid remains 

opaque with fine debris, whilst the heavier particles, including the ova of parasites, have sunk 
to the bottom : the supernatant opalescent or opaque fluid may now be poured off, and the 
more definite residue again shaken up with normal saline and allowed to stand for another 
twenty minutes : this process is repented until I ho supernatant fluid becomes clear after it has 
stood for the twenty minutes, and then, when as much of the fluid as possible has been poured 
away, a drop of the sediment is taken up in a pipette, transferred to a microscope slide, covered, 
the excess of fluid removed with tilter paper, and the specimen examined cither with the *.-in. or 
jl-in. objective, preferably with the mechanical stage. Such a specimen exhibits all sorts of \ eget able 
cells, keratin particles, and so forth, which may at first he regarded as ova. but when the actual 
ovum of an intestinal parasite is seen, there is seldom any doubt about it. 


Honnri-icornis. The only round-worm that occurs in man in (beat Britain is the Ascans 
himbricoittcs. "I'll is parasite may or may not give rise to symptoms; if it does so. they 
take the form of slight and obscure nervous and gast ro-intest inal disorders. More often 
the diagnosis is quite unsuspected until one of the worms is found 
in the bed. having crawled out per anum especially when the 
™ patient, usually a child, 
falls ill of some feb- 
ivi * rile malady. If round- 

! py worms have been found 

Iff previously, and if the 

j/Q existence of others is 

$ suspected. the diagnosis 

AJi may be confirmed by 
discovering the typical 
F,',. u»:;, OMim „f Asraris ova (Fig. Bill) in the 

/iimbrimii/c.s. ( 1 1 u-ii i«m rra f ;r( . rs ; tlicir chief char- 

acters arc their relative- 
ly large size, oval shape, and irregular mem- 
branous envelope outside the chitinous shell. 

This worm does not produce eosinophilia as a 
i ult*. but in exceptional eases it may do so. 

Thrcarl-iVonns. Oxipiris vcnnicularis , if 
present at all, usuallv occurs in hundreds, and 






can be detected immediately by examination of 
the faces with the naked eve. Each parasite 
is rather less than \ in. in length, without any 
colour (Fig. 41M-) ; the extremities project from 
the faeal mass, and move about slowly, like 


Fm. I !*">. Whip worms ( Trio 
cMiruiu ;unJ aseeinlin-/ colon. (/■ 
(Ionian Museum, dun's llns/iitul.) 
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threads waving in the air. These* parasites produce no eosinophilia. 'Idle patients are 
nearly always children, and there may lie* no symptoms at all ; hut more often there is 
considerable irritation around tin* anus, and in yearn** *»;irls about the vulva. (Jonorrhcra 
has before now been suspected when the vulvar infection was really due to the Ouryuris 
vermicular is. 

The Whip-worm (Triclmccplmlus disjmr) is in itself an entirely unimportant parasite 
occurring in the ru*eum and laryc intestine (Fig. and producing no symptoms what- 

ever. The- worm with its tail is about 1.1 in. in length. and it is often 
coiled up watohspring-wisc. Its appearance is unmistakable ; its 
ovum (Fiu. It Mi ) looks more or less like a running-cork, and, with 
its deep brown central parts and clear ends, it is quite characteristic. 
Whip-worms are present to the extent of nearly 10 per cent of all 
lit. i". "'inn the inhabitants of some cities. Thev produce no eosinophilia, blood- 

..! I I I ' 'h "> I’h'l/'i.s i/o/«#l/ . . 

, j | ,, Ml , changes, or symptoms. 

The H(n>h-~cnrm ( Ankiflnslnmmn duodcnale) (Fig. 497). 
uciicral parasite in (ireat Britain, but has affected many persons in certain 
the result of introduction from abroad, particularly amongst lead-miners in Cornwall. 
Outbreaks also occurred in the workers in the St. Oothard tunnel, 
and the disease is prevalent in many parts abroad, especially in 
India. Koypt, Brazil. and Jamaica. The infection is carried from 
hrees t<» soil, from the s< til to the hands, thence to the mouth, and 
s() to the alimentary canal. The symptoms are for the most part 
those of progressive amemia and asthenia, inability to continue with 
work, (edema of the lower extremities, anasarca, shortness of breath, 
and the occurrence of boil-like skin eruptions, described popularly 
as the * flowers ' of the disease. The appearance of the patient may 
slimiest pernicious amemia, and the blood-count may smart imes seem 
to confirm this diagnosis at first : lor whereas a meat man\ of the 
patients have a severe chlorotic type of ana inia. some have a marked 
reduction of the red corpuscles and a slightly less reduction of the 
ha nioLilobin, so that there is a hi«*h colour-index such as is charac- 
teristic of pernicious amemia. There is generally no leukocytosis, 
but the differential leucocyte-count may suoocst the diagnosis at 
once, for nearly all the patients present a considerable decree of 
eosinophilia. The administration of anthelmintics such as thvmol 
or carbon tetrachloride* may lead to the* evacuation of the mature 
be rccoi*ni/.cd in the* hrees (Fig. 97, p. 102), each 
in. in length. 'The ova ( Figs. 9S and 99, p. 109) 
clear transparent shell and coile*d-up embr\ o 
is another svmptom which may be* prominent in 
some of t hese eases. 

The two intestinal parasitic affections which produce* the most 
serious amrmias and other toxic effects in man are AnLiflosiomum 
duodnndc and llothriocephalus !<dus. Herbert French. 
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PENILE SORES. — (Sec Son MS, Pr.NII.K, p. 700.) 
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PERISTALSIS, VISIBLE. The importance of visible peristalsis lies in the fact, 
that it is always pathological except in a few cases in which its unimportant nature* is 
immediately obvious. The three chief conditions which render the normal movements 
of the bowels visible are divarication of the abdominal recti muscles , ventral herniation of a 
laparotomy sear, and extreme thinness of the abdominal parietes, the result of emaciation, 
or of innate poverty of musculature, or congenital absence of the recti abdominalcs. The 
first of these is best detected when the recumbent patient, who is generally a multiparous 
woman with a soft flabby abdomen, tries to raise her head and thorax from the couch 
without the use of her arms : the contracting recti come together them, and close over 
the gap in the middle* line in which, under the strc*tc*hc‘d and unsupported skin, the bowel 
movements had been seen. The other two are generally obvious at first sight. In almost 
all other circumstances visible peristalsis is pathological : it may then be* divided into 
two types gastric, and intestinal. 

Gastric Peristalsis take*s the form of a comparatively large* swe lling in the* upper part 
of the* abdomen, coming and going, generally appearing from under t he* region of the* left 
ribs, progressing slowly downwards and to the* right, where it fades away and disappears : 
it corresponds more or less with the gre*ater curvature* of the stomach. It is often stated 
that a return wave, passing along the* le*sse*r curvature from right to left, can also lx* made 
out, but this is exceptional. Sometime*s. instead of progressing, it comes and goes almost 
in the same* spot, varying in shape* but scarcely in position. The exact site of the wa\c 
must depend mainly upon the size and position of the stomach. It indicates pyloric or 
duodenal obstruction . and its presence serves to exclude* atonic gast rcctasis. There may or 
may not be* other signs of dilated stomach, particularly a widely distributed succession 
splash, vomiting of large* volumes of fermemting fluid at relatively long intervals, and a 
greatly increase*d bismuth X-ray shadow with bismuth still in the* stomach eight hours 
after the* meal. Whether the* pyloric stenosis is simple* or malignant has to lx* de*eided 
upon othe*r grounds. 

Visible Intestinal Peristalsis is, with tlx* limitations discussed above*, one* of the* 
surest signs of grave* intestinal <»bstrue*tion. There* are* almost certain to be* abdominal 
distention, vomiting, and constipation along with it, and tlx* discussion of tlx* differential 
diagnosis of the* different causes of these* symptoms will be* found elsewhere*. The* great 
importance e >f visible* peristalsis is seen in those* doubtful or obscure cases in which the* 
patient se*e*ms hardly ill enough to lx* suffering from intestinal obstruction. It may be* 
thought that e*olie, tlx* revsult of some* indigestible article* of diet, is a more likely diagnosis, 
and that a dose* e > f castor e>il will cure* the* malady. Rather than wait for increasing 
severity eif the symptoms to clinch tlx* diagnosis in these* e*ase*s it is important tee arrive* 
at an early diagnosis of the* necessity for lapamtomy if life* is t e > be* saveel. If the* small 
intestine* alone* is involved the* waves are* multiple*, and they run more* or le*ss t rans\ e rsely 
across the* abdomen the laeleler-rung type* ; when the* c*olon is obstructed , vertie*al waves, 
especially in one e>r both flanks, are* the chief form the* pe*ristalsis take*s. Definite aixl 
visible |>eristalsis is, se> far as any single* sign can be* re lie el e>n, an almost infallible* inelie*ation 
of the* need fe>r laparotomy in any e*ase in which the* either symptoms and the* history point 
to a possibility e>f intestinal obstruction. Herbert French . 

PERSPIRATION, ABNORMALITIES OF. (Se e Swkati Ne;, p. 8().‘{.) 

PHOSPHATURIA. This is an indefinite term ; the* meaning it e*e>nve*ys t e > e»ne 
observer is not always that which it implies to another. Some restrict it tei condit ions in 
which the total quantity of phosphates in each day's urine* is gre-ate r than the* ave*rage* 
maximum. Others use the term when there* is a spontaneous deposit of phosphates in the 
specimen glass. Others would include e*ases in which, eai applying the* boiling-test for 
albumin, a cloud of phosphate's comes down. Se> loose* is the* application of the* word 
phosphaturia that it is generally used whe*ne*ver anything arises to remiixl the* obse*rve*r 
ocularly of the* fae*t that the* urine* contains any phosphates at all. 

What is re*allv re*cpiirc*d is a serie*s of different terms to express the* following 
conditions : 

1. Circumstances in which a greater quantity of phosphates is habitually passed 
in the* urine than is the average* maximum in health. 
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2. The spontaneous deposition of phosphates in a urine that lias stood in a specimen 
glass until cold. 

;j. The spontaneous deposition of phosphates in the bladder, so that the urine is thick 
and milk-like when it is being passed. 

I. The deposition of phosphates as a white cloud when the urine is heated in perform- 
ing the boiling-test for albuminuria. 

Absolute Phosphaturia. The phosphoric acid in the urine is chiefly exogenous, i.e., 
derived from phosphates in the food. It is chiefly in inorganic combination as salts of the 
alkalis and alkaline earths. There is a certain small percentage of urinary phosphorus 
derived from the katabolism of nuclein and lecithin, but the amount derived from 
these in healthy persons is small as compared with that which comes direct from the food, 
and phosphates almost disappear from the urine during starvation. There are wide 

variations in the amounts excreted by normal persons : the average is Ma grams per diem, 

but the healthy limits are as far apart as 1 gram and cS grams. 

It has been asserted that persons whose business entails great wear and tear of the 

nervous system excrete more than the average amount of phosphates, and the same lias 
generally been held to be true of sufferers from certain nervous disorders of the hysterical 
or neurasthenic type, particularly when sexual matters art' in question. There is very 
little evidence, however, to show that there is any real increase in the urinary phosphates 
in these eases. There is often a very abundant deposit of phosphates on applying the heat 
test to the urine, and this may give the impression that the total quantity of phosphates 
present must be above the normal : but the impression has not been confirmed by exact 
analysis. There is only one well-defined condition in which there is absolutely and persist- 
ently more phosphate in the urine than healthy limits would allow, and that is phosphatir 
(iidhcfrs a very rare condition, of which the main features are thirst, emaciation, aching 
in the loins and back, and polyuria without sugar but with an absolute excess of phos- 
phates in the urine. 

Physiology of Phosphatic Deposits. The spontaneous deposition of phosphates in 
urine is nearly always a purely physiological process. A molecule of phosphoric acid, 
ll jPO,. contains three hydrogen atoms. Kach of these can be replaced separately by an 
atom of anv monobasic metal, such as sodium. 'Three types of salts are formed, according 
as one. two, or three of the hydrogen atoms have been replaced, as in the following 
examples : 

Nall.PO, - - Sodium dihydric phosphate 

Na 111*0, - - Sodium monohydrie phosphate 

Na.,1’0, - - Sodium phosphate. 

'These salts may all be present in the same urine, the proportions of each varying with 
the amount of phosphoric* acid present, on the* one hand, and the total amount of bases 
(i.e., sodium, potassium, calcium, etc.) and the total quantities of other acids present in 
the form of chlorides, sulphates, and so forth, on tlu* other. the greater the quantity ot 
chlorides and sulphate’s the greater will be* the* amount of the metallic base's reejuirc'd to 
form the*m, and e*onse<pient ly the* less will be the* amount ot bases le*lt t<j combine with 
phosphoric* acid : the* result must then be* a relative* e*xe*e*ss of NalbTOj. Convciscl\, 
the* scantier the* chlorides and sulphates, and the more' abundant the* bases, the greater 
will he* the proportion of Na.,HP0 4 and Na :{ P() 4 . 

Xow the* three* sodium salts diffe*r from one* another* in at lc*ast two physical respects— 
their action upon litmus, and t lit* i r solubility in watc*r. Sodium dihydrogen phosphate 
(XalbJM >.,) turns blue* litmus red in other words, it is an acid phosphate. The acidity 
of ordinary urine* is mainly due* to it. Sodium monohydrogen phosphate (Xa 2 HP0 4 ) is 
also an acid salt technically speaking, and there arc some* colour tests which exhibit the 
acid reaction with it : litmus, however, is not one ot these*, tor X'aUolT), turns red litmus 
blue. When a given urine contains more* Xa 2 HPO } than NalbTOj, the reaction of that 
urine* to litmus is alkaline* ; that is to say, it turns real litmus blue and doe*s not turn blue 
litmus red. Some* urines have what is known as an amphoteric reaction they turn red 
litmus bluish and blue* litmus reddish a different thing Irom neutrality of reaction, in 
which neather red litmus nor blue is turned in c*olour at all. llu* cause ot the amphoteric 
re*ac*tion of a urine* is the e*vc*n balance* in that urine of the Xa 2 HIH) 4 on the one hand and 
of the* XaII 2 P() 4 on the other. 
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Now the dihydrogcn phosphate is much more soluble in water than is the mono- 
hydrogen phosphate, whilst the tribasie phosphates are as a rule far less so|id)le still. 
When it is stated, therefore, that phosphates are more soluble in acids than they are in 
alkalis, it must be remembered that it is not a question of a difference of solubilities of the 
same salt of phosphoric acid, but of an acid urine containing the hulk of its phosphates in a 
salt different from the one present in an alkaline 1 urine. The \ erx fact of a urine being 
alkaline means that there is relatively little of the more soluble' Nall., 1*0, present, and 
relatively much of the less soluble NaJIPO, and Xa.,lH),. Conversely, the fact that a urine 
is acid implies that the phosphates are relatively more abundant in the soluble Nall. ,1*0, 
form than they are either as Xa.JIIH), or Na.jPO,. As a matter of fact, the three decrees 
of’ phosphates of sodium, potassium, and ammonium are all so soluble that they practically 
never become precipitated spontaneously, nor do they take part in form ini* calculi. It 
is thi* phosphates of calcium and magnesium that form precipitates, but what has been 
said above of sodium phosphate applies equally to calcium and magnesium phosphates. 
The less acid a urine is. the more will the less soluble varieties of calcium and magnesium 
phosphate preponderate, and it is on this account that phosphates come down in alkaline 
or neutral rather than in acid urines. 

Again, it is often stated that phosphates are less soluble in hot urine than they are m 
cold, and this is given as the reason for the cloud of precipitated phosphates that so often 
forms when a urine that is not already very acid is boiled. This, howcxcr. does not express 
the real reason for tin* cloud : the heat does not precipitate the same phosphate as the eold 
urine contained, but leads to the formation of a different, and less soluble, phosphate. 
The calcium monohydrogen phosphate* dissociates into calcium dihxdrogcn phosphate and 
normal calcium phosphate: it is the latter which is so insoluble that it comes down : 

4( al IPO , Ciijri),). ( o(II !*<>,) 
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Milky Urine. The urine ol many healthy p(‘ople, cspeeiallx children, and eater^ of 
large public dinners, is sometimes milk-like when it is passed soon after a full meal. Manx 
a person has become alarmed at the sight. and has feared some 
graxc disorder of the sexual organs or functions, espeeiallx either 
gonorrhu*a or spermatorrhoea. The condition is phx siological. It 
results from increased quantities of hydrochloric acid being re 
quired in the stomach at the time. ’flic result of this is that 
the urine temporarily contains such an abundance of bases ui 
proportion to acids that the less soluble monohxdrogen phos- 
phates exceed the more soluble dihydrogen phosphates, and thex 
max become precipitated ex cn in the urine that is still tirllir 
bladder. I Ik* commonest salt to come down is calcium mono- 
hydrogen phosphate, (all P( ),. which is either amorphous, or else 

stellar phosphate’ {b'iv. llfN). 
it in the form of amorphous 
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assumes the form familiar a 
t "' 1 ' '• MjfHPO, may come down w 

particles, or as needles. 

The alternation between oxaluria and phosphaturia ex- 
hibited by some individuals is discussed on p. a*j:{. 

Ammonio-magncsium Phosphate. This, generally known 
as triple phosphate, MgXHjPO,. is comparatively insoluble, 
and when precipitated it nearly always assumes the form of 
prisms the familiar ‘ knife-restcr ‘ or ‘coffin-lid' erxstals 
(Fig. 490). Jt is clear that these will come down only when 
the urine contains ammonia. The latter max of course have 
been produced by ammoniacal decomposition of urea after 
the urine was passed. Jl' urinary dccom}>osition after passage 
can he excluded, however, it is usually stated that the pre- 
sence of ammonio-magnesic phosphate crystals indicates a 
purulent lesion in the urinary tracts, especially in the bladder. 

It is quite true that ammoniacal urines from cases of cystitis 
often abound in crystals of triple phosphate. The diagnosis is given bv 
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so forth, however. ;iinl not by I Ik* triple phosphate crystals. It is important to remember, 
moreover, that each day's urine normally contains enough ammonia for amiiionit^-ina^nesic 
phosphate crystals to occur in an absolutely healthy urine, even apart from decom- 
position on standing. This fact detracts very i»reatlv from the value formerly attributed 
to the detection of triple phosphate crystals in the urine. Indeed, the importance ol 
phosphates in the urine lies almost entirely in the fact that errors of interpretation 
ma\ arise unless their physiological behaviour is understood. The chief chemical test is 
the addition of dilute acetic acid, which causes a precipitate of phosphates to clear up. 
The main importance of rceotrnizin^ them correctly is to avoid mistaking phosphates for 
pus in the ease of a spontaneous deposit, for spermatozoa, or oonorrhu*a, when the urine 
comes milky from the urethra, or for albumin in the east* of the boiling-test for the 
latter. Herbert French. 

PHOTOPHOBIA, or intolerance of I i i* h t . may he due to three main groups of causes, 
namely : 

1 . Causes in the Eye itself : 

I’oreiijn hods Iritis 

I n j m y ( \ Hit is 

( ( in junct iy it is (daueoma 

Ophthalmia ltctinitis 

Keratitis Itet rohulhar neuritis 

l Icerat ion of t lie e< >rnea 

*J. Certain Occupations: 

Invoking work under ev e-st rainini* conditions, such as alTeet furnace stokers, electric 
steel welders, workers in strong sunlight, those who are exposed to the dazzle ol snow 
in strong sunshine, those who come out into strong daylight after prolonged work in 
the dark as in coal-pits, those who work much with X rays. Some persons are 
unable to stand any strong liuht. whether of the sun. <_ r as. or electric. 

Causes not primarily in the Eye itself : 

n. Some i < espeeialltf : 

Measles Influenza Typhus Malaria. 

h. / ntracran in! lesions : 

'ruhereulous menin- Kpidemie cerebrospinal men- Syphilitic pachymeningitis 

<_» 1 1 i s myitis Cerebral tumour 

Suppurative menin- Acute encephalitis Cerebral abscess. 

i t is 

e. A fter tin’ admin istration of some (trails : 

\ rsenie Potassium iodide Potassium bromide. 

(Quinine 

d. F unet ionnt additions : 

Migraine lie douloureux Hysteria Sick headache. 

e. Snpra-(trbital herpes zoster. 

/. Severe amentia (see Avkmia, p. 

if. Sceorafartf to dpspepsia or const i pat inn. 

h. Malimicrinil. 

S< une idea of tin* cause will generally present itself as soon as the patieid yives an 
account of how tlu* trouble beyan and how it has progressed. Itv itselt photophobia is 
sehlom a symptom of diagnostic significance, and nearly always there will be other sym- 
ptoms to assist one. The eves should be examined carefully to find or exclude a local 
cause, especially iritis or glaucoma, which arc the most serious of the local lesions associ- 
ated not only with severe photophobia, but also with acute pain in the eye (see Kyi-:. Aci ti: 
I m i.avi wation or. p. Hctiiial changes will lx* discovered by ophthalmoscopic 

(‘xamination (s(*c ( hurni a i.viosi oeic Ai’I’Kaham r,s. p. 517). Retrobulbar nvnrttts may not 
cause any visible change in the optic disc, at any rate* not until several days have elapsed, 
by which time optic neuritis may be visible : but it may be surest ed by the rapid onset 
of impaired vision without increased intra-ocular tension as in ylaucoma. goinu on perhaps 
to temporary complete blindness (p. 92d). 


Ky< -strain from close work in 
those suffering from uncor- 
reeted errors of refraction, 
especially astigmatism and 
hypermet ropia 
Albinism. 
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Eye-strain resulting from errors of refraction requires special ophthalmic knowledge 
for its exact determination though it may be surest cd by the circumstances of the 
case. 

Occupation photophobia will be likely if the patient works under peculiar conditions 
of light, though it will be necessary to exclude organic lesions in the eyes by a thorough 
ophthalmic examination. When local eye conditions have been excluded dcfmitck . the 
cause of photophobia will generally be either pretty clear at once or soon, or else open to so 
much doubt that the actual cause may be one of conjecture* only. 

It will not be the photophobia, but other symptoms, such as the rash, tin* fever, and 
the course of the disease, which will give the diagnosis in eases of measles , influenza , 
or typhus fever ; headache, vomiting, optic neuritis, and the results of lumbar puncture 
or the Wassermann test in the case of mnningitis. encephalitis , cerebral tumour, or syphilitic 
pachymeningitis : knowledge of the drug given and cessation of the* photophobia when it 
is stopped in the case of arsenic, jiotassium iodide or bromide, or quinine. 

Migraine and tie douloureux are so characteristic in their attacks that the\ are both 
diagnosable as a rule from the patient's story : photophobia may be severe in either, or 
even extreme in tie douloureux, in which, during the* excruciating paroxysms of facial pain, 
the patient will often desire to remain for days in an absolutely darkened room : exposure 
to any light may bring on a paroxysm. 

Supra-orbital herpes is generally obvious from the eruption of groups of vesicles on a 
reddened base along the course of oik* supra-orbital nerve: and the photophobia is 
generally unilateral : it may persist, however, for weeks or months after the eruption has 
subsided, and then its origin may be overlooked. 

Malingering can be diagnosed only by catching the patient unawares and discovering 
that when he is not watched he is able to read in an ordinary light notwithstanding the 
photophobia he complains of. Dyspepsia . constipation , and severe amrmia are somewhat 
problematical as causes of photophobia, but might be regarded as its origin in a patient 
who. suffering from any of the three, also had photophobia without any other discoverable 
cause, especially if the photophobia disappears when the patient is cured of the constipa- 
tion, the dyspepsia, or the amcmia. respectively. 

Sick headache is a periodic malady of many women and some men. Headache of 
great severity is the chief symptom, lasting a whole day or even longer : gastric functions 
are in abeyance during the attack, so that food in the stomach remains undigested and 
medicines unabsorbed : the patient may feel ill enough to have to stay in bed : towards 
the end of the attack vomiting occurs once or several times, and by the next day the 
patient feels perfectly well again. Dislike of any but a dim light is common during the 
attack. The diagnosis is generally based upon the patient's familiarity with similar 
symptoms on many previous occasions. The malady is often hereditary ; possible it is 
related to migraine. 

Biliousness is a very common ailment, due to many different causes, especially 
injudicious eating or drinking, or to deficient fresh air or exercise. Some eases of recurrent 
nousness are closely allied to sick headache and to migraine. During an attack the 
tongue is coated and the bowels are inactive. The precise pathology of the condition is 
little understood, but tin* diagnosis is not difficult, although it is important to make a 
routine examination to exclude more serious lesions. Photophobia, though common in 
a minor degree in bilious attacks, is seldom very marked. 

Hysterical photophobia is met with only occasionally, but when it occurs it may be 
extreme: that is to say, the patient may mimic not intentionally, as in the case of a 
malingerer, but without at all wishing to do so so extreme a degree of intolerance* to light 
that she may cover her eyes with deep-tinted glasses, or even cover her whole head with 
an impervious dark robe ; and may perhaps require to be led about when she walks, like 
a person totally blind. It is this over-doing of the part that may give the clue to tin* 
diagnosis. Naturally a thorough examination, particularly of the eyes, will be required 
to exclude organic disease, but if functional photophobia appears to be the diagnosis in 
a particular case the suspicion may be confirmed by the way the symptom can be made 
to disappear by sufficiently bold suggestion. Herbert French. 

PIED-EN-GRIFFE. — (See (Yaw-foot, p. ] M).) 
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PIGMENTATION IN THE MOUTH «*cncrally’ consists of flecks, streaks, or spots of 
pale brown or pale sepia diseolorat ion of the mucosa, especially upon tin* inner aspect of 
the (‘hecks alon^ a line roughly corresponding to tlie level of the closed teetli : with or 
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without similar pigment spots, streaks, or patches upon the mucous surface of the lips, 
seen best when the latter are everted in a «»nod li^h! : upon the roof of the mouth. trencrally 
upon the s( >ft palate or upon the posterior part of the hard palate rather than more 
anteriorly: upon the irums occasionally; and sometimes upon the sides of the toni»ue. 
Sueli pigmentation of the buccal mucosa immediately 
siiooest s Aridi son's disnisr (Fins. .*>00 .*>02). especially if 
there is generalized pigmentation of the skin at the same 
time, extreme asthenia, a low blood-pressure, a tendency 
to vomiting or to faint ini' attacks on any exertion, with 
inability to maintain any effort, mental or physical. 

Unfortunately. however, although such buccal pigmenta- 
tion is highly slimiest ive of Addison's disease, it is not 
pathognomonic, for it has been noted in a variety of 
other conditions also. 

'Thus, it is an almost constant feat tin in persons who 
have nriim hlnnri in their ancestry, even though this be 
from one threat urandparent only . This source of dilli- 
culty in interpretat ion is commoner, perhaps, in Africa, 
the West Indies, and America, than it is in Hritain. but 
even here it makes it uncertain sometimes whether one 
is to diagnose Addison's disease or not. 

Then in ftcrnicitms nnu ntia buccal pie-mental ion pre- 
eiselv similar to that of Addison's disease is met with 
occasionally (sec Fill. h b p. to), and unless the blood- 
count is very definite* (p. 00) it may be difficult, even up 
to the time of post-mortem examination, to say which of 
the two conditions the patient is suff’erine from. Probably* 
the rieht course to follow then would be to treat the case with arsenic or by blood- 
transfusion and watch the effect ; pernicious aiuemia rallies, temporarily*, to these 
remedies much more certainly than Addison's disease does. 
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Arsenic itself may cause pigmentation. not only of the skin, hut also within the mouth, 
as was shown by some of the eases in the Manchester epidemic of arsenic in beer poisoning. 
Some have supposed that the buccal pigment in pernicious amemia is due to the arsenic 
employed in treatment : that this is not so, however, is shown by the fact that some eases 
of pernicious amemia exhibit pigmented spots inside the mouth even before any arsenic 
has been given : the patient from whom Fig. hi was taken was an instance in point. 

One has also seen pigmentation of the buccal mucosa, surest inti Addison's disease, 
in chronic cachectic conditions in which the suprarenal capsules have seemed maemseopic- 
ally healthy at autopsy. In a east* of phthisis , for example, so pigmented was the mouth 
that it seemed reasonable to diagnose that the tuberculous process was affecting the 
suprarenals as well as tlu* luniks : yet after death the suprarenals were normal, and one 
can only suppose that tin* buccal pigment resulted from the phthisical cachexia which had 
caused a general tendency to pigmentary degeneration everywhere. In another ease 
Addison's disease was diagnosed during life for the saint' reason, but at autopsy a carci- 
noma of the splenic flexure of the colon was found, with secondary deposits in the liver ; 
there had been asthenia and general cachexia, and apparently it was 
the latter which was responsible for the pigment changes. In a 
third ease the patient was both aiuemic and cachectic, without any 
other definite symptoms and there was exten- 
sive pigmentation in the mouth. The blood- A 

count showed extreme amemia. with a colour >• v 


index that was approximately 1. The doubts 
during life lay between Addison's disease and 
pernicious amemia : both suggestions proved 
wrong, for at autopsy syphilitic gummata of 
the liver were found, together with tertian / 
syphilitic amyloid disease , but without any 
decided abnormality in the adrenals. 

Fortunately, buccal pigmentation from 
cachectic states such as phthisis, cancer, and 
syphilis is rare, though the possibilities have 
to be kept in mind. In the great majority 
ol eases, if pernicious amemia, arsenic, and 
negro blood can be excluded. Addison's disease 
will be diagnosed correctly if the patient is 
clearly asthenic and ill without any very 
definite physical signs, but with marked pig- 
mentation within the mouth. Herbert French. 

PIGMENTATION OF THE 



SKIN. Anomalies of the natural 
pigmentation of the skin, on the 
side either of excess or deficiency, 
may be due to irritation of the 
abdominal sympathetic, and par- 
ticularly the solar plexus, leading 
to general pigmentation, or to the 




exudation or extravasation of the 
colouring matter of the blood, pro- 
ducing local pigmentation. Local 
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pigmentation .nay he brought about by the action „f irritants, may result Iron, a con- 
rlition of hypcrjcmia. or may be a sequoia of skin eruptions. It may be caused l.v 
counter-irritants such as vesicants, hypodermic injections (Fiji. f,(i:i), or some other form 
ol external irritation, especially scratching, as in vagabond's disease phtheiriayis • but 
in some eases it is impossible to trace the cause. Chloasma is a sequela or an aocom- 
pamment ol cutaneous eruptions, or is the result of abnormal conditions of the uterus 
or of other abdominal viscera, or of cachexia. It is most often met with as chloasma 
uterinum, which may occur not only in connection with pregnancy but also in association 
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with unv lorm of u t ori lit* irritation. The smooth yellowish-brown patches are seen most 
commonly on the forehead, hut almost the entire face may he involved, and also the 
trunk and limbs. Somewhat similar irregu- 
larities of pigmentation occur in rheumatoid 
arthritis , pernicious atuemia , Hodgkin's 
disease , (braves' disease ( Fi<f. 501), abdo- 
minal tuberculosis , constipation , chronic 
intestinal stasis , and other disorders of 
the abdominal viscera, and in eases in 
which arsenic has been <»ivcn over loti^ 
periods (Fill. 505). In Addison's disease 
there is a general bronzing of the skin 
(b'iil. 500). together with pigment deposits 
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in the mucous membranes of the mouth 
{Figs. 500 50*J). anus vulva, and urethra : 
bueca! pnrment, liowever. does not by 
itself prove that Addison's disease is 
present, for precisely similar pigmentation 
in the mouth is observed in some ease's 
of pernicious amemia (Fig. (it, p. t5), of 
f)hlhisis without suprarenal disease, and 
of malignant disease : whilst ne^ro blood 
in the ancestry often causes buccal pigmen- 
tation in perfectly healthy persons. 

Pigmentary abnormalities of the skin 
occur also in cachexia associated with 



/■'/;/. r»or». — Pigmentation due to arsenic given 
medicinally in a case of 1 ymphadonoma. 
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The diagnosis ol tlic various forms of pigmentat ion is usually easy, 1 hough the particular 
cause can only he deduced from the general symptoms. Chloasma can be differentiated 
from ( hromidrosis, by observing that in the latter condition the colour, which is derived 
from the exuded secretions, disappears if washed with ether* or chloroform. In tinea 
versicolor , and some other fungous diseases which resemble chloasma, the patches are not 
smooth but scaly, and the discoloration can be scraped off. The pigmentary syphilidr, 
which may take the form of a diffused brownish hue. brownish spots, or dappled patches, 
is se ldom met with except on the rack, but sometimes it may take the form of widespread 
leucomelanodcrmia (Figs. .50? and .50N). Question may arise between chloasma and 
Icncodertn in (vitiligo) when in the latter condition the white areas have spread over the 
greater part of the body, and are taken for the normal colour: but in lcucodermia the 
border of tin* pigmented area is concave, whereas in chloasma it is convex. Moreover, 
in lcucodermia the history is that of the formation of white patches, surrounded by a 
pigmented border, which may spread until 
large areas, and even the whole surface of 
the body, are affected. 

I.eueodermia has in its turn to be 
distinguished from sclcrodcrmia. morph<ea. 
macular lcproy\ . pigmentary syphilide. and 
partial albinism. The skin is not stiff and 
thickened as it is in se/eroderm in. The 
edges are not streaked with small dilated 
vessels, making a pink or violet border, as 
in morpfrra {Fig. .50t>), nor* is there any 
intermingling of at ropliie stria*. The patches 
are not destitute of sensation as in nerve 
/e/imsff , nor, though it has been styled 
* white leprosy ', has lcucodermia any other 
resemblance to that affection save the colour 
of the patches. Doubt as between Iruco 
dermin and a congenital condition like 
(Hirtiol albinism could only arise by dis- 
jegarding the history. < )f albinism itself, 
whether partial or universal, nothin'’ more 
need be said here : for though it is an 
abnormality of pigmentation, its true char- 
acter can never be in question. Nor need 
jaundice be mentioned, for that condition 
forms the subject of a separate article. 

Discoloration of the skin may be due 
to tlu* prolonged administration of drills. 

Thus picric acid or employment in connec- 
tion with T.X.T. may turn the skin and the conjunct i\ a* yellow *: arsenic may cause a 
peculiar greyish, brownish, or frcekle-like pigmentat ion (Fig. . >0.>, p. hb‘i); nitrate of 
silver may set. up the condition known as argyria , in which the integument and the* 
mucous membrane, particularly in situations exposed to 1 i «.» h t . take on a bluish-grey* or 
greyish-black colour, especially on tin* lace and the flexor aspects ol the limbs. This 
condition may closely resemble hamioehromatosis and similar abnormalities, but the 
history of protracted use of the drill* will make the diagnosis clear. Since, however, 
arsenic may be derived from some unsuspected source, as was the ease in the peripheral 
neuritis epidemic in and around Manchester due to beer containin'; it as an impurity, 
chemical analysis of the hair should be made, for arsenic* becomes stored up in the hair 
that prow's whilst this is being taken. 

An extreme decree of deep purplish plum-coloured discoloration of the entire 
skin mav result from long-cont inued dermatitis exfoliativa (Fig. 510), but the severe 
dermatitis has generally given the clue to the diagnosis long before the pigmentation 
becomes extreme. Acanthosis nigricans (Fig. -.57, p. 2U.5) is a rare but characteristic state 
of affairs in which the patient seems at first sight to have smeared the skin of neck 
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or trunk with coal dust, the causal lesion being in nearly all such eases carcinoma 
of the stomach. Pellagra (Fig. 221. p. 280) is another rarity in which pigmentation of 
the hacks of the hands and forearms and of the face may he a 
prominent feature ; it is described on page 270. *1 
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PILIMICTION signifies the passage of hairs in the urine ; it is a rare symptom, hut 
when it does occur it almost invariably signifies that the patient has a pelvic dermoid cyst 
which has become inflamed, thereafter opening into the bladder and discharging its 
contents via the urinary passages. The condition has been observed in men. but it is less 
uncommon in women. Subacute or acute cystitis accompanies the event, with vesical 
pain, frequency of micturition, and pyuria. The only difficulty likely to arise in diagnosis 
is when the patient avers that she has passed hairs with her urine when in reality the hairs 
produced have merely fallen into the chamber without having been passed per uret brain. 

I hrberf French. 

PLANTAR REFLEX, EXTENSOR. (See Kaminski's Sion, p. 87 .) 

PLEURAL EFFUSION. (Sec Cukst, p. 1 ,‘52 et m*<|.) 


PNEUMATURIA- or the passage of gas per urethram, either along with or indepen- 
dently of urine — is a rare symptom, but when it does occur it is very striking, particularly 
in males. 

It may be due to one or other of two entirely distinct groups of causes, namely : 

1. Communication between the rectum, cieeum. vermiform appendix, or other part 
of the alimentary canal, and the bladder, ureter, or renal pelv is ; either directly or via an 
intermediate gas-containing abscess cavity. 

2. Infection of the bladder or other part of the* urinary tract by micro-organisms that 
produce gas, without there necessarily being any breach of surface of the mucosa. 

When the cause lies in the* lirst group, the patient is very liable* te> pass f;ce*al mate rial 
at the* same time* as gas, and the* differential diagnosis be*twe*e*n the* various possible* 
lesions is discussed uneler F .ticks casskd riae I'hktiiha.m (p. 200). It should be* added, 
however, that the passage of gas without fa*ce*s per urethram by ne> means excludes the re* 
being a fistulous communication between some* part of the* alimentary canal and the* 
urinary trae*t ; the* fistula may be tortuous, so that gas gets along it, but ne>t fa*e*e*s. It 
may happen, moreover, that a lesion such as appendicitis has le*d te> the formation 
of a leieal abscess which, owing to its infeetiem by the IF rofi communis , contains gas ; 
this abscess may open into the bladder and cause the* discharge 1 e >f pus anei gas, but no 
faeces, per urethram. The same applies to either abscesses which, though neit arising pri- 
marily in connection with the bowel, nevertheless occasionally contain gas fremi infection 
by the II. coli communis a suppurating hydatid or ovarian dermoid evst, for instane*e, e>r 
a pyosalpinx. 
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Sometimes the*re* may lx* serious ehuibts as to whether the gas is finding its way into 
the urinary passages from souk* external source, as above, or whether it is being produced 
in situ. In the absence of any rectal or other pelvic or abdominal evidence of disease out- 
side the bladder it will be remembered that certain organisms produce gas when they grow 
in urine : notably tlu* IF co/i comm uni . *, and in glycosnric eases various yensts. The 
urine* will be* examined for sugar, and if it be present.:! eathe*ter specimen will be* obtained 
to see* if sncchnrnmyccl es are* present in the* bladder-urine* : if so. and if there is no pus 
or ev idenex* of infection by other micro-organisms, the* nature* e>f the* pneiimaturia will be* 
ele*ar : as a rule* in these e*ase*s the* patient voids urine* that is bubbly rather than elistinet 
and se parate from the* gas. If, e>n the* other hand, ne> sugar is present, a catheter specimen 
will be* cultivated to line! out whether the* IF cn/i communis is present, anel if so, in what 
ejuantity. If it is, anel if no sign ed’ any fistulous ceimmunicutiun be*twe*en any part e>f the 
bowel. or a gas-containing abscess cavity, anel the* urinary tracts, can be* made out e>n 
cystnsceipic examination, the* presumption will be* will be* that the* pneiimaturia is elue* to 
e*oli hacilluria, although the* latte r is far e*e»mmeme*r without than with j)ne*umaturia. r rhe 
urine* in these* e*ase*s may contain ve*ry little* obvious pus anel e>nly a trace of albumin ; it 
may be* acid, and not foul-smelling or ammoniaeal : on the* other hand, it may sometimes 
be* so foul and fa*e ule*nt as to cause* se*rious suspicions of a communication he*twcen the 
colon and the* blaeleler even when there is none. A eystoscopic examination will serve 
to exclude* a fistulous opening into the* bladder, but it may be much more difficult te> 
exedude a similar enmmuiiieat ion with the* higher parts e>f the* urinary tract, especially 
the* renal pelvis. 'file* latte r conelition is so rare*. however, that it is wiser to diagnose e*oli 
hacilluria only unle ss there* is elire*e*t e*vide*ne*e* ed’ a cause for communieatiein between the 
bowe l and the* renal pe lvis, sue*h as a eareiiioma e*oli. Herbert French. 

PNEUMOTHORAX, or gas ill the* pleural e*avity, may exist with e>r witheait clear 
fluid, pus, or bleiod in the* lower part of the* ple ura at the* same time. II the*re* is fluiel in 
the* cavity along with the air. anel the* patient’s th<»rax is auscultated whilst it is being 
active * I v or passively shaken, a typical sue*e*ussiem splash may be* heard, edten fe)lle)we*el by 
ringing sounds made* by drops of fluid falling t re »m the compressed lung ir.te) the* ] >< m > 1 
of fluiel beneath. The* nature* of the* fluiel hydro-pneumothorax. pyo-pncume>thorax. e>r 
li;i’iiio-| meumot he»ra\. as the* e*ase* may be* can selelom be* eliagnosed e*xe*e*pt by means 
of an exploring needle* anel svringc. Whether assex*inte*el with fluiel or ne>t a ceimplede 
pneumothorax is gene rallv e*asv to eliagnetse* on aeeeaint ed the* elefieiency in movement e>f 
the* a I feet tel siefe* of the* chest, the* displacement of the heart in the* oppeisitc elirectmn, the 
h vper-rexe malice to pe*re*ussion. together with re*markable* eledieienev or complete absenc*e* 
of the* ve*sie*ular murmur and v e nee-sounds. The* e*oin-tap sounel, e)btaine*el by placing 
one* silve r coin on the* ediest wall, tapping it with another silver coin, and listening through 
the* st et hoseeepe* for the* ringing t*e*ho pmduced, may serve to eemfirm the* eliagimsis, but it 
is not e*sse* ntial. Partial pneumot borax, in which complete collapse e>f the lung is prevented 
by adhe sions, is propeut ionatedy more dillieult te> diagnose, but the same* type 4 ed physical 
signs, mediating the* e*oin-tap se>und or bruit d inruin . will generally be* iemnel in tlie*se e*ase*s, 
though in less elegree* than when the* pi umothorax is complete. The X rays show an 
abnormal e*learne*ss e*e>rre*sponeling to the* air in the* j>le*ural cavity (Figs, ."ill aid). It 
is not sufficient, howe ver, me rely to diagnose pneumot he>rax ; its cause has te> be deter- 
mined from amongst the* following: 

Phthisis: (u) carlv . ( f > ) late* 

Rupture of an emphysematous ble b 
Pangreuie* of the* lung with necrosis ed the* 
pleura 

Pmpve*ma ruptured through the* lung 
1 list nimciit al : c.g , after tapping a ple*ural j 
effusion j 

Stab eu* gunshot wound of the* e*he*st. wall j 
Kpit helieuna of the* (esophagus ule*e*rating 
i i it i » t he* ple ura I 

The commonest cause by far is jththisis : anel w hen the occurrence e>f the piieumo- 
tborax docs give* rise* te> symptoms it is generally elue* te> eeimparatively early phthisis \ 


(iastrie* ule*e*r or carednemia v e*nt rieuli. leaking so 
as to produce a gas-containing sulxliaphrag- 
niatie ahse*e*ss. which in its turn nmv perforate 
the diaphragm and e*ause a pneumothorax 
Infection e>f tlx* pleural cavity by gas-producing 
organisms, such as the* IF coli communis or the* 
much more* virulent organisms of malignant 
eidcma. IF ai rogenes capsulatus or IF Wclchii. 
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indeed. whe*n it coiiirs on acutely with sudden lancinatin<» p:iin in one side* of tlu* chest, 
associated with rapid shallow breathing, and cyanosis with or without lueniopt \ sis, in a 
veiling apparently healthy adult, it is almost certain that the patient lias a tuberculous 





focus at one apex, even though* as frequently happeais. tliere have been no abnormal sym- 
ptoms previously, such as eolith or ni^ht sweats and even though absolutely no abnormal 
ph vsieal sinus can be elcteedcel at the apex of t lie ot her lull". There* may be a little sputum. 

and in this tubercle bacilli ma\ be 
detected. 

When pneumothorax is attri- 
buted to rupture <>f on cm phifsctnn- 
lous hlcli. there must always remain 
in the physician's mind a serious 
doubl as to whether it is not really 
due to a bleb in the immediate 
neighbourhood of an undiaunosable 
tuberculous deposit, and the ease 
should be treated as one of poten 
tial phthisis. 

If the tuberculous process in 
the linin’ has made considerable 
advance pneumothorax is far less 
common, because there* will almost 
certainly have been pleurisy with 
thickening and adhesions sulheient 
to prevent a complete* pneumo- 
thorax e>e*eurrinn ; neverthe less, in 
l'm. -M - ki;e r ';nn <•' n 1 1 \ <i n>-| run mo? \ . some siieh e*ase*s pneumeit hora x 

Xot- the M ri/.oiil :;! upji-i l.onl«-i lt» tin- sh;..lou ol i\v thirl. dees ( J ( . V( ‘le )] ), and the* diagnosis e>f 

its cause* is easy beith on account 
e>f the abnormal physical si«>ns and e>f the sputum with the tubere-le* bacilli in it. In 
a later sta«je still the* occurrence e>f pneumothorax may cause* very little* aelelitiemal 


; m rii mi )? horn 
• slim low oi 
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dist urbancc, on account of the extent of Inn" already diseased, and although its cause 
would he obvious enough, tin* oecurrenee of the pneumothorax often escapes detection. 

When the patient lias had a pleuritic or- pleural effusion tapped, detection of air free 
in the pleural cavity next day is by no means uncommon ; it does not follow that this air 
has leaked in through the tapping instrument, for it is quite as commonly derived from 
the rupture of superficial alveoli which have been re-expanded rather too rapidly in the 
withdrawal of fluid by the aspirator. The air generally becomes reabsorbed in a few 
< la vs, and the temporary pneumotliorax is of little significance. 

Similar escape of air into the pleural cavity as the result of cuts, stubs, fractured ribs. 
or gunshot wounds, is remarkably rare ; this rarity depends upon the fact that the two 
layers of pleura tend to cohere in a wav similar to that which makes two thin sheets of 
Indian paper difficult to separate, so that when an injury from outside penetrates one layer 
it nearly always perforates both, and air from within the lull" escapes into the subcutan- 
eous tissues instead of into the pleural cavity, and produces surgical emphysema instead 
of pneumothorax. It rarely happens that an injury separates a sufficient area of the two 
lavers of pleura one from the other to cause a pneumothorax. 

All the remainin" causes of pneumot horax in the list above are uncommon, and 
none of them will arise without there having been 
other svmptoms to indicate the nature of the malady. 

It is possible for an ctnppcmu to rupture into a 
bronchus, and so had to the sudden expectoration 
of much foul pus. without any pneumotliorax arising, 
or at hast none of any extent, because for such an 
empvema to rupture into the lull” it must have 
1 Min shut off all round by firm pleural adhesions. 

When pneumotliorax results from " ungr<nc of the tune 
due to any cause (p. IWJ). it is but a terminal factor 
in an already serious disease, and may even pass 
without recognition on account of the severity of the 
svmptoms alreadv existing in the ease. (lus-i'tnduining 
abscesses beneath the diaphragm . such as may either 
perforate directly into the pleural cavity or lead to 
infection of that cavity by the 11. eoli cornn/nnis or 
other was-forininiT organism, never arise suddenly, but 
are preceded by a simple or malignant ulceration of 
either the stomach, duodenum, or colon, the symptoms 
of which will generally have existed for days, weeks, 
or months; so that if the possibility of Lias appearing 
in the pleural cavity in this way is borne in mind 
the diagnosis of its origin need not lx* difficult. I he /./ 7> ;,] | >\j.:vjr A ] U . i,a.. n ,iie r :i 

X ravs mav serve to show a lar«e "as-bubble below lonum n. mu-ne. i..-> .... .n,.., t 

• • ■ ^ _ -imn.ii'li 1 1 , 1 < > 111' rlic-l. ( /»// J". li. 

the diaphragm as well as "as in the pleural cavity. 
and that the "as-bubble is not int racist rie may be 

demonstrated bv tillin" the stomach with a bismuth meal and finding that the ya>- 
bu bl lie does not become blackened. 

Pneumotliorax due to "as production by gas gangrene organisms is preceded by a 
historv of chest injury or "unshot wound ; as a rule the first effect o 1 the latter is a luemo- 
t horax . "as "an"?*ene organisms develop in the blood-elot. and tilt* pncumothoiax becomes 
apparent after an interval of two or more days ; the patient bc"ins to look much more 
toxic than seems warrantable on "cncral "rounds, the temperature and pulse-rate rise 
markedly, and when the chest is needled "as of a peculiar sweet smell escapes ; the iouler 
the smell the less likely is the condition to be due to "as "an"rene infection ; the sweeter 
the smell the more urgent the need lor surgical drainage. 

One rare condition that may be mistaken for pneumothorax is herniation of the stomach 
into the chest through a bole in the diaphragm : the hole may be congenital, but more 
often it is due to injury, for instance by "unshot wound ; tlu* fact of herniation of the 
stomach may be established by skiagraphy after a bismuth meal (Fig. 514). 

Herbert French. 
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POLYCYTHEMIA is t Ik* te*rm used to de note a material increase of the red cor- 
puscles above their normal number per cubic millimetre of blood. In males they should 
average 5.000,000 per c.mm.: in females. 4.500,000. Any considerable increase above 
these figures, for instance up to (>,000.000 per c.mm., or more, constitutes polycytlaemia : 
though it is noteworthy that recent h:emocvtomcters seem to he of different calibre from 
those of former years, many giving (>.000.000 red cells per c.mm. in patients whose count 
would formerly have been 5,000,000. Whereas 5.000,000 was regarded as the normal 
maximum years ago, there is a tendency, with modern instruments, to find (>,000,000 in 
normal people nowadays purely an instrumental change, one supposes. Figures as high 
even as 14,000.000 are reached sometimes, however, in polycyt ha*mie states. The following 
are some of the conditions in which polycyt lucmia occurs: 

1. Congenital heart disease of the* type spoken of as morbus earuleus generally due 
to pulmonary stenosis (see Fig. 120, p. 1 1.4, and Fig. 1(>(>. ]>. 100). 

2. Persons who live in high altitudes. 

4. Patients alllicted with chronic shortness of breath, with a tendency to periodic 
cyanosis, particularly cases of (u) mitral stenosis, (b) fibroid lung with and without bron- 
chiectasis, (r) chronic bronchitis and emphysema, (d) spasmodic asthma, (e) some renal 
cases. 

4. Patients who have recently lost a quantity of lluid from the tissues, the result of 
such conditions as (a) severe vomiting, e.g., the uncontrollable vomiting of pregnancy ; 
lb) severe eliarrhera, e.g., the summer diarrhoea of infants, cholera, ptomaine poisoning, 
arsenic ; (r) inability to obtain fluid to drink, especially if there exists already a disease 
tending to polyuria, such as diabetes mellitus, diabetes insipidus, or granular kidney. 

5. From the prolonged use of certain drugs, especially acetanilide, veronal, and some 
others of the type that may cause metha*moglobinuria (p. 45?) : cantharides. 

(>. Splenomegalie polyey thaania (Osier's disease, Yaqucz* disease, erythnemia). 

As a rule the diagnosis of tin* cause of polycythemia in a given case is not diflicult. 
When it is due to coitgenital heart disease it is nearly always associated with an extreme 
degree of cyanosis without proportionate dyspnoea, and with clubbing of the fingers, both 
these dating from birth or early childhood. The patient is generally young, though some 
survive into adult life. Then* is not always a cardiac bruit, and the precise lesion will 
then be obscure ; often, however, percussion shows increased cardiac dullness to the right 
of the sternum, and upwards towards the second left rib, indicating increased size of the 
right auricle and ventricle : and in most cases there is cither a loud rumbling or blattering 
systolic bruit of pulmonary stenosis, heard loudest in the second left space close to the 
sternum, but also audible over the greater part of the precordial region, and often over 
both sides of the chest in front and behind : or else a very similar universal systolic bruit, 
differing chiefly in having its maximum intensity cither behind the sternum between the 
two fourth ribs, or else in the fourth left intercostal space's close 1 to the sternum, indicative 
"f patent septum vent rieulorum. These two lesions may both be present in the* same 1 
iticnt. and they arc the commonest cause in cases of morbus cerruleais that survive* 
infancy. The* red corpuscles seldom number li'ss than (>.()()(),()<)() per c.mm.. and in some 
cases they have been no fewer than 1 4.000,000 per c.mm. The* percentage 1 of hamo- 
globin is also increased greatly, but usually te> a less degree* than arc the red cells, so that 
the* colour index falls be low 1. This applie s to nearly all cause s of polycyt ha*mia. There* 
is no simultaneous increase* in the- number of leue-oeytcs per c.mm.. anel the* different ial 
leue-ocyte- e*e>unt falls within the* normal limits. It is not eworthy that e*ase*s of pe rsistent 
eluetus arteriosus se ldom present either cyanosis, cluhhe*el fingers, or polycyt ha*mia. 

Residence* at high altitudes e »ft e *n cause*s pedycy tharma. The* inere*ase* is seldom 
e xtre me*, but the* reel e*ells ne>t infrequently reach ?.()()(),()()() e>r more* pe*r e*.mm. This rule* is 
next by any nieans universal, however, though upon the* whole* the* higher the* altituele the* 
highe r the normal average number e>f real e*e*lls pe r c.mm., partieularly in the>se* who hav e 
res i el eel Ie>ng anel continuously in the* mountains. The* individuals are* ne>t ill ; it is merely 
that their reel e*e*l Is stanel at a higher figure normally than ele> tlmse* e>f elwellers neare r 
sea level. 

Quite apart freun the prcse*ne*e or absence e>f anasarca, patients suffe ring from chronic 
lesions which te*nel te> pre>elue*e* elyspneea are a]>t to have* pol vcythaniia, particularly when 
the lesiem causes marked redness of the* lips. This is well seen in many e*ase*s e>f mitnd 
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stenosis. There is no similar poly cyt lianiia in aortic eases unless mitral disease is present as 
well, and the red cells are much less increased in mitral regurgitation than in mitral stenosis. 
In the latter they often reach (1,000, 000 or even 7,000,000 per c.mm., and it would seem to 
he an attempt on nature's part to try to compensate for the failing circulation by dis- 
tributing the hamoglobin over a larger corpuscular area. The same explanation probably 
accounts for the similar polyey t hainia due to morbus corulens, and to high altitudes, and 
to certain east s of fibroid lung, bronchiectasis, emphysema . chronic bronchitis, renal disease 
with chronic dyspno-a, and spasmodic asthma , in winch some decree of polycythamiia, 
though not the rule, is sonatinas met with, just as it is in mitral stenosis. The colour 
index is less than 1, for although the hamioglobin is increased, it is less so than are the red 
cells. The leucocytes remain unaltered. The polycytlaemia will seldom if ever be the 
most prominent symptom in the ease, so that the diagnosis will nearly always have been 
made upon other grounds the presystolic bruit at the impulse; t lit* displacement of the 
heart towards that side where the lung presents an impaired note, with or without crackling 
rales and bronchial breathing; and so on. The maintenance of the polyey tluemia is 
important, however, and therapeutic measures should be directed to this end, for many 
eases of mitral stenosis with a. 000, 000 red cells per c.mm. are relatively amende; they 
should have (>.000,000 or more. 

The effect of cholera, ptomaine poisoning , arsenic , summer diarr/nra of infants, severe 
thirst that cannot be assuaged, the to.nvmia of pregnancy . in concentrating the blood by 
withdrawing or w ithholding fluid from it, and thus producing some degree of polycythamda, 
is an acute condition which is to be counteracted by continuous saline infusion or some 
similar method of restoring fluid to the tissues. The polyeyt ha-inia seldom reaches any 
marked degree except in quite early stages, for instance in cholera ; later, the red cells 
disintegrate more rapidly than they art* replaced. In measuring the concentration of the 
blood in these conditions it is of less value to count the red cells than to measure tin* specific 
gravity. This is done most readily by the chloroform and benzene method. The specific 
gravitv of chloroform is high, that of benzene is low, and by mixing the two in different 
proportions it is possible to obtain fluids of every intermediate specific gravity. A mixture 
of the two of the normal specific gravity of the blood, viz.. 1 ().*>(>. is made, and poured into 
a specimen glass of sufficient depth to allow a urinometer to float in it. For strict accuracy, 
certain corrections in the readings of the ordinary urinometer arc required, but for emergency 
use the instrument will serve. The lobule of the patient's ear is pricked, a large drop of 
I > 1 < >od is ; dlowed to fall into a suitable small cup or other receiver containing some of the 
chloroform-benzene mixture, and thence transferred to the main bulk of the fluid in the 
specimen glass. If the hlood-drop sinks, more chloroform must be added ; if it floats, 
more benzene: ultimately a point is reached at which the blood-drop neither sinks nor 
floats ; the specific gravitv of the cholorof orm-benzene mixture is then the same as that 
of the blood. In eases of collapse from loss of fluid then' is a rise in the specific gravity of 
the blood even when there is no polveythaniia and the greater the rise, the greater the 
need for infusion. 

'The effects of drugs in producing polyey thamiia will he suggested if the patient exhibits 
the lavender-bluish tint of lips and nails characteristic ol meth:vmoglobin;cmia ( h ig . Kw , 
p. 197). and inquiry as to the drugs that are being taken will perhaps confirm the dia- 
gnosis. Certain patients exhibit a special proclivity to meth;emoglobinamiia and poly- 
cvtha'inia from acetanilide. Cantharidcs is a less common cause because the' drug is 
seldom used ; in certain eases of poisoning by Spanish tlv. however, the red corpuscles 
have been noted to rise from a, 000 .000 to 10.000,000 per ('.mm. by the third day, with a 
leueoey tosis up to 121,000. the red corpuscles returning to normal numbers again in a week 
or ten days if the patient survives. 

.S plemnnegalie po/yeytlnrmia is a somehwat rare condition, that is also termed Osier's 
disease. I atpwz' disease, pofyeyt/arm in vera . erythraonia , or erifthroeytlnvmia. Its name 
suggests its main features, which are : enlargement of the spleen, increase in the red cells 
up to as many as 10,000,000 per c.mm.. or even more, and duskiness or lividitv of the 
face (Fig. ala) and of the extremities. The nature of the malady is still obscure, though 
some regard it as due to disease of the bone-marrow. It affects adults and females rather 
than children and malt s, and its course is chronic. It only remains to add that whereas 
to be typical the spleen must be enlarged, there are cases, probably of the same 
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affection. in which. without the spleen becoming palpable, the only definite clinical signs 
are progressive lividity and polycyt lacuna. 

Occasionally one meets with polycytli.cmia in conditions in which, theoretically, it 
ought not to be present. For instance, in lymphatic Iculannia : in association witli an 
enlarged spleen and enlarged lymphatic glands there may be 200,000 leucocytes per c.mm. 
with a large preponderance of lymphocytes in the differential leucocyte count ; in most 
such cases the red cells are diminished, but sometimes, in association with what would 
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otherwise be typical lymphatic leukamia, the red cells may number 7.000.000 per c.mm. 
The precise nature of such cases is not known : they are unnamed, but clinically they are. 
as it were-, a combination of lymphatic Icuksemia and of splenomcgalic polyey tlaemia 
in the same individual. The prognosis is better than if they presented the characters of 
leukaemia only. Ha bat 1'ranh. 

POLYDIPSIA.— (See Tiiirst. Kxtrkmk, p. 87 1.) 

POLYURIA. The term polyuria signifies the passage of more than the average 
amount of urine per diem. It may be either (I) Transients or (IT) Continual. It is impor- 
tant not to mistake frequency of micturition for polyuria, for although the latter almost 
necessarily causes the former, there are many conditions that lead to frequency of micturi- 
tion without polyuria for example, tuberculous ulceration of the bladde r, enlargement of 
the prostate, or urethral stenosis, in all of which urine may be passed frequently, but in 
small quantities at a time. In case of doubt the total amount of urine passed in each 
period of twenty-four hours should be measured. The normal limits are very wide, the 
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nvtTiij'c being about 50 (Miners per diem, more being passed in cold weather than in warm, 
during rest than alter exercise, waking than sleeping, and alter drinking than alter taking 
little lluid by the month. The point at which polyuria begins is arbitrary ; if a patient 
passes 70 ounces or more per diem it is almost certain to attract attention, and therefore 
to merit the term polyuria. In decree, the polvuria due to causes in Group 1 seldom 
exceeds 100 (Minces a day : some of the causes in Group II, especially diabetes mellitus 
and diabetes insipidus, may cause polyuria to the extent of 200 ounces, or even 1500. 400, 
500. or more, per diem. 

In arriving at the different ial diagnosis of the cause in any (riven ease one of the first 
points to note is whether the polyuria is persistent, or whether, even if recurrent, it is 
transient. Any of the causes that usually give persistent polyuria may in some individuals 
produce the symptom intermittent ly. but upon the whole one may classify the causes of 
polyuria as follows : 

I. CAUSES OF TRANSIENT POLYURIA. 

1. After drinking abundance of water or other fluid. 

2. After drinking lluids containing diuret ie principles, such as alcohol (wine, malt liquors 

spirits) : caffeine (tea. cocoa, coffee) : citrates or tartrates (artificial lemonades). 

.*». As the result of nervousness, or of nervous attacks, such as : 

Medical examination lor life assurance After an epileptic attack 

Preparation for some physical or After migraine 

mental competition After an asthmatic attack 

llxstena. especially during recovery After an attack of angina pectoris 

from an acute outburst Periodic polyuria, apparently without cause. 

Neill ast henia 

t. Hydronephrosis, with periodic emptying of the renal sac. 

5. 'The cold stage of a malarial attack. 

(». In some eases of convalescence from a lehrile illness, such as enteriea. 

7. As the result of the clearing up of extreme (edema or serous effusions for 
instance, during recovery from acute nephritis: mitral stenosis, with heart 
failure : cirrhosis of the liver : and so on : especially if the fluid clears up 
quickly after giving diuretic remedies, such as blue pill, digitalis, calomel, 
copaiba resin, potassium salts, diundin. sodium-thcocin-aeetatc, uva ursi, 
broom tops, or dwarf elder. 

When tin' cause lies in Group I its nature is Generally obvious, though it is essential 
to examine the urine can fully for sugar. albumin, and renal tube-easts, for purposes of 
exclusion. Nevertheless, the diagnosis may be in doubt until the course ol tlu i symptom 
has been watched for a while. For instance, polyuria may seem to be due to profuse 
drinking. when really the kidneys are granular and contracted : or in a life insurance case, 
nervousness mav seem to be the cause, when then* has really been a bout ol drinking ; or, 
a u a i i > . the drinking mav be* secondary to the extreme thirst produced by diabetes insipidus. 

Excessive Drinking. When due to drinking water, tea, wine, spirits, or artificial 
lemonades, the polyuria ceases when tie drink in question is limited. 

Nervousness. The history and circumstances of the east*, together with the absence 
of signs of gross disease of heart or kidneys, will he the main factors in deciding whether 
the polyuria is caused by excitement, nervousness, hysteria, or neurasthenia. 

Epilepsy. The character of the convulsive seizures, their recurrence at intervals, 
and the influence of bromides upon them, will serve to diagnose epilepsy, tor polyuria in 
association with the latter nearly always follows immediately alter an attack ol grand mal. 
It may, however, be associated with petit mal, or even be the chief phenomenon in some 
eases of epilepsy. 

Migraine. The diagnosis of migraine depends on the history of the ease and the 
absence of optic neuritis and other evidence ol gross intracranial disease. 

Asthma. Asthma is sometimes easy to diagnose, sometimes very difficult : it may 
be mistaken for recurrent bronchitis, cardiac dysprura, renal dyspmea or unvmie ‘asthma . 
mediastinal new growth, thoracic aneurysm, thymic ‘asthma', laryngeal papilloma or 
libroma. foreign body in the air-passages, syphilitic stenosis of a bronchus, goitre, or 
hysteria. It so frequently develops into emphysema and bronchitis that one is apt to 
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forget that the essential symptom of asthma is dyspnira, and not cough. To diagnose a 
difficult ease it may be necessary to examine the chest with the X rays to exclude aneurysm 
and new growth : to examine the larynx and vocal cords : the heart, the retime, and the 
urine to exclude renal and cardiac mischief: and even then doubt may remain unless 
there is a clear and typical account of the nature of the earlier attacks in a patient who has 
had recurrences for years, and who is relieved by cocaine sprays to the nose, by ethereal 
tincture of lobelia, by inhalations of stramonium fumes, by injections of small doses of 
adrenalin, or by other anti-asthmatic remedies : Kosinocuiua (p. *271 ) is more likely to Ik* 
found during an attack of asthma than as the result of any of the other conditions that 
may simulate it. The polyuria occurs in by no means every ease : when it does so, it 
generally follows immediately after an attack, and this applies also in eases of nm>in<i 
pectoris , the diagnosis of which is not ditlicult when the acute attacks of p record in I pain 
radiate upwards and outwards to the left shoulder and down the left arm. and when there 
is evidence of an aortic lesion, or of atheroma and arteriosclerosis with high blood-pressure. 

Periodic Polyuria, apparently without cause, is a condition which is regarded by 
some as a clinical entity : the diagnosis must always be difficult to be sure of. however, 
and the more carefully a cause is looked for, the fewer will be the cases remaining in this 
category : it will be found that some are due to epilepsy, others to secret drinking, 
others to granular kidney, others to hydronephrosis, and so on. 

Hydronephrosis, with periodic emptying of the renal sac. is the chief cause of typi- 
cally periodic polyuria. The diagnosis is arrived at by having the urine measured care- 
fully each day, and by palpating the Joins bimanually for evidence of renal enlargement. 
When a kidney swelling can be detected, and when this increases in size at the same time 
that less urine is being passed, whilst it materially decreases on the days when the polyuria 
occurs, the diagnosis of hydronephrosis or pyonephrosis is clear: and the distinction 
between the two depends on whether there is or is not pyuria. The commonest causes 
for hydronephrosis arc* movable kidney and renal calculus; and the X rays often serve 
to distinguish the latter from the former. 

Fevers.- The polyuria that occurs during the cold stage of a malarial attack is 
replaced speedily by tin* opposite condition when the hot stage is reached : the diagnosis is 
afforded by the circumstances of the case, such as residence in a malarial district and pre- 
vious attacks of the malady ; by the discovery of malarial parasites in blood-films ; by 
the absence of leucocytosis, the relative increase in the large hyaline corpuscles in the 
differential leucocyte count, and by the beneficial effects of quinine upon the disease. 
Polyuria during convalescence from other fevers, such as enteriea or pneumonia, is not 
uncommon ; it is a phenomenon that may attract some attention at the time, but it seldom 
gives rise to difficulty in diagnosis. 

(Edema and Diuretics. The considerable polyuria that often results in renal or 
cardiac cases when <rdema is clearing up under treatment is noteworthy, but the diagnosis 
not, as a rnle. difficult. If the polyuria is due merely to the excretion of accumulated 
> i id it will cease when there is no longer any (edema : whilst if it is due to granular kidney, 
or other underlying malady, it will continue even after the (edema has gone. 

II. CAUSES OF CONTINUED POLYURIA. 

1 . I )iabetes mellitus 

2. Hed granular contracted kidneys 
*‘i. Arteriosclerosis 

t. Pale granular contracted kidneys 
a. Lardaeeous or amyloid kidneys 
(>. Cystic kidneys 

7. Diabetes insipidus : 

Due to no gross nervous lesion 

Due to tumour or injury of the medulla oblongata 

8. Incorrigible drinking of beer or spirits 
0. Phosphatic diabetes 

10. Azotic diabetes 
1 1 . Some cases of acromegaly 
12. Some cases of myxu dema 
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Diabetes Mellitus. A very irii[)ort;m1 st < * j > in the diagnosis is to examine* the urine* 
card ully . II sugar is present, a diagnosis ol‘ diabetes mellitus will be made, especially 
i( diaetdie acid and acetone are also present, and tbe specific gravitv is between 1().‘{5 and 
l(Ma. Some authorities distinguish in kind as well as in decree between what they 
term true diabetes mellitus on the one hand and alimentary glycosuria or renal glycosuria 
on the other, though others hold that these differ only in degree. It is chiefly in severe 
diabetes of young people that polyuria is marked, something between ]()<) and (>()() ounces 
o| urine being passed per diem. In elderly people with glycosuria t fie* polyuria is often 
slight : in these e*ases the specific gravity ne*e*ei not be above the normal, and diacctic acid 
and acetone are generally absent. II no sugar is present upon one* occasion it may be 
on another, so that several examinations may be required. 

Albuminuria. If albumin is present, and the polyuria cannot be* attributes] at once 
to anything so obvious as the* ele-aring up of (edema or the* administration of a diuretic, 
a careful microscopical examination of the* eentrifugali/.cd deposit for renal tube-easts 
should be made : if the latter are* absent, and if the* patient is a young adult male* who 
seems to be in good health, whose* heart and other organs present no abnormal physical 
signs, and whose polyuria troubles him chiefly at times of excitement, for instance when 
he is in for an examination, the* diagnosis is v e ry likely to he that of * functional' or 
•physiological' albuminuria, in which ease* repeated tests will show that the urine is often 
epiite free from albumin, especially the* first thing in the morning, and the* blood-pressure 
will not be raised. If. on the* other hand, more than an occasional renal tube-cast was 
found, and the albumin and polyuria were pe*rsistent, the diagnosis of red granular 
e*ontraete*d kidne y, arteriosclerosis, pale granular contracted kidne*v , lardaceous kidney. < >r 
cystic kidney would suggest itself. The* differential diagnosis between these* is discussed 
under Auu mim kia (p. 8, <*t M*<p). 

Diabetes Insipidus. If neither albumin nor sugar is found, even on repeated testing, 
and if t tie* polyuria is extreme* and persistent, whilst the* specific gravity of the urine is con- 
stantly low (1002 to 1000). a diagnosis of diabetes insipidus will suggest itself. Before 
this diagnosis is made finally, howe ver, precautions must be taken to eictcrmine that the 
patient's thirst and polyuria are not due to habits of drinking to excess : it may be diffi- 
cult to decide* this in e*ase*s in which alcoholic beverages are consumed : but when the 
patient is a w ate r-drinke r, and ye t cannot do with less than 8 or 10 pints a day, the drinking 
is probably a nece-ssity. and not a habit : and diabete s insipidus is the probable diagnosis. 
In eases of doubt, the difficulty can be* decided by restricting t lit* intake of lluiel and ele*tcr- 
mining the* specific gravity of the blood. This should he about 1050. and in a ease where 
polyuria is due* to drinking habits, restrict ie>n e>f lluiets will not alter it materially: in a 
case* of diabetes insipidus with restricted intake e>f fluid s however, the drain of the latter 
from the* blood still goes on. and the* specific gravity rise*s h> 1000, or 1005, unless the patient 
is allowed fluid by the- mouth again. 

There are* two e*lasse*s of diabetes insipidus, according as there is. or is not. a gross 
lesion of the* e»e*ntral nervous system. If the malady follows e>n a fractured base ejf the 
skull, or if the*re* are* vomiting, headache, eiptie neuritis. e>r e>ther symptoms e>f cerebral 
tumour, tlu*re* is probably a gross lesion of the* base e>f the brain in or near the medulla 
oblongata thrombosis, softening. ha*me>rrhage, small aneurysm, gumma, glioma e>r other 
neoplasm. In either e*ase*s. the* complaint arises afte*r a fright e>r shock. e>r eve*n without 
any apparent cause*, and the*re* se*ems to be no greiss le*sie>n te> aee*ount for it. A good many 
case's we*re me*t with during the* war, the result as a rule of sheer funk, but persisting 
alter the patients line] returned to civil life*. Presumably the cause in such cases lies 
in the* nervous system, but without e*hanges that are as yet recognizable even with 
the microscope. One remarkable feature of many such cases is the way in which the 
polyuria is checked by injections of pituitrin or of pituitary extract when mem* eirelinary 
re*meefie*s fail. 

Phosphatic and Azotic Diabetes. — A point that needs investigation in a ease suspected 
of be ing diabetes insipidus is the amount of solids excredeel daily in the urine. In eirdinary 
diabetes insipidus the* total soliels are* normal, the only increase being in the water. There 
are* rare* eases in which, in addition te> polyuria, there is a great increase in the tertal solids 
in the* urine also se>-e*alled baruria. Hare though these* eases arc, they have been divieleei 
inte> twe> type's, namely, those in which the inorganic salts are most increased phosphatic 



( ) ( » 


polyuria 


diabetes (p. <>»‘57) and those* in which tin* nitrogenous const ituents arc augmented mainly 
a/otic diabetes. The diagnosis here depends eliietly on (plant itat ive estimation of the 
various urinary substances. 

Acromegaly and Myxoedema.- It only remains to add that symptoms not unlike 
those of diabetes insipidus have sometimes arisen in ease's of acromegaly and in myxo- 
dema. There is probably a nervous factor in both eases, coupled in myxudema with 
dryness of the skin, and consequent deficiency in perspiration : whilst in acromegaly there 
is the tumour-like enlargement of the pituitary body which may cause' polyuria like any 
othe*r lesion near the medulla oblongata, 'flic diagnosis of acromegaly may be' confirmed 
by the' X rays, which will show the' gre*at (‘nlargeme'nt of the* bones of the hands, feet. and 
he'ad, or even pe rhaps of the* pituitary fossa itse lf ( Fill. •U(). p. I57h) : w hilst in inyxo'dema. 
it the general symptoms, the' pseudo-oedema of the legs, tlie acquired dullness of intellect, 
the increasing weight, and the' broadening e>f the features ( /w g. (iS, p. tin* fingers, and 
the hands, do ne)t at e>nce indicate* the nature* of the* complaint, the* beneficial effects of 
treatment by thyroid extract may serve' t e > clinch the diagnosis. /Icrhcrt French. 

POPLITEAL SWELLING. (Sec Swkm.iv;, l*on. it i: \i.. p. <s t 1 . ) 
PORPHYRINURIA. (Se *e* bitiNi:, A unohm \ i, ('omit vnov or. p. 

PRECORDIAL PAIN. (Se*e Pain in tiii: ( ui.sr. p. .ViO.j 
PRECORDIAL THRILLS. (Se*e* Tmuu.s. Par.e omn \i.. p. S7.Y) 

PRIAPISM signifies erection of the* penis, continual, of troublesome degree*, and not 
necessarily aeeompanie*d by sexual desire. Though generally spoken of in connection 
with the male sex, a precisely similar affection may occur in the female clitoris. The 
symptom is not often by itself of diagnostic importance: though it ma\ be due to a con- 
siderable number of dilTcreml cause's, most of these need little* more than enumeration. 
Three in particular merit special mention. howe\cr. 

The first is priapism in elderly men : in some' such eases there may be enlargement of 
tlu* prostate*, or local inflammation such as gouty urethritis, but in man\ the priapism 
seems to occur, without pathological cause, as a sort of final outburst of sexual energy 
before the* onset of senile* impotence. 

The- second special condition under which priapism may be extreme is after injury to 
the upper dorsal region of the* spinal cord. The damage ma\ be* so serious as to have pro- 
duced a fracture-dislocation of the spine* with paraplegia, in which ease the diagnosis will 
be obvious : short of this, however, there may have been only a minor degree* of injur\. 
with contusion and perhaps multiple small hamorrhages into the substance' of the* cord, in 
association with which priapism may in some* instances he* \er\ pmnounecd and last for 
" ecks be fore 1 recovery occurs. 

The* third is in connection with leuka-mia : apart from any obvious change in the* 
penis -cavernous lurmorrliagc or the like priaphm has been noted as a prominent svm- 
ptom both in splenomedullary and in lymphatic leukamia, <*ve*n be fore* the* either symptoms 
aid signs have led to the* diagnosis being made* by blood examinations. The cause* of the* 
priapism in leuka-mia is obscure, but the* diagnosis will be* suggested bv the concomitant 
big spleen and confirmed by the gre*at le*ue*oeylosis (pp. .‘»*J .’to). 

I-'eu* the rest, the causes of priapism may be- summarized briefly according to age 
periods, the* chief being : 

Priapism in infancy : — 

Phimosis Posthitis 

Oxaluria Calculus, urethral or vesical 

Worms, especially (Icyuris vcrmintlaris j ( ertain conditions e>f mental elefleieney 

Palanitis j Circumcision. 

Priapism at paberiy : 

Tlu* change's in the* genital organs associated with the* onset of puberty. 
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Priapism in ffoung adult life : 

Slcepinir on t hr back 

Nnn-empt i 1 1 L* ol‘ (hr bladder when full 
1 1 1-f i 1 1 i 1 1 «» ( rousers 
Sexual excitement 
( >oii< >rrh<r:i 

Epilrpsy 

After circumcision 
Mast urhat inn 

( onv a losoencc from an arnlr disease 
'IVIamis 
1 1\ (irophohia 
I .eukaunia 

Thrombosis of the pampiniform plexus 

Priapism in alder men : 

The male meiiopansc 
Local irritation as 
(baity urethritis 
I hrmorrhaire 
Lesions of the 


Fracture of the dorsal spine 

Transverse myelitis of the upper dorsal region 

Spinal mcuin<’itis 

Certain aphrodisiac drills: — 

Cant harides 
Turpentine 
Alcohol 
St rye! ii line 
(annabe indiea 
( amphor 
Phosphorus 
I )amiana. 


t he result of : - 

La i larked prostate I hemorrhoids j A loaded rectum 

into the middle lohe of the cerebellum 
pons varolii. 


Wry seldom indeed will priapism he the only symptom in the ease: the diagnosis 
will he made from the history and from the other symptoms. Herbert French . 


PROLAPSE OF THE UTERUS. As a matter of practical fact, the uterus only 
descends as a result of a much wider displacement of all the movable structures which go 
to make up the pelv ic floor. This is composed of a movable or pubic portion, and a fixed 
or sacral portion, and it is descent of the pubic portion which produces the actual lesion 
known as prolapse of the uterus. In other words, the uterus only descends because jt is a 
part of the pubic portion of the pelvic floor. The uterus, bladder, and anterior vaginal 
wall are normally kept in position chiefly by the connect ive-t issue sheaths which accom- 
pany the blood - vessels supplying them, and it is uijury and stretching of this connective 
tissue which allows of descent of the organs named. There is no doul.it, however, that 
injuries to the fixed portion of the pelvic floor, the perineal body, and leva tores uni muscles 
and their fascia- will contribute something to the facility with which the structures 
mentioned mav descend. In practice, therefore, prolapse of the uterus and descent of the' 
pelvic floor lead to the appearance of a swelling at the vaginal orifice. There are other 
swellings which come down the vagina and appear at the vulva, and from them, therefore, 
prolapse of the uterus has to be diagnosed. These swellings are : (1) Hypertrophic donga - 
tinn <>f the cervix uteri: (*J) .1 tumour protruding from the vagina: (d) Inversion of the 
uterus : ( I ) ( i/sfocclc and rcctncdc : (.**) F.rtrox erston of the bladder. 

1. Hypertrophy of the Cervix may be of the vaginal. the intermediate, or the supra- 
vaginal portion. 'The first is always congenital, and consists of elongation of the portio 
vairinal is. It mav protrude from tin* vaginal entrance, bill the vairinal torn ices will be 
found unaltered at their usual level, and t’ e sound will pass an increased distance propor- 
tionate to the lenirth of the portio. The os uteri forms the apex of the protrusion. The 
fundus remains at its usual level. In hype rtrophy of the intermediate portion the anterior 
fornix of the vagina is carried downwards with the cervix and may be obliterated, whilst 
the posterior fornix remains at its usual level, because the elongated portion lies between 
t he insertion levels of the anterior and posterior vaginal walls. The sound passes an 
increased distance, and the os uteri forms the apex of the protrusion. The fundus remains 
at its usual level. In hvperlrophy of the supravaginal portion both ibrnices are carried 
down with the cervix, and both may be obliterated. 'Flu* bladder is displaced down- 
wards. but the rectum docs not descend. The fundus uteri will be found on bimanual 
examination to be at its usual level, whilst in true prolapse the fundus uteri descends as 
a whole with the rest of the uterus. It is common for some prolapse of the uterus as a 
whole to accompany elongation of the cervix, and this can be appreciated only by a care- 
ful bimanual examination. 

2. A Tumour protruding into or from the vagina is most commonly a jibrompoma of 
the uterus. It may be a pedunculated growth either of the cervix, or protruding through 
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it, in either ease hanging free in the* vagina. It may ^row from the* cervix in the connec- 
tive tissue in front, between the uterus, bladder, and anterior vaginal wall ; or behind, 
between the uterus, rectum, and posterior vaginal wall : in either ease the vaginal wall 
is stretched over the growth. The uterus will he telt high up. \\ h<*n the pedunculated 
growth is protruding from the os the hard ring of the cervix is felt encircling the pedicle. 
In the case of sessile interstitial growths, the cervix is high up in front or behind the 
growth, as the case may be. and if the tumour is a large one, may be* out ot reach 
altogether. In any case there is no descent of the uterus, and it may even be higher than 
usual. The tumour may be a fibroid grtnving from the vaginal wall , a mucous polypus oi 
the cervix, a cyst of either vaginal wall, or a malignant growth. 

IJ. Inversion of the Uterus may be chronic, or may occur immediately after labour as 
an acute condition which could hardly be mistaken for anything else, except perhaps 
extrusion of a fibroid immediately after delivery. In the latter case the tumour protrudes 
through the cervix, whilst the whole uterus can be lelt above it bimanually, whereas in 
inversion the uterus turns inside-out, partially or completely, a cup-shaped depression is 
felt above instead of the rounded fundus, and a finger or the sound will only pass a short 
way by the side of the mass, or not at all if inversion is complete. Both conditions may be 
accompanied by hiemorrhage, but that with inversion may be exceedingly severe . .Acute 
inversion is always accompanied by great shock, whilst extrusion of a fibroid is not. 
Chronic inversion is more likely to be mistaken lor prolapse or a polypoid fibromvoma. 
It is distinguished from prolapse in that the uterus does not necessarily descend as a whole, 
the cervical ring is felt high up in its usual position, and the sound will only pass a short 
distance all round the protruding mass, according to the degree to which the uterus is 
inverted. A cup-shaped depression, instead of the rounded fundus, is felt in the vaginal 
vault by a hand on the abdominal wall. 

4. Cystocele and Rectocele more often accompany prolapse of the uterus, but may 
occur independently of it. They are essentially bulgings of the anterior or posterior vaginal 
w r alls towards or through the vaginal entrance, the bladder or rectum being attached, and 
following them of necessity. A sound passed into the bladder, or a linger in the rectum, 
will directly enter the bulging vaginal w r all, whilst the uterus will be felt bimanuallv above 
in its normal position. 

5. Extroversion of the Bladder can occur either through a congenital defect in its 

wall, or through an injury to its basal portion ; for instance*, in removing a growth from 
the vaginal w r all a gap may be left in the bladder through which extroversion mav oecui . 
The mucous membrane will be exposed in the vagina, and on it will be seen the two orifices 
of the ureters, with urine issuing by intermittent jets. I he uterus in such a case mav 
have its normal position. T- Stevens. 

PROPTOSIS. (Si *c Exophthalmos, p. 2K:t.) 

PRURITUS. Itching may occur without visible lesions of the skin, save those due 
to scratching, or may be associated with various cutaneous eruptions. It is to the former 
condition that the word •pruritus’ should be restricted. The diseases of which itching 
is a symptom may be either neuroses, such as hysteria, hypochondriasis, and other affec- 
tions of the nervous centres such as tabes dorsalis : or general nutritive disorders, such as 
diabetes mellitus, jaundice, and renal disease: or severe ana-mias as in leukamia and 
Ivmphadenoma. Seven* itching is also a constant symptom of mycosis fungoides ; or 
the irritation mav be set up by the attacks of lice, scabies, fleas, bugs, or other parasites, 
or by definite* skin lesions. Itching varies in character : it may Ik* interpreted by the 
patient as a tingling, or pricking, or as a formication a feeling as of insects crawling on 
the skin. It varies also in degree, from a mild sensation which is welcome to the patient 
frean the pleasure he finels in scratching, to an irritation so severe anel persistent as to 
endanger his life from sleeplessness, or his reason from the* nervous irritability which it sets 
up. The affections in which itching is slight are seborrhuca, erythema, psoriasis, parapsoriasis, 
pityriasis rosea, pityriasis rubra pilaris, and pemphigus ; it is more se*vere, in varying 
degrees, in eczema, prurigo, some cases of psoriasis, dermatitis herpetiformis, dermal it is 
gestationis, occupation dermatitis, lichen planus, lichcnizatiem, lichen urticatus, pityriasis 
rubra, mycosis fungoides, pityriasis rosea, eheiropoinpholyx, chilblain, prickly heat, tinea 
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marginata, urticaria, scabies, tlu* various kinds of pediculosis, flea-, mosquito-, and bug- 
bites, jellyfish and other stings. Even in the affections in which it is usually severe it 
varies much in degree in different eases. Itching seldom has any distinct diagnostic value, 
but in eases in which the cutaneous lesions may admit of more than on^ interpretation, its 
presence or absence may sulliee to turn the balance. Syphilides hardly ever itch. 

Pruritus proper may be general or local. Of general pruritus there are four varieties 
— pruritus universalis, pruritus hiemalis, pruritus senilis, and bath pruritus. The local 
varieties affect chiefly the anus, the vulva, and the scrotum, but the nares, the palms of 
the hands, and the soles of the feet may be the seat of the irritation. One of the most 
curious forms of pruritus is that which is associated with bathing. It affects most 
commonly the legs from the hips downwards : but the foiearms also may be involved, 
and it may have even wider range. It is an affection of adolescence and adult life, and 
it is more frequent in males than in females. 

If no lesions of the skin are present save those which can be accounted for, directly or 
indirectly, by the scratching, the diagnosis of pruritus is self-evident. Care must, how- 
ever, be taken to exclude all possible sources of parasitic irritation ; and it must always 
be remembered that lice and acari sometimes find harbourage in the most unexpected 
quarters. If the scratches are on the shoulders, or in the genital region, the presence of 
lice must be suspected : if on the wrists and between the fingers the burrows of the Acarus 
saihiri must be sought for. Some patients, without developing actual urticaria, suffer 
from severe itching after the ingestion of certain foods, notably strawberries, or crab. 
After serum injections pruritus may be extreme, especially about the ninth day, though 
urticaria generally accompanies it. Pruritus from the irritation of sugar (grocer's itch), 
or of Primula ohenuiett or Pints hu irodeudnnt (gardener’s itch), or of satin-wood sawdust 
(carpenter's itch), or of some kinds of soaps, or of the hairs of some caterpillars 
and moths, may or may not be associated with objective evidence of dermatitis. Only 
when careful investigation fails to reveal any local source of irritation should the case be 
diagnosed as one of pruritus pure* and simple. Ernest Dorr. 

PTOSIS is the term applied to drooping of the upper eyelid with inability to raise it 
to the full extent (Figs. 51 f> 520) : it must not be confused with the inequality of the 
palpebral apertures sometimes observed in people accustomed to screw up one eye. 
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It is usually caused by puraltfsis of the third nrrrt\ in which ease it may also be 
associated with paralysis of other ocular muscles, either external or internal (Fig. 517). 
Sometimes it is accompanied by palsy of other motor cranial nerves, the 7th for instance 
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( Fills. 5 18 and ;">!!>), in which case the multiple cranial nerve paralyses immediately sui^cst 
n sy }>lii lit it* cause, which may he verified in many eases by means of Wasscrmann's serum 
reaction. 
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occurs in /////« tslhrnia xnti'is ( /’/if. -!.*>. 

p. 

Ptosis of the lids, associated with 
much oedema and infiltration of the lids, 
is also found in all i njlunimntniff atTrr f mn:i 
of the conjunctiva, in <t nuio/ian ohc (tthtmi 
(Fi<>. M7, p. old), and is a ver\ const ant 
symptom in 1 ntchoma . 

Cowlrnitnf jrfusis is usually bilateral, 
and associated with smoothness ol the 
upper lids and absence of all the usual 
cutaneous folds. The levator palpehra* is 
absent or ill-developed, and efforts to 
open the eye are made by the occipito- 
frontalis muscle. Ilnb rf L. Faxon. 

PTYALISM denotes excessive secre- 
tion of saliva. It is not easy, however, 
to determine in every ease whether there 
is really excess, or whether the patient is 
merely allowing the normal saliva to 
dribble from the mouth. It is difficult to 
draw an absolute distinction, therefore, 
between dribbling of saliva and ptyalism, 
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though in practice the nature of the case may he obvious enough. One has but to con- 
sider t lie* various conditions under which trouble with the saliva may arise* to see; how in 
some* eases the* difficulty is solely one* e»f swallowing the* neirmal se*e*retion, as in bulbar 
paralysis and in babies ; how in others there is both exe*e*ss of se*e*retion anel elillieulty in 
swallowinir it, as in mercurial stomatitis; and how in others, again. there* is teiei much 
secretion but no elillieulty in swallowing it. as in functional or hystcrieral ptyaiorrh«*a. 
The* first ste p in arriving at the* diagnosis e>f the* e*ause* is te> impure* carefully as te> any 
medicine e » r drug the* patie nt may be* taking orally e>r applying externally, especially : — 

Mercury Iexliele* Arsenic , Chlorate of peitash 

Pilocarpine* Itroinide* Antimony Cant harieles 

.lahorandi Plmspliorus Acemite* Copper salts. 


Mercury is the* nmst important e>f these* : its oflcets are* worst whe n the* mouth is not 
ke pt scrupulously ele*an. particularly when there* is alsei nephritis, as is neit uncommon in 
severe* se*e*onelary syphilis. The* saliva is also apt te> have* peculiar e*ffe*e*ts when me*re*urv 
is being taken : thus, in repairing submarine* cable's it is customary to use* saliva in completing 
the proe*ess < * f covering in the* central cetrc, anel it has be*e*n fennel that if the* re*paire*r is taking 
mere*ury medicinally the* repaired part of the* enable spe*e*elilv becomes ele*fe*e*ti ve* again in a 
way which eloes ne>t e »e*e* ur when the* rcpaire*r is a healthy man taking no medicine. 

If the* salivation is not elue* tee any elrug it may be the* re*sult of one e»f the* many forms 
of ••cncml stomal i ( is : 


A plit lions 
1 >\ spept i<* 

S<-pt ie* 

Suppurat i ve* 
t leeroiis 
Malignant 


Variedems 
1 )ipht he*ritie* 

Sy phi I it ie 

rulMK Ilb nis 

I )ue* to p\orrliei*a a!ve*olaris 
ne*e*msis eif the* jaw 


Due* to angina Luelovici 
,, eane*nim oris 

pcrniciems amcniia 
iiiemopliilia 
.. sprue* 

se*urvy 

,, Yine*e*nt *s angina. 


The* exact nature* of a severe stomatitis will be* diagnosed by makiriLT a e*areful leieal 
e xamination, oe ular anel digital, assisted by the* history anel. if need be*, by bacteriological 
examination of swahhings from the* mouth, by WassermannN se rum re*aetie>n for syphilis, 
or b\ mie*rose*opie*al examination of a fragment of the* a fleet cel tissue s. Tuhereuleuis stoma- 
titis is one of the* rare r forms, but whe n it oe*e*urs it is severe : it may be primary, but more 
often is associated with obvious phthisis. 

If drills and gene ral stomatitis can be* excluded, leieal examination may still serve* te> 
eleteet a loe*al cause ae*t iiiLT by reflex irritation of the* fifth nerve* especially : - 


\ jagged carious tooth 
A mug'll I i 1 1 i 1 1 o 

A Mump left hencath a tooth-plate* 

A breikeii or ilMiltmg tooth-plate* 

A Ion ian boely, sue li as a fishbone*, impuctcel 
in the* gum 

NeuralL.ua of the* tilth nerve* 


A ranula 
A gumboil 
An t*pnlis 

A myeloid sarcoma of the* jaw 
A salivary calculus 

An e*se*har left by some* re*e*e*nt irritant e>r corro- 
sive* substance*. e»r injury. 


If e*a refid exuminat ion serves to exclude all these, the* salivation, apparent rather 
than real, may be* founel tei result from mcchanind difficulties in s:vullo:cin<f , the effect e>f 
sue*h h'siems as ; 


Mumps 

Acute* tonsillitis 
Quinsy 

F| >it he-lioma of the* tongue* 
Fpitheliemia e»f the* jaw 
Fpit hedieima of the* tonsil 
Kpithelioma of the* palate 
Fpit helioma e»f the* pharynx 
Sarcoma of the* te>nsil 
Fihrosare*oma of the* basisphenoid 
Ce*rv ie*al e*arie*s 
Retropharyngeal abscess 
(hiinma eif tlie tongue 


(iuiiinia of the* palate 
(iumma of the pharynx 
Primary e*hane*re* e>f the temguc 
Primary e*hanere* e > f the* temsil 
Actinomycosis eif the* tongue 
Actinomycosis e>f the jaw 
Fracture eif t lu* jaw 
1 )islocution of the jaw 

Fixation of the* jaw, as by osteo-arthritis of 
the* temporomaxillary joint 
Painful affect ions eif tilt* larynx, pharynx, 
or (esophagus. 
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In the absence of any obvious slmetural lesion locally, it may yet 
inability' to swallow, owinsj to paralysis ol some kind, is the *aus( 11 
vation, for instance in cases of: 


I k * clear 
apparent 


Bulbar paralysis 
Pseudo- bulbar paralysis 
Bilateral facial paralysis 


.My a si lirnia gravis 
Hypoglossal nerve paralysis 
1 )iplitberit ie paralysis 


Paralysis aintans 
I lydrophobia 
Botulism. 


that 
sa li- 


Tbe differential diagnosis of these conditions is discussed elsewhere, and ol them all it 
is only in bulbar and pseudo-bulbar paralysis that the dribbling of much saliva is a prom- 
inent symptom. The sequence of events summarized by the term labio-ydosso-pbarv neo- 
laryngeal paralysis is sullieiently eharaet eristic as a rule: pseudo-bulbar paralysis, beiim 
of cortical instead of medullary origin, has not the wasting of the ton-jne that is prominent 

in t lie latter. . 

The salivation that results from gastric or hepatic reflexes is almost physiological, 
though sometimes it reaches a pathological de^nr in certain eases ot : 

Dilatation of the stomach Aeule dyspepsia Biliousness 

(iastrie ulcer Acute gastritis Hepatic disorder 

Duodenal ulcer (iastrie carcinoma Pancreatitis. 


Mere slovenliness and lack of proper cerebral control are responsible for the slobbering 
and salivation of : 

Idiots Imbeciles Dements and ot her menial eases. 

Finally, a remarkable decree of salivation can sometimes l>e attributed to nothing but 
functional disorder - - pt/fa/orr/ara. It may occur in men as well as in women, generally in 
later life rather than at a time when hysteria is commonest. The condition is a sort ol 
salivarv neurosis, which may come on suddenly and without obvious cause, or as the result 
of some worry, shock, or mental emotion. It may possibly be a lunetionai affection id tbe 
fifth nerve analogous to the far more distressing tie douloureux. It is sometimes prominent 
unionist the neuroses that an* apt to accompany pregnancy. It can only he diagnosed 
when a careful examination has served to exclude any likelihood of organic disease, when 
the history is suggestive. and when the excessive salivation ceases after a time almost as 
suddenly as it began. In some male eases, not wit list and inn the diagnosis being * functional . 
a Inch blood-pressure will he found, with other signs of arteriosclerosis. surest inn that 
errors in the circulation involving the vasomotor and other brain centres are responsible 
for the symptom. Herbert /'rein It. 


PULSATING TUMOURS. (Sec Swi:i.i i\<.. I*i i nai H i:, p. K Mi.) 

PULSATION, UNDUE ABDOMINAL AORTIC. Kxcessixc |»uls:ition of the 
, luminal aorta may occur in cast's of aortic regurgitation. when all tlu* arteries thmugli- 
. i j t the body may pulsate with undue violence. Apart from aortic return it at ion, how- 
ever, it is nearly always an entirely functional disorder of the aorta. It occurs much 
more frequently in women than in men. the patients generally being unmarried or child- 
less, between 20 and 40 years of ace. They complain of pain in tlu* abdomen, especially 
in the epigastrium: a feeling of discomfort and distress: a sensation of pulsation and 
throbbing over the abdominal aorta : nausea, ret chine, sickness, and constipation : they 
art* usually thin, ana-mic, extremely nervous, often hysterical, and sometimes decidedly 
hypochondriacal. There may Ik* nothing else the matter with them at all, or they mas 
he suffering from some other complaint of which much nervousness is a feature exoph- 
thalmic goitre, for example. The condition is frequently associated with movable kidney 
and cntcroptosis, the diagnosis of tin* latter being confirmed by bismuth and X-ray 
examination, and the patient may he relieved by wearing a suitable abdominal support : 
the symptoms may suggest some organic disease, such as gastric ulcer, appendicitis, 
duodenal ulcer, gall-stout*, renal stone, or ovaritis, without any of these being present. 

On palpation of the abdomen the pulsation may he found to Ik* forcible ; hut the 
normal cylindrical outline of the aorta can generally he felt to lie quite free from any 
saccular bulging or fusiform dilatation ; there is no thrill over it ; on applying a stethoscope 
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lightly to the pulsating region no murmur will Ik* audible, but firmer pressure, suffi- 
cient to compress 1h«* aorta slightly, will bring out a systolic bruit. Tlx* heart, lungs, and 
urine are usually normal. The knee-jerks are apt to be much exaggerated, though the 
plantar rellexes remain flexor and there is no ankle-clonus. The chief importance of the 
condition clinically is that it is apt to be mistaken for an aneurysm of the abdominal aorta. 
Abdominal aneurysm is so extremely rare in women, however, that it should never be 
diagnosed unless the pulsation can be made out to be definitely expansile, or unless, in 
addition to pulsation, a definite swelling of the aorta can be felt. Herbert French . 


PULSE, IRREGULAR. No advance in clinical medicine is more striking than the 
change which has come* over our view of the arrhythmic pulse during the past twenty 
years. Formerly we felt that our duty was finished when we had recorded the main facts 
as to wlict her the force or the frequency varied, or both, and so forth. Now, however, 
it is possible to refer almost every type of irregularity to a definite cause, and thus to 
gain information of the utmost value for prognosis and treatment. To this end it is 
adv isable that each cast* should be investigated by means of graphic methods, or, at all 
events, so to familiarize oneself with those methods as to be able to conjure up a mental 
picture of the appropriate record whenever one is confronted by an arrhythmic pulse. 
'The two chief instruments available for the purpose are : (1) The polygraph : and (2) The 
elcctrui'mdinLtraph . Most practitioners, however, are obliged to learn what they can about 
their patient s heart without these means, and in what follows this has been borne in mind. 

1. The Polygraph, of which there are several good makes, consists of: (a) A clockwork 

machine drawing a band of paper at a uniform rate over a Hat surface : (b) Tambours for 
application to different parts of the body where there is superficial pulsation: (c) Levers 
connected by tubing with these tambours, carrying pens at their free ends which write 
on t I k* travelling paper: {(!) A time-marking lever, also driven by clockwork, usually 
marking five times per second. As a general rule one of the tambours is applied to the 
radial artery, the other to the in- 
ternal jugular vein at the root of t lie # * rrnnnnr T v * ' ’ ' ’ " ' w% A 

neck. The result ( F/g. .V21 ) is a w ^ 

synchronous record of (i) time, (ii) * , e ^ ; e. ji\ \ ^ * j 

the movements of the radial artery, [_/^ J v J * yv B 

(iii) the movements of the jugular 

vein. In the records from this last. - - ----- - — _ - . - — ~ — - C 

each cardiac eveh* exhibits three .Vjl. -Normal poly-r im. a. Aurieul.ir systole ; r, \'cn. 

• tncular ‘-•vslolr. A, I unc marker m ' B. <1 uvular vein recora ; 

principal waves. My comparison with c. K.iiiai j-uhr nvoei. 
the radial trace the identity of t he* 

vent rieulo-systolie wave (r) is established. The wave immediately preceding this is the 
aurieulo systolic (ft), and the interval between its origin and that of the vent rieulo-systolie, 
normallv about 0*2 second, is spoken of as the 'a c interval*. It constitutes an index of 
aurieulo-v cut rieular conductivity. The third, or r wave, arises at tlx* end of ventricular 
systole. The chief value of the method lies in the accuracy with which it enables us to 
study the time relations of auricular and .-cut rieular systole. 

2. The Electrocardiograph. 'Flu* action of the electrocardiograph depends on the 
fact that muscle undergoing excitation is an electrical battery, the currents in which can 
be* appreciated and their movements re*e*orde*d by a sulliciently delicate galvanometer. 
The contracting heart gene*rate*s currents which are* led oil* to an e*\tre*me*ly seaisitivc 
galv anometer, and the pilot ograpliie* re*cords made from this can be* interprc*te*d in terms 
of cardiac movement (Fig. .*>22). 


h<i. 

triculur -ysiole 
C. I:. dial puhi 


H(ilyL T r:iin. 

• marker m 




cl n»i-;ird Murrain, p. SI iinulat ion .uni conf met ion of ihc auricles; QRST, Stimulation and 
commotion <»t tin- ventricles. 



IH LSK, 1RREGILAK 


(H>4 

TIutc is one form of pulse irrcgularit y, the ‘pulsus paradoxus . or disappearance of 
the arterial pulse during inspiration, which is due solely to extracardiac causes. A ccitain 
significance attaches to it. since it is occasionally observed in eases of pericardial ellusion 
or adhesion ; but it may also be due to compression of the subclavian artery between the 
first rib and the clavicle during inspiration. In such a ease a jet -like systolic bruit is 
heard over the subclavian area, during inspiration, or on abduction of the arm to a right 
angle or more from the body. 

Hut. for the most part, the significance of irregularities of the pulse' lies in the 
information that they afford as to perversions of the myocardial functions. It is neeessais. 
therefore, to know the normal course* of those* functions. The* heart general cs its own 
stimuli : these normally arise at the simi-auricular node*, a red ic* e>f the- primiti\e* cardiac* 
tube lying; at the* junction e>l‘ the* sinus venosus with the* right auricle : the nce the\ pass 
through the* auricular walls anel are* conducted along; the an riculo-v t *t 1 1 rieular bundle- of Ilis, 
a narrow* strip of muscle- also a re-lie* of the* primitive cardiac tube- into the* ventricular 
walls, one branch from the* ste-m ed’ the* main bundle* running; to e-ae-h ventricle ; e*ae*h 
portion of the cardiac muse-le* contracts as this stimulus provokes it to do so. the- result 
being; a eo-orelinatcd and economical movement of the whole heart. 

Pulse irregularities may be caused by : (1) I (trial inns in the rate oj stimulus production 
at the normal point of origin, the sina-auriealar node; (2) Interjcrcnec with the spread of 
the stimulus through the walls of the heart ; (.*1) Dislocation oj the site of stimulus production 
(premature heats or (Wtrasifstolcs, jHmu'ijsmal tachifcardia , idioventricular r/a/thm) : ( I) Abnor- 
malities in the contract ion consc(/ucnt on normal stimulation (alternating pn/sr). 

1. Variations in the Rate of Stimulus Production of the Sinu-auricular Node. Sinus 
irregularity is specially common in chilelrcn and ne*r\e»us subjects, in cniiv ■ale*se , e*nee* and 
acute illness, anel in the* presence of increased intracranial pressure-. It is a normal 
phenomenon in childhood. A certain amount of variation in pulse-speed is perceptible 
in most persons in connection with breathing. inspiration slowing; and e xpiration ejuie ke-n- 
ing; the* pulse : and also under the- influence of e-motion. To this last fact are- to be 
aseribe-d most oft he- eases of * disorele*re*d action of the* heart se*e*n during; and sine*e the war. 
In most persons, variations of this kind are- in the* direction of irritability' of the- heart, 
i.e.. the accelerator mechanism is unduly e xcitable-, but in a few the pulse is re tarded with 
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mine e*ase. The* difference in length between two se-epic-nt. beats is newer grcal. and 
siiilicient !y prolonged observation is nearly always rewarded by tli<- discovery of a 
‘dominant rhythm' i.e-.. a normal rhythm from which the pulse* departs from time to 
time-. This type* of irregularity is singularly apt to he- exaggerated by excitement . and 
by bidding; the- patient swallow or* hold his breath. As it doe-s not de pe nd on intiae areliae* 
causes, physical examination of the* heart detects no sign of disease. It is generally 
possible to distinguish it from other forms of irregularity without instrumental he lp ; but 
sometimes it is el ill ic*n It to be* quite sure* that the- arrhythmia is of this type, and if a 
tracing; be taken (Fig. 52,‘t). it shows that auricular and ventricular systole are* following; 
each other in normal sequence. 

2. Interference with the Spread of the Stimulus through the Cardiac Walls causes 
several kinels of arrhythmia. 

a. There is a rare* form in which the spread of the stimulus from the simi-auricular 
male to the auricular muscle is inhibited by influences the* nature* of which is unknown 
except that it occasionally oe*c*urs under treatment- by digitalis. The* chief clinical feature* 
of this arrhythmia is an irregular dropping of beats. This awakens a suspicion of aurieulo- 
ventrieular block ( see below), anel it is only by means of graphic records that this suspic ion 
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is dispelled. These (Ft if. 5*21) prove tluit the* heats that are dropped are heats of auriele 
as well as ventricle: the stimulus lias heeu stopped, not he*twe*e*n auricle and ve*ntriclc 
as in the traditional heart -block, hut Indore ever the auriele was readied. 'That, at all 
events, is the hypothesis at present accepted by way of explanat ion of these eases in which 
heats of the whole heart, auriele as well as ventricle, drop out. and it is on this hypothesis 
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that the term * s* iuu-auricular bind,' has heen generally accepted. 'The* recognition of 

this form of arrhythmia is important only as a means of dist i aguish ini' between it and 

the much more serious aurieulo-v -cut rieular block. 

b. 'then 1 are two types of arrhythmia that arise from disturbance of the spread of 
the stimulus through the auricular walls. Ordinarily this should diffuse evenly throughout 
the musculature of the two auricles: from which it is gathered together into tilt* upper 
end of the aurieulo-vent rieular bundle prior to its journey through this latter. Hut in 
uuricuhir flutter this orderly sequence is replaced, either continuously or in paroxysms, 
by one in which the auricle is stimulated at a L r reat rate round about .‘100 times per 
minute responding to each stimulus, and therefore bcutinir. regularly or nearly so. at a 
corresponding speed. I siially half these heats are blocked at the aurieulo-ventrieular 
junction, the result hein^ a regular pulse of 1 .">0 per minute : occasionally only a quarter 
of the heats reach the ventricle, the- result hemiz a regular pulse of 75 per minute. 
Hart ieularlv in this latter ease, but also in the former, it i- impossible to he sure* of the 
presence of auricular flutter without graphic records, preferably an electrocardiogram 
( Fii*. 5*J5). 

A more se rious decree of interference* with the t ransaurieular passage of the stimulus, 
and one which is practically always associated with serious auricular disease, is that 
known as auricular fibrillation . The resulting irregularity is the* ‘total* arrhythmia which 
is so characteristic of breakdown of the auricles. This is essentially a terminal phase of 
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the chronic organic disc*ases, especially of mitral stenosis and cardiosclerosis: it may he 
prolonged for years, but nevertheless it marks a certain ‘last state* * of the auricular 

musculature*. The features which characterize it are of two kinds : those which mark 
the* disappearance of auricular systole, and the* evidences of absolute* irregularity of the* 
pulse*. To the* observer usine ordinary methods e>f examination without apparatus this 
lattcT is the more obvious and striking side* of the* picture. If the* pulse is counted lor one 
e>r two minutes it will he* found that there* is ne> ‘dominant* rhythm ; anarchy is complete. 
The* pulse is usually hasty over 100 per minute hut ne>t always. The heart's action 
is similarly irregular, and on comparing it with the* arterial pulse a certain number ed* 
beats t oe> feeble* to reach the wrist will he eiiscovereel. Cessation ed effective auricular 
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systole is manifested in two ways if the ease be one of mitral stenosis : by disappearance 
of the presystolie thrill and bruit (the diastolic vibration, however, persisting), and by 
disappearance of the auriculo-systolic wave from the jugular tracing. Of course, if the 
ease is not one ol mitral disease, there are no presystolie vibrations to disappear, llow- 
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ever, the absolute disorder of the pulse, coupled with evidences of organic disease of the 
heart, and a gravely embarrassed eireidation, combine to form a picture so characteristic 
that there is little fear of a mistake. Nevertheless, there are eases of sinus irregularity 
so profound that without a polygraph tracing it is difficult to exclude auricular fibrillation ; 
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tlu* same may be said of some lew eases of multiple ext rasvstolic irregularity. The 
salient features of this kind of arrhythmia are clearly seen in Fins. 526 and 527. In the 
latter are seen evidences of fibrillary movement of the auricles which has .riven a name to 
this syndrome. 
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Heart -block is of various grades. The mildest type is that in which the interval 
elapsing between the start of auricular systole and that of ventricular systole is prolonged 
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(Fio s . 528 and 529) ; this, of course, can only be detected by graphic records of the arterial 
and venous pulses or elect roeard ingrains. The next grade, in which some of the descending 
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impulses ure completely ‘blocked’ in t heir passage from auricle to ventricle, reveals itself in 
ordinary observation of the* pulse as a dropping of beats ; a gap, equivalent in length to 
two whole pulse-beats, separates one beat from that which preceded it. Here the auricle 
lias contracted in the ordinary way, but since the* stimulus which provoked that eontrac- 
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tion has not passed into the ventricle, the latter has failed to contract, (see Figs. 528 and 
r»2h)- 'This proves that there is some disease or disorder of the conducting apparatus. 
In higher grades of block, every third, or every other stimulus, or even two out of three, 
or three out of four, may fail to pass over from auricle to ventricle ( Figs. 530 and 531) ; 
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SO that the auricle mav be beating 72 to the minute while the pulse counted at the wrist 
comes to IN. 30. 2 1, or IN only. In the highest grade of all the auricle is completely 
dissociated from the vent rich*, which assumes a rhythm of its own. usually at 30 to U) 
per minute ; thus the auricle is beating regularly at one rate, and the ventricle at anothe r 
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(juite independent 1 v of that of the auricle (Fit*. 532). This ventricular rhythm is often 
called ‘idioventricular rhythm". 

To make sure that a dropped beat, or a slow regular pulse, is due to heart-block, it 
is necessary to prove that the auricle has contracted while the ventricle failed to follow 
suit. The only naans of such proof, apart from the use of the polygraph or the electro- 
cardiograph. is furnished hv observation ot the venous pulse in the neck. 11 this can be 
seen to continue regularly ", during the radial pauses, as well as immediately before the radial 
beats, then it is sale to assume that the condition is one of heart -block. It must be 
confessed, however, that this is very often difficult, and sometimes impossible, and that 
the observer is on much firmer ground if he obtains solid proof of his suspicion in the 
form of a graphic record. This will show that in the intervals when the pulse failed at 
the wrist, the wave which represents auricular systole made its appearance at the proper 
moment in the jugular curve (see /’7g. 528). It is particularly desirable to obtain graphic 
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evidence wli(‘n it is a matter of accounting lor occasional failures of flu* radial heat ; for, 
as will he shown helow, this grade of block may he simulated by c\t rasyst oles too feeble 
to reach the wrist (see Fig. 5.*W), and also in extreme exhaustion of contractility. 

In the higher grades of block the patient often suffers from severe syncopal and 
epileptiform attacks, the coincidence of which with heart -block constitutes the Stokes- 
Adains syndrome. On these attacks the pulse usually becomes slower than ever. It is 
not quite safe, however, to conclude from the coincidence of such attacks with slow pulse 
that a lesion of conductivity is present : a similar syndrome may arise as a consequence 
of sinu-aurieular block (sec* p. (»(>.’>). The distinction between this condition and that of 
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heart-block is important, for the latter signifies organic disease of the lieart. while the 
former does not : and their distinction cannot be safely founded except on the evidence 
of graphic records. 

If the existence of heart-block be definitely proved, it points practically always to 
the existence of organic disease implicatin'! the bundle which connects auricle with 
ventricle. Heart-block may arise in connection with acute infections such as diphtheria, 
rheumatism, influenza, pneumonia, or ulcerative endocarditis: or as part of chronic 
disease such as gumma. neoplasm, or cardiosclerosis. In any given case the cause of the 
block can only be determined by a general consideration of all its features. 

;k Dislocation of the Site of Stimulus Production. 

a. Turnin': to those forms of irregularity which arc due to ectopic generation of 
stimuli, one finds that the simplest type, the r.rtmst/s/n/r , is verv common. It is associated 
with nervous states and with senile cardiac sclerosis, and even in the latter association is 
of no great import, since it occurs as often in the mild as in the severe grades of degenera- 
tion. Yet it is often productive of uncomfortable sensations which distress and alarm 
the patient ; it is therefore necessary to recognize its nature in order that a reassuring 
statement may be made*. The ext rasystole is * a premature contraction of auricle or 
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ventricle in response to a stimulus from some abnormal part of the heart, where otherwise 
the fundamental rhythm of the heart is maintained" (Mackenzie). These premature 
beats may arise either in the auricular or in the ventricular wall, or (much more rarely) 
in the junctional tissues. Their precise mode of origin is unknown. 

The patient sometimes complains of feel in*: as if his heart had stopped, and then "one 
on again with a jerk ; or it may be that the jerk alone is felt. The observer, with his finder 
on the radial pulse, feels a small beat occur before its time, i.e., at a shorter interval after 
the precedin': beat than the usual pause between beats. The beat which follows this 
premature one is generally more forcible than normal : in some eases it follows after a 
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eompensatorv pause, i.e.. a pause of such length that it makes up lor the brevity of the 
premature heat, 1 1 1 < * two t i^ether heiu^ ctpial in duration to two normal beats (Fig. odd ). 



It is the small premature* heat which signifies the oeeurrenee of an ext rasystolc (Fills. 
odd o‘ »? ) . ( onlirmatory e\ idcncc of its nature* may often be found in the heart-sounds : 



simult aneousk with the small premature bent at tin* wrist, a premature feeble pair of 
heart-sounds (or in some* eases tin* lirst sound onl\ ) is heard. 

It miidit be argued that if the e\t rasystolc can be thus detected by ordinary methods 
of examinat ion. and that il it has little positive sinnilicatiee in assisting to a full diagnosis 
4»l the ease, it is needless to apply uraphie methods to its elucidation: it » s certainly 
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true that it is of all forms of irregularity the one in which tracing is least essential, but 
there are one or two considerations which may make* a tracing advisable and even 
necessary : (i) The premature contraction may be so small that its beat is not felt at the 
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wrist : a dropped beat may be thus simulated, especially where the extrasystole is followed 
bv a compensatory pause : in such cases heart-block may be wrongly diagnosed unless 
clearer information be sought in a tracing : this will show the fault to be due to a feeble 
premature beat, and not to a blocked auricular impulse (see Fill. add), (li) Extrasystoles 
may occur in complexes, e.g., at every second or third beat. In the former ease an 
alternation will result : a full beat is followed at a short interval by a small beat, and this 
after a long interval by a full beat, and so on (pulsus bigeminus, Figs, ad t, ad?). The true 
nature of such an arrhythmia is much easier to appreciate when it is set'll mapped out in 
a tracing, (iii) A pol\ graphic or electrocardiographic record (Figs, ado, adh) enables the 
observer to discover whether the premature beat arose in the auricle, in the vent rich', or 
in the junctional tissues. In the first cast' the curve shows an auricular wave preceding 
the premature arterial beat at the proper interval; in the second ease there is no such 
auricular wave : while in the third case auricle and ventricle contract simultaneously, 
and the result is an abnormally large wave in the jugular curve. A knowledge of the 
source of extrasystoles may occasionally be of material value; for instance, in mitral 
stenosis the final breakdown of the auricle is sometimes heralded by a series of extra- 
systoles of auricular origin. It is true that as a rule auricular extrasystoles are not followed 
by a compensatory pause, while those of ventricular origin arc : but it is not always easy 
to appreciate this distinction apart from a tracing, and, moreover, it does not invariably 
hold good. 

b. In paroxysmal tachycardia. as the term is used nowadays, the* patient sutlers from 
attacks of fast but regular cardiac action. The duration of these may vary from seconds 
to days; what is characteristic is the abrupt transition from the normal to the rapid 
rhythm and back again, at the onset and offset of the attack. The patient is conscious 
of discomfort, and indeed there is good cause if the speed is above a certain pitch : for 
in such a case the auricle gets no time for emptying itself, and becomes ovcr-distcndcd. 
pulmonary stagnation with cyanosis and venous engorgement resulting. Tachveardial 
paroxysms may appear on a background of organic disease, cardiosclerosis and mitral 
stenosis in particular : or the patient's heart may be normal. This form of irregularity 
has especially to be distinguished from the total arrhythmia of auricular fibrillation, which 
may manifest itself in paroxysms, particularly in its earlier stages. In true paroxysmal 
tachycardia the pulse is regular, whereas in the other it is quite irregular. 

The quick pulse of auricular flutter is also very like that of paroxysmal tachycardia, 
but its duration is longer, and its speed seldom exceeds 180, while that of paroxysmal 
tachycardia often does. 

By means of a polygraph tracing it is possible to discover the source of the rapid 
rhythm, whether it is auricular or ventricular, in many eases. In others, an electro- 
cardiogram is necessary (Fig. 508), or, at all events, worth while whenever it is possible. 
Usually the abnormal rhythm is then seen to arise in the auricle. Barely, however, it is 
entricular in origin, and the prognosis is much worse in such cases. 
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c. The idioventricular rhythm has already been described under heart -block. It is 
a slow, regular rhythm which arises in or below' the auriculo- ventricular junctional 
tissues when these latter have been so injured higher up that they no longer transmit 
stimuli from auricle to ventricle. Its rate is not affected by exercise or excitement. 
There is an absolute lack of harmony between the jugular and the radial pulses ; each 
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heats regularly at its own speed. Often it is possible to detect this disharmony without 
graphic records, hut a polygram se*ts the observation on a more secure basis ; and an 
electrocardiogram traces the matter to its foundation by showing auricular heats at one 
speed per minute and ventricular heats at a quite different one (see Fig. .722) . 

1. The Stimuli are Regular, but the Response to them varies in Amplitude. The 
term ‘pulsus alternans' is reserved for eases in which heats, equal in length, alternate in 
force* ; that is. for an alternation of a large' heat with a small heat, hut not of a long heat 
with a short heat. This phenomenon is an expression of exhaustion of the contractile 
powe r of the ventricle*, and it is therefore of serious import. In sonic instances it can he* 
detected clearly with the* linge r on the* pulse ; a full wave* is followed by a small wave, 
anel this again by a full wave, and se> on. eae*h heat being of equal eluration. Often, 
however, the difference in the* amplitude of the* waves is minute*, and in such circumstances 
l lie sphygmomanometer is a more* delicate index than a graphic record. What it shows 
is that the* svstolie or maximal pressures alternate. For example, the* ‘odd' pulse* waves 
reach a pressure* of 1 .70 mm. Ilg as the ir maximum, while the* ‘even* ernes attain a height 
of 1 tf> mm. only. Careful use* of the sphygmomanometer will prove this, lor if the 
pressure* within the* armlet he* at Its mm., it will just suppress the weaker heats, while 
still allowing the* stronger he*ats to pass through. What actually happens is that if the 
armlet he* e » \ cr-inflatcd and then slowly deflated. the* sounds heard over the* bend of the 
elbow will pass through a brie f phase* in which only half of them are* heard, the* othe r halt 
bee*oming audible* soon afte r as the* pressure* in the* armlet falls. W hen these first become* 
auelihle* the* alte rnation let ween the m and the* stre»nge*r heats is for a moment epiite* obvious, 
till further lowering of the* armlet pressure* abolishes the distinction. Other signs of 
ventricular failure* are* usually prese*nt. Sometime s, however, alt ernat ion may he pre*se*nt 
only whe*n the* he art is hurrieel, or in paroxysmal tachycardia, or after premature* he*ats 
(see* Fig. addy 'the* late r progress of the* ease* may or may not he such as to re*nele*r this 
alternation e*ontinuous and permanent. In connection with this form of irregularity it is 
important to note* that the* smaller heat may sometimes he so feeble* as to fail to reach 
the* wrist ; consequent ly the* pulse* appears to drop a heat. 

SUMMARY OF VARIATIONS IN RHYTHM OF PULSE. 

I. The radial pulse map he wholly regular , but abnormally slow or abnormally quick. 

A. Regular Slow Pulse may be clue to: 

1. Extracardiae causes (convalescence from acute* illness, sinus irregularity, raised 
intracranial pressure*, jaundice). In such, the* whole heart is sle>we*el, auricle* anel ventricle 
alike*, and there* are* no signs e>f cardiac* disease*. 

2. Intraeanliae e*ause*s. (a) Alternating extrasystoles may cause an apparent regular 
slowing of the* pulse: if each ‘normal' heat is followed by a premature one too small 
to he* felt at the* wrist, the* radial pulse will appear slow. The real interpretation may he 
discovered! bv a graphic re*e*e>rel (Fig. allt), anel by comparing the heart-sounds with the 
pulse* at the* wrist : by the*se* means the* occurrence of a small premature heat after every 
normal he at will he* observed. (b) Hear! block, e ithe r partial e>r e*omple*te*. will render the 
radial pulse* slenv. If the* block he* partial hut regularly recurrent. the* pulse* at the wrist 
will he* re gular anel slenv ; c.g., if the* auricle is heating at 72 per minute, anel every other 
stimulus is Idea-keel in its passage from auricle te> ventriede, a regular pulse e>f 3(i per 
minute* will he* the* result (Fig. a.IO) : while if twee out of every three* stimuli are* blocked, 
the* pulse* will heat regularly at 2t time s per minute*. If the* block he complete (big- ad2), 
auricle* and ventricle will caedi have* its own regular rhythm : that e>f the ventricle is usually 
at the* rate* of ,10 te» 10 per minute*, and this will accordingly he the rate of the* pulse*. 
'Hie* eHcunvncc c » 1* epile*pt ife>rm anel syneeipal attacks is te> a large* e*xte*nt ce)nfirmate)ry e>l 
the* eliagne>sis of hc*art -hle»ck : hut as mild attacks e)f this kinel may occur in sinu-aurieular 
1 »le x*k (see p. 0(>,7), this cannot he* aceepte*el as pre>vcd unle*ss it has been elemonstrated that 
whe*n the* auricle* contracts, the* \'c*ntric*Ic* somc*tiinc*s or always fails te> lollovv suit. I his 
e*viele*ncc is provided (i) bv naked-eye ohservatiem of the jugular, i.c., auricular movement, 
(ii) by auscultation defecting auricular sounds during the* ve*ntricular pauses, (iii) by 
pedvgraph rec*orels, which ne»t oidy afford eonelusive evidence. hut alse) facilitate* the study 
of the degree of block present, (iv) by electrocardiograms. 
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II. — Regular Rapid Pulse (and see T ve-uve vkdia, p. 850) may be* dm* to : 

I. Extracardiac causes (tuberculosis and other infections, excitement, (Jravcs' disease, 
etc.). Here the -whole lie*art is persistently hurried, and the cause is usually manifest ; 
moreover, change to or from a slower rate is gradual and not abrupt. 

‘2. ] ntraeardiae causes. The only important intracurdiae conditions giving rise to a 
quick hut regular pulse are: (a) That form of ectopic stimulus production which manifests 
itself in paroxysmal tachycardia : here there may or may not he other signs of cardiac 
disease ; the tachycardia is temporary, its onset and cessation being abrupt ; and 
(b) Auricular flatter, which causes a regular tachycardia at about 150 to 1 SO per minute, 
occurring in long periods rather than short paroxysms. 

in a differential study of these kinds of tachycardia graphic records are of the 
greatest help, and indeed most eases of auricular flutter would escape recognition unless 
submitted to electrocardiographic scrutiny. 

II. The radial pulse may shoic a fundamental regularity , occasiomdly i uteri ujdcd by 
premature beats , intermissions , or periods of irregularity. 

A. Premature Beats (extrasystoles) may be single or multiple; they may occur at 
regular or irregular inte rvals ; the pause following them may or may not he compensatory ; 
the beat next following the pause is often increased in magnitude. The premature heat 
is a small beat, accompanied by heart-sounds feebler than those* e*oine*iding with the* 
normal beat : the elect roe*ardiographic appe*a ranees are- charae*te*ristic (Eigs. 5d 1 507 ). 

II. Intermission of a ln*at or heats may he* due te> one- of thre e- e*auses : a pre mature 
extrasystolie beat te><> feeble* to reach the- wrist: a blocked auricular stimulus: or a 
comparative failure* in the- contractility of the* ve nt rie*l<*. 

1. If the intermission is due to a feeble- cxtrasystolc. the imperfect heart -sounds 
which accompany the premature he*at will he- audible-. A sphygmographic tracing will 
sometimes bring to light a wave* too feeble to be* pe*re*e*iv e el by the- finge-r. The* pause- <lue* 
to the* intermission is shorter than the* duration e>f two complete beats, if the- gap is due* 
te) an unpe*re*e*ive*d extrasystole* which is not followed by a eompensatory pause*. 

*2. If due to a blocked auricular impulse, thi^ can only be proved by demonstrating 
the oe'currenec of auricular systole* without a corresponding ventricular systole following at 
the usual interval: and it is scarcely' possible* to elo this without a polygraph reeord of 
jugular and radial pulses, or an elect roe*areliogram. The* auricular systole may be audible-, 
and its effect visible- in the* jugular vein : but in both eases timing by e lmieal observation 
alone is a difficult matter. 

d. If it is due* to a normally-timed ve ntricular systole* too fee ble to send a wave* to 
the wrist, othe*r evidences e>f failing e*emtraetile power, among them the alternating pulse, 
are* sure to be* de*te-e*te‘d : indeed, this type* of intermission is in reality an e xagge ration 
e )f the alte rnating pulse, without which it will not oe*e*ur. 

f. Short Periods of Irregularity <lue- to a sinus disturbance' are- very e*ommon, 
pieially in children anel nervous subjects. 'The diagnostie* feature's are* absence ot 
physical signs of cardiac elise*ase*. marked variation in rhythm with respiration and 
swallowing, and implication of the whole heart auricle* as well as ventricle- in the* 
irre*gularity . This latter fact is e>f course* only eliseerne-d by means e>f graphie* re-corels : 
but the diagnosis can usually be* made without recourse* to these-. 

Longer periods e>f total arrhythmia (se*e* be low, IV, .!) sometimes interrupt, a normal 
rhy thm. These* may occur in persons with no signs of organic hear! disease, whereas 
continuous total arrhy thmia is alway s a sign e »f serious structural change. 

A. The Pulsus Bisferiens 

is a single* be*at with a double* 
summit (Eig. 500). This can be* 
re*cogni/.e*d easily* by the fact, 
that Mu* two summits are* ve ry 
close* together, anel that one- 
cycle* only e>f hc*art-sounds e*o r- 
responds to e*ach jiair. 


III. The radial jtulst is arranged in pairs of brats. 
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II. Alternating Extrasystoles cause the pulse In he paired (pulsus higcminus) : each 
pair consist s nl‘ a lull heal, followed after an abnormally short pause by a small heat. 
Kadi beat, whether normal or abortive, is accompanied by a cycle of heart-sounds; 
though the second sound may fail if the accompanying premature extrasystolie heat is 
too feeble to open the aortic valves. A poly graphic or elect rographic record (Fig. 5.‘>1) 
will help to make the nature of this irregularity clear. 

('. The Pulsus Alternans is associated with other evidences of inadequate contractile 
power. Each heat consists of a full heat and a small heat, and each heat is equidistant 
in time from that preceding and that following (see Fig. odd). A similar alternation in 
cardiac force may he detected in the heart -sounds. In many eases the alternation can 
onl\ he reeooni/.ed with certainty by means of a sphygmomanometer (sec p. b? I ). 

I). Blocking of Every Third Auricular Stimulus results in the ventricular contrac- 
tions being arranged in pairs. Each heat is of eepial force, and the inter\'al separating 
each pair from that following it is equivalent to the duration of two normal pulse waves. 

Heats may fall regularly in groups of three or four if every fourth or fifth heat is 
either- an extrasystole, or missing by reason of aurieulo- vent ricular block. 

I V. The pulse is totalh / irregular, tut J undamndul rhtjlhm being discoverable. 

A. True Total Irregularity is associated with organic disease, either post-rheumatic 
or ea rdioselerot ie. The pulse and heart-sounds are altogether irregular, and the circula- 
tion is obviously embarrassed. The picture is therefore characteristic: if any doubt is 
present, discovery of evidences of auricular asystole (loss of presvstolic thrill and murmur, 
failure of the auriculo-sy stolic wave in the jugular curve of a poly graph tracing (Fig. 5‘2b), 
and disappearance of the auricular complex from the electrocardiogram with presence 
of characteristic quick irregular aurieulo-tihrillat ional movements (Fig. 5*27) will remove it. 

It. Total Irregularity may be Simulated by extreme sinus irregularity, by depression 
of conductivity leading to variations in the a e interval (Fig. 5*Jt), and also by multiple 
ext rasv -stoles. In such cases all that is needed to establish a diagnosis is a polygraph 
tracing or an electrocardiogram. 

It is clear from this brief summary that many forms of arrhy thmia can be recognized 
without the use of special apparatus : in many instances a polygram or an electrocardio- 
gram assists greatly in making certain of the nature of the irregularity, while in a few 
eases nothing but an electrocardiogram will suffice to demonstrate the meaning of an 
arrhythmia. ('aretj ('ootttbs. 

PULSE, UNDULY RAPID. (See T ve live VklM V. p. *.»<».) 

PULSE, UNDULY SLOW. (See Hit v l ) vc v hi > i a . p. 107.) 

PULSES, UNEQUAL. Inequality of the pulses may be a perfectly natural phenom- 
enon : one frequently finds that the radial arteries of the two sides are not ot the same 
calibre, ow ing to variable* degree s of collateral circulation by an enlarged comes nervi 
medium. Inequality of the* pulses is a much more important sign vvhe*n known to ha\'* 
developed in a patient whose pulses were ibrmerly normal. In such a e*ase the* cause* is 
probably one of the following: 

Thoracic ancurvsm Accessory cervical rib j Atheroma. 

Mediastinal new growth Embolism I 

Pathological inequality of tin* pulses, or de*finite delay of one* be*hind the* e)the*r, as 
gauged bv simultaneous palpation of the two radial pulse*s. is distinctly uncommon. e*ve*n 
m casts of thoracic aneurysm : it is true that when very careful simultaneous sphygmo- 
graphie rce*ords are* made from the two radial pulses slight difh*re*nce*s in size* and de*finite* 
difiercnct's in time can be* de*tce*te*d. the* one* being elelayed be*hind the* other : but in clinical 
inedieune such minute* medhods e»f investigation are* seldom applicable* : if the* aneurysm 
involves the* origin of the* innominate* arte*rv , the* right pulse* will be* smallcT than the* le*ft : if 
it affects that part of the* arch from whie*h the left subclavian artery* is de*rive*d. the* le*ft 
radial pulse* will be* smaller than and delayed be*hind the* right. Similar delay* nr inequality 
might be* proeluc*e*d bv nerc grtm'th eompre*ssing e*itlu*r the* innominate* arte*ry on the* right 
side* or the* subclavian artcrv on e*ithe*r side*. 
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An accessory cervical rib might kink the subclavian artery, but the condition is g( lurallx 
bilateral, so that it rarely produces inequality of the radial pulses ; its symptoms are more 
likely to be those of interference with the lower part of the brachial plexus, with consequent, 
pain, pancsthesia. or paresis corresponding to the nerves distributed upon the ulnar aspect 
of the arms and hands (p. a- 14). 

Embolism of one or other radial artery will rather obliterate it altogether than cause 
it to be less in size than that of the other side : the cause is almost always f ungut ing 
endocarditis (p. 45). 

Atheroma of the brachial or subclavian artery on one side might cause the correspond- 
ing radial pulse to be less than that on the other ; but it is probable that atheroma of the 
aorta with an aneurysmal dilatation would be diagnosed rather than atheroma restricted 
to the vessels in the upper arm. unless the X rays exhibited no trace of aneurysmal opacity 
in the thorax. Herbert French. 

PUPIL, ABNORMALITIES OF THE. Abnormalities of the pupil may be classified 
into: (I) Irregularities in shape: (II) Irregularities in movement and size. 

I. Irregularities in Shape. The normal pupil is circular, or slightly oval with the 
longer axis horizontal. Its outline may become irregular owing to an adhesion between 
t begins and the lens, the result of old iritis: these adhesions are most evident when the 
pupil is dilated. A similar irregularity sometimes occurs with the persistence of a pupillary 
membrane a congenital affection: the adhesions due to this cause arc distinguished. from 
inilammatorv adhesions by the fact that they arise from the anterior surface of the ins at 
a slight distance from the pupil, and not from the posterior surface and the extreme edge. 

The pupil may also become irregular in shape as the result ot injuries, such as ruptun 
of the sphincter, and tearing of the root of the iris from its ciliary adhesion ( iridodialysis) : 
of dislocation of the lens : or of partial adherence to an old pertorated corneal ulcer. 

II. Irregularities in Movement and Size. Before considering the irregularities in the 
movements and size of the pupil it is desirable to remember that its normal size varies 
during life. In extreme infancy it is small. It becomes larger during \oung adult and 
middle life, and ultimately becomes small again in old age. It is also, as a geneial rule, 
small in hypermetropic, and large in myopic eyes. 

There are also four normal pupillary reflexes : (i) The light reflex : (ii) I he reflex to 
accommodation; (iii) The reflex to sensory stimulation; (i\) l^vclne reflexes. I he 
rellexes to light and to accommodation are both constrictive, the constriction in accommo- 
dation being more in the nature of an associated muscular action. The sensory and psychic 
reflexes are both dilatations, the dilatation being caused by either sudden sensory stimuli 
or some sudden emotion such as fright or terror. 

The pathological variations in the pupil may be classified as follows : 

1. Loss of the Pupillary Light Reflex, either with or without constriction of the pupil, 
but with persistence of the reaction to accommodation, constitutes the Argyll Kobertson 
' 1 1 1 pi 1 . It never occurs in healthy individuals, and is observed most frequently in tabes 
osalis. to an extent varying according to different observers from 70 to 00 per cent of 
all the eases. The eondition is usually permanent. It also occurs in general paralysis of 
the insane. The pupil is constricted in nearly all tabetic eases, and the affection is most 
commonly bilateral. 

g. Loss of Convergent . Accommodation Reflex and Retention of the Light Reflex. Ibis 
condition is extremclv rare, but has been observed in diabetes mefht us. syphilis, basal 
meningitis , myelitis , and tumour of the corpora yuadrigemuta. 

d. Loss of the C onvergence Pupillary Reflex may be unilateral or bilateral. It occurs, 
rarely, in tabes dorsalis , and after some eases of diphtheria and a/eohohe i ntoxicut ton . 

I. Loss of all Reflex Movements of the Pupil . In this condition there is paralysis of the 
sphincter of the pupil and of the ciliary muscle, the extrinsic eye muscles being unaffected 
(ophthalmoplegia interna). The site of the lesion must be in the third-nerve nucleus, and 
it is most frequently unilateral, though occasionally bilateral. Syphilis is the most f re- 
fluent cause. It may also occur after diphtheria , injury , or in some intracranial diseases. 

5. In the condition in which there is a lesion of the optic nerve on one side, between 
the chiasma and the globe, there will be, as a result, a loss of direct light reflex in that 
eye, and of the consensual light reflex in the opposite eye. 
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0. Loss of Sensory or Psychic Reflex occurs in lesions of the dilator pupillary tract, 
such as paralysis of the cervical sym pathetic : in which condition it is associated with 
slight ptosis of the upper lid, cnopht halinos, and diminished tension of the "lobe. 

7. Abnormal ( 'onstriction of a Pupil , 7vith Retention of the Light and Convergent Reflexes , 
may occur from abnormal stimuli of the sphincter, or paralysis of the dilatator pupilhe as 
the result of acute encephalitis , intracranial abscess, or grmvth in which the lesion irritates 
but does not destroy the centre for convergence. In all eases of brain disease the constric- 
tion is ultimately replaced by dilatation. 

8. Abnormal Dilatation of the Pupil , nith Retention of the Light and Convergent Reflexes , 
is met with in eases of stimulation of the cervical sympathetic, lor instance by an aortic 
aneurysm . or by a mediastinal sarcoma or lymphosarcoma or lymjdiadenoma , or by a 
pulmonary carcinoma, in the early stages when the growth has not destroyed and therefore 
paralysed the nerve. The diagnosis will be afforded by X-ray examination of the chest 
{Fig. ‘Jit. p. Jlh; Fig. 10.7, p. Ill, etc.). It may also be observed in certain mental 
states, such a^ epilepsy, acute mania , or cabdcpsy. 

0. 1 ncquntity in the Size of the Pupils is observed frequently, and may have no patho- 
logical significance : but pronounced difference in the size of the pupils may be sympto- 
matic of some organic lesion. In cases where the abnormal pupil is the smaller, the 
condition is usually due to hyperemia of the iris, such as occurs in iritis : paralysis of 
the cervical sympathetic : or the use of a myotic drug such as nhysostigmine. In cases 
where the abnormal pupil is the larger, the dilatation is usually due to stimulation of the 
sympathetic, the use of a mydriatic such as belladonna, atropine, or homatwpine , paralysis 
of the fibres of the third nerve , or increased ocular tension, such as may occur in glaucoma. 

In eases of inequality of the pupils one may suspect tabes, general paralysis of the 
insane, a unilateral lesion of the third nerve or cervical sympathetic, trigeminal neuralgia, 
carotid or aortic aneurysm, a unilateral intracranial lesion, or glaucoma. 

One needs to beware of the glass eye : if one does not make sure that both eyes are 
the patient's own it is possible to suspect disease* when really the unequal pupils result 
from one of them being in a false eye. 

10. Irregularities in the shape of the pupils other than those mentioned above may 
occur in tabes and various cases of insanity. There is no marked or sharp irregularity, it 
only being noticed that the pupil is not circular owing to paralysis of certain fibres of the 
iris ; one or both pupils may Ik* oval, and one or other or both may be excentric. that is 
to sav , not in the centre of the front of the eye. 

1 1. Hi pfms. This term is applied to a condition in which, when both eyes are shaded, 
and then illuminated, the pupils alternately dilate and contract. It is sometimes associ- 
ated with nystagmus, and occurs also in disseminated sclerosis, and in some eases of brain 
tumour. It is observed most frequently when there is a central scotoma in the field of 
vision, with some injury to the macular or axial fibres of the optic nerve. It is also 
common in alcoholic subjects. 

1J. Paradoxical Pupillary Reflex: pupils dilating under the stimulus of light. This 
condition is extremely rare, and has only been observed in patients affected with grave 
lesions of the central nervous system, usually tabes dorsalis. 

Id. Ilcmianopie Pupillary Reflex: lesions of the brain situated in the optic tract 
above the corpora quadrigemina may give rise to partial loss of vision, but will not affect 
the pupil-reflex are. for example, a lesion in the right occipital cortex may give rise to a 
left homonymous hemianopsia, but the pupil will react even when a light is thrown on the 
blind side of the retina (see IIkmi vnocsi v. p. 877). In cases, however, where the lesion is 
situated in the optic tract below tin* corpora quadrigemina, hemianopsia may also occur, 
but under these circumstances no pupillary reflex for light can be obtained on stimulus 
of the blind side of the retina, the pupil reacting to light when the opposite side of the 
retina is stimulated. This reaction is termed the hemiopie pupillary rellex and is of 
value in the localization of intracranial lesions. Herbert L. Eason. 

PURPURA signifies haunorrhage into the skin, and. according to the size of the 
extravasation of blood tin* lesions are spoken of as puneta or spots, vibices or lines, 
peteehia* or small patches, eeehymoses or bruises. The lesions cannot be obliterated bv 
pressure with the finger, which distinguishes the effused blood from mere congestion. 
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The diagnosis of tin* actual tact of purpura is seldom dillicult : the persistence ol the 
discoloration under pressure* differentiates it from erythematous lesions, and the* colour 
generally serves to distinguish it from pigmentation of the skin other than that due* to 
luemorrhage. In a ease* of elouht the* tae*t that the* le*sie>ns pre*sently alter in e*olour and 
then disappear se*rve*s t e > distinguish purpura from capillary na*\ i e>r from pigme ntation 
of the* skin, whie-h pe rsist. It may he* more* dilhe*ult. however. to decide* what is the* nature* 
of the* purpura in anv Li'i \ e* M e*ase* : the* following is a list ol its he*t tcr-rceogni/.cd causes : 


Cai si:s of I’m-niA. 


1. 


Due to Local Injuries : 


Flea-bite 

Pediculosis 

Hug-hitc 

Le*e*e*li-hite* 


Mows 

Sprains 

Kupture* e»f a muscle* 


The Effect of Drugs and Poisons : 


Anti pyrin 
Iodoform 

Iodide* of potassium 

Sulphoual 

Copaiba 

Belladonna 

Chloral 


Chloral hydrate 
But vl-eldoral hv drat e* 
Veronal 
Mercury 
Arse*nie* 

Quinine 
Krgot 


Hupture* ol a ve*in. cspe-ciallv 
a varicose vein 
Punctures h\ hypodermic 
needles. 


Saliev lie* aeiel 
Potassium chlorate 
I Jiplit he* ri t ie a 1 1 1 ih>\in 
Ptomaine* 

Suake-hite* poison. 


3. In Fevers : 

Typhus lever 
Ce*re*hrospinal fever 
Smallpox 
Pyainia 
Sept ieamia 
Fungating eneloear- 
elitis 

ticncral t ubere*ul< *sis 
Dysentery 


Che»le*ra 
Yellow fe ve r 

Weil’s disease*, hit intis typhoid, 
spiroeha tosis iet eroha tnoi - 

rliagiea 

Plague* 

Hemittent feve*r 
Severe malarial fever 
Blaekwater fe ve r 


Measles 
1 >i plit hrria 
'Typhoid lever 
Scarlet lever 

Hocky Mountain spotted lever 
Tsut sugamushi, or Kcdain 
disease of Japan. 


1. In association with Jaundice from whatever cause (see J w vmu:. p. M~>). 


:>. Bright s Disease. 


<i. Chronic Alcoholism : 

Cirrhosis of the live r i Peripheral neuritis. 


The so-called Blood Diseases : 


Splene»me*< lullary le*u- 
ka-mia 

1 a inphat ie ieuka-mia 
I a mphadeiioma 


Pe*rnie*ious ana inia 
Sple*nic amentia 
Pseudo-leu ka*mia infant urn 
Scurvy 


Har li >\\ s disease 
I hemophilia 
Aplastic amcmia 
Aplastic mve*la*mia. 


8. In cases of generalized Malignant Disease, (‘specially : — 

Sare-omatosis | ( hloroma. 


it. Peliosis Rheumatica. 


10. Henoch’s Purpura. 

11. Purpura Simplex : — 

Morbus maeulosus of Purpura liamorrhagiea Purpura fulminans. 

Werlliof 


A number of the* above conditions reepiire hut little* elise-ussion, lor if they are* only 
borne* in mind the*ir diagnosis will generally be* easy. 

1. Due to Local Injuries. — Flea-bites arc* by far the* commonest cause* of purpura in 
the out-patient department of a hospital, and they may some time s he* so numerous as to 
raise a misleading suspicion that the patient is suffering from some serious disease. The 
relatively small hicinorrhagic foci, and their prevalence* on the parts covcre-d by the* clothes 
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rather than upon tin* hands, lace, or exposed parts of the legs, serve to indicate 1 the 
diagnosis: even in a severe east* examination of the purpuric spots under a magnifving 
glass reveals the central puncture of the bite. 

The commonest variety ot pcdtculus to produce purpura is J\ earparis or vestimen- 
torum : the circumstances of the- case and the distribution of the purpura itself and of the 
marks ol scratching, particularly in the regions where collars and other constrictions in the 
dress occur, would indicate the diagnosis. 

Hug-lutes will be suggested by the eireumstanees ol the ease and the central puncture ; 
in susceptible individuals the purpuric areas may be as large as threepennv bits, or larger, 
and they an* often purplish or bluish rather than bright red. 

The lurmorrhage around a leech-bite is so ehararaeterist ie that, once seen, it cannot be 
mistaken for anything else. 

/{lows and sprat ns , if sufficiently severe, produce purpura even in the healthy, in 
whom the history gives the diagnosis: some normal individuals bruise with such ease 
that there mav be no clear evidence of injury unless careful impiiry is made, when some 
trivial stumble or knock may be recalled to mind by the patient. Such easv bruising 
may also occur in any of the blood diseases. A case of cfnlcpsy mav sometimes come 
undei observation Ibr multiple bruises simulating some other kind of purpura, but due 
to injuries produced during the attacks which may themselves be unsuspected if they 
occur during the night. \’ery extensive purpura on the legs or other parts lias sometimes 
been produced by multiple self-injury in girls suffering from hysteria or bv malingerers ; 
serious organic disease mav be feared unless other factors in the case or the distribution 
of the purpura suggests an artificial origin: the hamorrhagic spots and blotches may 
be abundant on the fronts and sides of the lees, for instance, and not down the backs 
of them : organic purpura seldom has so selective a distribution. 

Spontaneous rapture of a muscle leads to extensive purpuric extravasation of blood, 
but the diagnosis is not difficult if the history is dear: one can often feel the place 
where the muscle has given wav unless it is too deep-seated to palpate, as in the case of 
th< plantaris longus. which is apt to rupture during sudden efforts such as may be made 
in plaving tennis or the organ. 

f lic purpurie tlisenlorutinu of the shin around varicose veins in the lens, together with 
its resultant dark-brown pigmentation, is familiar to all. 

*J. Dru^s and Poisons. As regards drugs, the list above indicates that there are 
many which may sometimes produce purpura : it may he said at once, however, that 
none do so at all commonly. Nevertheless the possibility should be borne in mind, and 
in<|uirv made as to the remedies the patient may have been taking, .1 ntidiphtheritie 
serum and ptomaines merit part ieular attention. The commonest eruption resulting from 
ant idipht herit ie ser um, or from other forms of antitoxic horse-serum administered 
h v podermicallv . is urticaria : purpura is relatively rare: either form occurs as a rule 
about nine or ten davs after the scrum has been given. and is generally associated with 
lassitude, muscular and joint pains, anorexia, and more or less pyrexia, lasting from 
a few hours to two or three days. Ptomaine poisoning is often difficult to recognize with 
certainty unless it occurs in epidemic fr.m. It is due in most cases to the products of 
( iaert net s bacillus, and seeing that the blood-serum of patients affected by this bacterium 
develops a h 1 1 ina t ing powers against it similar to Widal s reaction for typhoid fever, 
this serum test should not be omitted : if it proves positive the diagnosis is clear: a 
negative result, however, does not exclude ptomaine poisoning. 

d. Due to Fever. In the ma jority of acute fevers the occurrence of purpura is of pro- 
gnostic rather than of diagnostic value: in diphtheria, for example, even a single well- 
defined purpuric spot is a sign of grave omen, but it does not assist at all in the diagnosis of 
the disease, which has to be recognized upon other grounds. The two fevers in which 
purpura is of esscntiallv diagnostic value are typhus and cerebrospinal fever. The former is 
now very rare in (beat Itritain. but when it was common and typhoid fever began to be 
different iated from it. the point upon which greatest stress was laid was that in true typhus 
or gaol fi ver there is alwavs more or less purpura, whereas in typhoid fever all tin* red spots 
lade upon pressure. It happens occasionally even yet that typhus fever develops in the 
poorest parts of cities, and this point is most useful in distinguishing it from typhoid. In 
the latter, if flea-bites are excluded, purpuric spots arc exceedingly rare. Cerebrospinal 
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fever presents many characters that art* common to it and to other forms of acute menin- 
gitis: but if with these then* is a purpuric eruption it is different iated from the others, 
though tile absence of purpura does not exclude the disease. So characteristic is the 
purpura in some eases that the malady has earned tin* title* of spotted fever, which used 
to occur in widespread epidemics, and still does in smaller ones from time to time. The 
diagnosis may be clinched by bacteriological examination of the cerebrospinal fluid obtained 
by lumbar puncture. 

Snndl-po.r may present cutaneous iin*morrhages of three different kinds; there may 
be hicmorrhage into the pustules in a late stage, when the diagnosis has already been made 
and when the prognosis is not thereby made worse; there may be ha*morrhagc t/ct:eeeu 
the jtustules , vesicles, or papules, in which ease the prognosis is not good : and there may 
be a haniorrhagie eruption either all over the body or in the bathing-drawers region in 
the prodromal stage of the disease, in which case the patient will almost certainly < 1 i * * 
before* the* true small-pox eruption develops, so that if there is not an epidemic at the 
time the* diagnosis may be difficult. 

Almost any condition in which there* are* pyogenic micro-organisms or their toxins 
circulating in the* blood-stream may be associated with extensive purpura, and this applies 

to pifuniiu and septiann in in 
general. 'I’ln* diagnosis will be 
continued best by obtaining 
cultivations from the blood, 
though should blood-cult Hies 
pro\e negative septiea*mia will 
not be* excluded necessarily : 
there will \ cry likely ha\e been 
rigors, pyrexia, and other sym- 
ptoms pointing to the nature 
of the ease. /•' u nifut i nil endocar- 
ditis is a \ariety of pyiemia or 
septiea-mia. Seeing that it is 
very rare to get purpura in 
association with chronic \al- 
vular disease of the heart if 
both purpura rheumutieu and 
infective endocarditis can be 
excluded, the occurrence of pur- 
pura in a heart east* (AVg. .7 Ml) 
may be one of the main sym- 
ptoms indicating that fungating 
endocarditis has supervened. So 
’’■•h finite is the nomenclature in regard to this disease, that the terms malignant, uleera 
. lungating. infected, and infective endocarditis arc used indiscriminately by different 
^servers to denote the same condition. The purpura may lx* general or local the 
former when there is furmolysis, the latter after a splutter of minute peripheral emboli ; 
occasionally the purpura is confined to a single linear ha-morrhago in the long axis of a 
nail a rarity, but none the less a thing which may lx* the first signal of the dangers 
of tlx* case. 'Flic disease may lx* further indicated by symptoms described on p. t.V 
Piptrrluru alreoluris is another septic infection which leads occasionally to extensive 
purpura and other haunorrhages, and sometimes the patient develops purpura of obscure 
origin when the real cause lies in infected tonsils , especially when these are the persistent 
habitat of the Streptococcus hcrmolyficus. 

(icncruf tuberculosis is not a common cause of purpura, and yet in a few instances 
extensive purpura has been the first, and for the time being the only, symptom of an 
obscure illness which lias ultimately turned out to be general tuberculosis. The patient 
has generally been a child, and the diagnosis has only been possible when the course of 
the ease has been watched. The same may be said of sarenniulosis in certain eases, though 
this has been included under a different heading in the* above list. 

The remainder of the fevers mentioned above* are diagnosed, not from the purpura. 
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hut from the other symptoms, from the general eiremnst anees, and from t he geographical 
incidence of each. Hoi'la/ Mountain spotted fever is due to infection from the bites 
of ticks ( Dermaeentnr vennslus , /'7g. 479, p. 02.7), a similar disease being met witli in the 
Himalaya mountains and probably in other regions, hut not in Kurland; kedani disease 
is seen in Japan, where it is caused by a mite analogous to tin* harvest-mitt* of Kngland. 
The illness has a h i L! h mortality, is associated with pyrexia lasting an axerage of about 
two weeks, and is elm raet cri/.cd hy tin* development of multiple small haemorrhages 
appealing on the face at the end of the first week, spreading thence to the trunk, and 
somet hues to t he ext remit ic** a genera I i/ed purpura. 

t. Jaundice. -'This should he home in mind as a cause of purpura, for although the 
occurrence of the latter dot's not assist in different iat ing one kind of jaundice from another, 
one might he misled into diagnosing something more serious than is necessary if one did 
not hear in mind that any kind of jaundice may produce purpura. Moreover, some of these 
patients 1 1 1 i u I » t seem to have been grossly ill-treated if one were to judge only by the 
degree of bruising that may result from ordinary palpation : tilt* danger of fatal oozing 
after operation is always to he remembered when surgical measures are thought of in a 
jaundiced subject. Spontaneous ha*morrhage into the skin is less common here than is 
ha*nmrrhagc from what otherwise would he trivial causes. 

.7. Bright's Disease, particularly the chronic varieties, may produce haanorrhage any- 
where in the body. Purpura is not a very common form of such haanorrhage. but when 
it does occur it max be cxtciisixc. The diagnosis is discussed under Auu mini iiia (p. 9). 

(i. Chronic Alcoholism, (‘specially if it has already lead to either cirrhosis of the liver 
or peripheral neurit iff is occasionally a cause of considerable purpura, though the latter is 
L'enerallx confined to the legs, particularly to the parts heloxv the knees. In many instances 
the diagnosis is easx . ex cn if the history is not gixen with perfect honesty : but consider- 
able (hltieultx sMinetiines arises in the ease oi ladies who haxc contracted the habit of 
secret drinking, their rclatixes and friends being entirely unaware of it. 

7. Blood Diseases. Any of the so-called blood diseases max present purpura as a 
prominent sxmptom. and in some rases, particularly in !i/m fdiat ir leularnua in children, 
extensixe purpura max be the first symptom that anything is wrong. More often, however, 
the disease has already gixen rise to amemia or to enlargement of the spleen or lymphatic 
glands, or to some other prominent haanorrhage, and the diagnosis has already been made 
bx the time the purpura suprrx rues. (See As r.xii.x. p. 2.7 : Lymphatic Km. arch- 

mi: vr. p. 171 : and Spi.i.i x. I a i. xito i :w r.M or tin:, p. 77 1.) 

Seurvi/ in an adult is relatively rare, hut is sometimes met with in those who have 
been obliged by poverty to live upon a diet containing no fresh vegetables, in which ease 
tx pieal seurx x max dexelop. with the spongy heaping up of the gums both inside and 
outside the teeth, and with the knotty hatnorrhagie swellings in the muscles of the calves, 
as well as purpura. Children who are fed upon patent foods without sufficient fresh milk 
or vegetable food or f resh meat not infrequently dexelop a milder form of seurx y, with 
marked tenderness of the periosteum of the long hones, pasty pallor, mouth bleeding 
from sponge gums, and possibly purpura : this is infantile senna/, or Harlow s d i sense, 
which should not he confused, as it is a^.t to he, with rickets, though it has been called 
seurx y rickets sometimes. 

Ihemnphitia is gencrallx indicated at once by the history of persistent oozing lrom 
slight cuts and scratches, and also bx the fact that other members of the iainily, especially 
males, have suffered in a similar way : it is commoner to get gross subcutaneous, sub- 
mucous, intramuscular, or intra-art icular haanorrhage in this disease than lor it to produce 
generalized purpura. 

s. Generalized Malignant Disease. — Cldortnna is a very rare disease, in some ways 
related to sareomatosis. and in others to lymphatic leukaania : it produces swellings in 
connection xxith the bones, especially of the head, together with enlargement of the 
lymphatic, lachrymal, and salivary glands: it develops in early life, proves slowly fatal, 
and the diagnosis is confirmed by the green colour of the new-formed tissue ‘green 
cancer The blood changes art* negative. 

9. Peliosis Rheumatica, fairpura rheantatiea. or Sehdnlcin s disease, w as formerly regarded 
as related to acute rheumatism: hut it is rare for a patient affected by it to present 
unmistakable valvular heart disease, though there may be a local systolic bruit at the 
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impulse. In addition to the extrusive purpura. which comes out in successive crops and 
may affect any part of the body, t hour'll it is commoner upon the lower limhs than clsc- 
where. there is considerable pain, redness, and swelling of many joints, which may heroine 
a fleeted successively : the temperature rises during an attack to 1(K> or 10 1 . the throat 
i»rnrrally bo ini; sort* at the same time. It is not impossible that the purpura is due 
to the absorption of microbes or their toxins from the acute tonsillitis; the diagnosis 
is not difficult when the purpura, the joint pains, and the pyrexia are present together. 
The disease is little influenced by sodium salicylate: it may be associated with more 
or less erythema as well as purpura : tin* malady affects younu; persons, (‘specially between 
the a<_ r es of ten and thirty, of either sex. 

10. Henoch's Purpura is met with chiefly in children (Fig. 007. p. TJN). and the patient 
may suffer from recurrent attacks, which usually erase at or before pubertv. In addition 
to lnemorrhaiics beneath the skin there is generally some tendency -* > joint pains not 
unlike those of pcliosis rheumatiea. hut in addition to this the child is seized with more or 
less severe acute abdominal symptoms, varying from simple vomiting and stomach-ache 
to severe prostration with aironizini: eramp-like attacks of colic, some of which may he 
followed by the passage of blood and mucus per rectum to such an extent as to simulate 
acute intussusception; the abdominal attacks are probably the result of submucous 
intestinal lxemorrhatres. There is every decree of the affection, from mild to very severe, 
hut the association of the purpura with the abdominal attacks in childhood s unrests the 
diagnosis at once, especially if there has been a similar attack prev iously. The chief error 
to avoid is mistaking for Henoch's purpura that which is really an acute nephritis : the 
urine should be examined periodically for albumin and renal tube-easts, even if there 
is no (edema, though the occurrence of blood alone would not be sufficient to indicate 
acute nephritis, seeing that laemorrhaixe from the kidney may be due to Henoch's purpura 
itself. 

11. Purpura Simplex. — It is only when every precaution has been taken to exclude all 
the above causes of purpura that one can be satisfied with any of the remaininjj three 
diagnoses, namely, purpura simpbw {morbus umculnsus of Werlhof). purpura htrmnrrhnuirti . 
or purpura fuhniuuus. These differ from each other only in decree : broad l\ speaking, 
purpura simplex signifies luemorrhaire into the skin only : purpura ha*morr hanica has. in 
addition, luomorrhaijes from the mucous membranes, particularly of the mouth, nose, 
and bowel, less commonly of the urinary passages; whilst purpura fulmmans is the term 
used to denote a condition in which a person may seem perfectly healthv to-day. may lx* 
seized with acute purpura and be dead before to-morrow, without developing anv other 
symptoms to indicate the nature of the complaint. These kinds of purpura have some- 
times been spoken of as idiopathic, but they must have some underlying cause if onlv it 
can be* found. It is better probably to label them eases of purpura of which the exact 
cause is not yet known than to be content with such a term as purpura simplex, and it 
is probable that if bacteriological examinations were made, a bacterial cause would be 

ovrred. particularly in connection with the tonsils, the «rums in states of septic 
neivitis or pyorrhrra alveolaris, the uterus, the bowel, or the circulating blood itself. 

Ilrrhrrl Firm ft. 

PUS IN THE CHEST. (See ( m:sr. lbs IN. p. l.TJ.) 

PUS IN THE STOOLS in sufficient amount to be recognizable by tlx* naked eye 
indicates the rupture of an abscess into the intestinal tract. The symptom is rare, how- 
ever. for even when a larire appendicular abscess perforates into the cariim the pus either 
becomes indist intruishable when mixed with the faces, or unrecognizable on account of 
digestion and decomposition. The less the pus is mixed with other intestinal contents, 
the nearer to the anus has the site of rupture been ; but (lie diagnosis of tlx* source of the 
abscess needs to be determined upon other grounds, particularly the historv , and the 
results of general physical examination, including that of tlx* rectum and vagina. 
Abscesses most apt to cause a discharge of pus with the stools are of the appendicular, 
cholecystic, perinephric, psoas, pelvic, perigastric, or other local peritoneal types, and 
pyosalpinx. 

Microscopical quantities of pus in the stools may be dm* to any of the causes already 
mentioned ; they may also be derived, not from lesions outside the intestines, but from 
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a 1 1 < *« * t inns of the miiicihis membrane itse-lf : acute* or chrome colitis, with or without ulcera- 
tion : dysentery : cholera : dengue : mucous nr mueomcmbraiious colitis : tuberculous, 
typhoidal. malignant. or \cnereal ulceration of the bowel. The pus corpuscles mav be 
reeocni/.a ble as such under the microscope; but it is dillicult to determine when the* 
leucocytes derived Irom the intestinal catarrh are merely leucocytes in excess, and when 
their numbers become sullieient to merit the term actual pus. Kxaminat ion with the 
sigmoidoscope is sometimes invaluable when the diagnosis has not been decided bv other 
methods. Herbert French. 

PUS IN THE URINE. (See h i nn. p. 71 a.) 

PUSTULES. The* pustule, one of t he primary cutaneous lesions, is an epidermic 
elevation, either unilocular or mult ilocular. containing a purulent liquid, and difTerinir 
from a vesicle or a bulla only in the character of its contents. Always a product of 
inflammation, it may originate as a pustule or may develop from a papule, but much 
more often it is a transformed vesicle : if the metamorphosis is imperfect the lesion is 
styled a papulo-pust ule or a vesico-pust ule. Frequently the transformation from a papule 
or a vesicle is so swift that the true origin of the lesion may escape notice : but in such 
eases it is usual to find papules or vesicles interminided with the pustules. The pustular 
cavity may be situated in the epidermis, in the derma, or in a follicle: a purulent 
accumulation beneath the derma is either an abscess or a minima. Epidermic pustules 
may be superficial, as in impetigo, or deep, as in the condition known as ecthyma, which is 
a seven’ form of impetigo. Dermic pustules, such as the miliary abscesses of new-born 
children, arc seldom met with, while follicular pustules, such as those of sycosis, arc com- 
mon. In colour , pustules are usually yellowish or greyish, with a red areola ; but when 
the contents are mixed with blood, the vellow may be tinned with red or brown. Jf a 
pustule is punctured or ruptured, the liquid is seen to be more or less turbid and 
yellowish : under the microscope it is found to consist largely of leucocytes and serum as 
well as cocci. Pustules vary greatly in size : small ones may remain of inconsiderable 
dimensions, or mav Income In rue bv exeentrie extension. The prevalent shajn * is roundish 
or convex, as in furuncle and acne : but it may be acuminate, as is frequent in sycosis 
and eczema, or flat and irregular, as in impetigo and syphilis, while in rare* instances, as 
sometimes in scabies, it mav I »< • oblong, with a tendency to a linear form. In variola and 
the varioliform syphilide. the pustules mav be flattened or concave, either because the* 
fluid mav not full \ distend the cleft in which it lies, or from llaccidity of the- sue* due* to 
commencin': absorption. Pustules mav develop slowly, as sometimes oecurs in impetigo 
and in the pustular syphilndcrm : but as a rule they run a rapid c*ourse. and terminate 
either by rupture* much more often accidental than spontaneous or by desiccation. 
In either case, a vellow. brown, or blackish crust, more* or h*ss thie*k and irregular, is 
formed ; but if the* termination is by desiccation, the* crust has a levss pronounced 
coloration, and is friable instead of firm. 

A cutaneous affection in which the pustule* plays a leadin': part is impetigo vulg* ris 
sen eontagiitsa ; usuallv followin': slight febrile* disturbance, small erythematous spots 
appe al*, on which form v e siedcs e*ontainin«: a turbid fluid that quickly heroine's purulent : 
when the* pustules break, as they soon do. they discharge a fluid that dries up quickly 
into scabs that are at first Yellowish, and afterwards urcen. Dotted about anion;; the* 
scabs are* pustules, which mav coalesce so as to form, on rupture*, crusts of considerable' 
size*. The* eruption mav be limited to a few discrete* lesions, or may extend over laruc 
are*as of the* bodv . In parts whe re* the* pustules are* exposed to friction, as on the limbs, 
they are ^enerallv ruptured at an early sta^c. and a flat irregular se*ab. surrounded by an 
areola, forms over them the* condition known as ecthyma. Sometime's the* distribution 
is annular {impetigo eirematu or gprata). In the* condition known as impetigo bullosa the 
lesions are much larger, and are* not always transformed into true* pustules. With 
impetiginous eruptions, though not with these alone*, cutaneous diphtheria is sometimes 
associated, ('specially in children. The* most typical form of this a fleet ion lias the* 
appearance of an impetiginous eczema, assoeiated with conjunctivitis, and occasionally 
with otorrheea and rhinitis. No diphtheritic membrane may be present, and, if cutaneous 
diphtheria is suspected, the* Klebs-Lofller bacillus should be sought for baeteriolo^icallv. 
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Streptococci and staphy locoeci are the- organisms generally Iniiml in simple impetigo, 
hut occasionally other organisms may Ik* associated with them the Bacillus cnli communis 
lor example, the Bacillus ptfoetfatteus. or the Bacillus mallei in those whose* occupation 
amongst horses may have rendered them liable to he infected by glanders. 

The differences between impetigo vulgaris and follicular impetigo are well marked. 
The latter is pustular 1'renn the* beginning, and always situated around a hair-follicle. It 
starts as a round pustule, often pierced by a long or coarse hair, and it may be* (piite small, 
or as large as a pea : the pus collects under the* horny layer, which it distends and raises. 
The eruption, usually multiple, has no sites of election, but appears wherever a breach in 
the horny layer affords entrance to the pyogenic organism. The pustules arc more 
resistant than those of impetigo contagiosa, and are less liable to break. When they 
rupture, yellow crusts, smaller and thinner than those of impetigo vulgaris, are formed. 
The pustules of follicular impetigo can hardly be mistaken for those of any other affection. 
The common form of impetigo, however, has in ran* eases to be diagnosed from pemphigus. 
In the latter the lesions start, not as small vesicles but as bulla*, and the fluid they 
contain is only sometimes inoculable. I sually, too, there is marked systemic disturbance. 
Hut it is with pustular eczema that impetigo vulgaris is most likely to be confused, 
especially when the pustules of the latter condition have run together into a patch. In 
eczema, however, the pustules are smaller, there arc severe itching and burning, there is 
an inflammatory areola around the crusts, which is seldom the case in impetigo \ ulgaris, 
and other definitely eczematous lesions will usually be found if sought for carefully, 
including infiltration and thickening of the integument. 

Like* follicular impetigo, stfensis vulgaris is a staphylococcic infection. The lesions 
begin as papules, or as nodules which form round the hairs usually of the face, and 
especially of the chin, but sometimes attacking the eyebrows, eyelashes, and the axillary 
and pubic regions and presently develop into pustules, each of them pierced by a hair. 
As the result of suppuration, the hairs are loosened, and if one is pulled out, a drop or 
two of pus usually exudes. In severe eases the pustules may be packed so closely together 
as to form infiltrations, which may fungate. The chief diagnostic features of the affection 
are its inflammatory character, its origin in the hair-follicles, and its limitation to the 
hairy parts, usually of the face. The differential diagnosis from tinea sycosis has been 
given under Fi'nuoi s Aitkctions or Tin: Skin (p. d09). Kczcrna is not limited to the 

hairy parts, and if the follicles are invoked it is only secondarily, nor. as a rule, is the 

inflammation so severe as in sycosis vulgaris. Of sycosis vulgaris, again, intense itching is 
not a feature. Sometimes, when the sycosis is widely diffused, the crusts may have to be 
removed to clear up the diagnosis : when this is done, the follicular implication will soon 
be perceived. Tertiary syphilitic ulceration is deeper and is not restricted to the follicles, 
and behind it there lies a history of earlier specific lesions, as well as of the primary 
infection, unless this should have escaped notice. Wassermann’s serum test may be 

applied. 

If there is any doubt as between sycosis vulgaris and acne vulgaris, the presence of 
■he latter on noil-hairy parts should of itself suffice to decide the question. The pustules 
of ante vulgaris can scarcely, indeed, be confounded with those of any other a fleet ion, 
except with the lesions of small-pox (see below) and those of bromide and iodide 

eruptions. In these drug eruptions, however, comedones ('blackheads') are absent, the 
lesions occur on any part of the body, and are generally a brighter red, while the 11 11 i<l 
they contain is rather thinner. Drug eruptions, again, occur at any time of life, whereas 
acne vulgaris is essentially a disease of puberty. Pustular sypbilidcs may attack aiiv 
part of the body, and arc generally grouped, which is never the cast* with the pustules 
of acne. 

A furuncle is so characteristic that the only lesion from which it can ever require 
to be differentiated is a carbuncle . The pathological process is the same* in both : but 
while in furuncle there is but one point of suppuration and opening, in carbuncle there 
are several. The only condition from which a carbuncle has in turn to lie diagnosed, 
except a furuncle and malignant pustule, is diffuse cellulitis, in which there is no circum- 
scribed outline. 

In malignant pustule (anthrax), following itching and burning at the site of inocu- 
lation, a livid red papule appears, on which a bulla or pustule forms quickly and breaks. 
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drying up into ;i blae*k gangrenous eschar. This is fringed with tiny vesicles or pustules, 
and surrounded hy a hroad areola of solid <edernatous infiltration, the skin over which 
is tense and violaceous. There arc* constitutional symptoms, with septic fever. The 
diagnosis rests mainly upon the presence of a gangrenous patch surrounded by infiltra- 
tion in a patient whose occupation exposes him to infection with the anthrax bacillus, 
especially from cattle, hides, or wool. The organism may be detected without difficulty 
under the microscope. It is a relatively la rye bacillus which generally forms long chains 
and is (■ ram-posit ivc. It is only at the outset that the lesion can be mistaken for a 
carbuncle. The primary lesion of syphilis can be excluded bv its indolence, the absence 
of gangrene and of febrile symptoms, and by the presence of the Spimcluvla pallida. 

In “landers, the cutaneous lesions begin as red spots, which pass through the papular 
and vesicular or bullous stage into pustules that give rise to widespread ulceration. The 
condition, with its seven* constitutional disturbance and, except in some chronic eases, 
the peculiar 1 discharge from the nostrils, is usually easy of recognition : and in exceptional 
eases in which the diagnosis is in doubt, recourse should be had to the mullein injection 
test, or the Manilas mallei may be isolated from the lesions. The patient's occupation as 
a veterinary attendant or horse dealer may suggest the diagnosis. 

In scroj ulndenn ta (tuberculides), usually an affection of childhood and adolescence, 
pustular lesions take the form which has been styled by Diihring the large flat pustular 
and the small pustular send uloderm. The former begins as one or more superficial 
indurations (nodular t ubereulides) which, becoming pustular, extend peripherally and 
form a flat, yellowish. crusted pustule of considerable size, surrounded by a violaceous 
areola. Neighbouring pustules may coalesce. When the crust is removed, a granular 
scrofulous ulcer is seen. The small pustular xcrofuloderm ( papulo-necrot ic tuberculide) 
is usually a papulo-pust ule rather than a full v -dev eloped pustule, the pus being frequently 
limited to the central part of the* summit, while the outer part of the lesion remains hard. 
The crusting is sometimes a slow process, which may occupy several weeks, and when the 
crust drops off it leaves indelible sears not unlike those of variola. When the face and 
neck or the hands and forearms are affected, the condition is known as aenitis or follielis 
respectively. The diseases with which serofulodermia arc- most likely to be confused are 
lupus and syphilis. The absence of ■apple-jelly* nodules will distinguish it from lupus, 
though the two conditions may co-exist. The syphilitic ulcer is met with in adults, and 
is usually a much more active process than serofulodermia, nor has the lesion the under- 
mined border which is characteristic of the latter affection. Concomitant syphilitic signs 
will usually be present, just as in serofulodermia there will generally be other tuberculous 
symptoms ; W asscrmatin's serum reaction should be* tested. 

In Syphilis the pustule is a much less frequent lesion than the papule (p. (101), and 
is generally found in association with a cachectic state of health. Jt appears in two 
different forms, the acuminate and the flat pustular syphilidc. and in both the lesion may 
be either small or large. The small acuminate or miliary syphilidc, not usually much 
larger than a pinhead, in most instances begins as a papule, and papules will generally 
be found intermingled with the pustules. When the crusts into which the pustules dry 
are detached, there* mav be some scarring, or the lesions may leave no trace except 
sf a in s, which presently disappear. 

The diagnosis of these small acuminate pustules seldom presents any difficulty ; but 
it is not so with the /urge acuminate pustule's, the aenciform syphilitics, which may be 
mistaken not only for acne, but also for variola and iodide* eruptions. Appearing on a 
base which may at first be* pink, and afterwards coppe r coloured, they may be pustular 
from the beginning, or may start as vesicle's or as papules; they are metre or less 
generalized, about the size* of a pea, elisscminatcd. or grouped irre*gularly. and while they 
arc predominant I v acuminate, some* of the*m may be* rounde'd. Some* of the pustules may 
be dimpled, and occasionally the* majority of them display this eharaeder. When the 
crusts fall off, brownish stains are seen, and there* may be slight scarring, which, however, 
is seldom pe*rmane*nt. The* grouping whie*h is e*harae*terist ie* ot the*se* pustular syphilieles. 
and the drying-up of the pus into scabs, are important points in differentiating them from 
the* lesions of acne, which, further, instead of being generalized, seldom affect parts either 
than the* fae-e, the* back of the ne*e*k. the* chest, and the bae*k between the shoulders. The 
(‘ome'doncs of acne are* another distinguishing feature, the cruptiem is e>f a more sluggish 
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and chronic character. and there is no cachexia. The diagnosis as between pustular 
syphilidcs and variola is given below. The pustules met with in iodic eruptions arc* seldom 
either generalized or profuse. 

Small Jlal jmstular sifjdiilidcs (‘impetiginous syphiliele*s') may begin as such, or may 
develop from macules or papules. They an* discrete ; but in such regions as the fact* 
and seal]) may run together. The eruption is of a generalized character, with a preference 
for the genitals, the seal]), and the fact*. The crusts into which the pustules quickly dry 
are frequently adherent : beneath them there is superficial ulceration : ocoasionnlk they 
are surrounded by an areola of the characteristic raw-ham colour. When the eruption is 
extensive, the patient is often amende and cachectic. The affections from which these 
syphilidcs have to be differentiated art* pustular eczema and impetigo. The ulceration 
which underlies the crusts in the syphilidcs is not found in either of those conditions, nor 
is itching present as in eczema. In impetigo, the pustules most frequently affect the face 
and hands, and are superficial : and the eruption is mild in character and of shorter 
duration. 

The. large flat pustular syphilidcs ( * eeth ymatous syphilidcs*) differ little 1 from the 
small onc*s except in size, and the only lesions with which they are likely to be confused 
art* those of severe* impetigo vulgaris. The diagnosis from that condition must rest upon 
the slow development, the greater number of the pustules, the coppery areola and bast*, 
the accompanying cachexia, and tilt* pigmented scars. Hut it should be remembered 
and this applies not to pustular syphilidcs only, but to syphilis generally that in most 
cases a sure diagnosis of syphilis can be made only when all the factors of the case are 
taken into account : the history, character, course, and termination of the lesions, and 
their reaction to salvarsan. mercury, or arsenic, and the iodides. The distinctive 
characters of secondary lesions generally are their symmetry, their coppery colour, the 
positions in which they occur, their polymorphism, and the absence of itching, together 
with enlarged glands, sore throat or tongue. In doubtful eases the whole cutaneous 
surface should be examined for characteristic marks or lesions. If the diagnosis is still 
uncertain, the Wassermann test should be applied. 

Snudl-pn,i\ Of all diseases of which the pustule is one of the manifestations, small- 
pox presents the greatest difficulty in diagnosis. The lesion, occasionally preceded bv a 
roseola r rash not unlike that of scarlatina, begins as a mere fleck, of pin-head size, tlush 
with tin* surface and impalpable. In the course of a few hours it swells up into a pink 
papule, which can be felt embedded in the* skin like a small shot. In a few days, the 
papule undergoes vaeuolation. at the same time getting bigger, and becoming gre\ and 
translucent. So the papule passes into the vesicle, which is loeulated. so that if it is 
punctured the contained fluid is not entirely discharged. As a rule, the smaller vesicles 
art* hemispherical, the larger flat-topped, and occasionally the crown is indented. After 
font twenty-four hours the contents become turbid and the covering dull and whitish, 

so the pustular stage is entered upon. While the lesion is undergoing this transition. 

■ ae grey translucent centre is encircled at the periphery of the crown by a white or vellow 
ring. Rv the sixth day from its birth the lesion has become yellow throughout and the 
crown eIome*-shape*d : the pustule thus attains maturity, and if of full size measures about 
three-eighths of an inch across. Kven in unmodified small-pox. howeve r, the* lesions often 
fail to reach those* dimensions. As the pustule develops, the erythematous zone, the* 
areola. whie*h e*ncire*le*d the* papule* and was biggest and brightest in the* ve*sicular stage, 
begins to wane*, and has disappeared by the time the* pustule reaches maturity. This 
occurs about the* ninth day. As the* pustules dry up or burst, scabs are* formed, vvhie h on 
separation leave* elark stains, scars, and ‘pits*, the number and eleptli of the* pits usually 
being determined by the severity of the* disease. In mile! attacks the* pustules remain 
discrete, in severe e*ase*s they run together, confluent small-pox (Figs. all. al*J). In severe* 
case*s, haanorrhage* takes place* into the* skin and the interior of the* pustules. The mucous 
membranes e>f the* air-passages may be invaded, the* extent to which they are* involved 
b(*ing determined by their susceptibility rather than by t lie* severity of the* attack. In 
small-pox modified by previous vaccination the eruption may resemble that of the* 
unmodified disease, as here* described, the* elifferenee* being that the* Ie*sions an* less 
abundant and are* seldom confluent. 

It has be*e*n usual in the diagnosis of small-pox te> lay the chief stress upon the* solidity 
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nor, even though the maeules may become papules, have the lesions the eharaet erist ie 
liardness ol' variolous papules. Another point of difference between simple purpura and 
small-pox is, that in the former affection the face and trunk are seldom attacked, the sites 
of election being the limbs. In erythema multiforme, although the rash makes its chief 
attack upon the limbs, it may be widely diffused and may even invade the face. In such 

eases, however, the diffusion will usually be less 
general than that of the variolous eruption, 
nor is the order of incidence the same. With 
the involution which the erythematous lesions 
undergo, the resemblance to small pox ceases. 
Even in east's of acute febrile erythema, in 
which the whole cutaneous surface is covered 
by a profuse eruption, the distribution is quite 
different from that of the small-pox eruption. 

Confusion between small-pox and syphilis 
is much more likely to arise* when the syphilide 
is pustular than when it is vesicular or papular. 
The erroneous diagnosis may be assisted l>\ the 
fever and aching symptoms which ma\ precede 
pustular syphilides, and by the fact that the 
lesions may begin as papule's. In syphilis, how 
ever, the constitutional symptoms are less 
severe', the eruption runs a more indolent course 
and appears in successive crops, whilst the 
the' papules have an indurated base. Sometimes, 
too, the syphilitic eruption is indifferent in distribution, and often it comprises various 
types of lesions, even when it is not distinctly polymorphic, whereas in small pox the* 
departure from homogeneity is much more 
limited. 

Occasionally impetigo vulgaris is mis- 
taken for mild modified small-pox {Fig. old), 
but attention to the points which mark off 
the former affection from pustular eczema 
should prevent the mistake. Furt her diffe ren- 
tiating features as between impetigo vulgaris 
and small-pox arc' that in impetigo there 
is no fever, and that the lesions begin as 
vesicles or bulla* and dry up into flat yel- 
lowish crusts. In those cases of sudden and 
acute eczema which may mimic small-pox, 
guidance is to be found in the small size 
u perfieiality of the* eczematous lesions, 
i the, udema and infiltration of the undcr- 
> mg skin. In scabies, again, the vesicles arc 
superficial, burrows will generally be found, 
and the heterogeneity of the secondary lesions 
will aid the diagnosis. In all these affections, 
the distribution is quite different from that 
of small-pox, the incidence being partial or 
patchy. Thus, in impetigo the lesions arc* 
frequently confined to the face and extremi- 
ties, and if the trunk is invaded, it is the 
front more than the back, the lowe r part more than the upper, in scabies, e xcept in 
children, the face escapes, and the* commonest sites are* the hands a tie! fingers, buttocks, 
and feet. 

In Ricketts experience, no affection, except chicke'ii-peix, is so frequently confused 
with small-pox as acne vulgaris, in spite of its chronic, afebrile character, and the absence 
of subjective symptoms. If, however, the rash is limited to the upper part of the bodv 
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and a few characteristic acne lesions such as comedones arc found, small-pox may he 
excluded . 

Copaiba eruption may he mistaken for small-pox. The absence of constitutional 
symptoms such as pain in the lumbar region and fever, the mixed character of the lesions, 
and the history are the chief points in the diagnosis. 

It is seldom that bromide or iodide eruptions are mistaken for the rash of small-pox. 
In doubtful cases, attention must be paid to tl ic larger size of the pustules, as compared 
with those of small-pox, and to the patchy distribution. Ernest Dare. 

PYREXIA, PROLONGED. A py rexia may be considered prolonged if it lasts 
more than ten days ; in many cases there are signs or symptoms, or facts in the* history, 
which enable one* to make* an early diagnosis : in others the* precise cause of the pyrexia 
may remain uncertain for weeks, and the elucidation of the cause may necessitate 
resorting to more than one special method of diagnosis from amongst the following: 

Blond-cnunts to determine whether there is leueocy tosis or not, and if there is, 
whether there is a relative polymorphonuclear leucocyte increase suggestive of purulent 
infect ion . 

.Scrum tests, especially perhaps Widal's serum reaction for typhoid lever, paratyphoid 
fever A, paratyphoid lever B : for Malta fever : for dysentery due tee Shiga's bacilli or to 
Klexncr's bacilli. 

lUnud cultures, positive in certain eases of streptococcal or staphylococcal scpticiemia 
or infective endocarditis; in the first week of typhoid fever: and in certain rarer con- 
ditions m which the organism is unusual, e.g., Streptnthri.v. 

( rim cultures , yielding evidence not only when the urinary tracts are themselves 
involved, as in coli baeilluria. but also sometimes when the kidneys are healthy but art* 
eliminating living germs from the septicamie blood-stream. 

Bacterial s\cuhbini*s from any or all of the orifices, with the possibility of discovering 
a causal germ therefrom. 

Eumlmr pu nctu re . revealing a ease to be meningococcal meningitis, for example, when 
it might otherwise be mistaken for typhoid feve** 

A -raffs (tf teeth nr thnra.v. to exclude dental sepsis or pulmonary tuberculosis which 
might otherwise be missed. 

Bcctul and vuLiinul examination , lest prostatic or pelvic mischief be overlooked. 

Therapeutic tests for instance, the influence of quinine in verifying malaria, or 
salvarsan in vcrifving svphilis or rat-bite fever, by curing their pyrexias. 

The list of conditions that may cause prolonged pyrexia is a long one, and the 
following includes only the chief: 


CAUSES OF PROLONGED PYREXIA. 


Fevers : 


1 . More or less Specific 

Typhoid fev er 
Parat v phoid fever A 
Paratyphoid fi ver It 
Paratyphoid lever C 
Typhus fever 

2. Localized Pus : 

Prostatic abscess 
l'eriproetal abscess 
Ischiorectal abscess 
Pyosalpinx 

Suppurating ovarian 
cyst 

Paramet rit ie abscess 
Tonsillar abscess 
Hct ropharv ngeal ab- 
scess 

Otitis media 
Mastoid abscess 
Kmpycma of the an- 
t rum of i lighmorc | 


Mediterranean or Malta 
fever 

Secondary syphilis 
Influenza 

Tetragcnous fever 


Kmpycma of t he frontal sinus 
Kmpycma of the ethmoidal 
air-cells 

Kmpv cma of the sphenoidal 
air-cells 

Periosteal abscess 
Dental abscess 
Carbuncle 

Suppurating glands in neck. 

axilla, groin 
Mammary abscess 
Suhmammarv abscess 
Parotid abscess 
Kmpycma thoracis 


Leptothrix fever 
Spiroeha* tosis ieterohiemor- 
rhagiea (Weil's disease, 
Tetanus. 


Hepatic abscess 
Cholecyst it is 

Kmpycma of gall-bladder 
Suppurat ive cholangitis 
Suppurat ive pylephlebitis 
Subdiaphragmatic abscess 
Bronchiectasis 
Appendicular abscess 
Perinephric abscess 
Diverticulitis abscess 
Psoas abscess 

Actinomycosis of jaw, cheek, 
neck, lung, liver, spine, 
or cseeuin. 
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(>. 


8 . 

<4. 

10 . 

11 . 


12 . 


ia. 


i t . 
15. 


Localized Purulent or Analogous Infections without Pus-collection: 


( oli i >;ii’il 1 n ri;i 
Suppurat ive ncplirit is 
Acute cystitis 
Gall-stones 
Phlebitis 

1 n fl a in c (1 lurmor- 
rhoids 

Infective rhinitis 

Pleurisy with Effusion : 
Infective Endocarditis. 


Infective tonsillitis 
Subacute pharyngitis 
Subacute laryngitis 
HrnnehopncMiinonia 
Subacute persistent luon- 
ehit is 

Paraniet l it is 
Yesiculit is 

Serous : Purulent. 


Infeetixc colitis 
l leerat i\ e eolit is 
Panereat it is 

Mcningil is. t ubt reulous 
Men illicit is. cerebrospinal 
Knecphalit is let liargica 
Poly niyosit is 
Krx sipclas. 


Pyaemic or Septicaemic States of a type which permits of no more definite mime. 
Tuberculosis: Pulmonary: Glandular : Arthritic: Peritonit ie. 


Non-purulent Hepatic Affections: Cirrhosis: Secondary carcinoma. 

Gout. 

Rheumatoid Arthritis. 

Blood Diseases : 

Pernicious ana inia 
Splenomed ullary 
leukaania 

I.yniphat ie leuka inia 

Tropical Diseases, including : 

Malaria Dysentery Ihlapsing lexer 

Trypanosomiasis Cholera Sprue 

Kala-azar Plague Kgxptian splenomegaly. 

Meningeal Haemorrhage. 

Pemphigus and Allied Bullous Dermatoses. 

Rat-bite Fever. 


Mixed Ieuk.rmia Splenic anamia 

i>y mphadenoma ( IVI-Kbsf cin Hanti's dis« a>e. 

type) 


1(>. Trench Fever. 


17. The Persistent Slight Pyrexias of Children. 

18. Functional Pyrexia. 

Mb Fictitious Pyrexia produced by Malingerers. 

Though the list is formidable, clinical acumen assisted by laboratory methods leads 
lo a positive diagnosis in most instances when there is opportunity to watch the ease 
for a time. Space does not permit of a full description of each of the diseases mentioned, 
but the following are some of the salient points : 

1 . Specific Fevers. 

Typhoid fever suggests itself when the patient, previously in good health, suffers from 
a progressive fever of considerable and increasing degree, starting with headache and 
malaise, hut without many definitely abnormal signs, with a pulse-rate that is relatively 
slow in proportion to the temperature. The chart is generally of about three weeks' 
duration apart from possible relapses; during the first week the rise is each night to a 
slightly higher level than that of the night before, until a maximum is attained and 
maintained during the second week, after which there is a progressive diminution during 
the third week until normal is reached again ( AVg. 515). A relapse may occur almost 
before defervescence from the iirst attack is complete, but more typically there is an afebrile* 
period of about a week preceding the* relapse*, the latter having all the charac ters of the* 
first attack hut generally milder in degree and extent. There may he a third or a fourth 
rc*lapse (i yl /g. 54b), though this is rare*. The* illness starts with se*ve*re* frontal he*adae*l»e* and 
ail increasing se*nse* of being unwell ; i 1 lc* re* may he diarrheea with foul-smelling stools 
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of pea-soup consistence, or there may he constipation ; tlie headache lasts severely for 
about a week, when it almost invariably ceases ; the patient will by this time have taken 
to bed except in mild ambulatory eases. Blood cultures taken thus early give* positive 
growths ol Ebert h's liar illus typhosus , similar cultures later on proving negative. The 
spleen becomes palpable, but seldom very large*, early in the disease, and remains palpable 
till dclervcsecncc ; it enlarges again in a relapse. Other abnormal signs are generally 
absent, though there may be bronchitic rhonchi at the start. The* pneumonic form of 
typhoid is rare. Typical typhoid rose spots appear, chiefly on the abdomen, less often 
on the chest or back, and seldom on the limbs, from the seventh day onwards, and in 
successive crops ; there may be only two or three spots altogether, or there may be 
a dozen or more, but they are pathognomonic: they are rose red. fade on pressure, 
unlike those of typhus, are about two or three millimetres in diameter, and have no 
central punctum. Widal's serum reaction — that is, the agglut inat ion of typhoid bacilli 
by the patient's blood serum diluted 1 in ‘200--- becomes positive in the second week or 
later, seldom before* the tenth day ; it is important to test the* serum against paratyphoid 
as well as against typhoid bacilli, lest, the disease be due to the former rather than the 
latter, but a negative Widal reaction eloes not exclude typhoid l’eve*r ; occasionally it 



remains ne gative e ven to the end of the third we ek, or until a relapse* occurs, e>r altogether. 
Another help in diagnosis is the laet that typhoid fever gives ne> leuceicytosis, anel 
in the differential lcue-oeyte* count the* lymphocytes are relatively increased and the 
polymorphonuclear cells relatively dimini* heel. Rigors are* ejuite exceptional, a fact which 
sometimes helps in diagnosis from sept ie*:emia, pylephlebitis, anel malaria. The chief 
conditions apt to simulate, or to be* simulated by, typhoid fe ver are pulmonary tubercu- 
losis, fungating endocarditis, a long-lasting influenza, pyirmic and septica*mic processes, 
cholecystitis, e*oli baeilluria, anel occasionally tuberculous meningitis. A e*ase* in which a 
dental abscess simulated typhoid fever is mentie>ne*d on page 715. 

Some difficulty arises in eases in which there* has been previems immunization of the 
patient by previems antityphoid inoculations : the fever is then e»f she>rtcr duration and 
the* illness mile!. 

Paratyphoid fever .1, paratyphoid fever H. and paratyphoid fever f elo ne>t merit 
individual de*se*ription ; e*linie*ally cae*h is almost identical with typhoid fever itself, though 
possibly milder in type* than the* main elise*ase* ; their importance lie*s, not in the*ir e*linie*al 
feature's, but in the fact that the* patient's serum will neit give a peisitivc Widal's test 
witli typhoid bae*illi, but only with the* paratyphoid bae*illus A, B, e>r C. respe*c*t ively ; the 
elistinet ion is e>f laboratory importance : anel when a Widal's test is being made le>r any 
suspected e*ase* the* patient's serum should be* tested against all four organisms, anel not 
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carried by bed bugs. It simulates typhoid fever in its earlier stages, hut the termination 
in favourable eases is by crisis, or partial crisis, soon after the end of the second week, 
instead of by lysis in the third week or later as in typhoid. Kelapses are uncommon. 
There is no known serum test for the disease. The character of the temperature charts 
is exemplified by Figs. Old, 01 f, p. 780. The eruption occurring on tin* fifth day is 
generally distinctive (Fig. TJ7, p. 118), differing from that of typhoid in that many of 
the spots are purpuric and therefore do not fade on pressure, whilst some, instead of 
being superficial , present an appearance of being deep in the skin, a sort of subcutaneous 
mottlin'* the mulberry rash, of a brownish rather than red colour, in addition to the 
mixed rosy and purpuric spots upon the surface ; the whole trunk may be covered by 
the eruption, whereas typhoid fever s< Idom presents more than a few, or at most a few 
dny.cn, spots at any one time. The spleen may be enlarged as in typhoid, but not 
so constantly. Delirium of a low muttering type is common in the second week the 
‘typhoid state’ being the state of typhus and not the state of typhoid. Infective endo- 
carditis may be simulated ; if the pyrexia is prolonged beyond the fourteenth or sixteenth 
day, typhus is unlikely. 

Mediterranean or Malta (tier is one of the most prolonged of the fevers due to a 
known specific germ, the Mieromretts melitensis : in the undulant form of the disease 
successive exacerbations of pyrexia may carry on the illness into the sixteenth, eighteenth. 


I 


I 
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or twentieth week or longer ( /*7g. 517). It may simulate typhoid fever closely, including 
the enlargement of the spleen, and the remarkable paucity of abnormal physical signs; 
but there are no rose spots or other eruption, and no diarrlnea. The diagnosis may be 
suggested by geographical factors in the ease — recent residence, for instance, in some part 
of the Mediterranean coast or islands, o* Spain. Portugal, t lit* Canary Islands, or parts 
of South America; especially if the patient has been taking goats’ milk, which is the 
chief medium by which the infection of t he* disease is transmitted : to clinch the diagnosis 
one has a serum test, which may be positive from the fifth day onwards, the patient's 
diluted blood scrum agglutinating cultures of the M ieroeocens melitensis in the same kind 
of way that a typhoid fever patient s serum clumps typhoid bacilli. 

Sennularif si/pftilis may be a definitely febrile illness, so much so that during small- 
pox epidemics, for instance, it may be mistaken for small-pox. The diagnosis becomes 
obvious, however, when the roseola is examined carefully, and when it is associated with 
a lading primary sore, typical snail-track ulcers of* tonsils, fauces, and pharynx, and 
generalized enlargement of most of the palpable lymphatic glands. 

Influenza is alwavs a precarious diagnosis except in times of epidemic ; especially 
since doubts have arisen as to whether Pfeiffer's bacillus is the cause. Uncomplicated 
by definite visceral changes such as pneumonia or gastro-cntcritis, the fever is of short 
duration, lasting from two or three days to a week ( Fig. 548). Complicated by pneu- 
monia, otitis media, meningismus, or the like, influenzal pyrexia may last a fortnight, 
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or even a month ( Fig. 549) ; and it sometimes does so without any distinctive signs of 
complications. It may then simulate typhoid lever, tuberculosis, eoli baeilhirin, strep- 
tococcal septicjemia. fungal ing endo- 
carditis, or trench lever, especially as 
in the prolonged easts the striking 
peculiarities ol the intense attacks, such 
as severe pain in the head, at the hack 
of the eyes, in the loins, the prostration, 
the aching all over, the sudden anorexia, 
may he absent. The constant presence 
of influenza unionist us, and the great 
variety of the characters it assumes, 
make it dillieult to exclude it until 
positive signs of another complaint 
manifest themselves, and the diagnosis 
can often he made positively by a 
process of exclusion only. One must hear particularly in mind that an apparent attack 
of inliuenza may be* really the pyrexial phenomena of early hut active tuberculous 
infection, and if at any time 
during the illness sputum is 
available, it should be examined 
for tubercle bacilli. 

Tetr age nous fever or sejtti- 
cccmia is similar to influenza in 
the symptoms it produces and 
the course it runs. The pyrexia 
and the general state of acute 
illness may constitute the whole 
phenomena ; or there may be 
complications, as in influenza, 
such as bronchopneumonia, otitis 
media, or the like*. There may be 
relapse after apparent recovery. The diagnosis is not possible without blood cultures 
and the discovery of Mierocoreus letragenas in them. Fig. 550 shows the degree of 
pyrexia that may be met with. Tctragenous bronchopneumonia in children is another 
form of the same infection. 
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h'xi. .VIS, — Temperature churt showing the acute onse< and short, 
(limit ion of the typo of intluenza pnwalent iti .liin»- .Inly. 1 i» 1 ^ . The 
patient was already in hospital sutlorintr from a fractured lhit:h. and 
caught the infection from n fellow-pat i'-m . <-o that the whole eom 
of the p\ rexia eonhl he recorded from the start. 



fir/, 'mh. Temperature chart fiom a e.-e-e of severe teiramnou- -eptieamia in an adult. Tim Widal reaction wa 
negative to typhoid and to paratyphoid. , 1 / irromcrus t< fruifrnus w;e- recovered on Mood eultun 


Leptolhriw septiewrnia has not been recorded frequently, but perhaps it is commoner 
than is supposed, tor it is only diagnosahlc irom other forms of prolonged pyrexia ol 
obscure nature by blood culture. The patient, may be very ill, with muttering delirium, 
retracted bead simulating meningitis, and severe prostration making death seem imminent, 
yet recovery may ensue. Fig. 551 is a chart from a case in point. Abnormal physical 
signs may he very few, and the diagnosis would remain in doubt were it not for the 
positive blood findings. 
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S/n m('h(rl(tsts i<lrmh<rmon itagiea , of* Weil's disease, is iinconiinoii, hut characteristic. 
It is a severe, olleii fatal, 1 1 1 a I a cl v due to a spiroe-luel ai infection spread l>v rats, and is 
really a variety ol seplie-a-min in that the spm>e*ha*l a- are preserd in the circulating hlood. 
If hlood he taken from the 
patient early in the disease and 
injected into a <riiincn-pi<r, the 
organisms limy he found in I a rye 
numbers in the- hlood and tissues 
of the latter xiihxcepnnt 1 v a 
fact that is employed for dia- 
gnostic purposes: the patient s 
hlood presently fails to he infec- 
tive. hut the urine heroines so. 
and urine injections into a ^uinea- 
pi^i may he employed then if the 
earlier stan<* <>f the malady when 
the patients hlood is infective 
has heen missed. The onset is 

rapid, and for two or three days tin condition may simulate influenza, or possibly 
pneumonia, especially as herpes lahialis is frequent and severe; indeed, few conditions 
product* such extensive herpes of lips, face, nose, cheeks, chin, and neck as Weil's 
disease can. the vesicles sometimes heeomine luemorrha^ie or covered with hlood-erusts. 
About the fourth day jaundice develops, and this, with the herpes and tin* pyrexia, 
at once surest s the diagnosis. "I'l n* jaundice deepens erradually to reach its height about 
the tenth or twelfth day. after which it begins to lessen and gradually disaj)pear. The 

tempeiature is h i u' h from th<* he^in- 
niny and remains hinh until about 
the tenth day. dropping rapidly 
after the jaundice starts to decrease, 
hut often remaining slightly above 
normal for a week or ten days before 
settling completely : in many eases, 
.subsequent to tin* main fall about 
the tenth or twelfth day, there arc* 
a few days of low pyrexia and 
then a pronounced secondary fever, 
without, however, corresponding ex- 
ace rhat ion of the symptoms. Fig, 552 
verv severe illness, reeoverv ultimatelv 



is taken from suc h a ease in which, in spite of 
ensued . 

Tetanus as a 
from the trismus 

2. Localized 


cause of pyrexia needs little- 
ami te tanic spasms. 

Pus. Manv eases in which 


comment : the- diagnosis will he obvious 


localized pus is the cause- of continued 


pNi-e xia become obvious as to their nature-, if not at once-, then after a short period of 
observation, if careful attention is paid to the- parts in which the- patient complains of 
pain or tenderness, and if thorough examination is made*. When one is in doubt as to 
whet her actual pus is present, iiuidanec may he- afforded by blood-counts, particularly 
total and differential leue-oeyte- counts when they show le-ueoe-y tosis and relative- poly- 
morphonuele a r-eeli ine-re-ase- ; succe ssive- counts showing increasing Jencocytosis are- very 
surest i \ e- of pus. 

One- need not n<> into detail in regard to the- various pus-eolleetions that ne-e-el to he 
1 1 >ok(( | Ihr. Kee-tal or vaginal examination should serve- to detect prustatie abscess, peri- 
pmetal abscess, ischiorectal abscess, pifusal pi ax, suppurating ircariun cyst, parametritic 
abscess, all of which are* likely to e-ause- local pain in the perineum, anal region, sacral 
union, hack, or lower abdomen. 

TnasiHar abscess will he- su«o»cste-d by the- appearance of the temsil on inspection, 
1 1 1 o ii n h chronic eases max escape- attention if a thorough examination of both tonsils is 
not made*, espe-eially of the ir lower poles ; for the- patient may deny having any sore 
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throat. Enlargement and tende*rness of tin* lymphatic gland hclow and behind the angle 
of the* jaw may lu* a suggestive guide*. 

Retropharyngeal abscess , if non-t uhcrculous, is an a fleet ion of infancy, and it att.raets 
ne)tiee by reason erf dyspnera rather than e>n account erf pyrexia ; laryngeal <liplith(*ria 
may be* simulated by the* aspliyxial cyanosis anel stridor. The* diagnosis is maele* by eligital 
examination of the* back e»f the* mouth and throat, which is e*asier than inspect ion at this 
age. Tuberculous eases are* rare, but erceur at a late r age* as the* result of cervical carie*s, 
whieh will alser cause stiff neck and pain in the* ne*ck ; t lie* diagnosis may be* e stablished 
by X-raying the e*e*rvie*al spine late rally (7<7g. 019, p. 795). 

Otitis media and mastoid abscess give rise* to acute* earache, pain in the* car. and pain, 
reeletening, anel swelling behind the* car, the diagnosis depending upon the* results of loe*al 
examination ; in severe eases doubt may exist for a time* as te> whether the* trouble* has 
remained local or has spread to become lateral sinus thrombosis or suppurative menin- 
gitis ; the* doubt may be* settled only by operation and its result. Fatal pyamiia may 

result from this as from any other form of local suppura- 
tion ( Kill. 5511). 

Km ppema of the antrum of H iiihmorc may be* acute*, 
producing pain anel te*nele*rne*ss ove*r the* a flee tee I maxilla, 
with (edematous swelling of that side* of the* face* : but 
in chremie* eases the symptoms may be* much less definite*: 
there* may be* faev-ache*. loe*al swelling, and perhaps a 
recurrent dise*harge* of pus from one nostril to suggest the* 
diagnosis, however, and it is confirmed by transillumina- 
tion ( Fig. 191, p. *J‘2<r). 

Kmppema of the frontal sinus may be acute* e » r 
e*hronie*. producing pyre xia in either case. The* diagnosis 
may be* suggested by ceunplaint of lercal headache* above* 
the* eyes, generally on one* <n* other side* of the midline* 
rather than central, especially if such headache* is associ- 
ated with lere*al tenelerness to percussion : it In comes eas\ 
if the abscess points, as it may elo. in the* upper part of the* inne r emit bus of the orbit 
near the rerot erf the* nerse* : but it may remain in eloubt for a long time* in other cases, 
even when erne lias the* assistance* of a specialist's examination. or erf a radiogram of t lie- 
sinus take n laterally : this shoulel Ire* bright and e*le*an and not opaepie*. Not a lew case*s 
remain uneliagnosed be*e*ause* there is insuflie-iemt e*\ i e 1 e * 1 1 < *e • on \vhie*h to advise* surgical 
opening erf the* sinus. This applie*s still merre* to emppema of the ethmoidal sinuses or to 
emppema of the sphenoidal sinuses, from which erne* ge ts few objective* symptoms. Tin- 
patient may complain erf se ve re* frontal hcaelachcs. often worse* in the morning and passing 
off late*r in the* day, and he* may notice* a purulent nasal discharge* coming from some 
where* that he cannot locate* ; pyrexia is often emly slight, but it may Ire* of long standing: 
\ eiv e-xaminat iern erf the* air-eclls in the* late-nil position is <rnl\ a partial he lp in dia 
»sing err excluding pus in them: and erne may reepiire* diagnosis by puncture* erf the 
t ir-ce lls at the* hanels erf a nose* spe*e*ialist . 

Dcrinstcal abscess will be* suggested by the* nature* erf the* swelling found upern a heme* 
in which the patient sutlers pain. Merre* elidienlt erf etetection may be* a chronic intra- 
medullary berne* absecss, whie*h sennet ime*s e*ause*s pvrexia the* icasem ferr which inav 
remain erbscurc for weeks: attention may be drawn ter the* heme* because* of the* patient's 
complaint of lercal aching anel pain in it, and an X-ray examinat iern mav reveal a lesion 
which may be* thought ter Ire* sarcoma until the* diagnosis of absecss is e-ernfirmed bv erpe ra- 
tiern : such an intra-ersteal abse*e*ss may be* present for mernths be fore* it is de tected . 

Dental abscess mav be* inelicated by heal t erot hne-hc. swelling and t e*nde*rne*ss erf the* 
jawy general swelling erf one siele* erf the* faec, err the* occurrence erf a gumberil — the* latte r 
being nature’s method of relie ving an apical dental absecss by spontaneous discharge* 
through the outer alve-erlar eeivering erf the* jaw. Many dental abscesses remain latent, 
however, serme*time*s ferr mernths err years, anel the*y may be* responsible ferr sue*h se*ve*rc 
remerte effects as generalized rheumatoid arthritis, pronounced anainia, night sweats, 
and general ill health. The*v can sometimes be* eliagnerseel with eertaintv emly by X-rav 
examination erf all the* teeth (F/g.v. 91-03, p. 43) ; yet the* e xtent ter whieh sued 
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apparently slight trouble mav produce pyrexia is indiented by Fig. 570, p. 714, from a ease 
in which typhoid fever was simulated and diagnosed until the taking out of one tooth 
cured I lie pyrexia and the patient. In no ease of prolonged pyrexia in which the cause 
is not obvious should X-ray examination of the teeth be omitted, lest tubercle or other 
"rave chronic lesion be diagnosed in error from the long-cont inued low fever. 

(drbamlc will be obvious upon immediate examination by the time it has become 
partly or wholly mature, hut after there has been one, others may develop elsewhere 
without being always obvious at once; the temperature continuing may indicate that 
further carbuncles are forming, and their site will be indicated by complaint of pain. 

Snjtpnratmg I i/tti phatic glands will be diagnosed from the character of the tender 
swellings that precede the skin-reddening and the actual formation of an .abscess; the 
site is likely to be neck, axilla, nr «rmin, and there will usually be an indication of the 
source nl the trouble in the form of a septic focus in the skin corresponding to the lymph- 
drainage of the gland conccnicel impetigo, a septic cut or wound, a whitlow, inflamed 
external piles, a penile or scrotal sore, or the like. One source of trouble that may be 
overlooked because of the social status of t he patient is jtcdicalasis of the scalp: it 
should be suspected if then* is irritation of the back of the neck at the roots of the hair, 
in association with enlargement of the occipital as well as of the cervical lymph glands ; 
it is a stale of affairs that may cause ill health and pyrexia continuing for months. 

M am warp and sahmammarp abscess may be of chronic* type and cause pyrexia without 
much pain : the diagnosis depends on local examination of the breasts. 

Farntid abscess is rare as a primary condition : as a rule it is a complication arising 
in the course of other illness, especially after severe operations, or in typhoid fever with 
oral sepsis; its nature max not be* clear until the skin e>ve*r one* parotiel eland reddens 
and the* face and neck swell, by which time the pyrexia caused by the parotid infection 
may have existed already for several days. Pain over the parotid planet or in its neigh- 
bourhood will draw attention to the* parotitis. 

Fm/ipcma thoracis is often e asy of eliagnosis ; the abnormal physical signs at the 
base of imc lung, particularly dullness with absence* of breath- and voice-sounds, surest 
the existence* of fluid here*; the* ehest will then be* needled and pus found. The eru- 
dition may be* simulated by subdiaphragmat ie* abse*e*ss. but once pus is found the distinction 
as between its being above* or below the* diaphragm will be settled surgically. Kmpycina 
some time s arise s insidiously, but more* often it has a preceding cause, especially pneumonia, 
and the* e xiste nce of pus max be suggested by the* ree*urre*ne*c* of pyrexia when the tempera- 
ture she idle I be* remaining normal (Fig. 171, p. 2(H)). Difficulty in diagnosis may he 
great. In ixvex e*r, xvhen the* empyema is interlobar, or between the pericardium and the 
pleura, or between the* diaphragm and the* lower lobe, or perhaps apical ( Fig. 115, p. 132) 
if ole 1 adhe sions prevent the* pus trickling to the* base* ; continued pyrexia may make one 
feel that pus is prese nt, yet it may escape detection for weeks until one day it i* suddenly 
coughed up and the* diagnosis is made* clear. Tubercle may haxe been suspect e*d in the 
meantime*. X-ray examination of the* thorax is sometimes most helpful in detecting a 
buried empyema of this kind. 

Hepatic abscess, especially the* type* .ollowing amerbic elyscnte*ry, is generally a sub- 
acute* or chronic rathe r than an acute* state* of affairs, and the* fluctuating pyrexia due to 
the* condition may e xtend oxer months. The* diagnosis may be* suggested by complaint 
of pain or t cnderncss oxe r the* lowe r part of the* right chest, in front or behind, and by 
dome-shaped dullness at tlu* base* of the* right lung, or by friction sounds over the liver ; 
<>r by the* e x iele nce* that thc*re* is something wrong with the* liver in a patient whe> is known 
to haxe* had amerbic elyse-nterx in India or clse*wherc ; but sometimes the patient is 
unaware* of having had any dysenteric infection, abnormal physical signs may be few, 
and the* diagnosis consequently in much doubt. Occasionally the* complaint e»f pain is 
in the* right shoulder, and not in the* liver at all in front of the shoulder-joint when 
the* abscess inflames the pe ritoneum ove r the* front of the diaphragm, at the point of the 
shoulder when the* centre* of the* diaphragm is affected, or behind the shoulder when the 
post e*rior part e>f the* diaphragmatic peritemeum is inflamed. Sometimes pyrexia and 
rigors are almost the* only phenomena, malaria being simulated : but the existence of 
more* than malaria would be* indie*ate*el by pedymorphemuclear leueneytosis, for in malaria 
the re* is leueopenia and a relative* ineuvase* in the large hyaline corpuscles. The diagnosis 
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of hepatic* abscess is clinehe-d by needling the liver and finding pus. often chocolate- 
coloured or like anchovy paste* : sometimes the existence of the abscess is recognized for 
the first time when similar pus is couched up as tlu* result of its ulceration through dia- 
phragm and pleura into a bronchus. Mild cases may be* diagnosed by t he therapeutic 
test of giving injections of emetine hydrochloride*, the* latter sometimes e*ITe*cting a cure* 
of both the* hepatic* absce*ss and its prolonged pyre*xia. 

('holccysht is and empyema of the gall-bla<hlcr may be* e*onside*re*d togvt he*r. for tlu*y 
are merely di fie rent de*gre*e*s of the* same* state* of affairs. Kae-h may exist without other 
dise*ase in the gall-bladder, as the* result, for instance, of infection by the* Bacillus coli 
communis , the* Bacillus typhosus , or the* Bacillus parutyphosus : more* fivepicnt ly perhaps 
the infection is associated either with gall-stones e>r with carcinoma of the gall-bladder. 
There may or may not be jaundice, generally not. Pyrexia may be* considerable and 
prolonged, and rigors from time te> time* are* to be* expee*te*el. 'The* diagnosis elepends 
largely upon the* patient's c*omplaint e >f pain in the* right hypochondrium. a^soeiat e*d e*ither 
with a dchnitely enlarged palpable* gail-bladder or with acute* pain and tenderness on 
palpation of the* gall-bladder region below the* tip of the* right ninth rib cartilage : in 
se*vere* ease*s an ope*ration will be* performed and the* diagnosis e*on(irme*<l that wav. 

Suppurative cholangitis is the* result of extension of pyoge*nie infection up the* hepatic 
duets into the* biliary canals within the* liver: it generally originates from cholecystitis: 
when the* latter has e*xte*nelc*el to l)e*e*e>me* suppurative cholangitis the* patient becomes 
incmisingly ill. and usually die-s ed the e*omplaiut. 'flu* supe*rv e*i it ion of cholangitis may 
be indicated by progressive soft uniform enlargement ol‘ the* li\e*r, associate'll as a rule* 
with jaundice*. Kccurrcnt rigors are* the* rule*. 

Suppurative pylephlebitis arise s from infection some whe re* in the* pe riphe ry of t lie- 
portal area previous appendicitis, for example. Kortunate*ly it is not common, for it is 
fatal. r rhe* liver becomes studded through and through with multiple* small abscesses 
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arising around the subdivisions of the* portal vein within the* live r. .Inundie-e is pre sent 
in less than half the* eases, but the live*r becomes progressive! y, smoothly, and uniformly 
enlarged, and generally tender. The* se-vere* pyrexia ( Fig. the rigors, the* asthenia 

and wasting, indicate that the patient has developed some* form of se ptic extension from 
his original disease, but short of post-mortem examination it may be* difficult to be ce rtain 
whether he has, for instance, a subdiaphragmat ic abscess or a re sidual peritoneal abscess 
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on the oik* lisi.tK I , or suppurative pylephlebitis on tin* other. There is pronounced leuco- 
cytosis in either case. 

Suhiltn f>h ru^mut tc abscess is often a most difficult condition to diagnose successfully. 
It is exceptional lor the amount, of pus to lx* so large that it can lx* recognized with the* 
X rays as in Figs. 115. 110, pp. 1.‘12, l.Th Often the pus is spread about in a thin 
layer between the liver and the diaphragm, or between the spleen and tin* diaphragm, 
so that attempts to locate it by needling may prove unsuccessful. There may be no 
abnormal physical signs at all ; more often there is resultant infection of the pleura, 
through the diaphragm, leading to impaired percussion note at tlx* base of oik* lung, 
accompanied by pleuritic friction and rales: the doubt will then be as to whether there 
is pleurisy only, or pneumonia, or an empyema, or a sulxliaphragmat ie abscess, and most 
dillieult it may be to decide between them. With the last the patient becomes pro- 
gressively more ill and emaciated than with the others, and it may become a question of 
a secondary operation to see if pus below the diaphragm can be found ; if it is then* and 
not found t be pyrexia continues and the patient loses ground slowly hut steadily, and dies. 

/ ironchiccfusis may lx* responsible for quite prolonged periods of pyrexia with afebrile 
intervals ol varying length. The pyrexial bouts are due cither to invasion of the pus- 
containing ca\ities by fr< sh organisms, or to recrudescences in the activities of the germs 
already present. The abnormal physical signs in the lungs, the abundant foul sputum, 
and the clubbed lingers indicate the diagnosis : though it may be dillieult to differentiate 
an empvema ruptured through the pleura into a bronchus from a pure bronchiectasis. 

I ji/inufica/ar abscess max be easy of diagnosis, simply on palpating the tender swell- 
ing in the light iliac fossa : or it may lie dillieult by reason of the abscess being behind 
the eaeiiiii or otherwise tucked away : rectal examination leads to the detection of the 
abscess when it descends into the pelvis. Operation will generally be resorted to at the 
start, pyrexia ceasing as a rule when the pus obtains free drainage, so that it is excep- 
tional for appendicular abscess to be the cause of prolonged pyrexia; there is. however, 
great dillieulty sometimes in deciding whether, in a given ease of prolonged slight pyrexia, 
chronic appendicitis is the cause of the* fever. That a chronic appendix may lx* responsible 
is beyond doubt, but there is perhaps too great a tendency to think of chronic appendix 
trouble as the likely cause of vague abdominal discomforts associated with ill health with- 
out more evidence, perhaps, than a wincing on the patient's part when the right iliac fossa 
is palpated fairly vigorously ; before removal of the appendix is advised it is important 
to exclude other possibilities, such as eoli baeilluria or tuberculous iliac lymph glands, and 
to have something positive in the way of resistance or rigidity in the right iliac fossa. 

Fcriuc/i/iric abscess is less common than is perinephritis with perinephritie crdenui : 
both may cause pyrexia of considerable degree and possibly lasting for weeks. Pain in 
the loin is almost always present, with tenderness to palpation both in the loin and 
in the lumbar region. There may be no defined tumour, but only a sense of resistance; 
the latter may be evident when, with the patient recumbent, the examiner places one 
hand behind each loin with tlx* finger-tips external to the erector spina* muscles, and 
then makes as it to raise the patient from the bed though without actually lifting him : 
the fingers on the affected side will not feel the hollow of the loin clearly as will those on 
the sound side. If the patient is well enough to sit up in bed with the back bared, and the 
observer then looks down his spine from above*, it may often lx* apparent that, whereas 
the loin on the sound side is slight ly concave, that of the perinephric abscess side is either 
Mat or actually slightly convex ; only in pronounced eases docs tlx* loin show a pronounced 
convexity as in Fig. 555. Perinephric abscess is generally the result of pyogenic infection 
within tlx kidney, indicated by routine examination of the urine secondary to eoli 
baeilluria. for instance ; or it may lx* due to pus tracking up behind the colon from 
appendicitis ; or it may be a delayed result of a loin injury, caused at football, perhaps, 
or from a stumble against a bannister-rail, a ha inatoma due to tlx* injury becoming infected 
and slowly forming a perinephric abscess weeks or months after the trauma. 

Diverticulitis abscess may be subacute and associated with long pyrexia ; generally it is 
in the left lower part of the abdomen, producing a tender tumour that may simulate carci- 
noma. It is preceded by chronic bowel symptoms, constipation, and colic ; the diverticu- 
litis may have been demonstrated by reason of the isolated remnants of barium seen in 
diverticula after tlx* main mass of a barium meal has been evacuated (Fig. TM . p. 102) ; 
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or else the diagnosis depends on what is found at operation. It is a disease ol the 
second half of life, not of the young. 

Psoas abscess results from tuberculous spimd caries : the condition may he apyrcxial, 
but, like any other form of tubercle, it may cause irregular pyrexia over a long period 
even when it has not been opened. If operation is performed secondary infection may, 
if great care be not taken, lead to a febrile course of long duration. Pain localized to 
some part of the back and stiffness of the corresponding part of tin* spine may lead to 



discovery of the caries by X rays (Fig. 180, p. 028) before there is any kyphosis ; or the 
diagnosis may remain unsuspected until a tender swelling begins to appear above or below 
one groin as the abscess tracks down from the spine along the course of the* psoas muscle, 
ultimately giving fluctuation from above to below Poupart's ligament. It is a malady 
of the young. 

Actinomycosis (Fig. 450, p. 508) is diagnosed by the discovery' of the ray fungi 
(Fig. 010, p. 779) in the discharge emerging from a sinus communicating with the focus 
infected, generally the cheek, jaw, neck, lung, liver, oacum, or spine. It may occur 
anywhere in the skin or viscera, however, and if bacterial methods of diagnosis an- not 
resorted to the true nature of the disease may be missed. An ischiorectal abscess, for 
instance, may be regarded as of merely pyogenic origin and yet be really actinomycotic. 
There is diffuse infiltration of deep as well as superficial parts, liability to discharge 
through more sinuses than one, and a suggestive purplish-red colour of the skin adherent 
to the lesion. The course is chronic, often apyrcxial, but frequently there an* periods 
of pyrexia analogous to those seen with tubercle. 
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1 jrtfst jh l(is y though g< nc rall\ of short duration, sometimes causes pyrexia lasting more 
than a fortnight (Fig. 5a0). 


d. Localized Purulent or Analogous Infections without Pus-collection. 

Coli bacillurin may Ik- chronic and apyrexial, hut it is liable to exacerbations with 
prolonged pyrexia (fig. 08. ]». 5(iO), the diagnosis being suggested by the aching or pain 
in one or both loins, the Ireipieney of micturition, and the pain during micturition, and 
continued by recovery ol the liruil/us coli commintis from specimens of urine obtained by 
catheter. It may exist, however, with so lew' sym- 


ptoms of urinary disease, especially in girls and 
children, that its causal connection with continued 
pyrexia may he missed if the condition is not 
remembered and looked for. It is not likely if the 
urine is perfectly clear and fret* from albumin ; 
opalescence of the urine, a laint haze of albumin, 
and excess ol leucocytes microscopically would 
point to the need for urine cultures. 

Suppurative nephritis is a more serious malady: 
doubtless there arc multiple minute abscesses in 
the kidneys in some cases of coli bacilluria, but 



b\ suppurative nephritis one understands a graver condition in which the kidney sub- 
stance becomes streaked and spotted with infective pus, usually as the result of ascending 
infection from acute cystitis, enlarged prostate, or urethral stricture. Pain in the loins 
may or may not be present ; the urine is purulent, yields the causal germ on culture, 
the patient is very ill, with rigors and high, long-continued pyrexia. 

Acute cystitis does not always cause pyrexia, but it generally does ; there is pain 
in the hypogastrium, increased if the patient holds his water for any length of time, 
great frequency of micturition, often rigors: the urine is often foul-smelling as well as 
purulent , and shreds and bits of vesical mucosa may be found in it microscopically. The 
surest way of establishing the diagnosis is by cystoscopy under an anaesthetic. The lesion 
ma\ be primary, or secondary to tubercle of the bladder, calculus, or carcinoma. 

(iutt-stnues depend for their inception upon preceding microbio infection of the gall- 
bladder: the infection may die out and leave sterile gall-stones, but quite often there 
is residual latent cholecystitis, accounting for the way in which certain gall-stone cases 
m.i\ exhibit irregular but sometimes prolonged pyrexia, and for the occurrence of pyrexia 
in biliary colic attacks. 


/ hlefntis of a superficial vein is indicated by the tenderness, with or without red- 
ness and swelling, along the course of the vein itself: pyrexia of variable degree and 
duration accompanies the malady in the earlier stages. The diagnosis is much less easy 
when the inflamed vein is a deep one : even in the leg phlebitis of a deep vein may 
produce no more decided symptoms and signs than pain deep-seated in the affected part, 
but usually there is a certain amount of unilateral <cdema of the foot or calf to indicate 
the nature of the trouble. When, however, the inflamed and clotted vein is an internal 
one, for instance in the abdomen, it ina be impossible to diagnose what is wrong with 
any certainty. I hat intra-abdominal phlebitis and thrombosis art* not uncommon is shown 
by those catastrophic eases of sudden death from pulmonary embolism about ten days 
after operation or childbirth ; and also by the frequent discovery of calcareous phleboliths 
m the course of routine post-mortem examinations. It is not unlikely that intra-abdominal 
phlebitis is responsible for both continued pyrexia and vague but possibly severe abdom- 
inal pain in certain eases of otherwise apparently straightforward laparotomy. Venous 
thrombosis in tin* pelvis, not necessarily associated with white leg phlegmasia alba dotens 
may account for harassing pyrexia after childbirth. 


Inflamed luvmorrhnids are really but a variety of phlebitis ; the diagnosis is made 
readily upon local examination. 


Infective rhinitis , tonsillitis , pharyngitis , and laryngitis are diagnosed by local inspec- 
tion: the infecting germ by bacteriological methods. Secondary syphilis of the tonsils 
and pharynx needs to be thought of, for it also may be pyrcxial. 

lironchopneutnonia is diagnosed from the abnormal physical signs in the chest ; it 
may be of short duration a week, for example; but it generally lasts considerably longer, 
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ending not by crisis as does lobar pneumonia, but by lysis ; the pyrexia may last lor two, 
three, or more weeks; and there may be relapses. The continuance of the pyrexia may 
raise doubts as to whether sin empyema may not be present as well, in which ease needling 
of the chest would probably be resorted to ; or as to whether there* may not be* tuber- 
culous mischief, a doubt that may be* se*ttle*d by sputum testing, or by continuing to 
watch the course of the disease*. Acute miliary tuberculosis of the* h 1 1 1 1» may start as 
what seems to be influenza, continue as an apparent bronchitis, passim* in the course* of 
some weeks to bronchopneumonia, and even then it may not be* clear that the* patient 
has so fatal a malady, for the sputum may remain persistently negative* as regards tubercle 
bacilli if ne> main focus in the hum ' s ‘open*. 

Subacute persistent bronchitis is still more elifliemlt to diagnose with certainty to the 
cxclusiem of phthisis. Some patients may have* pyrexial bronchitis, especially in tlu* 
winter months, for we*e*ks on end: on the* other hand, senile* phthisis often appears to 
be no more than ehremic bronchitis and emphysema, the* course* being slow and insidious, 
though cough, sputum, and pyrexia may all be* pronounced. Tube*rcle* bacilli should be* 
sought in sputum as a routine thing; when none* are* pre*sent. cultural met heals should 
be employee! te > elctermine* the* microbic nature of the* bronchitis. It is ed'ten wise* t < > X-ray 
the chest too, to exclude* such opacities as might be* e*\pecte*el if an aneurysm, or tube*re*le*, 
or cancer of the lung were* simulating bronchitis. 

Endometritis and parametritis are* diagnosed by pelvic examination ; t lie* latter is 
likely to be the after-e*ffe*e*t of re*e*e*ut labour ; it is ofte*n associatcel with ce>ntinue*el pyrexia, 
pain in the pelvis and lower part of the* back, and it may go on to the* formation ed an 
abscess. C hronic endometritis is not usually pyrexial, but the* acute* forms are*, particularly 
when they result from retained products of conception, after abortion, miscarriage. e»r 
labour. Elderly women are apt to develop a purulent form e»f endometritis, sometimes 
pyrexial, with pelvic pain, bearing-down pain, pain in the* bae-k. a foul vaginal discharge, 
often blood-stained, the* condition simulating advanced carcinoma of the* body of the* 
uterus. 

Vesiculitis is generally el tie* te> gonococcal infection of the* seminal vesieles, though it 
may be* septic. The* complaint is mainly of hot burning pain in the* rectum, made* worse* 
by the passing of a motion. Proctitis is simulated, or curcinemia of the* rectum or ae*ute* 
prostatitis. Diagnosis is made* by ree*tal examination, the* finger leicating the* painful 
swelling in the vesieuhe seminales. 

Colitis , whether infective* or ule*e*rat ive, will be* suggested by the* history of diarrhei*a 
with the* passage* of blood and mucus per anum, associated with pain along the* e*e>urse* 
of the cedem, particularly the* ele*sce*nding colon. (areinoma of the* e*olon may be* simulated, 
or dive*rt.iculitis. The* diagnosis is easy if the* a fleet cel mucosa run be* seen with the* 
sigmoidoscope; but if the* le*sion lies farthe*r up it may be diflie*ult. X rays may show 
’’ d the*re* is no obstruction such as carcinoma generally produces. and assist the diagnosis 
< -xedusion ; but one elepe*nels mainly upem the* history ane! upon what erne* se*cs with 
t lie sigmoidoscope. 

Pancreatitis whe*n it is acute* is a surgical emergeney ; when subacute* e »r chremic it 
is very diflicult to diagnose. It is not always pyre xial, but it may be*. It may simulate- 
such things as gall-stones or tuberculous peritonitis or abdominal lymph glands. It will 
suggest itself at emcc if the*re is glycosuria in association with pyre xia and a dull aching 
pain in the* abdomen across the* site* of the* pancreas, but the* symptoms are* ge-ncrally 
too vague* to be eharacte-ristie*. There is often a curious dull-brown pigmentation of the* 
skin that is suggestive* ; anel a certain amemnt e > f eliagnostie* he lp can be* got from examin- 
ation e>f the stools for split anel unsplit fats anel for protein re*sielue*s (se*e* ( amvijihuAs 
P AXC ieiOATK ItKAe.'T ie>N, ]). 128). it is eJiflie-ult le> be* sure, however, how mueii reliance 
erne* can milly put upon the interpretat ions given to the* results. 

jMcnmgths , whe*the*r tuberculous or meningococcal (cerebrospinal), will be* sugge sted bv 
the* e)ee*urre*ncc of symptoms eif inere*ase*d intracranial jire*ssurc ed' rapid emset headache, 
giddiness, vemiiting, cejnvulsiems, e>ptic neuritis, strabismus, head-retraction, Kernig's sign 
(Eig. 577, p. 782). The diagnosis will be e*stablislu*el by examination e>f the* cerebrospinal 
fluid afte*r lumbar puncture. Pyrexia may be slight e>r e ven non-existent in tuberculous 
cases until the last stages are^ re*acheel, elepe*neling more* < >n the* ge*ne*ral miliary tube*re*u- 
losis than upem the* meningitis ; in cerebrospinal cases feve r may be* both marked anel 




therv being souk* symptom or sign that suggests an intracranial lesion, especially drowsi- 
ness or coma (‘sleepy sickness'), with negative findings as a rule in regard to cerebro- 
spinal fluid and optic discs. A case that recovers after appearing for a time to be some 
form of meningitis, without any positive findings in the cerebrospinal fluid, is very likely 
to be one of encephalitis. 

Polymyositis acuta is a rare malady in its fully-developed form, but mild cases are 
probably common under the label ‘rheumatism'. The mild type survives, but the severe 
acute type is often fatal. As a general rule tin* inflammatory trouble is not confined to 
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the muscles, though acute pain and stiffness in the latter, with prost ration, constitute 
a big part of the clinical picture ; inflammatory mischief in the skin, mucous membranes, 
nerves, spinal cord, or serous membranes may be associated with the myositis to varying 
degrees in different cases, with the result that many names have been used in describing 
the malady; for instance, neuro-myositis, dermato-myositis, dermalo-neuro-myosit is, 
neuro - mueoso - myositis, dermato - mucoso - myositis, soro-dermato-myositis, sero-mucoso- 

neuro-dennat o-mvosit is, and 
so on. When the skin is 
affected as well as the muscles 
tlu* patient develops areas of 
marked reddening, similar in 
appearance to erysipelas, but 
differing from the latter in 
that the reddening, varying 
perhaps in degree to some 
extent, may hist for weeks in 
the same place: in t he* ease 
from which /‘Vg. aall and the 
temperature chart in / y Vg. oUO 
were taken the face remained 
in a state of what looked like 
chronic erysipelas for over 
two months. When mucous 
membranes an* invoked, 
severe vomiting or intract- 
able diarrlnea. or both, may 
t be prominent phenomena. 

which cease, however, long 
before the myositis does if tin* 
condition does not end fatally. 
W hen serous membranes are 
attacked, acute pericarditis, 
sometimes hamorrhagie, is 
commoner than pleurisy, and 
both are commoner than peri- 
/>/. • h rt 1 1 .* t « >- n i \ 0-el- m .. tonitis ; the pericarditis cases 

all die. 

The nervous phenomena consist partly in extreme pain in particular nerves, partly 
in vague departures from tin* normal as regards the reflexes, indicating lesions in the 
<»rd or brain that arc* not specially localized. The myositie phenomena are constant ; 
< rvsipelatoid phenomena in the skin frequent : the* gast ro-intest inal phenomena not 
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infrequent; the serous membrane events rarer but generally fatal : the nerve symptoms 
vaguer and inconstant. The whole illness is pyrexial, severe and prolonged. It seems 
not unlikely that generalized streptococcal infection is at the root of the trouble*, and 
perhaps the shortest way of summarizing the symptoms would he* to say that the patient. 
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jmscnts, us it were, a combiiml i.m of acute trichinosis with clm.nic erysipelas There is 
however, no eosinophilia as there is in trichinosis ; and 11, e ervsipelatoi.'l areas remain Ion- 
and do not heeorne cove, cl l.y hlehs or bulla- as in erysipelas. The nmseles heeorne too 
painlul to he used at all: the patient eannot lilt an arm or a lee; he eannot laueh 
because his <liapl,ra-m and his face muscles hurt him so ; he can hardly eat : he is entirely 
prostrated. II hi- survives, there are -cncrnllv deformities from tihrotie fixations of the 
suhslanee of the muscles, and various contractures and disabilities, hut these differ from 
the effects of rheumatoid arthritis in that they are not specially related to the re-ions 
of the joints. II IS not impossible that im/oxilix oxsijiruns is a related malady, thouifh 
in this the attacks ol pain and pyrexia and muscle inflammation are recurrent over a 
period of years, each attack l.cin- more or less local to a particular muscle or part of a 
muscle, hut a licet in- a new place on each fresh occasion : the focus thus attacked suffers 
from a deposition of lime salts when the myositis subsides, so that a hard bone-like mass 
takes the place of what was originally muscle; the patient ultimately develops ‘ossifi- 
cation (really calcification) of nearly all his muscles the ossified man. 

t. Pleurisy with Lffusion. Pleurisy with effusion is associated with pyrexia - the 
diagnosis depends, not on the course of the fever, hut upon the abnormal physical ’si^ns 
in the chest , and it is continued by lin.lin- tl,<- fluid on m-cllin- An empyema may he 
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suggested by the rout inuaner <>| pyrexia after tile crisis of lobar pneumonia ( b'io. ]?l, 
p. Imt the fever ceases when the }>us is let out : when an empyema is ‘buried' 

(p. lo.J) it may he difficult nl detection, unless found by X-rav examination (Fig. 115, 
]>. l.TJ) or unless it is suddenly coughed up : and pyrexia may continue for a long time 
if an empyema is present and not detected. In the east* of serous effusion of the type 
“Iten termed ‘simple' that is to say, without concomitant obvious disease to produce 
it, growth lor instance, or lcukamin. or something of that sort tin* pyrexia generally 
lasts tor between three and lour weeks (Fig. 5(11). is not obviously influenced hy tupping 
th<- chest, arid it tends to end hy gradual lysis. Such ‘simple' effusions are frequently 
indicative of latent t uhcrculosis of the lungs. 

5. Infective Endocarditis. Infective* or fungating or malignant endocarditis is seldom 
1111 ;i( l de disease nowadays in the* way it used to he when it was a complication of septic 
surgery and was known as being mainly of either the *pya*mie' or the ‘typhoid' types : 
both severe and of a few weeks' duration, the* former with rigors, the latter without. 
Nowadays the type is far more often of the subacute or chronic variety endocarditis 
tnjvct lV (i lentn a heart ease in which for a time it may seem that there may he merely 
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chronic valvular disease without infection until one or other of the events described on 
p. H» leads one to the view that the condition is much more grave progressive and 
almost certainly fatal fungating endocarditis. The two most suggestive points about 
sue! i a east' are 


almost certainly fatal fungating endocarditis. The two most suggestive points about 
such a ease are: (1) Knlargemcnt of the spleen, always a danger sign in a heart ease; 
(2) Some form of pyrexia, no matter what the type. Ordinary chronic heart disease is 
apt to be associated with hypothermia (p. Util), a normal base-line of about OT ; hence 
even 68’ 4° F. may be pyrexia in such a patient, and even the slightest rise above this 
merits respect and leads to anxiety unless some obvious cause such as tonsillitis or 
pleurisy or recurrence of acute rheumatism can be found to account for it. The difficult 
eases are those in which there is no bruit, for the heart may then not lx* under suspicion, 
and it may be weeks or months before the diagnosis becomes clear. Hlood cultures may 
or may not be positive. When there is a bruit of organic type, (‘specially if the splee n 
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is enlarged too, the occur re nee of any form of pyrexia that cannot be explained by some 
demonstrable collateral lesion is bound to raise fears of infective or fungating endocarditis. 
The course of the disease is slowly downhill ; it may last for weeks, months, or even over 
a year, for it is not frequently acute; there may be remissions or apyrexial intervals 
(Fig. (>5, p. Hi) raising false hopes; but if there should be pyrexial relapses, and still more 
if the pyrexia continues week after week (Fig. 562), the diagnosis and its grave consequence 
can scarcely be escaped, even if the general condition of the patient may, for the time, 
seem to be not so bad. There is every conceivable sort and kind of pyrexia in these 
eases ; the point is that any sort of pyrexia whatever is of grave* omen. 

6. Pyaemic or Septicsemic States of a Type which Permits of no Definite Name. 
Apart from acute septicaemia resulting from obvious causes such as post -mortem wounds, 
the pricking of a finger at an operation, infection during or after childbirth, a mosquito- 
or gnat-bite, and so on, one meets more frequently nowadays than formerly with eases 
of severe and long-drawn-out pyrexial illness in which the patient may be almost at death's 
door for weeks or months yet ultimately recover. Some such casts yield streptococci 
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on blood culture, and doubtless all are a variety of subacute or even chronic scptieuunia, 
but it is often dillieult or impossible to decide whence the infection originated. During 
the course of the illness all manner of intercurrent complications may develop ; pleurisy, 
for instance, now on one side, now upon the other, with or without effusion : the pleurisy 
clearing up whilst the general pyrexial illness continues : there may lie attacks of pain 
in the abdomen with symptoms suggesting pancreatitis, or perisplenitis, or local peritonitis : 
or again phlebitis, or pericarditis, or indeed intercurrent inflammation almost anywhere. 
Purpura may occur in the skin, or pyuria, and yet one cannot say that the disease lies 
in any one place or organ. A bruit may develop to suggest infective endocarditis, and 
then disappear again. The eases might almost Ik* described as comparable to long-drawn- 
out infective* endocarditis, yet without the actual endocarditis; gravely ill though the* 
patient may be for weeks or months, recovery is possible, and hope should not be given 
up. There is no concise name for the condition, and although it is a variety of septiea mia 
or blood-poisoning, it is of a type differing from what one ordinarily thinks of when the 
word ‘ septicaemia ' is used. 

7. Tuberculosis. Tuberculous lesions, whether pulmonary, glandular, arthritic, or 
peritonitic. often exist without any pyrexia at all : on the oilier hand, any form may 
produce pyrexia, and sometimes the existence of some degree of fever without anything 
apparent to account for it may Ik* almost tin* sole evidence that such disease is present 
(see Pykf.xia without Obvious i u si:. p. 711). Pulmonary tuberculosis is generally 
pyrexial in the later stages, when the fever is caused as much by secondary infection of 
the lung cavities by streptococci, pneumococci, staphylococci. Pricdliinder's pncumohucilli. 
Bacillus pyocyancus , and others as it is by the tubercle bacilli themselves; earlier there 
are often long periods of apyrexia even when the tuberculous process is active, though there 
are often brief febrile spells of intluenza type the pousses evolutive* ’ of the f rench. 
Arthritic tuberculosis is often apyrexial it the joint is not opened or if no sinus has 
developed leading to secondary pyogenic infection. Glandular tuberculosis is less liable 
to be pyrexial when the glands involved are cervical or bronchial than when the mesen- 
teric and other abdominal lymphatic glands are caseous and softening : though tuberculous 
glands anywhere may be responsible for lexer. It is dillieult to say where tuberculosis 
of the abdominal lymphatic glands ends and tuberculous peritonitis begins, the latter 
being nearly always associated with caseation of the mesenteric glands ('tabes mesent erica ‘ ) 
and probably arising from them: whether ascitic or dry. there may be prolonged pyrexia 
(Fig. 5(>4). The diagnosis may be easy if there is ascites in a child or if there arc palpable 
abdominal masses which do not seem to be malignant, or il there is a spontaneous fistula 
at the umbilicus : but it may be dillieult if there are no lumps and no ascites, merely a 
pyrexial state of ill health with vague abdominal pains which may Ik* mistaken for chronic 
appendicitis or other non-tuberculous trouble in the abdomen, 'flu* patients arc nearly 
always young, often children, and the general look of the facies may suggest that the 
nyrexia and the abdominal symptoms have a tuberculous basis. 

8. Non-purulent Hepatic Affections. Quite apart from fever that occurs in obviously 
infective lesions of the liver, such as hepatic abscess, cholecystitis, cholangitis, and pyle- 
phlebitis, there is liability to pyrexia, generally without the ordinary concomitants of 



fever, when the liver tissue is affected by lesions which are not obviously pyogenic, particu- 
larly cirrhosis and secondary carcinoma : the kind of pyrexia met with in these conditions 
is exemplified by Fig. 00, p. 47. and Fig. .42.4, p 408. The appetite may be fairly 
good, and the patient may even be carrying on his ordinary work although his health is 
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failing; tilt* existence of pyrexia might be unknown if tin* thermometer were not being 
used in the course of usual routine. Pyrexia may also occur from new growth elsewhere 
than in the liver, as in tin* ease charted in Fig. 50 t, in which tin* lymphosarcoma led to 
pyrexia of over four months' duration. 

h. Gout. 1 he fact that acute gout may he a decidedly pyrexial illness is sometimes 
forgotten, with the result that suppurative arthritis may be diagnosed in error, and the 
inflamed tissue's incised in the expectation of finding pus. .Many a gouty inflammation 
has been operated upon as a result of this misconception. Fig. 000, p. 121, shows the 
kind of pyrexia acute gout may produce, and the symptoms of the malady are detailed 
on p. 12 N. 

10. Rheumatoid Arthritis. I here is a great tendency to use the term ‘rheumatoid 
arthritis still fora ease when the actual -itis (inflammation) has long since died out and 
the patient is suffering from deformed and mechanically painful joints resulting from 
previous arthritis now obsolete. Such deformed and even painful joints are not actually 



rheumatoid arthritis, any more than a joint fixed by callus after a previous fracture is still 
a fracture ; in the late stages there is no pyrexia and the treatment is purely orthopaedic : 
in the original disease, on the other hand, when actual inflammatory periarthritis is still 
in existence, when medical and antibacterial treatment and rest are indicated, there is 
nearly always pyrexia, generally of low degree but long-continued. Idle actual pyrexia 
may attract but little notice, but it is very important, because it indicates that the disease 
is still active and in a stage that calls for very different treatment from that which is 
required when the activity has died out and one merely has the orthopiedic question of 
how best to deal with joints fixed and deformed by a disease process which has by then 
itself ceased to be active. 

11. The Blood Diseases. Any one of the severe blood diseases may be associated 
with prolonged pyrexia, but the diagnosis depends upon other factors, particularly the 
blood-count, as in pernicious murmiu (p. 00) and leuktrmia , whether splenomedullarv, 
lymphatic, or mixed (pp. 02 05). Temperature charts of pernicious anaemia are illustrated 
in Fto. 505 ; and of leuk;emia in Fig. 17, p. 01, and Fig. 509, p. 710. Lymph adenoma 




12. Tropical Diseases. Malaria is discussed oil p. .‘17 : diagnosis depends on the 
discovery of malaria parasites (Figs. .77 00. pp. 40. 41). in blood films. 

Trypanosomiasis need not be pyrexia! ; infection may be latent for a long time before 
the parasites invade the central nervous system and lead to the drowsiness, torpor, coma, 
and death of sleeping sickness. There are pyrexial bouts in the course of the illness, how- 
ever, and malaria may be simulated. The* diagnosis may be suggested by conditions of 
residence — in Uganda, for instance, where the tsetse fly (Figs. 40, .70. p. .47) is found, the 
parasites being transmitted by the bites of this insect : it is confirmed by the* finding of the 
trypanosomes in blood films, or, in the final sleeping stage, in the cerebrospinal fluid. 

Kala-azar is a disease that emanates mainly from Assam, though patients may 
return to Kngland with it, for it mav last for weeks or even months before its usually fatal 
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termination ensues. Some eases have been cured by stibenyl injections. There is no 
characteristic chart, but pyrexia, often extreme, is of the swinging but continued type; 
great enlargement of the spleen with continued pyrexia in a patient from Assam would 
surest the diagnosis, the latter bring confirmed by discovering Keishman-Donovan bodies 
(iinniature trypanosomes) (Fig. 905, p. 779) in slides made from material obtained by 
spleeii-puneturc. 

Dysentery is diagnosed from the severe* diarrhoea and the blood and mucus in ttie 
stools ; tilt* variety be ing determined either by discovering Amoeba histolytica in the motions 
examined fresh upon a warmed stage under the microscope, or ameebic cysts which 
need special knowledge for their verification ; or, in the bacillary forms, by bacterio- 
logical cultural methods which are complex and difficult, or by finding that the patient’s 
blood serum gives a positive agglutination test either with Shiga's or with Flexner- Harris 
bacilli. The chief difficulties arise in cases that have become chronic ; periods of low 
lexer may occur when there are mild exacerbations of the original dysentery, and it may 
be difficult to decide whether such pyrexia is due to the dysentery or to something else — 
malaria, for example. 

(7 iolcra will seldom arise in an isolated ease ; it is generally epidemic ; the diagnosis 
is xcrilied bv discovering the cholera vibrios in the rice-water stools. 

Plague is also epidemic : its types are various, the two best known being the bubonic 
and the pneumonic. The diagnosis depends on discovering plague bacilli in fluid obtained 
by puncturing a bubo, or in the sputum, by special bacteriological methods. The pneu- 
monic form is the more acute and it max simulate ordinary lobar pneumonia ; the bubonic 
form is of longer duration with less high pyrexia. Roth cholera and plague, when they 
occur in Kngland. an* likely to develop in connection with persons coming from India 
or the Fast, particularly amongst members of ships' crews. 

/{elapsing fever has a characteristic temperature chart ( Fig. 48, p. .49) ; very rare 
in Kngland, it is met with chiefly in the Near and Far Hast ; the diagnosis turns partly 
on the relapses shown in the fever chart, and partly on discovery of Obcrmeier's spiro- 
cluctes in blood films. 

Sprite is pyrexia! in its earlier phases, but seldom so by the time patients return 
with it from India or the Fast, where* it is usually acquired. There is no certain bacterio- 
logical test for the disease: the diagnosis is suggested by the initial sore tongue and 
mouth, and the subsequent troublesome diarrhera with peculiar abundant frothy stools, 
free as a rule from the blood and mucus of dysentery. 

Fgy/tlian splenomegaly is allied to splenic amemia (p. 49) and Ranti's disease ; it 
might be described as Kgyptian Rant i s disease. Starting with enlargement of the spleen 
without anx other symptoms or signs, there is presently a second stage when the spleno- 
megaly is associated with amemia, and slowly progressive* loss of health and strength, 
like* splenic amemia : until the third stage, with ascites, is reached in the course of some 
years, and the* patient die*s of cirrhosis of the* liver as does a Ranti's disease case. What 
the* special e*ause in Kgypt may be is scarcely known, but the malady may be cured, as 
sple*nie amemia is, by splene*c*tomy be* fore the* aseitie* stage is reached. Almost any stage 
of the* malady may be* accompanied by 1 *w but prolonged pyrexia, similar to that of 
ordinary cirrhosis of the* lixe*r (Fig. <>(>, p. 47) ; em the* either hand, there may be long 
apvrexial intervals. 

1,4. Meningeal Haemorrhage. Almost any malady that interferes radically with the 
he*at -re*gulat ing centres in the* brain may cause* pyrexia, often without the* othe*r symptoms 
usually associated with fever : as a rule* death or recovery renders such types of pyrexia 
of short duration, as se*e*n, for instance, in cases of pontine* hiemorrhage. Sometimes, 
howe*xe*r, the* ae*tivc* cause*, after a head injury for instance, may be not incompatible 
with recovery : or the patient may surxdvc* long enough to come into the* category of 
e*ase*s of pyrexia of sonic* length. Fig. 5(>7 is from such a case in which, after a head 
injury without fracture*, a diffuse infiltrating subarachnoid haemorrhage was found post 
mortem. 

14. Pemphigus and Allied Dermatoses. These* arc* discussed in the article on Rui.l/i: 
(p. 12.4); there is lc*ss liability to pyrexia in dermatitis herpetiformis, herpes gestationis, 
and erythema iris than there* is in acute* and subacute* pemphigus : the* latter is often a 
sc*rious or fatal malady, the* skin-blebs being but a local manifestation of some more serious 
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systemic infection the nature of which is ill defined: it is often pvrcxial (Fig. 112, p. 127). 
Tlie skin eruption is eharaeteristie, and then 4 is often eosinophilia. 

15. Rat-bite Fever (see p. 710). 

H>. Trench Fever. This disease was responsible for very large numlxTs of eases of 
P.l\(). (pyrexia of unknown origin) during the Great War. and its nature remained a 
puzzle for a long time until it was shown to he a malady due to a living vims inoculated 
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by scratching the 4 excreta of infected lice into the* skin. I nrccogni/.ed as a rule in civil 
practice, it would be difficult to believe that it does not exist, at any rate amongst t h<* 
uncleanly. Tt begins as an acute illness very like influenza, with headache, chill, pyrexia, 
coated tongue, pink conjunctiva*, loss of appetite, sore throat, frequency of micturition, 
pain in tin* back, often abdominal pain which may be acute cnouirh to suggest appendicitis, 
sometimes erythema, and there is generally slight enlargement of the spleen similar to 
that of typhoid fever. The initial fever lasts a tew days or a week, at the end of which 
time the worst symptoms subside, but with persistence of various pains and aches, par- 
ticularly pains in the legs ('shin-pains'), myalgia of the back, and headache. In a few days 
or a week later there is a relapse of pyrexia, and then* ma\ be live or six such relapses, 
each of short duration, every live, six, or seven days until the chronic stage of the malady 
is reached: in this there is no special periodicity in the exacerbations, but for months or 
years the patient is liable to recrudescences of aches and pains and pyrexia without ob- 
vious cause, and all this time there is debility, liability to palpitations, tachycardia, and 
other functional heart symptoms, and the patient, though lit when lie first gets up. finds 
himself fagged out before he is half through his day. 

The diagnosis of the chronic eases is extremely difficult because there are no patho- 
gnomonic signs and no laboratory tests : there is liability to regard the individual as 
merely neurasthenic, work-shy. or malingering : but then* is no doubt about the reality 
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quit(* brief duration, and may be* missed if the thermometer is not used four-hourly, 
though the chart is reproduced as though taken morning and evening only. 

17. The Persistent Slight Pyrexias of Children. These are often most diilieult to 
assign a cause for: tuberculosis in internal lymph glands is likely to be suspected, but it 
may be dinieult either to establish or to exclude it. Coli bacilluria has to be thought of 
and tested lor; chronic tonsillar infection or a latent gumboil arc other common causes. 
The condition is discussed below, under Pyim.xia wmiorr Ohviois Cai sk. 

18. Functional Pyrexia. Some patients run a low form of continued pyrexia without 
any apparent reason lor it and without any apparent ill health; they may contend that 
they are absolutely well arid lit lor panics and everything, yet the continued slight pyrexia 
keeps one anxious lest there tie latent disease, part icularly tuberculosis or insidious infective 
endoeardit is. Only when such pyrexia has been watched for months without anything 
dreadful happening can one gain suflicicnt confidence to neglect it and write it down as 
‘functional : even then one is seldom happy, for one has no proof that such apparently 
functional pyrexias have not really a mierobic cause. Probably they have, but there is 
a type of ease in which in tin* end, when no cause shows itself after weeks of watching and 
all disease that matters seems to be excluded, one is almost driven to label the pvrexia 

functional . Seldom is one satisfied in doing so, however, even though one concludes that 
it is better to desist from using the thermometer and take one’s guidance rather from the 
look of the patient and his appetite than from tin* chart. 

1 hen* is quite another type of functional pyrexia in which, without ill health, the 
thermometer records enormous rises even when fraud seems to be quite excluded — tem- 
peratures of 110 or oxer, tor example; these may continue for a long time, and they do 
not seem to matter: they are discussed in the article on IIyim'.iipyhkxi.-y (p. dJH)). 

10. Fictitious Pyrexia produced by Malingerers. From time to time one meets with 
eases in which illness is simulated by a patient who deliberately fakes his or her thermo- 
metric records b\ one or other of various tricks, such as dipping tlx* bulb in a cup of tea, 
holding it against a hot-water bottle, or rubbing it violently against the blankets. It is 
said that some haxe the art of squeezing the bulb between the fingers or between the teeth 
with just sullieient force to record pyrexia, but without breaking the glass ; such a trick 
must require much more skill than do the lmt-tea or hot -water-butt le schemes; but in 
any ease there are eases in which one max be deceived into suspecting some more or less 
serious pyrexial malady when tin* patient is merely fraudulent. Hysterical girls may do 
these things when wishing to create interest in themselves, or malingerers when they do 
not wish to be discharged to work. The diagnosis depends on suspecting the possibility 
and then taking the temperatures oneself. Herbert French . 

PYREXIA WITHOUT OBVIOUS CAUSE. -Conditions that produce pyrexia of 
some duration are discussed in the preceding article, but on the assumption that the cause 
was ultimately discovered ; there remain eases in which, for tlx* tinx* being at any rate, 
the nature of the disturbances in the temperature chart is obscure, and these merit separate 
discussion up to the point at which they can be relegated to states mentioned in the alxoe 
article on Pyiu.xia, Pnoi.oxoiu >. 


I. PYREXIA IN CHILDREN. 

The heat -regulating mechanism, like other nervous functions, takes time for its stable 
and complete development, and it is apt to be upset in children by causes that would not 
produce pyrexia in an adult : hence transient, irregular, or recurrent rises of temperature 
in a child may often be of but little significance. Excitement is apt to produce transient 
pyrexia in this way. especially in a nervous child ; the effect of visiting day at a hospital 
in this respect is familiar to all. A bout of bad temper , coughing, or crying may have a 
similar result ; and so may any upset of the digestion without need to suppose that there 
has been any microbial infection. 

Nevertheless, if such rises of temperature, even in a child, should prove otherwise than 
transient and satisfactorily attributable to some known nervous upset, it is unsafe to 
regard them as purely trivial without making a thorough examination, and there are 
three things in particular that need to be borne specially in mind if they are not to be 
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overlooked, these being : (1) Coli bacilluria : (2) Subacute or chronic tonsillitis , often 

with adenoids ; (3) Tuberculous bronchial , mediastinal , or mesenteric lymphatic glands. 

1. Coil Bacilluria is very apt to be overlooked ill a child, for there may he no sym- 
ptoms attracting special attention to the bladder or kidneys ; there may be nothing but 
pyrexia of obscure origin and perhaps poor general health. Tuberculosis may be simulated. 
One hesitates at first to obtain a catheter specimen of urine for culture, and may content 
oneself with having a urine sample examined microscopically ; if there are leucocytes 
present in excess, perhaps with just a haze of albumin, the diagnosis is likely, though it 
entails culture of a catheter specimen to clinch it. 

2. Tonsillitis and Adenoids seem to be increasingly common causes for pyrexial ill 
health in children ; and removal of tonsils and adenoids seems to have become necessary 
in far more cases than of yore ; that they are often a source of infection of pyrexial type 
is familiar, and if they seem to be persistently diseased in a child who is unlit without any 
other cause for the unfitness being discovered, cessation of both illness and pyrexia after 
their removal would be the proof that they had been the cause. 

3. Tuberculous Bronchial, Mediastinal, or Mesenteric Lymphatic Glands may exist in 
children who have no symptoms at all. Quite large caseous bronchial glands are often 
found post mortem unexpectedly in seemingly healthy children killed in accidents : 
cretaceous glands in the abdomens of adults result from healing of tuberculous lesions 
that have often existed unknown in earlier life ; on the other hand, it is from tuberculous 
mesenteric glands that tuberculous peritonitis develops, and previous to the true nature 
of the trouble becoming obvious, the glandular lesions may produce no other clinical 
evidence than bouts of pyrexia of obscure origin. Possibly there may be vague abdominal 
pains at times, perhaps simulating appendicitis or coli bacilluria : or, in tin* case of the 
corresponding bronchial or mediastinal glands, cough without abnormal physical signs. 
In a great many such cases the correct diagnosis remains one of guesswork only ; though 
there may be a direct guide from the existence of knotty or even larger lymphatic glands 
down each side of the neck ; or from skiagraphic evidence of definitely enlarged glands in 
the chest (Fig. 155, p. 187): or from a strongly positive von Pirquct's cutaneous tuberculin 
reaction (p. 932) ; or. very occasionally, from being able to palpate definitely swollen 
intra-abdominal glands through the abdominal wall or per rectum. Most of such cases 
have derived their infection from unboiled cow's milk, and inquiries as to the source of the 
milk supply may sometimes afford collateral evidence as to the probability or otherwise of 
the glandular infection existing : in a considerable proportion of the cases, however, the 
condition is guessed at rather than diagnosed, though it is far from an uncommon cause 
of pyrexia of obscure origin. 

II. PYREXIA IN ADULTS. 

Pyrexia in adults without obvious cause may have the same kinds of causes as in 
children, but it is less likely to be purely nervous. One meets with cases in which slight 
pyrexia continuing for a long time baffles diagnosis until ultimately one becomes inclined 
to attribute it to nervous peculiarity, but this is always unsatisfactory, and frequently 
erroneous: unsuspected infection somewhere- septic or tuberculous is generally at the 
root of such cases ; when pyrexia is purely functional it tends to run riot and become 
extreme (see IIypkrpyhexia, p. 390). 

One may subdivide the types of pyrexia in adults that puzzle one into three main 
groups, namely : (1) Transient or short pyrexia : (2) Continued pyrexia of low degree : (3) 
Continued pyrexia of more than low degree. 

1. Transient or Short Pyrexia. There is a great tendency to call almost any illness 
influenza when the chief phenomena are pyrexia of a few days' duration, together with the 
accompaniments of fever- - coated tongue, distaste for food, malaise, aching all over, 
perspiration, high-coloured urine yet without objective evidence of disease in any one 
organ ; but it is seldom possible, except in times of epidemic, to establish such diagnosis 
with certainty. Virtually ‘influenza* has come to mean almost any transient pyrexial 
illness for which no other name can be found. When the attack is very short indeed the 
term febricula is used sometimes instead, and perhaps one or other of these labels serves 
its purpose well enough if one does not delude oneself into the belief that one has really 
diagnosed the case. Some arc doubtless truly influenza ; most are something else. If 
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the illness pusses olT completely and no further ill health results, it does not matter, but 
if there should he recurrences it is more than likely that some more definite cause is at work 
notably either tuberculosis or something septic. Patients who got influenza live times 
a year often prove to have phthisis, each ‘influenzal* attack being one of tin* ‘pousses 
evolutives* of the lung disease. Sputum tests and skiagraphy of the chest should be 
resorted to. Alternatively there may lx* some form of insidious sepsis somewhere, possibly 
mild in degree yet undermining to tlu* health, in connection with teeth, tonsils, gall-bladder, 
kidney, or some other part as discussed below. 

‘J. Continued Pyrexia that is not Extreme is often met with, especially perhaps in 
children, young adults, and women, without any cause being assignable, the condition 
being put down sometimes to idiosyncrasy or nervousness when really the trouble may 
be amongst the following : 

Pulmonary tuberculosis 
Tuberculous internal lymph- 
glands 

Chronic sepsis somewhere*, 
especially in connection 
with : 

Teeth 
Tonsils 


Nasal sinuses antral, front- 
al, ethmoidal, sphenoidal 
bronchial tubes 
(■nil-bladder -cholecystitis 
Kidneys coli haeilluria 
,, -streptoeoeeo-uria 
bladder cyst itis 
Fallopian tubes pyosalpinx 


Uterus endometritis 
Vagina 

Vermiform appendix 
Colon intestinal toxamia 
colitis 

Seminal vesicles vesiculitis 
Heart infective endocard- 
itis. 


The difficulty is to be sure of the exclusion of tubercle first ; and then to differentiate 
between the various possible sources of chronic sepsis. There may lx* a septic tooth, for 
example, or septic tonsils, yet tin* real source of the trouble may be a cholecystitis, a coli 
haeilluria, or a pyosalpinx. The whole field may have been examined bactcriologically, 
and yet it may be most difficult to interpret tlu* relative importance of the bacteria or 
cocci found. Organisms may lx* recovered from the urine, yet there may be no trouble 
in the kidneys themselves the mierolics may have been absorbed from a septic antrum, 
for example, and merely eliminated from the blood-stream by perfectly healthy kidneys, 
blood cultures are seldom positive* in these milder types of cases, but they should be carried 
out, for if positive they are most helpful in clinching the organism that is causal. It may 
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otherwise require the greatest clinical and bacteriological acumen to sift the laboratory 
evidence that accumulates, and no simple rules can be laid down for guidance. Perhaps 
it is wise always to suspect the commonest sites of infection to be the likeliest, and there- 
fore, after tubercle has been excluded as far as feasible, the teeth and t lit' tonsils and the 
nasal sinuses should be suspected next ; guided by X-ray examination of the teeth, and 
especially by the existence of evidence of apical infection (Figs. (»l-(>3, p. 13) rather than of 
mere pyorrhera or of periodontitis, dental extractions may be resorted to in the hope that 
the pyrexia will cease and the diagnosis be verified as the result of treatment ; but in 
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:i. Continued Pyrexia that may be Pronounced yet of Obscure Origin may sometimes 
prove baflling, especially when it is observed in patients who seem viseerally sound and who 
may even resent being regarded as ill. When ill health is associated with the pyrexia 
the search for the cause is likely to Ik* more meticulous, and the reason for the continued 
temperature the more likely to lx* discovered in the end. 

Some guidance may he afforded by the general character of the chart the periodicity 
of Pci -Ebstein's disease . for instance (Fig. 5(>(>, p. 708), or of rat-bite fever {Fin. 579, p. 740), 
or of relapsing fever {Fig. 48, p. .40): or the relatively slow pulse-rate in typhoid fever 
(p. 78 1) or paratyphoid .1, paratyphoid H. or paratyphoid ( . Scrum reactions may afford 
positive evidence of the typhoid group of fevers, or of Malta fever (p. 001), though 
absence of a positive Widals test does not exclude typhoid or paratyphoid. 

Polymorphonuclear lcueooytosis may point to the existence of unsuspected pus, to 
the exclusion of typhoid fever or malaria, in both of which there is leucopenia or at least 
no Icueoevtosis. 

Lumbar puncture may be required in the diagnosis or exclusion of meningococcal 
meningitis, or other meningitic disease*. 

Mood counts (see* pp. ,40 .45) may be needed to exclude lymjdtatie or splenoniedullarif 
leularmia , in each of which quite considerable pyrexia may occur cither continuously or 
at intervals (Fig. 500. and Fig. 17, p. .41) : or pernicious aiurmia (Fig. 505. p. 707). 

Mood cultures may occasionally afford the* diagnosis in certain cases of subacute 
septinvniia. or of infective endocarditis of long duration (Fig. 05. p. Mi). 

t rine* cultures may eletcet the existe nce* of unsuspected co/i bacilluria (Fig. 4 1 8, p. 500). 

Kxaminalion per rectum or pe r vaginam may detect latent infection in the form. for 
instance*, of pyosalpinx . prostatitis e>r prostatic abscess, diseased seminal vesicles. 

Careful attention to the* patient s story as t e » whe*re* theu'e* is e>r has been an ache* or a 
pain may le-ad to the* elisce>vcry « » 1 cholecystitis, or antral empyema, or frontal sinus disease. 
or e *t he r similar septie focus that may be* missed if the* steiry is not gone* into with e*nre*. 
Fig. 570 is from a ease* in whie*h the* diagnosis seemed te> be* typhoid fever until a te>e>th 
with a gumboil was removed, the* patient having complained of a sore* place em his gum 
at the* beginning, though this part e > f Ins story liael ?e*ce*iveel te»e> scant v at te*nt ie>n at the* time*. 

Skiagrams of the* te*e*tli may be* needed t e » exclude apical dental infection (Figs, til 0.4. 
p. 14) capable* of producing e*e»nsielerable* pyre*xia. 

Spe*e*ia I investigation of the* tonsils may be* needed to exclude jiersistent sepsis in the* 
lowe*r pole* <d erne* e »r both as being responsible for continued pyrexia. 

Tubercle , whe the r e » f the* lungs or of internal lymphatic* glands, will sometimes be* verv 
difficult ed e ithe r diagnosis or exclusion ; a skiagram of t lie* chest should not be omitted, 
but epiite* frequently it heeennes a matte r of guesswork rather than of diagnosis as between 
the* e*xiste*ne*e* e>r the* absence ed’ ill-ele*fim*el t ubcrculosis when ce)iitinue*el pyrexia is a 
prominent feature* in any particular ease*. Much clinical acumen is called for in being 
even approximately ne*ar the* mark in giving an e>pinion. 

Finally, it is noteworthy that continued pyrexia may be* a feature of hepatic le*sie>ns 
that are ned essentially se ptie, that is to say, apart from cholecystitis, sujyiurutivc cholangitis. 
e>r suppurative pylephlebitis : eme* me*e*ts w’th continued pyrexia in cirrhosis of the liver 
(Fig. (KJ, p. 47) even when the* patient may be* well enough to work and live as usual ; 
and it may be even more marked when the re* is secondary carcinoma in the liver (Fig. 42,4, 
p. M)8), the* primary growth possibly producing ne> symptoms at all. Herbert French. 

PYROSIS. ( Se e 1 1 1: AHTHfHN. p. ,47(1.) 

PYURIA. Pus appears in the* urine in all suppurative conditions affecting the 
urinary tract anel occasionally from tlu* rupture of an extra-urinary abscess inte> the 
urinary apparatus. It may be* present in large* or in microscopic quantities : when in 
bulk it forms a thick, greyish, tenacious sediment, which must be distinguished from 
phosphate’s anel from urates : urates, though they may be colourless, are* generally of a 
pinkish or even brick-red colour, owing te> the* urocrythrin they carry down with them, and 
the*y ele*ar up em warming the* specimen back te> bexlv temperature ; phosphates cle*ar upon 
the* addition of’ ace*tic aeiel : whe*reas pus will remain unaltered by either test. 

In alkaline* urine* pus cells tend te> run together into a dense viscid deposit, leaving 
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the upper layers of tlie urine slightly turbid. Microscopically eaeb j>us cell is multinuclear, 
rounded, and about twice the size ol a red blood-disc. The contents arc granular, but the 
addition of acid clears the cell and makes the nucleus stand out distinctly. I rinc con- 
taining pus always contains at least traces of albumin, and frequently epithelial cells from 
some part of the urinary tract. If the specimen containing pus be shaken gently with 
ozonic ether, a slight effervescence will be produced, or if mixed with liquor potassic, a 
ropy precipitation occurs. 

The following is a classified list of the causes of pyuria : — 


I. From Diseases of the Urinary Organs. — 

1. Penal : 2. Ureteric :W- 


Pyelitis 

C'olibacilluria 

Pyelonephritis 

ltenal abscess 

Pyonephrosis 

Tuberculosis 

Calculus 

Carcinoma 

Sarcoma 

Hypernephroma 


Calculus 
I’esical : 

Cystitis 

Tuberculosis 

Calculus 

Ulcer simple, epithelio- 
ma! ous 

Tumour sloughing pa- 
pilloma, villus-covered 
carcinoma 


Rilharzia luematohia 
t. Prostatic : 

Prostatitis, acute or 
chronic 

Prostatic abscess 
Calculus 
.*i. Urethral: 

Urethritis gonor- 
rlio'al, septic, gouty 
Stricture. 


II. From Diseases Outside the Urinary 

Leueorrhcea 
Balanitis with phimosis 
From the extension of inflammatory 
processes to the bladder, or the 
rupture into the bladder or urethra 
of an abscess such as : 

Prostatic abscess 
Appendicular abscess 


Organs. — - 

Iliac or pelvic abscess 
Abscess due to colonic diverticulitis 
Psoas abscess 
Pvosalpinx 

Carcinoma of the uterus, rectum, 
ea*eum, sigmoid, or pelvic colon 
Ulceration of the small intestine 
tuberculous or dysenteric. 


It is impossible to determine the lesion producing pus in tin* urine simply by the 
examination of the latter. Due consideration must be given to the history and the other 
symptoms of any ease, and particular care be taken not to lay too much emphasis upon 
any symptom which may point to a vesical lesion when in reality the trouble is in the 
kidney. This is perhaps most likely to occur in a luematogenous infection of the kidney 
by micro-organisms, in which increased frequency of micturition is a marked symptom, 
whilst the bladder may remain free from disease. Occasionally, after pus has been 
present continuously in the urine for some time, it may disappear entirely, the change 
being accompanied by increase of pain in the side, by an elevation of temperature, or 
enlargement of the kidney in a case of pyonephrosis when the obstruction to the flow of 
urine from that side has become temporarily complete. Very little help is derived from 
the character of epithelial cells accompanying pus in the urine. The shapes of the cells 
of the renal pelvis, ureter, and deeper layers of the bladder are so much alike that it is 
usually impossible to differentiate them. 

Some assistance in the determination of the origin of the pus in the urine may be 
gained by instrumental examination : 

By Catheter . — If a catheter be passed and the bladder washed out with clear solution 
of boric acid, it will be found that the medium is soon rendered clear if the pyuria is of 
renal origin, but that it is much more difficult to obtain a perfectly clear medium if the 
bladder is the seat of the suppuration. If the medium is cleared quickly, but yet, after 
some ten minutes' retention in the bladder it is again found to be turbid, the pus is almost 
certainly descending from the kidney. 

The Cystoscopc.— Mueh more certain evidence is gained by a careful cystoscopic 
examination. By this means it can be determined in the great majority of cases if the 
bladder is infected or if any ulceration is present. In a few cases the bladder may be so 
affected that only a small dilatation is allowed, or bleeding is produced so easily that 
cystoscopy is rendered difficult ; in these cases there will be little need for an inspection 
of the bladder. If the bladder be found to be normal, evidence of a suppurative lesion 
in the kidney may be obtained from the appearance of the ureteric orifices or by the 
variations in the character of the urinary efflux from them. Instead of the normal forcible 
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flow of clear urine from each orifice, mixing with the medium in the bladder in a character- 
istic swirl, urine containing pus may be seen emitted, appearing in the field as a small 
smoky puff from tin* orifice (Fill. **>71) : pie*ce*s ol‘ mueopus may be seen to pass from the 
orifice, or tin* turbid urine may be seen to leave 1 the orifice in a gentle trickle instead of 
a jet if the renal secreting function is impaired or if renal dilatation is present. 
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Apart from the alt (‘rat ions in the* urinary efflux from an orifice, the actual appearance 
of the orifice may show changes which indicate* renal disease*. Thus, in pye litis, the* margins 
of tlie* orifice* are* slightly (edematous and congested, and appear to pout into the bladder 
(Fill. o7‘J) ; the mucous membrane* of the* bladder, immediately be*low and internal to the* 
orifie*e*, is fmiucntly e*onge*ste*d or granular from the effect of the* altered urinary fle>w 
upon it. if the* renal pelvis and urete r are dilated, the e>rifice is usually elongated and 
patulous, whilst in tubercle or in elise*ase*s in which the* ure*te*r is thickened, the* whe>le 
ure te ric e >i i f ie*e* is drawn upwarels and outwards from its normal situation (Fill. 5711). anel 
i^ see n at the apex of a conical re*tracte*d area in the bladder base*. 

I. PYURIA CAUSED BY DISEASES OF THE URINARY ORGANS. 

Renal Disease. Diseases of injlanmmtorif origin. 

Pifchlis and jaielonejfhritis may arise* as an ascending infectiem from the lowe*r urinary 
tract, e*spce*iallv when there is some* obstruction te> the* normal passage* e>f urine*. Thus it 
is common in cases of prostatic enlargement and strie'turc. When cystitis is present, it is 
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usually bilateral, although one kidney may show much more advanced disease than the 
other. Any growth or lesion in the bladder which is accompanied by suppurative infection, 
and which involves the ureteric orilicc, such as vesical epithelioma, or the direct involve- 
ment of one or both ureters in the spread of uterine cancer, may set up pyelitis in the 
kidney, the infection ascending either by the ureter or by the peri-ureteric lymphatics. In 
this group of cases the primary cause of the disease has usually advanced to a sufficiently 
late stage to be obvious, and the symptoms of suppurative ascending infection of the renal 
pelvis or renal tissues are usually overshadowed by the symptoms of the disease causing 
the obstruction. Aching in the loin, rigors or raised temperature, tenderness on deep 
palpation in the renal area or actual renal enlargement, thirst, and loss of appetite are 
usually indicative of renal infection. The urine is often increased in quantity, of low 
specific gravity, and the daily excretion of solids is lessened : the skin is dry and harsh 
and the tongue dry. In cases of pyelonephritis secondary to some form of urinary obstruc- 
tion, an estimation of the urea content in the blood will show this to be raised above the 
normal maximum of 40 mgrm. per 100 c.e. 

Pyelitis and pyelonephritis may also arise as an infection of the kidney apart from 
any other disease in the genito-urinury organs. Infection is conveyed to the kidney by 
the blood-stream (luematogenous form), and is not uncommon in acute fevers, or with 
mild forms of suppuration in other parts of the body, or in association with pregnancy. 
In the less acute forms a pyelitis may result, as in typhoid fever, but in most cases the 
luematogenous infection produces first a suppurative process in the renal parenchyma, 
from which infection spreads to the calices and pelvis. This form of disease is due most 
frequently to the colon bacillus in association with affections of the intestinal canal {eoli- 
baciUuria ), less frequently to the staphylococcus, streptococcus, pneumococcus, typhoid 
bacillus. Bacillus pyoei/aneus. or Bacillus proteus. The renal pyelitis which ensues when a 
calculus has ulcerated into the renal pelvis is a luematogenous infection. 

Acute luematogenous infection of the renal pelvis without involvement of the renal 
parenchyma usually begins with slight rigors, tenderness in the loin, and increased frequency 
of micturition. The urine is faintly turbid and opalescent, does not settle to a pronounced 
sediment, but remains of a sheeny appearance. It contains numerous bacteria, a little 
pus, and a little albumin ; the causal organism is determined by bacteriological cultivation 
of a catheter specimen, obtained aseptieally without the use of antiseptics. There is often 
marked pyrexia (Fig. 448, p. 500). When the infection first attacks the renal parenchyma 
as well as the pelvis the symptoms are more severe, and the patient may become unemic 
rapidly. In the less acute eases small foci of suppuration occur, which coalesce to form 
an abscess , with the general symptoms of suppuration. Itcnal abscess may also result 
from injury when an effusion of blood in the renal tissues becomes infected by pyogenic 
micro-organisms, or by the breaking down of a renal infarct. 

Pyonephrosis — or dilatation of the pelvis and calices of the kidney with pus and 
nine -is caused when suppuration has occurred in a kidney which is at the same time 
subjected to some form of obstruction to the normal exit of the urine. Pyonephrosis is 
caused most commonly bv renal calculus or tuberculosis, but is by no means uncommon 
with a chronic cystitis, complicating urinary obstruction from an enlarged prostate or 
stricture. Carcinomatous ulceration affecting a ureteric orifice, cither primary in tin* 
bladder or by direct extension of uterine cancer, is also a comparatively common cause of 
pyonephrosis. In contradistinction to suppurative pyelonephritis, the symptoms of pyo- 
nephrosis are less severe : at first they are those of the obstructive lesion causing the 
disease*, to which are added the general symptoms of suppuration. Pyonephrosis causes a 
renal tumour of variable size, a decrease being associated with the discharge of a larger 
amount of pus in the urine. In pyonephrosis due to calculous disease the urine may 
contain a large amount of pus, but there may be no lumbar pain suggesting a renal stone. 
In these cases a large calculus will usually lx* found in the renal pelvis, and will be shown 
on X-ray examination (Figs. .‘154 :350. p. 440, 411). 

The urine in suppurative disease of the kidney and its pelvis requires care ful examina- 
tion. It may be normal with a localized cortical renal abscess or with closed pyonephrosis ; 
in all other lesions it contains pus and micro-organisms. If the pus-cells are found in the 
form of casts of the renal tubules, infection of the renal parenchyma is pre sent, whilst in 
this latter the albumin in the urine is in excess e>f that due to the pus present. Polyuria, 



with a diminution ol the total solids of the urine in u daily examination, is commonly 
present in inflammatory lesions of the renal tissue. 

Renal Tuberculosis. The miliary form of tuberculosis occurs in children as part of 
a general dissemination of tubercle, and causes no urinary symptoms. The kidney is, 
how( \ ( i , attacked not infrccpicnlly by primary tuberculous infection, beginning as a 
unilateral deposit of small tuberculous nodules. These enlarge and coalesce to form 
a caseating area, which eventually opens into the renal pelvis by direct ulceration of 
a calix : the lining membrane of the renal pelvis and ureter become infected with 
tubercle subsequently and thickened by submucous infiltration. At first, before ulcera- 
tion into the renal pelvis has occurred, the symptoms of the disease are very slight ; 
there ma\ be aching in the loin and slight albuminuria, but as soon as the renal pelvis is 
in\ol\cd more marked symptoms occur persistent pyuria, lumbar aching, increased 
frequency of micturition, and polyuria. The urine is pale, of low specific gravity, and of 
opalescent turbidity ; by careful examination after centrifuging, the tubercle bacillus is 
usually found. A small amount of blood is generally present. The increased frequency 
of micturition occurs before any descending vesical infection has occurred, and this 
symptom, accompanied by pyuria, has frequently given rise to a diagnosis of vesical 
disease. I la* occurrence in a young adult of persistent pyuria which is not due tTV gonor- 
rlaea, injury, or stone, should always be looked upon with grave suspicion, and a careful 
search made for the tubercle bacillus ; should this not be found by the microscope, 
diagnosis by inoculation of some of the urinary deposit into a guinea-pig should be resorted 
to. A careful eystoseopic examination of the bladder should also be made*, when early 
vesical tuberculosis may be seen ( Fig. a? I, p. 717), or the characteristic changes in the 
ureteric orifice may show the presence of renal infection ( Fig. 57 Jk p. 717). By digital 
examination per rectum or per vaginani the lower end of the ureter may he felt to be 
thickened and rigid in renal tuberculosis. 

Hcnal tuberculosis is often confounded with renal stone, and the colie which is usually 
associated with stone may be present in tuberculosis if a piece of caseous debris be passed 
down the ureter. A skiagraphie shadow ol a calculus shows well-defined margins 
(Fitts. .*55 1 .*{,*>(>. pp. I to. ttl), whereas a tuberculous focus in the kidney may give rise 
to a faint, blurred, indistinct shadow in the renal area (Fig, 2K7. p. .*152). The presence 
of tubercle bacilli will, however, determine the existence of tuberculosis, whilst tuber- 
culous lesions elsewhere in the body, most frequently in the testes, prostate, or vesicular 
seminales, may also serve to confirm the diagnosis. 

The symptoms of renal calculus vary with the position of the stone and the changes 
that have taken place in the kidney in consequence of its presence. It may be situated 
in the renal parenchyma, and cause no symptoms beyond lumbar aching; or in the renal 
pelvis, when, if movable, it may cause acute renal colie. due either to the attempted 
passage of the stone by the pelvic outlet or to the increased intrarenal pressure from 
blockage of the ureter. So long as the kidney remains aseptic the urine contains but 
traces of albumin, or none, and only microscopic quantities of blood : but if it becomes 
infected with micro-organisms pyelitis, pyelonephritis, or pyonephrosis may result, with 
their attendant symptoms. I*us only occur 1 in the urine in a case of renal stone when 
infection of the kidney has occurred. 

Ureteric Calculus. A small renal calculus may become impacted during its passage 
along the ureter, and many cause some difficulty in diagnosis. 'Flic usual situations of the 
obstructed calculus are in the upper few inches of the ureter, at the pelvic brim, or at the 
vesical end of the tube : in most cases the previous history of renal colic and symptoms 
of renal stone will be sufficient to indicate its partial ureteric descent. A calculus may, 
however, be present in the upper end of the ureter or at the pelvic brim, and give verv few 
symptoms beyond a lixed pain in the course of the ureter ; in the latter situation it has 
frequently been mistaken for ovarian pain or for chronic appendicitis. If the stone blocks 
the ureter completely, the kidney of the same side in the absence of septic infection — 
becomes functionlcss and atrophies ; but if the calculus occludes the lumen of the tube 
only partially renal distention will occur, with resulting hydro- or pyonephrosis. If, 
however, the calculus becomes impacted in the vesical segment of the ureter a train of 
symptoms occurs simulating vesical stone or vesical tuberculosis —namely, increased 
frequency of micturition, penile pain following micturition, and often a small amount of 
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blood and pus in tin* urine, in addition to the aching pain in the* loin. A ureteric calculus 
impacted in this situation may often be felt in the ureter upon rectal or vaginal exami- 
nation : it may be demonstrated by the X rays (Fig. ft?, p. of>N) ; whilst the changes 
seen around the ureteric orifice, and the absence of a vesical lesion on eystoscopic e*xami- 
nation, will confirm the diagnosis. 

Vesical Diseases. Pyuria may be met with in any lesion of the bladder which is 
associated with inflammatory changes. The fact that urine is retained in the bladder 
renders the latter more liable to septic infection, so that cystitis is common with urethral 
stricture or prostatic* obstruction. Any ulceration of the* bladder, tuberculous or malig- 
nant. is also accompanied by inflammatory changes, when pus will be* present in the 
urine. 

Cystitis may be acute or chronic, and the essential factor of either form is the* infection 
of the bladder by some micro-organism : any agent which produces cither congestion of 
the* bladder or retention of urine acts as a predisposing cause. 

With antic cystitis the mucous membrane* of the* bladder becomes (edematous and 
highly congested, and epithelial desquamation and formation of pus follow. I hemorrhage* 
may occur from the congested mucosa, or small abscesses develop in it and rupture into 
the bladder, to le*avc small areas of ulceration. In severe e*ase*s patches of the mucous 
membrane may become gangrenous. The symptoms of acute cystitis arc usually dis- 
tinctive : frequent and painful micturition, elevation of temperature, pain m the* pe rineum 
and suprapubic area, with the presence of pus and blood in the* urine*, which is commonly 
of an acid reaction. I 'snail y . some* distinct e*ausc for the* onset of acute* cystitis is apparent, 
such as some form of acute urethritis or of pre vious instrumentation, and the re* is little* 
difficulty in the* diagnosis. The same* symptoms are*, however, produced by an acute- 
inflammation of the prostate* which, in ne*arlv all case*s, is preceded by acute* urethritis : 
the* presence of swelling of the gland, and acute* pain on rectal palpation, will determine 
the* e xistence of prostatic inflammation. 

Chronic cystitis may sueeee*el acute, "flu* symptoms are* less marked, but increased 
frequency of micturition is always present. The urine* is alkaline, contains pus anel mucus, 
and the disease is commonly associated with some* form of urinary obstruction, or with 
retention or incontinence due to some nervous disease, such as tabes dorsalis or transverse* 
myelitis. The association of pyuria and increased frequency of micturition, which is 
present in chronic cystitis, must be distinguished carefully from that due to pyelitis or 
pyelonephritis, for increased frequency’ of micturition may be pre sent without any vesical 
infection. In re*nal pyelitis the urine* is usually aeid in reaction, pale* in colour, anel shows 
a general turbidity, with little inclination towards a deposit at the* bottom of a specime n. 
The urine of chronic cystitis is alkaline*, and rapidly deposits a gre y ish sediment of pus. 
In pyelitis anel pyelonephritis, the urine* contains more albumin than the* pus woulel 
accemnt for. and on microscopic examination renal or pus casts are* freepie-nt ly found ; 
whereas in cystitis the* albumin is less, and vesical cellular elements are* present, without 
asts unless the* kidney’s are affected also. Further e*videne*e* may be* obtained by the* use* 
<>f the* e*vste>scope. In cystitis the bladder wall is trnhcculatcd and the* mucenis membrane- 
thickened ; it has lost the normal iridescent appearance*, and the* vessels e>f the* mueoiis 
membrane are obscured. With pyelitis, the* bladder wall is normal, but the* ureteric orifiee* 
e»f the affected siele* show's thickened or pouting lips and a slightly raised area of thickened 
mucous membrane, whilst the* urine* flowing from the orifiee may be* seem t < > be* turbiel or 
te> contain small particles of mucopus. 

Chronic cystitis may be simulated by an inflammation of the* poste*rie>r urethra. In 
such a case there is almost always a histe>rv of urethral infe*ction, and the* diagnosis can be* 
made by urethral irrigation. The patie-nt is dire*ete*d t e > retain his urine* for some* three 
hours, anel after irrigating the* anterior urethra as far as the compressor muse le* with ste rile* 
water or be>ric aeiel lotion, the urine is passed inte> two glasses. With poste*rior urethritis, 
the urine* in the first specimen will contain shreds e>f mucopus, whilst that of the* second 
spe»eime*n is clear ; w’ith e*ystitis, the* se*e*ond spe*cime*n will be* as turbiel as, e i r e*ve*n me>re* 
turbiel than, the first. 

Tuberculous cystitis occurs usually in young adults, and is almost always secondary to 
tuberculous elise*ase* e>f a kidney e>r e>f the* ge nerative organs. The* characteristic symptoms 
are increased freejuency of micturition during both day anel night, pyuria, with pricking 
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])nin in t lie* flails penis at the enel of micturition, and tin* appearance of a few drops of 
blood in the Inst drops ot urine. I lie same symptoms are often present with vesical 
calculus and with vesical epithelioma when ulceration has taken place*. Vesical calculus 
is usually present in older patients, and during the early" part ol* the illness, before cystitis 
has set in, the calculus only drives rise* to pemile* pain and elevsire* to miedurate- eiurino 
moyeinent. When e* yst it is supervenes. the* frcefiicncy ed' micturition will be* marked during 
both elay and ni^ht. \ esieal e*pit hel ioma also oe*e*urs in older patients, anel when ulee*rate*el 
may cause* hamiaturia : ircepiemt ly the* diagnosis may be* made by palpatie»n pe*r rectum 
ol an indurated are*a in the* bladder base, or ol some* enlarged ohtnds in the* ptdvic 
lymphatic spae*e*. I ubcrculous e*ystitis in the* e*arly stages, whe*n the elise*ase* is ediarae*- 
te*ri/e*d by the elcpeisit ion of greyish tube*re*le*s in the* submue-ous eeiat eif the bladder, may 
Ljiye lise to ine*re*ase*el I re*epie*ne*v of mie*turition without othe*r symptoms, but in the* 
progressive* aelvane*e* of the elisease the tubereles enlarge, e-oale-see*. and liberate* on the* 
surface, by whieli time* pus and blood will be present in the* urine*. tube*re*le* bacilli should 
be* lound. and the* patient may be* unable* to liedel urine* feu* more* than twe*ntv minute*s e>r 
hall an houi. It may be taken as a general rule* that in any patient of younii adult life* 
with increased frc«juene*y of miet urit ion and pyuria, a careful search shoulel be* made* for 
t ubeiele bae*illi in the urine, and lor other t ube*re*ulous le*sions. especially in the* te*ste*s. 
prostate. or vcsieula* seminales. 

Tuberculous cystitis is much le*ss often a primary disease* than secemelary te> other 
lesiems in the* "emit emirinary apparatus most comnxmly te> t ubereuloiis disense* of one 
kielney . N'lum. alter the* primary leans has ruptured inte> the* renal pe*lvis. the* lining mem- 
biane*s ed the* latter, of the* meter, and eel the* blaehler hecemie* afTe*e*ted sue*e*e*ssi ve*l v. It 
may be* elue to tuberculous dise-ase ed' the testicle, via the* vas deferens, seminal vesicle*, 
anel prostate* : occasionally a prostatie focus ulcerates directly into the* bladder. AA’ith 
renal elisease*. pe rsistent pyuria. inercased frcejiieme-y <d' miet uritiem. anel penile* pain at 
the termination < » I urination may be* pre*se*nt bedore the* blaehler shows any si<^n ed elise*ase* ; 
blooe I is usually present in small ejuantity in the* urine*, but its amount is ned s< > elelinitcly 
^rente r in the urine* passe*el at the* enel of mieturitiem as is the* e*ase* in ve*sie*al elise*ase*. In 
re nal t u hcrcu losis the re* may be* te neh rne ss in the* lean, the* kielney is usually enlarged, anel 
the* lone r enel <d the* ure te r can be* h it elist ined ly t hie*ke*ne*el upon re*e*tal or vayinal examina- 
ti°u. I he* two conelitioiis ran usually be* elist inunished by careful cyste»se*e>pie* examinatiem. 
In yesieal t u be*r<*u losis the* depositiem ed' submucous tubereles. together with the* shallow 
liberation in the* blaehh r iinirenis membrane, may be* se e n (Fig. a? I. p. 717), whilst in 
renal tuberculosis chant's may be* seen in the* ureteric orifiec ed' the* affect eel side* 

( /* /*,'. .»/.!. p. t\t) : at first the* < > ri I i c *e* becomes t hie*ke*ne*el . ee*eIe*matous. anel slightly 
patuhais ; but late*r it is riddel and patent, or drawn up by the* shortening; ed' the* under te> 
"' ,(, upy a position above* anel outside the normal situation in the trigonal area ed‘ the 
blaehh r, eu* elrawn up tee the* ape x ed a conical re trae tion of the* blaehhr base*. When tuber- 
culous cystitis is seeonelary to lesiems in the* testers, preestate*, e>r vesicles. the* disease 
commonly be gins in the* epididymis ed' erne* sieh*. anel spreads t e » the* y e*sie*le* eu* prostate, 
whe*ne*e* a leans may ulcerate e 1 i re*e*t I \ into the* blaehler. The patient will first nedice 
me reaseel freejuene y ed' micturition anel vesie d pain, fedlemed by an attae*k e >f hamiaturia 
yvhen actual uleeratiem into the* blaehler base* occurs : tlie* formation of a tuberculous' ulcer 
in the* bladder le*aels te> pyuria anel the* other symptemis inentieme*d above. This seejnenee 
ls by no means uneemimon : the* history of testicular elise*ase* anel the* evielence obtaineel 
by rectal examination will he lp to indicate* the* nature* ed' the condition. 

I'csicul calculus may jjivc rise* to pyuria when it is ae*e*e)mpanie*el by cystitis, but may 
be* pre sent a hm«r time* be fore any inflammatory infection oeenrs. ie*n cystitis is present 
the* urine* shows im features which will distinguish it from that e>f patients siil'l'crinn from 
some* either form of e-ystitis, e*xe*e*pt that the*re* may be* a constant presenee ed‘ crystals, eu* an 
mercase*d amount ed’ blooel after exercise*. The* constant symptoms of vesical e*ale*uhis are* 
\e*sie*al irritability during the* day time, penile pain after mieturitiem, and hamiaturia, 
especially alter any e*xere*ise. If a e*ale*ulus in the* blaehle*r is siispe*ete*et, e*xaminatie>n by 
flu* X rays (Fig. 211 h p. .‘{.7,7), a sound. e>r the* e*ystosce»pc, will reyeal it : the cysteisempc may 
de*te*e*t a stone* that is in a elivert ieiilum. partially eneyste*el eir lx i no in the* pouch behind an 
enlarg e! prostate, where* it may e asily be* oycrh>e>ke*d in searching the* interior of the bladder 
with a sound. 
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r /(‘nation of the bladder, apart from tuberculosis and e*pit helioma. may occur as a 
simple ulcer, consecutive to chronic cystitis, or as the result of injury. A single non-tuber- 
culous ulecr. similar to gastric ulcer, lias been efe*se*ribe*d as oecurrinu in younj; adults in 
the neighbourhood of the ureteric oriliees, causing haanaturia and painful frequent 
micturition. Later, the surface of the ulcer may become encrusted with phosphalic 
material, when the urine* contains mucopus. and often small Make's of phosphulic debris 
from the* surface* of the* ulce*r. This single ulcer is rare*, and ran be* eliai>iiose*d only by the* 
use of* the* cystose*ope*. liberation may also oe*e*ur in the* hladde*r as a result eif se*verc 
cystitis, when necrosis has occurred in the mucous membrane. This condition is present 
occasionally in a e*ase of obstinate* e*ystitis, <jivin*» - rise* to painful and fre*<jue*nt micturition, 
and maybe elin^nosed by means of the* e*ystose*ope. Doth the* simple* and the* consecutive 
ulce*r must be differentiated from tuberculous ulce ration of the* bladde r : in the* latte r, 
ha*morrha«re is usually slight, and oe*e*urs at the* te*rmination of micturition: tubercle- 
bacilli may be* found in the* urine*, or other deposits of tubercle found in the* epididymis, 
prostate* or seminal vesicles. The cystose-opie* appearance* of t uhcrculetus dise ase*, and its 
more genera li/.e*d distribution in the vesical wall, will afford the* strongest evidence* in the* 
diagnosis. 

^Malignant ulceration of the bladder oeeurs in two distinct forms : (a) The* inliltratinn 
epithelioma : (b) The villus-coveicd carcinoma. 

a. Tlic injiltrating varietf/ oe-eurs as an ule-e*r, with raise'd e*dues and une*\e*n ne-crotie* 
Mirfae*c. usually at the base* of the bladder. It is usually me*t with in me n over fifty years 
e >f aye, causing ine*re*ase*d frequency in micturition, pain at the* i» I ; » n s penis following 
mie*turition, with blood and pus in the* urine*. The bladder wall in the* vicinitx of the* 
ulcer is densely infiltrated, and frequently can be* felt on digital examination per rectum, 
whilst at tin* same* time* the lymphatic are*a in the* pelvic space may lu* left to be thicke ned, 
eir enlarged glands may be palpated. 

b. The* villus-covered carcinoma < > f the* bladde-r is not uncommon, and five's rise* to 
irregular profuse* h;cmnrrha<£cs. The* tumour is attached to the* bladder by a broad pediele 
or may be* entirely sessile and covered by blunt villi, presenting a coarse ly mammillated 
surface. It e»e*curs in elderly patients, and the tumours are* frequent Iv multiple*. The 
surface* is often neerotie*. uivini> rise* to pyuria. 'The* diagnosis is not ditlicidt. the* fre que ntly 
recurring ha*morrhai»e*s in the* urine*, associate-d with increased fre*epie*ne-y of micturition, 
pain, and pyuria in an elderly patient. be*ini» fairly distinctive. Not uncommonly there* is 
unilateral renal aehina from the interference. by the* position of the* urenvth. with the flow 

< >f‘ urine* from one uretcrie- orifice*, so that re nal disease* may be* suspected : but in all case s 
a e-ateful e-vstoscopie examination will show the* nature* of the* disease. Difficulty may be 
e*xpcrienee*d in erbtaininu a satisfactorily cle*ar medium for a evstosce >pic view, but in most 
e-ase*s this can be* accomplished by gentle* manipulations or by the* use* of a styptic such as 
adrenalin 1 1000 or silver nitrate 1 1000. Difficulty may be* found in distinguishing 
eystoscopically be*twe*e*n a benign papilloma and villus-covcrcd pedunculated carcinoma : 
but the broad attachment of the* latter to the* bladder, the* stunted villi coverin'* it, and 
the multiplicity of the* tumours, will be* si<>ns of malignant disease* (Fig. “ 28 S. p. :!.*> I). 
In rare* instane*es a benign papilloma may be*<»in to slouch on the* surfaec or may be* 
accompanied by cystitis, when pyuria will be* pre*se*nt . A cystoseopie* e xamination will 
reveal the diagnosis. Microscopical examination of the* urinary deposit may show dis- 
tinctive* fragments of new growth : these* fragments of growth re*prcscnt small piece's of" 
the* surface of the* tumour only, and therefore* no opinion ran be* expressed as to whethe r 
the* parent growth is innocent or malignant. 

HUharzia haonatobia may e*ausc pus in the urine* in advanced eases. When the* small 
nodules in the* submucous tissues (Fig. 2!)1 , p. .‘{.VI) of the* bladder ulcerate, small 
fun'»atin<j masses are* found in the* bladder. The* typie-al ova in the* urine* (Fig. fMi, p. 102), 
in addition to pus and blood, will be found on microscopical examination of the* urinary 
sediment . 

Urethral Causes. Any condition whie-h sets up a purulent urethritis will cause 
pyuria. If the* urethritis is recent e>r profuse, the local condition will be* enough to indicate 
the diagnosis, but it must be* remembered that e vstitis may complicate a e*ase* of urethritis 
by direct backward infection. If, in addition to urethral discharge* there is increased 
desire to urinate, suprapubic pain, e>r ha-mat uria, acute* e-ystitis is probably present. The 
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iinlrnor mcllini should lie imir;iUd well with sterile water or horie acid lotion, and the 
patient then directed to pass urine into two glasses. If the first portion passed contains 
pus and the second is clear, infection is present, in the posterior urethra and not in the 
bladder, hut if l.oth specimens are turbid with pus. eystilis is present 

The onset of acute prostatitis eomplieatino urethritis eives rise to increased desire 
to micturate, and perineal and suprapubic pain, in addition to pvuria. or may cause 
retention of urine. Digital examination of the prostate per rectum will show the prostate 
t<> be* enlarged and very painful. 

A small amount of pus may be* present in tin* urine in cases of chronic urethritis which 
IS not sullieicnl to cause any visible discharge from the meatus. The anterior urethra 
should be urinated well, and the urine ajiniu passed into two separate classes, when, if the 
first waslnnes from the urethra contain pus. there is infection in the anterior urethra • if 
the Ill’s | specimen of urine contains pus hut the second is clear, there is infection in the 
posterior urethra : whilst if both contain pus. cystitis is present. In any ease of urethral 
discharge, a baeteriolocieal examination should be made for the oreanism eausinj; the 
inleet ion. for it is far from uncommon to find that an apparent jronnrrhieal uretlirdis is 
iu reality due to stuplix iococcul infection. 

I’.Miria is commonly present in eases of stricture of the urethra, from the co-cxistin- 
urct li l it is or evst it is. " 


II. PYURIA CAUSED BY DISEASE OUTSIDE THE URINARY ORGANS. 

’’"s may he present m the urine, apart from any disease in the urinary apparatus, 
either by accidental contamination of the mine, or by the direct spread of inflammatory 
or carcinomatous processes from neinhhourinsi organs to the urethra, the bladder, or more 
rarely the ureter. In the male, the accumulat ion of pus behind a f,himosin may account 
lor p\ uria. or iu the lemale a liunin/iiriil ilisrhnr/if may contaminate the urine. In the 
latter ease the vulva should he cleansed well with an antiseptic, and a catheter passed 
to obtain u specimen for examinat ion. 

The spread of inilammat ory processes, or tlu act u;il rupture of an abscess into an\ 
l ,:,rl ul ,,l( ' urm:,r > tract, will cause pyuria. and may create considerable difficulty in dia- 
gnosis. If symptoms pointing to urinary trouble, such as markedly increased freque-iicy 
o! r " ict ui it ion or slight liaanat uria . a re followed by the sudden appearance of a quantity of 
pus m the urine, then* is strong probability of the rupture of an (wtra-urinarp abscess into 
,ll( ‘ bladder or urethra, provided that the sudden emptying of a renal abscess or a 
pyonephrosis can tie eliminated. Frequently the history of any ease will give some 
indication of the primary trouble, of which the most frequent are prostatic abscess, 
appendical abscess, pyosalpinx. psoas, iliac, and pelvic abscess, and an abscess around a 
carcinoma or di\ ert ieulit is of the colon. 

I'rustuhc abscess is most ircquently a se<pi(*la of an acute uiethritis which has infected 
the posterior urethra and caused an acute prostatitis. It may be due to a goiinrrlural or 
to a septic venereal infection, or may result from septic instrumentation in the urethra. 
An acute prostatitis is very prom* to resmt in the formation of an abscess which may 
niptme into the urethra, bladder, or rectum, unless appropriate surgical measures be 
undertaken. The onset or acute prostatitis is marked by increasing desire to micturate, 
pain in the perineum and hypogastric areas, and raised temperature, whilst per rectum 
the prostab* is felt to be uniformly enlarged and very tender. If an abscess results, there 
may be rigors, pyrexia, and increased dilliculty in micturition, even retention of urine, 
whilst a soil area may be felt in the prostate from the rectal aspect. A prostatic abscess 
may occur more rarely in connection with a prostatic calculus: or may be present in 
advanced xenito-urinanf tuberculosis , when a prostatic focus may caseatc and ulcerate 
into the trigonal area of the* bladder, a condition which is usually accompanied by a sharp 
uttae*k ol hainaturia. A tuberculous locus in the* prostate is e*omme>n!v a e*e>mparatively 
late feature- in the* disease, and the presence e>f ne>elult*s in the* epididymis or seminal vesicle s, 
or the* previous knowledge e>f vesical tuberculosis, will assist largely in the eliagneisis. 

l'uuriu in Inflammation of the I’crmiform Appendix. In the usual position e>f the 
appendix the* bladder is commonly ne>t alTcclcd : but if the* appendix passes downwards 
across the pe lvic brim it is ne>t unceimmon te> line! that, should it become inflamed, the 
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patient complains of frequent and painful micturition. The appendix may he adherent 
to the bladder, when the latter will show on cystoscopie examination a localized area ol 
acute congestion on the right lateral wall, and both pus and blood may be present in the 
urine : further, a small abscess may be formed in tin* adhesions between the appendix 
and the bladder, ulcerating into the latter and giving rise* to pyuria : a urete ral calculus 
may be simulated, but cystoscopie examination will show a normal ure*te*r, and a small 
ulcer in the* right lateral wall of the 1 bladder surrounded by an area ol acute* cystitis. I he* 
diagnosis of these eases is by no means easy : the situatiem ol the* pain is lower in the* 
pelvis than is usual with appendicitis, and the association with urinary symptoms points 
to vesical disease: but the* character e » f the* onset e>l the* trouble, with e*le*valion ol 
temperature* and pulse-rate, and right -sided abdominal rigielity. will make* eme* think ol 
alternative acute* intra-ahelemiinal lcsiems. An abse*e*ss resulting Ire an appe*ndie*ular sup- 
puration may track down inte> the* pelvis and, if uimpcned, may rupture into the* bladder. 
In these ease's the*re* will be* the* usual histe>ry ol acute* appe*nelieitis. followed by a tuineuu 
in the right iliac fossa e)r pelvic space, with a continuance e>f pyrexia, e>r even rigeirs. which 
subside on the* appearance of a large quantity of pus in the* urine. 

A />yo.sul/>in,r may rupture* inte> the* bladder or cause cystitis Imm eliree t sprcael e>l 
the* inflammatory pre>ccss t e * the* bladeler. Tlu*re will usually be* a history ol le*ue*e>rrhei*a 
w T ith constant aching or dragging pains in the* lumbosacral regiem, with more* se ve re* attacks 
e>f pain anel malaise* at intervals. The* perie)els may be proluse and assoe*iate*d with nmre* 
pain than usual, anel e>n vaginal examination a distinct fullness e>r tumour may be* hit in 
one e>r both forniee*s. 

Psoas e>r iliac abscess may rupture* into the* bladeler. and a psoas abscess has been 
known to erpen inter a ure*te*r : but the* swelling in the* iliac lerssa or the* inguinal re*gion. 
together with signs erf spinal e*arie*s, will point t e » the* cemelition. 

A very rare cause* e>f similar pyuria is actinomycosis oj the c(vcunn which, insteael e>l 
infiltrating tlie* skin anel pointing in the* groin e*xte*rnally . may e*xte*nd into Ihe* pelvis anel 
open into the* blaelele*r err re*e*tum err both : the* eliagnosis may be* misse*el e*ntire*lv unle ss 
ray fungi are eIise*overed in the* urine as a re*smt e > f routine and thorough bae*te*riole>gie*al 
investigations. Actinomycosis of the kidney is e ve n rarer : it is apt t e > be* mistake'll lor 
tube*re*ule)sis until the laboratory inv e*st igat ie>ns elise*e»ve*r the* eharaete*rist i e * rav lungi in 
the* urine. 

('areinoma of the neighbouring organs in the* pe*lv is 1 re *< j 1 1 e *i it lv attae*ks the* bladde r by 
elire*e*t spre*ad of the* gmvvth. This is merst commem in e*are*inoma ol the* ute*rinc ee*rvix anel 
e >f the* re*e*tum. but may re*sult from ranevr e > f the* pelvie* e*erlon. sigmoid, or e*a*e*um. Ihe* 
spre*ad of the* elise*ase* to the* blaeldcr ex*e*urs late* : symptoms eel the* primary trouble* have* 
generally pe)inte*ei to the eliagnosis be* lb re* pyuria e*nsue*s. The* implie*at ion e » f the* bladder 
is shown first by an ine*re*ase*el ele*sire* t c > pass urine, and by pain during the* ae*t : late r, whe n 
the grerwth has ae*tually inliltrate*d the* ve*sie*al mucous membrane*. ule*e*ra t ion inter the* 
blaeldcr e>ceurs, with the* passage e >f pus and blend in the* urine*. It the* growth has 
extruded from the ute*rus err vagina, there* may be* a leakage* e » f urine* into the* latte*r : e>r 
if' frerm the re*e*tum err c*< >1 e »n . serine* fa*e*e*s err llatus may be* passed pe*r ure*thram. 

Tnbcrcnlous or dysenteric ulcers of the intestine have in semie* instance's be e-ome* adhe re nt 
to the bladder wall and caused cystitis by elire*e*t spread, or have* even perforated inte> 
the* blaeldcr. /»*. It. Jonty n Siam. 

RAINBOW VISION. (See* Vision, Dki ia is err. p. 9*20.) 

RASHES. — (See Kkytiik.ma, p. 275 ; l‘.\m.i:s, p. 597 : I’rsn i,i:s. p. (581 : Vi:sk i,i:s. 
]). 91 .‘I ; etc.) 

REACTION OF DEGENERATION. In te sting muscle's anel ne*rve*s e le e t rie*all y. 
two eliffere*nt kinels of current are* employed, namely: faradie. in which there* is a very 
rapiel alternate making anel breaking e>f the* current, and galvanic , in which the* e urrerit 
flows e*ontinuemsly until it is voluntarily interrupt eel by the operator. The* faradie* e*urre*nt 
excites the* nerve* anel muscle cemtinuemsly all the time* it Hows : the* galvanic e*urre nt emlv 
cxcite*s when it is made anel when it is brerken — ne>t whilst it is flowing. In the* e*ase* e»f 
the faradie curre-nt there* is ne> elilTerene*e be*twe*e*n the* } »e >Ie*s, e*ae*h be ing alte rnate ly an anexle* 
anel a kathode many times a minute* ; in the* galvanic current, on the* e)the*r hand, the* perle 
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connected to the zinc of the battery is known as tin* kathode, and it is hv this that tin 1 
current leaves the body, whilst the other pole is known as the anode, and by it the current 
(‘liters the body. When testing muscles or nerves it is usual to have one pole in contact 
with an indifferent part, such as the spine, and the other over the motor point of the muscle 
or nerve to be tested. Broadly speaking, the best spot for stimulating a nerve is the place 
where it is most superficial, and for a muscle, over the site of entry of its motor nerve. It 
is important to have the skin well wetted, to minimize its resistance to electrical conduction ; 
and the strengths of current required to produce contractions should be measured by a 
galvanometer, without which tin* relative cxcitahilitics of the nerves and muscles of the 
two sides of the body cannot be compared. 

I'nder normal conditions, both faradie and galvanic currents produce brisk contrac- 
tions of a muscle when applied either to it or to its nerve : and with galvanism it is found 
that a weaker current will sullicc to evoke a contraction on making the circuit when the 
kathode is on the muscle or nerve than when the anode is similarly employed. This is 
usuallv summarized by the formula K.C.C. A. which means ’* the kathodal closure 
contraction is more easily obtained than is the anodal closure' contraction**. When the 
nerve is degenerated, however, there is a chance in these electrical reactions, and when there 
is complete reaction of degeneration often written and spoken of as B.l). stimulation 
of the nerve itself evokes no muscular contractions whether the faradie or the galvanic 
current is employed, stimulation of the muscle evokes no contraction when the faradie 
current is used, whilst with galvanism the muscle can still he made to contract , though its 
method of response differs from the normal in the following respects : 

1. It may be evoked by a strength of current less than the healthy minimum. 

2. The twitch of the contraction is slow and sluggish, instead of brisk and quick. 

It may be evoked at least as readily when the pole upon tin* muscle is the anode 
as when it is the kathode: the formula' A.C.C 1\. or A.C.C. K.C.C. express this 
condition, the latter meaning that the anodal closure contraction is obtained from a 
smaller current than the minimum required for the kathodal closure contraction. 

In this connection, however, two considerations require to be understood clearly. 
In the first place, if a given nerve were cut across with a knife, there would be no immediate 
B.l). : it takes a week or more for the process of nerve degeneration to reach the stage* 
that produces B.l). ; it then depends upon what happens to the nerve how long the B.l). 
persists ; if regeneration occurs, it takes from twelve weeks onwards to complete itself, 
and B.l). will be found all that time: if the nerve does not regenerate, then B.l). may 
persist for two or three years or more, provided that the muscle fibres are kept, by massage 
and electrical treatment, from becoming mere strands of fibrous tissue. Should the latter 
change ensue, there will be no more electrical response in the fibrous tissue that used to be 
muscle than there would be in any other fibrous tissue. 

In the second place, it happens, as often as not, that when some fibres in a nerve-trunk 
degenerate, others do not, and the same applies to the corresponding muscle fibres. It 
follows that there will then be a mixed reaction, the normal fibres giving a normal response, 
the degenerated fibres giving B.l). : the greater the proportion of degenerated fibres, the 
nearer will the reactions obtained approach to complete B.l)., and vice versa. The result 
is spoken of as funtiul li.I). : some excitability both of the nerves and of the muscles to 
laradism remains, but it is less than normal : the nerve responds to galvanism, but not 
so readily as does the muscle when the latter is stimulated directly : the response of the 
muscle will be less brisk than normal, and yet K. C.C. may still be more easily obtained 
than A.C.C. It is by no means easy to be sure of the interpretation of a partial B.l)., 
but partial is commoner than complete B.l). 

The chief use of B.l). is in distinguishing muscular atrophy due to organic changes 
in the lower- neuron from other east's of atrophy, especially when tin* latter is due to general 
wasting from cachexia, or to arthritis, or disuse, ora primary muscular dystrophy. When 
B.l). is present there is a lesion in the lower neuron, either in the anterior cornual cells, 
the anterior nerve-roots, or the peripheral motor nerve-fibres. The differential diagnosis 
of the various affections of these parts is discussed under Atrophy, Mrseri.AU (p. 78). 

It remains to add that there are a few maladies in which the electrical reactions are 
peculiar, though they do not present B.l). In tetany, for instance*. Krb has shown that 
A.C.C. is often greater than K.C.C., although in other respects the reactions arc normal. 
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In Thomsen's disease' the*rc is variability in the polar responses, the original eont taction 
produced on closure lasting a Iona while, and sometimes developing into a series of wave- 
like movements during the eontinuanee of the passage of the constant current : hut 
excitability to faradism remains. It is a rare' malady, but one so characteristic that it 
is ivcognized easily; the eliie*f feature of it is slowness of the' relaxation of the' muscles 
"hem they are first use'el after a period of rest. When the patient starts to rise' from a 
chair. for example, he* deies so very slowly and as though he' we're' stiff ; the 1 muscles are* 
unduly rigid. and the* first lew ste*ps lie take s are' e*enise*epie*nt ly awkward and ve ry slow ; 
afte'r a few seconels the peculiar delay in relaxation passes off and ordinary walking becomes 
possible. After sitting down again for a while, the' same* elillieulty of rising and starting to 
walk ensues. There is no pain as a rule*, which distinguishes the' condition from true' 
stiffness, ankylosis. e>r rhemmatoid arthritis, which might otherwise be- diagnosed in error, 
the le*gs are nearly always a Heeded more' than other parts, and the* main complaint is 
that of elillieulty in starting to walk e>r otherwise* use 1 the* legs. this diflicully passing off 
afte*r a few seconds or minute s. 

In some e*ase's of Raynaud's disease, and in angioneurotic eedema and allied vaso- 
motor neurose's, there* may be variations from the normal reactions to galvanism. In 
myasthenia gravis (Fins. 215. 2 Mi. p. 2fM ) it is characteTist ic that, w here as the affected 
muscle's respond readily te> the* first few faradic stimuli, the contractions diminish rapidly 
in size and cease afte'r a few minutes, notwithstanding the* continuance* of stimulation. 
After a period of re*st this myasthenie reaction is obtainable* again. and so on. This type* 
of edeetrical response* corresponds |»re*eise*ly to the* rapid fatigue of the* voluntan muscle 
movements, and the 1 diagnosis is not difficult, though the disease is rare. Herbert I'rtnch. 

RECTUM, ABNORMALITIES FELT PER. 

Method of Kruminutioo . The patient should be placed in a good light on a e*oueh of 
eonvemYnt h e * i if 1 i t . AN i t h male* subjects the* bed position is the knee -e lbow, with h males 
the left lateral with the* km*!**- f le • xe *e I and the* left arm behind the back. The* examina- 
tion should be i made with the* right hand, leaving the* left free* for manipulations. Most 
diseases of the rectum arc sit tinted within two inches of the anus. It is advisable*, therefore*, 
that t c > be*gin with the* finder should he* inserted as far as the* first joint eml\ . and the* lowei 
inch of the* bowel examined thoroughly. The examinatiem must not be* concluded until 
the* linger has been passed up as high as possible* and the* whole* of the* reetum within reach 
explored, as we*ll as the* coccyx. sacrum. ise*hie>-re*e*tal fossa*, and adjoining viscera. The* 
rectal speculum and the* sigmoidose*e>pe* may also be* needed t < » e*omple*te' the* examination. 

If any abnormality be- felt the* first tiling to ascertain is; (1) 117 tether it lies free in 
the lumen or is attached In the xcull of the rectum : (2) H7/#7//rr if is some ahnonnafitf / of an 
adjoining struct tire or risens that can he felt through the rectum. 

I. ABNORMALITIES LYING FREE IN THE LUMEN OR ATTACHED TO THE 

WALL OF THE RECTUM. 

Foreign Bodies. Though fieecs can hardly be* considered as foreign t < > the* ree-tum, 
ve*t a hard, scybalous mass, enterolith, or hair-ball may amount to an nbnormnlilv. True' 
Ibreign bodies include those* that have* been introduced through the- anus, and those* that 
have- be'e*n swallowed. Examples of the* first class are* seldom met with, and then are* 
ge-ne rally in persons of weak intellect. Thieves sometimes employ the* ree-tum as a hiding- 
plae-e* fe»r steden goods diamonds, for instance. The majority of fore ign bodies fe lt pe*r 
rectum have been swallowed fishbones, pins. ne*e*elles. splinte*rs of wood, Their import- 
ance* lies in the fact that they may cause* a rectal or isehio-rcctal abscess, and in treating 
sue*h a ease- their diseeivcry and removal is essential lor a complete cure*. 

Swellings of the Rectum projecting into the Lumen. 

Internal I hemorrhoids are* rarely palpable* to the finger unless chronically inflamed, 
thrombosed, or gangn*ne>us. If palpable the*y will be- fe lt immediately inside* the anus, 
and can be hooked e>ut with the linger and made* te> protrude through the- anal orifice for 
inspection. 'The existence e>f pile's having been diagnosed, an efibrt should be* made* te> 
see if there is any causative condition, such as a carcinoma in the- bowel abeive*. 
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sihsccss (submucous) gixes rise to a more or loss elongated, smooth, clastic swelling 
in the rectal wall. It is intensely tender, the* slightest pressure causing great pain. 'Die 
mucous membrane may feel hot, and pit on pressure. If the* abscess has burst or bursts 
during examination, the linger on withdrawal will be covered with pus. An abscess that 
has already emptied itself feels like a small pea or bean in the submucous tissue. 

/*ohfl>ns is a term used to designate, without reference to its histological characteristics, 
any benign tumour that is pedunculated. Almost all innocent tumours in this position, 
even if sessile at the beginning, ultimately become pedunculated owing to the downward 
drag of the fjeccs. The passage of blood and mucus, combined with the absence of piles 
or carcinoma, should lead one to suspect the presence of a polypus. Jt may not be easy 
to feel, because its consistence* is much the same as that of the* mucous membrane, and 
because its peduncle may allow such free movement that it may easily be mistaken for 
a small mass of faces. The best way of fixing these growths is to sweep the linger round 
and round the whole circumference of the rectum up to the highest point attainable. 
The growth is then arrested by the pedicle, and the linger can be hooked round it, so that 
the growth is drawn down and. if possible, made to protrude through the anus. If the 
polypus is large, a rectal speculum may be of scry ice. Poly pi are often multiple. 

(leers, unless malignant or chronically inflamed, can rarely be felt with the linger: 
they must be viewed with the speculum or the sigmoidoscope. They may be tuberculous, 
gummatous, traumatic, or dm* to uleeratiye colitis or dysentery. 

( '<irt inonnt occurs usually in people oyer forty. Its commonest site is within the four 
terminal inches of the bowel. It is generally hard, fixed, irregular, and nodular. Its extent 
yaries with its stage : it may invoke only part of the circumference of the bowel, or may 
extend rigid round so as to occlude tlx* lumen and cause a stricture. The surface is usually 
ulcerating, so that it is friable and bleeds easily. There is nearly always a belt of normal 
mucosa between the internal sphincter and the neoplasm. Not only the lateral but the 
upper limit of tlx* growth may sometimes be ascertained by inserting the linger to its 
extreme limit, care being taken not to split the mass. Another point to be gauged by a 
rectal examination is tlx* degree of infiltration as measured by the fixity of the tumour 
to the neighbouring structures, e.g.. sacrum and coccyx. Following the rectal examination, 
the abdomen is to be palpated for evidence of infection of the inguinal, pelvic, or lumbar 
glands, and the existence of secondary deposits in the liver. 

The clinical symptoms of carcinoma of the rectum are suggestive. The patient 
generally complains ot diarrlxra. the bowels being open five to twenty times a day. and 
this mav have followed on a period of constipation. Notwithstanding the apparent 
diarrlxra the total amount ot hrees passed is small, and no sense of satisfaction is obtained 
by the patient after stool. The evacuation may lx* so rapid as to merit the description 
'explosive* diarrlxra . I hemorrhage from the bowel is common, and in tlx* later stages 
there is a discharge of mucus. Pain is complained of a dull aching pain in tlx rectum 
and at the bottom of the bac k, which is not made much worse* by the passage* of a motion, 

< I ii i t < * unlike the sharp temporary excruciating pain associated with an anal fissure or 
ulc e r. Kmaeiation is rapid, and a history of wasting and diarrlxra in a middle-aged patient 
should always lead to a careful examination of tlx* rectum, and if nothing is to be* tell 
with the finger, a sigmoidoscope should be* used. A carcinoma is likely to be* overlooked 
from ea relessness and from not making an examination. Mistakes may. however, arise* 
between carcinoma and an ade*nomatous polypus or ulceration, either traumatic, colitic. 
dysenteric, venereal, or tuberculous, around which much long-standing inflammation lias 
caused thickening. f ix* facts that a carcinoma is hard, tlx* surface* ofte*n c*xcavatc*d, and 
tlx* edges nodular and exerted, are* generally sufficient. If real doubt exists, a piece of 
tlie* uleer may be* removed lor microscopic report. 

/ ntussusvc})! inn . Occasionally a piece- of intussuseepted bowel may come down so 
far as te> be* felt per rectum. This condition is associated with the* passage of bleiod and 
mucus, and tlxrefeue might be* mistake'll lor a disease* e>l the* rectum pre>pe*r. 11 k* fae*t 
that intussusception occurs nearly always in children, especially at the age of nine months 
or thereabouts, and causes intestinal obstruction, should make such a mistake* easily 
avoidable. Chronic intussuse-eptiem in an adult is uncommon ; when it does occur it 
re*sults as a rule* from a pre-e-xist ing polypus or from a carcinoma. 

Stricture due* to eare-inoma is de*alt with above, but a lew words remain to be said 
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about fibrous stricture. r I'bis may be present at the* anal orilirc. at the leve*l of tin- upper 
border of tilt 1 internal sphincter, or three to lour inches up the rectum. It may be annular 
or tubular. The busier meets with a firm cord-like constrict ion, which perhaps will not 
allow the entrance 4 of more than its tip ; there will be no bleeding unless the linge*r is forced 
through the stenosis and the mucous membrane torn. 

Fistulse, cither recto-vaginal or reeto-vesieal. whether congenital or acepiircd. may be felt 
with the finder. r rhe passing of urine or f;eees by abnormal passages indicates the complaint. 

Malformations of the Rectum. Some children are born without an anus, or without 
the lower portion of the rectum, or the linger introduced may be stopped by a membrane 
separating the upper from the lower portion of the bowel. The diagnosis is obvious. Two 
common types of the abnormality are shown in the accompanying diagrams. Figs. 57a, 57b. 
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II. ABNORMALITIES OF NEIGHBOURING STRUCTURES FELT PER RECTUM. 

Jt does not lie within the scope of this article to give* the differential diagnosis of all 
the morbid conditions that can be felt through the rectum : it sufliccs to take the structures 
within reach of the finirer, and indicate 1 the varying conditions in which a diagnosis may 
be* aided by a re*e*tal examination. 

On the Anterior Wall the structures that can normally Ik* felt arc the prostate in 
the male, and the uterus in the female. 

The Prostate. Any enlargement is felt easily. An adenoma is the commonest form. 
This is soft, elastic, and has a groove in the middle line. A carcinoma or sareoma is bard 
and fixed, and the outlines are blurred. A prostatic abscess causes a marked painful 
protrusion into the rectum. 

The f ’esienbe Seminales are not palpable normally. The fact that they can lu* felt 
is almost sullicient to declare them diseased. They arc affected most commonly in 
connection with tuberculosis of the testes or from present or past gonococcal vesiculitis. 

The Bladder is not felt if healthy. If greatly diste nded it may form a tense resistance 
in the anterior wall of the rectum. Hardy, a large stone or a malignant growth of the* 
floor may be* felt. 

The Herns is easily palpable. Knlarge*me*nt or retroversion or a pelvic fibroid can 
be re*cognized ; the pressure* e»f a feetal he*ad may occlude the* re*e*tum. 

The J'agiint cannot be felt unless it is occupied by a foreign body such as a pessary, 
or is the se*at of a growth. 

The Ovaries , if enlarged by cystic elise*ase e>r by new gmwth, may come within re*ae*h 
of the finger ; jpposalpin.r is often a bilateral affection in which the* inflammatory masses 
can be felt per re*ctum in Douglas’s pouch ; they can be ele*tee*te*d more readily by vaginal 
examination, lie>wever, when this remte is permissible. 
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Through the Posterior Wall the only structures that can be recognized arc* the coccyx 
and sacrum. 

The ('ocrifr may be found bent in and pressing on the rectum. In eoccydynia any 
movement of tiie coccyx may cause great pain. 

The Sacrum may be the seat of either a growth or an abscess, which will cause a bulging 
into the posterior wall. 

On the two Lateral Surfaces no structures are normally recognized. The ischio- 
rectal fossa* are common sites for abscesses, and these can he felt as tense swellings pushing 
in the wall. Rarely an anearpsm of the internal iliac artery or a stone in the Jozeest portion 
of the arcin' may be felt. The sciatic nerve may be found to be* very tender in cases of 
sciatica, or it may be felt definitely infiltrated by inflammatory' syphilitic, sarcomatous, 
or carcinomatous deposits : in rare eases a gumma of the sciatic nerve has been discovered 
on rectal examination, and this method of investigation should never be omitted in a 
in a ease of seiat iea. 

If anything is fell with the tip of the linger through the upper portion of tin* rectum 
it will usually be something distending Douglas's pouch. This may be blood coming from 
a ruptured or 1 leaking ectopic gestat ion , or a localized abscess , either parametric or arising 
from a septic Fallopian tube or the vermiform appendix. Some surgeons state that they 
are able to detect the appendix if it is hanging over the brim of the pelvis, but to do this 
the linger must be long and the senses very acute. 

Sometime**, when there is doubt as to whether symptoms arising in connection with 
a more distant organ, e.g.. the stomach or the gall-bladder, are due to malignant disease 
or not. rectal examination affords valuable evidence of malignancy even when there are 
no pelvic symptoms at all. When secondary deposits have arisen, they develop not 
infrequently in the pelv ic peritoneum, presumably as the result of gravitation of malignant 
particles into Douglas's pouch. These latent secondary deposits can sometimes lx* felt 
verv definitely as a firm band or shelf the rectal shelf' if the observer's index linger 
is a fairly long one. licet al examination is sometimes of value also in verifying the 
existence of free fluid in the peritoneal cavity. George K. Gash. 

RECTUM, BLOOD PER. (Sec Ri.e>em rut Am m. p. 90: and Mu..i:na, p. t81.) 

REDUPLICATION OF HEART SOUND. It seldom happens that the diagnosis in 
a particular case is influenced to any marked degree by the presence or absence of redupli- 
cation of either heart sound : nevertheless, the reduplication is sometimes so definite that 
it attracts special attention and needs interpretation. It has to be distinguished from 
triple sounds, particularly from the canter-rhythm that occurs with acute pericarditis 
and less often with dilatation of the heart from fatty change, especially in pernicious 
amentia and other conditions of oligochroimemia : and from the beginning of a mid- 
diastolic bruit at the impulse in a ease* of acute rheumatic endocarditis of the mitral 
valves. One can lav down no rules as to how these* various sounds are to be distin- 
guished : it can only lx* done by having heard them in other eases : sometimes, indeed, 
opinions differ as to whether the sounds heard in a given patient are due to a bruit or 
to a reduplication. 

Reduplication of the first sound is rare, and to all intents and purposes it never occurs 
except at or near the impulse : it indicates some abnormality, but does not specify exactly 
what that abnormality may be. If there is no bruit the commonest cause is great 
hypertrophy of the left ventricle from granular kidney or arteriosclerosis, indicated by 
the big heart, high blood-pressure, urinary and retinal changes. 

Reduplication of the second sound is common, especially in the pulmonary area (second 
left intercostal space* close* to the* sternum). It gcne*rally indicates great relative increase 
in the* int rapuhnonary blood-pressure, so that the* pulmonary valve*s edose a fraction sexmer 
than the* aortie* : the* reduplication may alternate with simple ae*e*ent nation (se*e p. 1), the 
commonest e*ause* being mitral disease, especially mitral stenosis. Similar reduplication 
of' the* se*e*ond sound may he* hcurel at the* impulse also in thevse* eases, themgh me»re* ofte*n 
the* second sound he*re* is weak or inaudible. The commonest cause for reduplication ed 
the* second sound at the* impulse is great relative* ineTcasc in the* systemic blooel-pressure 
especially in e*ase*s e>f arteriosclerosis e>r granular kidney. The seconel sound in the aortic 
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area (secemd right intercostal space e*le>se* to t lit- sternum) is generally very loud and ringing, 
or even reduplicated at the same time. The*re* are no other really important causes of 
reduplication of either of the heart sounds. Herbert French. 

REFLEX, PLANTAR. (See Baiunski's Sion. p. S?.) 

REFLEX, PUPILLARY. (Sec l*i mi.. Ait\on \i \i .mi s 01 tin:, p. h?l.) 

REGURGITATION OF FOOD THROUGH THE NOSE may he hut a temporary 
aeeident . the result of an unsuccessful attempt to stave off a sneeze, a e*ough. or a hurst 
of laughter when the mouth is full of food or lluid : or it may result from an explosive 
return of gas from the stomach or (esophagus, particularly afte r drinking gassy fluid such 
as soda-water, champagne. ginger-beer. eider, or beer. In such eases the diagnosis is 
generally obvious. Pathological re*gurgitatie>n e>f food through the* nose* results from two 
main groups of causes, namely : 

1. Structural Imperfections of the Palate : — 

Congenital: cleft palate J Acquired perforation: (i) traumatic, 

(ii) syphilitic, (iii) malignant, 

( i\ ) t uhereulous. ( v ) act inom \ cot ic. 

2. Paresis or Paralysis of the Soft Palate or of the Pharynx : 

Post-diphtheritic The result uf hulhar paralysis 

Post -operative The result of pseudo-hulhar paralysis 

Syphilitie* Cases of undetermined cause. 

Simple* inspection of the roof of the mouth is generally sullicienl to decide whether 
the cause belongs to group 3 or to group 2. The median and symmetrical imperfection 
of a congenital e-le-ft palate is obvious, and there is the history of the trouble dating from 
birth. There may be a harelip or other congenital abnormality at the same time. When 
an ulcerative process is still in progress there may for a time be some doubt as to whether 
it is syphilitic, malignant, tuberculous. or actinomycotic. The* history may help, or the 
healing of the ulcer under the influence of mercury or iodide of potassium or salvarsan 
may indicate* its syphilitic nature*. If it is important to arrive at the correct diagnosis 
as early as possible, a small portion of the pathological tissue may be excised and examined 
microscopically, or Wassermanns serum test applied, or scrapings from the ulcer examined 
directly for the* Spirnchirta pallida. for tubercle bacilli, or for ray fungi. Tuberculous 
ulceration of the* palate* is rare, and is generally associated either with lupus or with definite 
phthisis. A new growth e»f the palate may be- e*ithe*r epithelioma, endothelioma, or 
sarcoma, the distinction between these* depending mainly on the* mie*rose*ope*. 

Diphtheria. If there* is no structural defect of the* palate, the regurgitation of 
food through the nose* being due to paralysis, the* most likely cause is previous diphtheria. 
The* existence of the latter may have* been re*eognize*d at the time, but the diphtherial 
attack may have been so slight as either to have* caused no definite* illness, or else- to have* 
been regarded as simple sene thread. The palate* alone* may be- paralysed, giving rise te> a 
nasal character of ve>ie*e* as we*ll as to the* regurgitation : e>r there- may also be* paresis of the* 
ciliary eye muscles, causing difficulty in leading : e>r general peripheral neuritis affecting 
the* limbs and heart. The trouble* may ne>t come* on for three- or four weeks after the 
diphtherial attack, and therefore* it may no longer be possible* to de*tect Klchs-Lofllcr bacilli 
in swabbings from the* tonsils en* fauces ; but it is important to look for them, both 
elireetly and by means of culture's. Probably not a few cases ascribed to 'influenza', e>r 
to undetermined causes, arc really post -diphtheritic. The paresis recovers in time, some- 
times quickly, but often not until three months or more have e lapsed. 

Post-operative Cases. The history in these* e*ase*s will point te> the* diagnosis: the* 
accident is rare, and as a rule the effects are* te*mporary : it may happen during the* removal 
of tonsils and adenoids. 

Syphilitic Paralysis of the Palate is ne>t common, and it hardly e ve r occurs by itse lf. 
It is a general rule that luetic affections of cranial nerves are* multiple* and eiften asym- 
metrical ; thus there may be strabismus, or a laryngeal paresis, in addition to that of 
the palate ; and there* may be a history e>r other ev idence* of syphilis. 
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Bulbar Paralysis. When this affects the palate and causes regurgitation of food 
through t lie* nose there have generally been other symptoms tor some time. The 
malady is slowly progressive, and starts with paresis of the lips and tongue ; swallowing 
is difficult , not so much because of the regurgitation as because the tongue is unable to 
thrust the bolus back between the fauces. The constant dribbling of saliva from the 
angles of the mouth is characteristic of some eases. The title labio-glosso-pharyngo- 
laryngenl paralysis indicates the usual sequence of events. Bulbar paralysis may be 
associated with progressive muscular atrophy (p. SO), and it may be distinguished 
from pseudo-bulbar paralysis by the atrophy of the tongue, which occurs in the former 
but not in the latter. Hulbar paralysis is due to a lesion in the medulla oblongata, whereas 
pseudo-bulbar paralysis, with similar symptoms but no wasting of the tongue, is flue to 
bilateral cortical softening. In either ease the patients are generally elderly. 

Undetermined Causes. As regards such eases, it may be repeated that the majority 
are doubtless post -diplit herit ie, so that it is important to examine swabbings from the 
throat of all such patients for the Klcbs-Lbfller bacillus. The symptom is rarely hysterical. 

Herbert French. 

RETENTION OF URINE. (See Mien iution. Aiinoiim vi.iti i:s or. p. !<!)().) 
RETRACTION OF THE ABDOMEN. (See Hk.idity oi Tin: Aiinoviiix, p. 7.‘U.) 

RETRACTION OF THE GUMS is occasionally a symptom which troubles patients 
very much, but in itself it seldom indicates more than a local affection. In a mild degree 
it may be due to excessive use of a hard toothbrush : in most eases it results from a 
local infective process, especially tartar, caries of the teeth, or pyorrhcea alveolaris. 
'These conditions are discussed under the heading of Hi.r.i an no (d ms (p. tKi). though 
retraction may he present, even in an extreme degree, without actual bleeding. 

Herbert F re neb. 

RETRACTION OF THE HEAD may be a marked symptom in the following 

eondit i< u is : 

Acute mnimuit is : 

Suppurat ive 

'Tuberculous (basal) 

Meningococcal ( post crior 
basal) 

Meningococcal ( epidemic 
cerebrospinal ) 

Cerebellar or other subten 

torial t umour or abscess 

In arriv ing at a diagnosis in any given ease the probability is that strychnine poisoning, 
tetanus, and hydrophobia will either suggest themselves at once on account of other circum- 
stances in the ease, or else will not need to be discussed at all. Hysteria can only be 
diagnosed when all other possibilities have been excluded, and probably not until the east 
has been watched anxiously for a time : there may be other functional symptoms in the 
ease (p. oTO) ; the patient is generally a young adult, more often female than male. 
(dtfdepsy and hystero-epilepsy will be suggested by the mental symptoms of obvious 
insanity. 

'These things being excluded, the first thought that marked and maintained retraction 
of the head arouses is that the patient has some serious intracranial lesion, probably 
meningitis. Before coming to this conclusion, however, it is important not to forget that 
extreme dyspiuca in children sometimes product's considerable head retraction, so that 
the physical signs in the lungs anti heart should be noted carefully, bronchopneumonia and 
capillary bronchitis being kept specially in mind, and any signs of laryngeid obstruction 
looketl for, especially stridor anti spasmodic up-and-down movements of the thyroid 
cartilage, with sucking in of the thorax above and below the clavicles, along the attach- 
ments of the diaphragm, and in the intercostal spaces. Diphtheria . foreign body in the 
laryn.r. and retropharyngeal abscess have all been mistaken for meningitis. 

If there is no evidence of suflicicnt throat or lung trouble to account for the symptom, 
an intracranial lesion is probable ; and by far the most likely, especially in a child, is acute 


Superior longitudinal sinus Strychnine poisoning 

thrombosis Tetanus 

Acute encephalitis Hydrophobia 

bronchopneumonia with Catalepsy 

partial asphyxia Spasmodic torticollis 

Laryngeal obstruction, espc- 1‘aramv oelonus multiplex 

eially diphtheria in chib Hysteria and hystero- 

dren epilepsy. 
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meningitis, c'it lit'r tuberculous or posterior basal. Symptoms common to all tin* intra- 
cranial affections arc headache, vomiting, and giddiness ; pyrexia, generalized convulsions, 
coma, incontinence of urine and fa*c*c*s, retraction of the* head, and optic neuritis: or 
local symptoms, especially twite*hings, eonviilsions, or paralysis of individual limbs or 
parts of limbs, according as one part of the brain or another is more irritated or softened 
than tlie rest. If there is an obvious source of sepsis in connection with the cranium, such 
as otitis media, mastoid abscess, facial erysipelas, a septic scalp wound, boils, pcdiculi 
with sores, suppuration in the orbit, nose, antrum of Highmore, frontal ethmoidal, or 
sphenoidal air-cells, or nasopharynx, tin* probability is that any acute meningitic symptoms 
arc due to staphylococcal or streptococcal suppurative meningitis : pneumococcal meningitis 
may occur without local sepsis, either alone or as part of a general pneumococcal 
septicaania : suppurative meningitis due to tlie Bacillus diphtheria', the typhoid bacillus, 
influenza bacillus, or the Bacillus eoti eommunis may occur, but it is decidedly uncommon 
and clinically indistinguishable without bacteriological cultures of the cerebrospinal 
fluid from other forms of suppurative meningitis, in all of which marked pyrexia and 
a fatal ending in two or three days are the rule. Tuberculous meningitis is much com- 
moner in childhood than it is at any other aye : it is always part of a general 

tuberculosis, and it is rare in adult life. At first 



there may be no pyrexia, though this depends 
on the caseous glands and tuberculous lesions in 
the hi nil’s and elsewhere more than upon the menin- 
gitis. The early diagnosis is apt to be uncertain, 
but as the days no by tlie serious nature of 
the complaint generally becomes obvious: the 
effortless vomiting, the irregular pyrexia, severe 
headache, optic neuritis, retracted head, possibly 
choroidal tubercles (Fig. f-Mh p. 5*20) or evidence 
of tuberculous foci elsewhere, servo to clinch tlie 
diagnosis. The chief difficulty, after the stage of 
retraction has been reached, is to decide between 
tuberculous meningitis on the one hand and menin- 
gneoeeut (posterior basal) meningitis on the other. 
The duration of the disease is often of assistance 
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( a t mil it u,it ini Mninr r/inpimtn. > in recovery in a variable percent age* of cast's, even 

after continuing for two or three months. The 
1- latency to head retraction is greatest with the posterior basal, least with the suppura- 
tive forms. Kernig's sign (Fig. 577) is generally present in all forms of meningitis. 
Optic neuritis barely has time to develop in suppurative meningitis, but it is present 
more often than not in both basal and posterior basal meningitis. The way in which the 
heels touch the occiput in some cases of the latter may by itself decide the diagnosis. 
Another point in favour of meningococcal meningitis is the occurrence of periodic spike- 
like rises of the temperature chart pyrexial ‘crises' lasting twenty-four hours or less 
(Fig. 57 K), and superposed upon what is otherwise a chart of but moderate type. 
When doubt remains as to the fact of meningitis or as to its nature, microscopical 
and bacteriological examinations of the cerebrospinal fluid obtained by lumbar puncture 
will often serve to establish the diagnosis (p. 082). Haetcriologically, tubercle bacilli arc 
the least easy to find. The Gram -negative meningococci (J)iplacacei intraeelhdares 
meningitidis Weiehselhaamii) are characterized by their occurrence within the leucocytes 
in pairs, like gonococci, but without the reniform shape* of the latter. The* organisms of 
suppurative meningitis may be* discovered on direct staining, but more* often cultural 
methods are* required. 

Where posterior basal meningitis ends and epidemic cerebrospinal meningitis begins, 
it is difficult to say : they are both meningococcal, and probably they are only di1Tere*nt 
types of the same malady, connected together by sporadic cases in which posterior basal 
meningitis is associated with more or le*ss severe spinal symptoms. The' way in which 
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the least touch or movement causes the patient to cry out with pain sometimes indicates 
how inflamed the coverings of the posterior nerve-roots arc, besides which, the erythe- 
matous. vesicular, or purpuric skin eruptions that may accompany it often suggest the 
diagnosis. There is less dillieulty during an epidemic: it is the sporadic case that may 
he missed. I he clinching point in the diagnosis is bacteriological investigation after 
lumbar puncture, assisted perhaps by the beneficial effects of the specific antimeningoeoccal 
scrum. 

Superior longitudinal sinus thrombosis and acute potio-c/iccphalitis arc both apt to 
be diagnosed as acute mcniiiL'itis in the first instance. It is when a case that has simu- 
lated acute and severe meningitis, with coma and apparently impending death, nets 
rapidly better after a few days and ends in speedy recovery, with or without some 
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impairment of local or general brain functions, in a child or voting person, that one 
changes one's diagnosis of meningitis to polio-encephalitis. If acute cerebral symptoms 
in a previously healthy child end in a gradual hut partial recovery, accompanied by 
permanent spastic paralysis of the legs. without much affection of the arms, it is verv 
possible that the lesion lias been thrombosis of the superior longitudinal sinus, with 
softening of the leg areas of cortex on either side of it. 

( 'ercf/cllar or other subteutarial tumours or abscesses generally cause a much more 
gradual onset of symptoms than do any of the above. Head retraction is not present 
until the later stages. The diagnosis of tumour will rest on the slow increase in the signs 
of raised intracranial pressure, with nystagmus, optic neuritis going on to optic atrophy, 
and a tendency to fall always in one definite direction forwards or backwards if the 
tumour is in the vermis, to the right or to the left according as it is in the right or left 
hemisphere. There is often marked ataxy, with exaggeration of the tendon reflexes, 
particularly on the* same side as the tumour. If nystagmus is well marked this serves as 
a point of some value in distinguishing a cerebellar from a cerebral tumour. Abscess is 
distinguished from tumour chiefly by the existence of some obvious cause for intracranial 
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abscess. otitis media, for instance', or bronchieetasis. t'ercbe'llar abscess may give* rise 1o 
no pyrexia and no leueoev tosis ; but whether the* temperature' is raised or not. the 1 pulse- 
rate' is ofte*n absolutely slowe*d. 

It is noteworthy that one mee'ts e-very now and then with a e ase in wliieli all t lie- 
symptoms. including bcael re'traction, see*m to point to acute* meningitis of a fatal type-, 
and ye*t spontaneous recovery takes place* without any definite diagnosis se eming to be 
possible* even alter lumbar pune'ture- and examination of tlu* cerebrospinal fluid. Some- 
of tbe'sc case's may be* examples of abortive me'ningoe*occal meningitis ; othe rs se*e*m to la- 
serous meningitis secondary to otitis media non-latal meningitis elue* to suppurative- 
organisms whie*h stop short e>f producing pus : and so on. To such e*ase*s ed‘ inconclusive 
acute meningitis the* te*rm men i nilistn ns has sometimes be*en applied ; apparently mcnin- 
gismus means “ I thought at first there* was meningitis, but as the- patie-nt has re*eovcrcd 
I suppose 1 was wrong." Herbert French. 

RIGIDITY OF THE ABDOMEN is a sign lied to be* re-garde-d 1 i «_i 1 1 1 1 \ . and erne* to 
finel the true* significance of wliieli may e*all for great skill. 'File- patient shoulel be- 
e*xamine*el lying on the* back with tile- whole* of tla* abelenu-n and lower thorax exposed. 
'Flu* observer, se*atc*d on a Ic*xe*I with the* patient, shoulel watch the- abdomen for a minute* 
or so and see* whether it moves e>r tied with respiration, and whe the r one- part moves more 
than another. 

Some* nerveais patients, especially if the- menu is cold. hold their abdomens intcnselv 
rigid in a wholly umiece-ssary way. a te*ndency which mav e*re-ate- a false impression. This 
can be- avoided by engaging them in conversation for a minute- or two. by asking them to 
take- a few ele-cp bre*aths. or by making the-m elraw their kne-e-s up and keep their mouths 
open. when the- normal abdominal walls will generally relax. 

There* are* varying degrees of rigidity. r Fhe* whole* abdomen may be- rigid. the- upper 
eir lower part only. or one- side-, as in the* pre*se*nce* of a localized appe*ndie-u lar abscess. 
Again. one* part or one* re*e*tus muscle* may be put, as it is te-rme-el, ’em guard' whenever 
the patient thinks a te*nder s j »e >t is about to be- touched. The* rigidity over an inflamed 
gall-bladder, and that over a gastric or duodenal ule*e*r. are- instances of this. 

The* most important cause of universal rigidity is Septic Injection of the FcrUtnicnnt . 
which may follow external wounds. abele>minal operations, chilelhirt h. abortion, endomet rit is. 
parametritis. extension of inflammatiem freim or perforation < d’ the* appendix, ulce r of the- 
stomach, duodenum. e >r bowels. perforation of the- gall-bladder, suppurating Fallopian 
tube*, or abscess e>f the- live*r, spleen. eir kidney : eu* which may be- primary, as in some* 
pneumococcal e*ase*s. It is a safe- rule- to believe* there* is peritonitis until the* ceuitrary is 
provcel. As in the- case- ed“ either disease* diagnosis must ned lie- based em eme- clinical sign, 
anel the- }>atie*nt must be* examined for the* other signs ed peritonitis. 

The- bisteiry e if the- einse-t is important. In pe*rfbrat ive* e-ase-s. the* be ginning is marknl 
by intense* abdominal pain. This may be* general and cemtinueius, eir by being referre-d to 
the* stomach eir appendix region give* an indication of the- primary se-at of the* mischief. The* 
position taken up is em the- back. sometimes with the- kne-e*s drawn up to re lie ve* abelominal 
tension, anel the- patient ge ne-rally I ie*s still, for any movement causes increase eif pain. In 
e*edie*, on the- contrary, whether intestinal, biliary, eir renal, the- patient rolls about during 
the- spasms. It is painful to use- the- diaphragm : there fore, respiration is superficial anel 
e*eistal in type*. The- abdomen gradually be*e*omcs distended, tense-, anel tympanitic*: the* 
liver dullness which was previously present may disappear, and in seime- forms e>f peritonitis 
tluiel may accumulate in the abdomen and be de*tccte*d by fhe* signs eif shifting dullness in 
the- flanks. The pulse- is small and rapid. 100 to 150, and tends to epiicken whe*n it is 
re-e*eirele*el at intervals. A friction rub may be* heard over the live r eir the- spleen when t lie- 
patient breathe-s. Rorborygmi will gene rally be* absent. Vomiting is an e-arly, prominent, 
anel almost constant feature. The eemtents of the* stomach are* e-je*ete*d first, then bile- 
stained fluid, and later gree*n or brownish fluid with a slight facal odour. The vomiting 
is often of a peculiar ‘pumping' character. The* bowels may be* loose at first and then 
constipation follows, but is not complete* as in intestinal obstruction. Micturition may be* 
frecpient, or there* may be* retention when the pelvic peritoneum is acute ly inflamed. W he n 
the disease is well developed the appearance* of the* patient is characte*ristic, exhibiting 
the ‘Hippocratic facies’. The pulse is often of great assistance* in arriving at a diagnosis 
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of 1 Ik ne*e*d to operate* urgently in those* oases: it should bo counter] every ten minutes; 
if its rate falls or does not rise at successive counts peritonitis is less probably present than 
when the pulse-rate is found to be* rising e*aeh time. 

In suppurative peritonitis Icucocytosis, though il may not uccur at all, is often 
marked (15.000 to .‘10,000 pe r e.mm.). 

It does not necessarily follow, because* the* whole* abdomen is rijjid, that the peritonitis 
is «»cnoral. For instance*, in e*ase*s of perforative nppe*neli(*it is it has been shown bv opera- 
tion that pus was only to Ik* found around the* ea*e*um. and ye t there* was nemeral rigidity. 
Without operating it is e » ft e* n impossible to tell, The* be*st way of finding out whether 
there* is pis in the* abdome*n. and the* method t e > be employed at e>ncc if there* is any doubt, 
is to open the* abdomen anel see*. 


(hiunt Conditions \ssoe i \tu> with Ahdominai, Itioiorrv w hic h may hi. 

Mistaken i ok I’lamoM i is. 

Pmutunniu or Diafthniilnialie P leunstf . In the* c*arly stages he*re*. before* the* onse*t of 
dullness in the* lun^s and other* physical sii»ns in the* chest . the* most prominent features 
ma\ be abdominal pain and rigidity. Laparotomy has often been performed on the* 
mistake n diagnosis ot peritonitis. If. ho\\e*vcr. the* examination is thorouiih, sjons pointing 
to implication of the* Iuhl*- will usually be* found. Itapidity of respiration. working of the* 
nare*s. and blueness of the lips should re*ee*i\e* particular attention. An e xamination of 
the* hloexl may re-yeal a h i h leueoey t osjs (.‘{0.000 to 10.000) : in suppurative pecitonitis 
the* numbe rs are* rare ly so h i Li h . 

( ulic. 'riie* suddenne ss of the* onse t e»l pain, its intense* characte r, and the* abdominal 
rigidity, may render this condition extremely difficult to differentiate from pe*riionit is e I ue* 
to perforation of some* y iscais. Collapse may be* marked, and the* e ffect on the* pulse* is 
considerable: yomitina is common also. The* temperature is raised slightly but rarely 
exceeds 100 I’., and the* pulse, though it may be* rapid, eloes not tend to (piicken 
proL»re*ssiy e • I \ . The* pain is spasmodic*, not eontinuous as in peritonitis, and is Generally 
relics cd in a lew hours. Hiliars and re nal e*olie* are* fairly characteristic, but that due to 
lead, the* e rises of tabes dorsalis, or “astro-intestinal disturbances may easily be* mistaken. 
The minis are* to be* e xaminee! tor a blue* line*, the* knee-je rks and pupils te*ste*el, and a blood- 
niiint made*. In unco!nplicntc*d e*olie* the*re is no Icucocytnsis. In case's of e*xtre*me* 
difficulty I lie* abdomen mas have to be* opened. The* persistence* of borborymni is in 
favour e»f colic rat her than of general peritonitis. 

Intestinal Obstnntion. The* y omit inn and constipation he re* pre*se*nt may le*ael one* to 
think of peritonitis. and indeed the two eonehtions may be* pre*se*nt at the* same* lime*, as in 
the e ase* of an ulceratin'* carc inoma of the* bowel. t siially the* rigidity is not well marked, 
and the constipation. whie*h is not absolute* in peritonitis, is here* e*omple*te*. 

Injuries of t/ie Abdutnen. 

1. Contusion of the* abdominal wall, with laceration of muscle: Particularly in 
patients who have* been run over across the* abdome*n. rigidity is a marked feature*, am 1 
there must always be* a doubt at first as to whether any of the* viscera have* been torn and 
are* bleeding, or whethe i* the escape of their contents is setting up peritonitis. In the* e*ase* 
of me re* contusion, if the* patient is put to bed and ke*pt warm, collapse will soon disappear, 
the* abdomen will become less rioiel. and the* pulse-rate* will fall. 

•J. Contusion of the* abdominal wall with injury of viscera: The* sijjfns he*re* will be* 
more* marked, and instead of tending to diminish rapidly will become worse*. If the re* is 
internal blc*edin<* the* mucous surfae*es will be* pale*, the* skin cold and clammy, and the 
pulse small and frequent. If the* contents of a viscus have escaped, the* sii>ns of peritonitis 
will develop rapidly. In all e*ase*s of doubt an exploratory laparotomy should not be* 
delayed . 

Hn/tturvd Tubal (lestatian. This may simulate “e*neral peritonitis. The abdominal 
rigidity here* is not well marked, and the* si<»ns of bleeding- are. A moele*rate* decree of 
le*ue*oe*\ tosis is pre*se*nt (10,000 to 15,000). but the* number of red cells is diminished. If 
the* patient is a woman of the* child-bearing a^e*. known to be a we*e*k or more* overdue* as 
to monthly period, and has be^iin to lose* blood pe*r va^inam synchronously with the 
onset of acute* uhdemiinul pain and pallor, the* diagnosis will surest it se*l f at once. 
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Acute IRvmorrhagie Pancreatitis is usually diagne>sed as intestinal obstruction or acute 
perforative* peritonitis. The attack sets in with intense pain, usually in the upper and 
left part of the abdomen. Vomiting, constipation, and tympanitic distention are 
present. The condition is so rare, and the signs are so unreliable, that an exploratory 
laparotomy should tie made, and the* nature of the ease becomes obvious directly the 
characteristic opaque yellow patches of fat -necrosis (sec* Fig. P- N10) arc seen in the 

omentum. 

Rupture of an Abdominal Aneurysm. Dissecting Aortic Aneurysm. Fmbohsm of the 
Superior Mesenteric Artery , may simulate peritonitis, and so also may Acute Thrombosis 
of the Inferior J ena Cava : but all these conditions are rare*, and they will be very dillicult 
of diagnosis unless the existence of some cause lor them, such as aortic aneurysm or 
fungating endocarditis, is already known. Local \eerosis of a Compartment of one Rectus 
Abdominis JMusete , especially in the lower half of the latter, leads to acute local pain, 
tenderness, or rigidity which may simulate appendicitis, for example, so closely that 
operation is undertaken : the muscle fibres of the abdominal wall will be found in a deep 
red pulpy hamiorrhagie* state, the cause apparently being acute thrombosis ol tin* nutritive 
vessels in tin* course of an infective illness: the condition is not altogether rare in acute 
epidemic influenza, and it is also met with in typhoid fever. 

Acute Suppurative Xcphritis sometimes gives abdominal rigidity, and is associated 
with fever and vomiting. There is always marked tenderness in the loin on tin* affected 
side, and tin* urine will contain albumin, pus. blood, casts, and bacteria. The milder types 
of the infection (sec H vt tkiui hi a. p. SS) may be mistaken for acute appendicitis, or for 
general peritonitis, unless the ecntrifugalized deposit from the urine is examined micro- 
scopically for pus. Ceorge L. Cash. 

RIGORS, or CHILLS, art' common at the onset of the most various acute febrile 
disorders, and may occur at regular or irregular intervals in the course of manv <>l tin more 
severe of them. The chief sign of a rigor is shivering, the chief symptom a feeling of cold 
and general wretchedness. At its beginning, the patient looks ehillv . pinched, and blue, 
and sits or lies huddled up, complaining of the cold : his arteries are contracted, the pulse 
is rapid, small, and of raised tension: the extremities arc* chilled superficially, but the 
internal temperature is above the normal. \ ery soon the sensation of cold induces 
involuntary shivering: the patient shake's all over, sometimes so violently that the chair 
or bed vibrates : the teeth chatter, and ev en the muscles of tin* face twitch inv oluntarilv . 
This shivering lasts for minute's, or even for an hour, dying away gradually as the patient 
feels himself to be warmed up. Thus the initial stage of the feve r passe's into the second 
stage e>r fastigium, in which the* complaint is of sweating, thirst, and undue- heat, and t he* 
body temperature* rise's still further. In children. general convulsions, with partial or 
complete* coma, may occur at the* onse*t of an acute' infeed ion. in conditions that would 
give* rise* te> a rige>r in aelults. In adults, convulsions are not known to take' the- plae*c ol 
rigors. Cases may arise*, however, particularly when only an imperfect historv can be 
obtained, in whieh it may be harel to say whether a patient has liael a rigor. e>r an epilepti- 
femn, hysterical, eu* e*pilcptic fit. Should the- patient have- lost consciousness during the 
shivering, e>r have* fallen down, bitten his tongue*, or passed his water during the attack. 
e>r should lie give a history of similar attacks on previous occasions, the' diagnosis of 
epile-psy would be' more than probable. Kpilcptiibrm fits that unskilled observers might 
ennfuse with rigors may oee*ur in uncmie* or e*e*1amptic patients ; the 1 history of the* case, 
and the- eliseove-rv of albumin in the- patient's water, toge ther with othe r cvielcnce's of acute 
or chronic renal dise-ase*, should make* the diagnosis e*le*ar. Fits indistinguishable' from 
rigors to the* untrained e*ye* may occur in hysteria : in these', howe ver, the shive ring patient 
would be* red in the face, or at least would not present the* slightly livid and shrunken facial 
appe*a ranee* ediaraederistie e>f a rige>r, the* temperature would not be* raised, and the- signs 
or a history of other hysterie*al phe'iiome*na should be* obtainable. 

Fe>r their further consideration it is convenient te » classify rigors according as they are* 
single or multiple. 

1. Single Rigors.— The occurrence' of a single rigor at the- outset of an acute infeed iems 
elise)rele*r is e*xtre*mely common when the* infection is severe* : in lobar pneumonia this initial 
rigor is often particularly long anel severe'. \e» exhaustive* list of the disorders that may 
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Ik* thus ushered in can Ik* given ; blit it may be stated generally that an initial rigor is 
common in : 


It 


Lobar pneumonia 

Relapsing lexer 

Trench fever 

Small-pox 

Krysipelas 

After injections of: 

Influenza 

Cerebrospinal fever 

Salvarsan and its allies 

Severe* feverish colds 

Acute poliomyelitis 

Collosol manganese and 

Sept ica*rnia 

Malaria 

its allies 

Pya*mia 

Yellow lexer 

Peptone 

Pneumonic* t ubereulosis 

Weil's disease* 

Serum 

Typhus 

After eat beterization 

Some vaccines 

After blood-transfusion . 

is less often seen in : 

Scarlet lexer 

Tetanus 

Acute gastro-intcstinal 

Measles 

Miliary t ubereulosis 

disorders 

I )ipht hcria 

Sapra*mia 

Nephritis 

Tonsillit is 

( danders 

Cholelithiasis 

Rheumatic lexer 

Sick headache 

Renal calculus. 

id is comparatively rare in : 

Knteric lexer 

Anthrax 

Dysentery 

Kerman measles 

1 lydrnphohia 

Malta fever 

Mumps 

( holera 

Reri-beri 

( .out 

I Magne 

Secondary syphilis. 

The diagnosis of all these 

different morbid conditions 

must naturally Ik* made from 


the history of exposure to in lection, of some therapeutic injection, or from the subsequent 
signs and symptoms. It is clear that the occurrence or non-occurrence of an initial rigor 
will rarely be of much practical assistance in determining the nature of the disorder from 
which any given patient is suffering. 

A rigor alter catheterization is not rare*, whether the kidneys Ik* sound or no, and in 
some eases is due to septic infection of tlx* urethra or bladder. In others, however, it 
ensues when no infection has taken place, and is not followed by anv evidences of urinary 
sepsis ; in these instances the rigor must be referred vagueh to nervous shock, and need 
not give rise to alarm. 

-• A Second Rigor coming on in the course of any of these disorders, or a rigor 
occurring unexpectedly for the first time when the disease is well established or declining, 
is often evidence of the spread of tin* infection, or of the occurrence of some complication, 
f or example, a second rigor occurring in the course of lobar jmeutnonia may coincide with 
the appearance of signs indicating 1 1 x* spread of the disease to the second and previously 
sound lung : a second rigor happening after the crisis may indicate an empyema. In 
enteric fever a rigor is rare, though it may be clue to such complications as perforation of 
the intestine, acute peritonitis, pleurisy, pneumonia, middle-car disease, periostitis; but 
there is an abnormal type of enteric fever in which rigors occur for no apparent reason, 
followed by heavy sweats ; and rigors may be observed in cases with constipation, or 
during defervescence, or in enteric patients who have been treated with antipyretic drugs. 

3. Recurring Rigors. The occurrence of a scries of rigors often gives information of 
more definite value, for they are seen in but . limited number of local or general infections, 
most of which have souk* characteristic or localizing signs. In themselves these rigors 
are no more than evidence of the severity of the infection, and of the extent to which 
bacterial toxins have been absorbed into the blood. The following are the chief disorders 


characterized by a series of 

.Malaria tertian, quartan, 
a*st ivo-aut iininal or malig- 
nant 

Relapsing lexer 
Acute leukainia 
Trench fever 

Acute inflammations, e.g. : 
Pyelit is 
Pycloncphrit is 
Cystitis 
( holeeystit is 
Kmpyema 

Infeetix'e sinus thrombosis 


rigors : 

Acute blood-infections, in- 
cluding : 

Portal pvaniia 
Pyainia 

Sepl ieo-pvjvmia 
Septiea*mia 

Abscess formation : 
lie, mtie (tropical) 
Appendicular 
Subphrcnic 
Perinephric 
Pros! at it* 

Cerebral 


Special forms of these 
may be known as puerperal 
fever, malignant endo- 
carditis, acute infective 
osteomyelitis, suppurative 
pylephlebitis, etc. 

Pulmonary tuberculosis 

Bronchiectasis 

Knt eric fever 

Krysipelas 

Rat-bite fever 

Influenza. 
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A very thorough physical examination of any patient presenting multiple rigors should 
be made ; the condition is always serious, and may be due to septic absorption from some 
deep-seated abscess that produces only the scantiest of physical signs. When no abnormal 
physical signs can be found bacterial cultures should be made from the circulating blood, 
care being taken to draw off a sufficient quantity of blood 5 to 10 e.c. and to repeat 
the cultivation several times before it is decided that the blood-stream is sterile. Mood 
cultures are more likely to be successful if the patient's temperature is 102 F. or over 
at the time the blood sample is taken than if they are made when the patient's tempera- 
ture has fallen below this level. 

In malaria the rigors tend to recur at regular intervals of forty-eight ( Fit*. 51, p. 87) or 
seventy-two hours (Fig. 52, p. 88) in the benign tertian and quartan infections, at shorter 
intervals if the infection is mixed. In the ;csti vo-autumnal form the rigors and also the 
course of the fever are much less regular ( Fig. 55, p. 80). The parasite (Figs. 57 00, pp. 
40, 41) may be found in the circulating blood, and the patient, if not in ertremis , is cured 
by quinine : there is no leucoevtosis, but a relative increase in large lymphocytes occurs 

In relapsing fever the onset is acute, with a rigor or a series of rigors. A fortnight 
later, when the patient has been convalescing for a week or ten days, relapse and a second 
rigor or series of rigors occurs (Fig. 48, p. 80). A second relapse may be noted at the 
end of the third week, and in a very few cases a third relapse. Relapsing lexer has 
practically died out of the I nited Kingdom, but it is met with in Fgypt, India, and other 
countries. It occurs in epidemics, especially during periods of distress, famine, and prixa- 
tion when infection spread by bug-bites is specially prone to occur, and Obermcier's spiro- 
chietc (Fig. 000, p. 779) can be found in the patient's blood while he is fcxerish. 

Multiple rigors occur exceptionally in the course of acute blood-diseases . such as acute 
leukicmia, pernicious anaania, or Hodgkin's disease. Sex ere and progressix e anaania, 
wasting, fever, heavy sweats, and haanorrhage from the mucous membranes, are likely to 
occur in these eases, with characteristic changes in the microscopical appearances presented 
bv the blood (p. 80). 

Multiple rigors are commonest in the various forms of acute blood-infections : special 
forms of these have received particular names. Thus puerperal J'cver occurs after delivery, 
and is due to bacterial infection of the uterus and its spread thence to the blood ; the 
patient will probably have a sanious or offensixe vaginal discharge as well as the evidences 
of septicaania or pyaania. In malignant endocarditis , attention is directed mainly to the 
condition of the heart, the presence* of valvular murmurs, and the signs gixtn on p. 15. 
In acute infective osteomf/elilis the lirst complaint arises from the acute inflammation occur- 
ring in the marrow of one of the bones. Portal jnjivmia or suppurative pylephlebitis is 
seen in patients with various acute inflammatory intra-abdominal lesions, and is due to 
the spread of bacterial infection to the lixer through the portal vein. The commonest 
precursor is mild appendicitis. The blood in the portal vein clots, the clot is infected 
with microbes, softens, and breaks up, to be dispersed throughout the lixer in the form 
of infective emboli. Multiple hepatic abscesses result, with pain, swelling, and tenderness 
in the hepatic region ; jaundice is present in less than half the cases, with more or less 
coloured stools, vomiting and diarrlxea are frequent, and there is hectic fever. Pfprmia 
is characterized by the formation of metastatic abscesses in any of the tissues or organs, 
oftenest in the subcutaneous tissues or in the lungs in consequence of the lodgement there 
of multiple infected emboli, Ileforc the days of antiseptic* or aseptic surgery px’Jemia 
was the common outcome of serious surgical operations or sexerc wounds ; nowadays it 
is comparatively infrequent, and when it does occur is secondary to a sexerc infected 
wound, to ulcerations of the mucous surfaces, or to deeply-seated abscesses that are not 
amenable to surgical treatment. Occasionally it seems to he idiopathic, or due to some 
infective lesion that escapes discoxerv. Pyaemia oftenest begins suddenly ; the main 
symptoms are hectic lexer, rigors, leucoevtosis, diarrhoea and vomiting, heaxy sweats, 
prostration, and the formation of secondary abscesses due to the arrest of septic emboli. 
When the lungs become the scat of multiple abscesses the breathing becomes rapid, and 
signs of bronchitis, pleurisy, or pulmonary consolidation appear. Abscesses in the more 
superficial tissues or joints make their presence known by the local exidences of pain, 
swelling, redness, and heat ; in tin* deeper parts of organs, by pain and disturbance of 
function. The development of secondary subcutaneous abscesses is common in the* less 
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•acute cases; abscess-formation in the heart, and suppurative pericarditis, are prone 
to occur when the primary lesion is a periostitis or an acute necrosis of bone. Kva-mia 
may be <hst mguished from enteric lever only with /treat difficulty if evidences of abscess- 
lormation or some source of primary infection are not forthcoming, especially as the 
typhoid state is common in the later stages of both diseases; the occurrence of multiple 
rigors is rare m enteric lever, common in pya-mia ; Widal s reaction should be tested for • 
and whereas in pyiemia there is generally leucoeytosis and a rise in the polymorphonuclear 
count, m enteric lever there is Ic.copcnia and a rise in the Ivmphocvt.V count. From 
malaria pya-m.a is distinguished by not reacting to quinine: malarial parasites will not 
be lound in the "relating blood ; in malaria there is leucopenia with a rise in the count 
ol large hyaline corpuscles in the blood. Pain and inllammation in the joints after child- 
birth or a miscarriage may be diagnosed as rheumatism when the condition is really one 
ol pyirmia or piirr|H>ral fever. 

The precise diagnosis between pyiemia and septiea-mia is often impossible, and is 

,U "' <l ' 1 ' mi< ' ratl,, r ,lm " interest.. The necessity for it is in j.art avoi.led 

by the use of the term scplico-piprmia, the evidences of which are much the same as those 
ol pyiemia : all three conditions may arise from identical causes, and bacteria (streptococci 
staphylococci , gonococci. pneumococci, li. coli comm, mi*, li. typhosu s. li. influenza- 
li. pyonjtmvHS* etc.) may he cultivatrd from the circulating blood in anv of them Multiple 
rigors are far commoner in pyiemia whore several may occur daily than they are in 
sept, cam, a. I lie latter condition is due to the growth of microbes in the blood' without 

the formation ol metastatic abscesses; it originates in lesions very similar to those that 
underlie pyiemia. or results from infected but apparently trilling cuts or injuries or even 
iron, neglected chrome suppuration about the teeth or in the tonsils, its main symptoms 
are pyrexia, debility, an.emia : in severe eases rigors occur, and the patient may fall into 
the typhoid state. The bacteria causing it can be cultivated from the circulating blood ; 
septic rashes or purpura are often seen in both pyiemia and septieiemia, but they are not 
seen m enteric fever. It should be noted that, at the best, a dial of looseness' attaches 
to the meaning ol the term septiea-mia : for in lobar pneumonia, enteric fever. Malta fever, 
and many other acute febrile disorders, the specific microbes can habitually be cultivated' 
i "i" ,1|1 ‘ ‘'"dilating blood ; technically speaking, therefore, these are all instances of 
septiea-mia. yet they are no! generally regarded clinically as septicemias in the ordinary 
sense; to overcome this difficulty two new terms have been devised for conditions of 
Ibis sort, namely, luicilhvitmt and bmtcriitniia. 

Multiple rigors may .. suit from acute localize, I inflammatory infections, if the inflam- 
mation is sufficiently extensive and the infecting micro-organism virulent It is often 
impossible to say how far such rigors are evidence of the absorption of toxins, and how 
lar they indicate that living bacteria have gained access to the blood -stream. If situated in 
the genito-urmary tract, these inflammations are often associated with a history of «onor- 
rhaa. renal calculus, or coat, and produce characteristic pathological changes (ha-maturia, 
pyuria, albuminuria) in the urine, or difficulties in micturition. If the gall-bladder or 
Inle-duets are the seat of the inllammation, jaundice and pain in the hepatic region will 
probably be observed with the fever and rigors, and a history of gall-stone colic may be 
given, suppurative cholecystitis or suppurative cholangitis having supervened : the call- 
bladder will be tender and probably enlarged from the former, the whole liver swollen 
and possibly tender from the latter : Charcot's hepatic intermittent fever is due to chronic 
cholangitis, with intermittent biliary obstruction due to a ball-valve stone often lyinc in 
the ampulla of Cater. The occurrence of rigors in a child convalescing from pneumonia, 
measles, scarlet lever, or pleurisy, may lead to the discovery of an unsuspected empyema. 
Inject, vc sinus thrombosis occurs mainly in patients with otorrhu-a. and indicates that the 
bacterial infection has spread from the ear to one of the cranial venous sinuses. Its 
symptoms are general those of septiea-mia or pyiemia, often with an initial rigor and 
vomiting followed by high fever, more rigors (Fig. 55/1, p. 894), and sweating; and local 
very severe pam about the ear. excruciating headache, and venous congestion of the 
optic disc, with others that vary with the site of the thrombosis. If the sigmoid sinus 
is thrombosed, o-dema and tenderness over the mastoid appear, and should the clotting 
spread downwards a thrombus may be felt in the internal jugular vein. Thrombosis of 
the cavernous sinus is accompanied by squint, exophthalmos, and oedema of the orbits 
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and eyelids. Thrombosis of the superior longitudinal sinus may set. up (edema of the 
scalp near the sagittal suture, The diagnosis must lx* made from cerebral or cerebellar 
abscess, in which repeated vomiting is likely to occur, and the localizing signs and 
symptoms will surest brain-disease : and from meningitis, in which rigors are ran*. In 
other patients, some acute inflammatory disorder may result in definite abscess formation, 
when rigors may develop from toxic or septic absorption ; here again, the virulence of 
the particular microbe causing the inflammation will ho the chief factor in determining 
whether rigors occur or not. In many eases the rigors will really be dm* to a secondary 
and probably terminal septicaemia or pyaania. 

Tropical abscess of the liver , usually single, occurs in patients who have been abroad 
and have had dysentery, whether amcrbic or bacterial. The early symptoms of liver 
abscess are often obscure, malaise, fever, sweating, rigors, and gast ro-intest inal disturbances 
occurring, or a pleural effusion secondary to spread of infection through the diaphragm, 
while nothing particularly suggests implication of the liver. As a rule, complaint of dull 
pain in the right hypoehondrium. axilla, or shoulder will lx* made. 

Multiple rigors may occur from septic absorption in various diseases of the lungs, t I k* 
most important of which art* bronchiectasis , and advanced pulmonary tuberculosis with 
secondary pyogenic infection of the bronchi or tuberculous cavities. In either east* the 
sputum will be abundant : it is often offensive in bronchiectasis and in tuberculosis it may 
contain clastic fibres. 

High or irregular fever with recurring rigors has been recorded in a few unusual eases 
of enteric fever and of influenza free from any complication, and in erysipelas ( Tii*. o.Ki, 
p. 099). 

Rat-bite fever is probably commoner than might be supposed : it is apt to escape 
recognition. It occurs in persons who have been bitten by rats, or by ferrets, eats, or 
weasels that have killed rats recently : the rat-bite heals slowly, and after an incubation 
period of from two to four weeks the patient begins to suffer from a series of acute febrile 
attacks at fairly regular intervals of a few days. These attacks recur for from two to ten 
months in different instances (E/g. 579). The onset of each is abrupt, with headache. 



Fig. — Tempi*r;itiin-‘ chart in a case of rat -hit <• fc\ cr ; <>nl\ part of the chart i- -houn ; tic it Mirren t 

attach- e.\t eicleil over a per'oil of four month-. 

fever up to 102’ -100 K., malaise, pains all over, often a rigor, severe pain and swelling 

in some of the muscles, recurrence of inflammatory phenomena, rarely suppurative, about 
the original wound, and urticarial, measly, patchy erythematous rashes on the face, limbs, 
and trunk. Each attack lasts for a day or two, the patient being fairly well in the 
intervals; during the attack a varying leueoevtosis is common. Hat-bite fever is not 
fatal : it is due to infection by a spiroeluete ; and the disease is generally stopped at once 
by a single injection of salvarxan or one of its equivalents. A. ./. Jc,r-Iitukc. 

RINGWORM. (See Ei ngoi s Afff.ctjons of thk Skin, p. 1109.) 

RISUS SARDONICUS is the fixed unmirthful grin that results from spasm of the 
muscles of both sides of the face. The angles of the mouth arc* drawn outwards and the 
eyelids raised by tonic contraction of the same muscles as produce the facial expression 
of smiling, but the spasm is maintained in a way that at once excludes natural smiling. 
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The chief causes of the condition are tetanus, strychnine poison inf*, malingering , hysteria , 
catalepsy . 

1. Strychnine Poisoning and Tetanus are the two chief causes of typical risus 
sardonicus. The main point to rely on in distinguishing the two is the history, if it is 
obtainable- -the injection of an overdose of strychnine hypodermically or the taking of 
a rat-paste, on t I k- one hand, or the occurrence of some small but penetrating wound 
by a rusty nail or earth-soiled knife or stick during the fortnight preceding the symptoms, 
on the other. The absence of any known wound, however, does not exclude tetanus. 
If lock-jaw and stiffness of the neck arc prominent features, tetanus is more probable* 
than strychnine poisoning, and vice versa. In strychnine* e*ase*s, either the* patient will 
die* epiiekly, or the* symptoms will subside rapidly, whe*re*as in tetanus they may persist 
unabated for several days. In a few instances t tie* diagnosis may only be settle**! bv 
the* diseovery of strychnine in the* gastric e-ontents, or of tetanus bacilli in anaerobic 
cultiv ’at ions from the* infected wound. 

*J. Malingering may take* the* form of imitated convulsions, during which the* feature's 
may be kept fixed in one* position or another, sometimes in that of smiling. The fixed 
voluntary eont rae t i< ms cannot be* maintaine*el long, hewveve r. on account of fatigue, so that 
although there* may be* some* doubt at first this generally disappears se>on. 'The* patient 
is usually a man who has semiething to gain by malingering : a night's bulging in a 
hospital, for instane*e*. 

,‘J. Hysteria some times take*s a form that may for a while* raise* doubts as to strychnine 
having bee n taken, but. as a rule, the* multiformity of the* contortions points to the* e*>rre*e*t 
diagnosis. The* features may be* k e * p t fixed for a time*, but sooner or later they be*eome 
twisted into all sorts of shapes, and the* tonie* and e-lonie* spasms of the* body anel limbs 
are not in any wav regular, as they are* apt t e > be* in strychnine poisoning anel tetanus. 
The patient is I iked \ to be* a woman, anel there* may be* a history of previous hysteria. 
Dining a <piie*s***mt interval it may be* found possible* t*> stroke* *>r touch the* patient 
without bringing on a coiiv nlsion, whereas in strychnine* poisoning and in tetanus the 
slighte st touch is apt to e voke* a viole nt and generalized spasm, even opist hoteinc >s. 

I. Catalepsy. The elifferential diagnosis is not. as a rule*, eliflicult. A e*atale*ptic e*ase* 
is elironie* ; the* facies is by no means always that e>f smiling, but if it shoulel be. then 
the* smile* is a fixeel one* ; the* e*hie*f characteristic e»f the* conelition is the* maintenanee for 
hours at a stretch of some* attitude* that weuilel rapidly fatigue* an ordinary pe*rson : the* 
history and the* associated mental symptoms < >f melancholia e>r dementia point te> the 
diagnosis, anel tetanus and strychnine* poisoning would be* exe*lueie*d by the abse*nce e>f 
tetanic spasms. 

It only remains to aeld that a few e*ase*s e>f facial seteroderm ia may simulate risus 
sardonicus, though more* often there* is e*omple*te* smeieit hne*ss of the* features and lae*k of 
e xpre ssion. 'I'he re* are* no spasmodic eontraot ions. the* conelitiem comes e>n gradually, 
is pe*rmane*nt, and the* eliagneesis be*e*ome\s obvious at oner whe*n the harei smemth skin is 
palpated, for one canned pie*k it up be*twe*e*n one's fingers. Herbert French. 

RUMINATION. (Se*e Move ism, p. 4S.“>.) 

RUPIA. ( Se e* St . vns, p. 7 1*2.) 

SACRALGIA. (Se*e* Pain in jin: Pr.i vis, p. 5 72.) 

SALIVARY GLANDS. (Se *e* Swr.i.i.iNe; en tin; Sauvaiiv (Elands, p. }StS.) 
SALIVATION, UNDUE. (See* Ptvamsm, p. mm.) 

SAND, INTESTINAL. This is seen in the* motiems, especially when they arc fluid 
and the* patient lias nienibranous ceilitis. It is like the finest sea-sand ; its colour varies 
owing t e > varying de*gre*e*s e>f imbibition e »f fa*cal pigment. Usually' it is reel, looking some- 
thing like* fine* uric acid, anel it varie*s fremi this to a pale* elirty y T elle)w. It is st*en best 
showing up against the* white* e>f the bed-pan in which it lie*s. Analysis shows that it 
consists e>f fremi 00 to 70 pe*r cent e»f organic matter, doubtless all elcriveel from the fieees. 
The inorganic matter is invariably ne*arly all calcium phosphate, w r ith traces e>f calcium 
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oxalate, magnesium, iron, and perhaps silica. The amount of sand passed in a day 
may be four teaspoonfuls, but usually it is much less. Many patients pass it lor 
years, but not always constantly even then ; it may be passed daily for weeks, and 
then for weeks none is passed. It is far commoner in those who have membranous 
colitis than in other patients, but it has been seen with malignant disease of the large 
intestine. It must be distinguished from false intestinal sand, which looks very like it 

and may be found in the motions of those who have eaten largely ol pears ; this is 

entirely vegetable, and can be distinguished easily from true intestinal sand by micro- 
scopical examination. M . Hale White. 

SCABS. The scab, or crust, one of the secondary cutaneous lesions, is a more or less 
irregular, dried-up mass of exudation on the surface of the skin. It may be produced by 
the desiccation of serum, pus, or blood, or of a mixture of these fluids, and commingling 
with these substances there may be epithelial debris, or fat, or fungous elements. Scabs 
form on matured vesicles, bulla*, and pustules, on ulcerations, erosions, and on (‘very kind 
of excoriation, pathological or traumatic. If the exudation is thin as in eczema, they 
are soft and friable ; if it is thick, they may be tough and adherent, and successive layers 
may be formed, as in the rupial crusts of syphilis. Scabs composed largely of fungous 
elements are more or less friable, and these, like those resulting from the seborrhtrie 

process, mav partake* of the character of scales as well as of scabs. Such formations, 

however, as for example the ‘crusts' of favus, arc in the nature of scales rather than 
of scabs, and are noticed elsewhere. (See Fungous Affections of the Skin. p. JMM) : 
and Scaly Eruptions, p. 7-14.) 

Scabs vary greatly, not only in consistence, thickness, and adhesiveness, but also in 
colour and in form ; and by attention to these differences the diagnosis of the affections 
in which they occur may be assisted. Some guidance may be obtained from the con- 
dition of the surface from which the scab has been removed : it may be dry when the 
scab has been long adherent, as in some eases of impetigo ; excoriated as in eczema : or 
ulcerated as in rupia ; but the clinician will be guided much more by tin* primary than 
by any secondary lesion, and for the decisive diagnostic features of the diseases about 
to be mentioned the reader is referred to the articles Macules (p. 177 ) ; Vesicles (p. hill) ; 
Bull.e (p. 12d) ; Papules (j>. i>!>7) ; Nodules (p. 500); and Pustules (p. OM). 

In irritative herpes the vesicles shrivel up and form yellowish-brown crusts, which 
after a few days become detached, as a rule leaving no scar but only a brownish stain 
which slowly fades away. In herpes zoster most of the vesicles which do not abort reach 
the same termination : but others, instead of drying up, burst and discharge a fluid 
which forms yellowish or brownish crusts ; a sear is produced if there* is secondary infection 
and destruction of the deeper layers of the skin, but not othe rwise. In erythema multijorme 
there is often considerable* scabbing, as is mentioned under Vesicles (p. blh). In eczema 
•hr lesions may dry up cither into scales or into crusts; crustation is usually the third 
lage in the evolution of the disease, the discharge from the vesicles drying into greyish- 
yellow scabs of varying thickness, which become detached and arc succeeded by others 
until the ‘weeping* ceases. When the lips are attacked they may become so stiffened 
under layers of crusts superimposed one upon another that the* patient can hardly move 
his lips without fissuring the skin; the ‘bathing-drawers' area may be so covered with 
crusts that the patient cannot walk or sit down without breaking them, and the scabs 
may be marked by much foulness. One of the characteristic features of what is called 
papular eczema is the* appearance of a tiny dome of blood-crust on the papules, due to 
scratching. In sehorrha’ic eczema there may either be scaling, or the sepiamcs may be 
massed into fatty crusts (see Scaly Eruptions, p. 744). The scabs in eczema ruhrum are 
extremely thin, like goldbeater's skin ; when they are* torn off, a red, wet, raw, tender 
surface is laid bare. The crusts of scabies may be distinguished from those of eczema 
by their being isolated and distributed irregularly, instead of being grouped, and by the 
multiformity of the lesions with which they are mixed vesicles, bulla*, pustules, hamor- 
rhagic* scabs, etc. In most itching diseases there will be found blood-scabs, resulting 
from the scratching to which the patient is provoked. 

In eheirapomphohjx the bulla* into which the little sago-grain vesicles run dry up into 
crusts, the removal of which reveals a surface that is red and exquisitely tender. The 
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appearance and sensitiveness of the underlying skin, together with the limitation to the 
hands and feet, and often to the hands alone, will help the diagnosis. The crusts of sycosis 
vulgaris also have a limited distribution ; they may be confined to the upper lip, and in 
any ease they do not extend beyond the hairy parts of the face; they are brown or yellow, 
thin, and adherent. 

In impetigo contagiosa the scabs which are formed from the dried-up iluid discharged 
by the pustules on rupture are yellowish, but they may be greenish, brown, or even black. 
A characteristic feature is that they have around them no hypenemic halo, but look as 
if they might have been stuck on artificially. In the severe form of the disease styled 
ecthyma . however, the flat irregular scab formed from the ruptured vesicles is surrounded 
by a more or less pronounced areola. At first loosely attached, the scabs in impetigo 
contagiosa afterwards become so firmly adherent that their removal requires some force 
and gives rise to a little bleeding. In this affection then* is what may be called a secondary 
scab, formed by the drying-up of the thick, purulent discharge honey-like in consistence 
and appearance from the surface left raw by the removal of the earlier crusts. The 
reddish stain that appears when the lesion heals is not permanent. In pemphigus vulgaris 
the crusts into which the bulla* shrink are brownish-yellow : and when they fall off 
spontaneously the surface beneath is not raw, as in impetigo, but is covered with newlv- 
formed epidermis, at first purple, afterwards turning brown, and gradually becoming 
normal in colour. When the area covered by the scabs is extensive there is an unpleasant 
sense of tension, and, if they arc removed prematurely, excoriation may be caused. In 
the more serious affection known as pemphigus foliaceus tin* crusts are yellowish, and as 
the disease proceeds large scales are formed. In pemphigus vegetans the foul-smelling 
secretion from the patches of affected skin forms a thin crust which can In* stripped off 
easily, when a papillary excrescence, partly covered with a thin stratum of epidermis, is 
revealed. The process usually ends in gangrene and death. The excrescences are distin- 
guishable from the eondylomata of syphilis by always being surrounded by a zone of 
bulla*, while eondylomata have an infiltrated border. 

In nerve leprosy the bulla*, which have the same characters as those of pemphigus 
vulgaris, form, on rupture, a large crust, the removal of which exposes a grey surface 
consisting of altered retc, the epidermis being east off by suppuration. In this way a 
succession of yellow scabs or crusts may be formed and fall off, leaving at last a granu- 
lating surface which is converted ultimately into a white scar. If the bulla* abort they 
are followed by a parchment -like scale instead of a crust, and this in turn gives place 
to a hypenesthetic ulcer. The scabs of nerve leprosy have some resemblance to the 
rupiul crusts of secondary syphilis, but there is little danger of confusion between the two. 
The rupiul crusts, greenish or blackish, consist of several successive layers, each smaller 
than the one immediately below it, so that a pyramidal structure is formed, somewhat 
resembling the shell of a limpet. This very characteristic crust, which can scarcely be 
mistaken for that of any other condition, and distinguishable from the psoriasis rupioides 
of M*t all Anderson by the base being ulcerated, is formed from pustules usually, but may 
follow also on the drying up of bulla*. The scabs in secondary yaus form upon the yellow 
heads of large papules, and beneath them are found reddish raspberry-like granulations 
which secrete a little pus, and after a time become pale or even white Healing usually 
takes place beneath the scabs, which fall off about the end of the second month from the 
onset of the secondary rash. The raspberry-like granulations, the characteristic lesion 
of yaws, will obviate confusion between these crusts and those of any other affection. 
The crusts of lupus vulgaris are greenish-black, like rupiul crusts, but they do not consist 
of layers superimposed upon each other, and dotted around the ragged edge will be seen 
the * apple*- jelly * nodules which are* characteristic of lupus. 

In small-po.r the formation of scabs on the pustules begins in the centre and causes a 
secondary ‘ umhilicat ion ' ; it is generally attended by intense itching. In from three 
to four weeks from their appearance the* crusts fall off, leaving a reddened surface, made 
uneven by scars or ‘pits'. The true nature of the disease will have been discovered, 
even in doubtful eases, before the crust stage is reached. (For the differential diagnosis, 
see under Fisteeks, p. (>81.) In the diagnosis of ulcers , the crust is of little importance ; 
these are dealt with under IAceration or Tin: Fact: (p. 801) ; I iakration of the 
Foot (p. 80*J) ; and l i.cer ation of the Leo (p. 803) Ernest Dore. 
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SCALY ERUPTIONS. The squame, or scale, one of the secondary cutaneous 
lesions, is a dry, and as a rule laminated, exfoliation of the epidermis. Disregarding the 
slight, imperceptible desquamation which is a purely physiological process, scales may be 
said to result either from inflammation, as in psoriasis and pityriasis rubra pilaris ; from an 
abnormal dryness of the skin, as in dry seborrluea and keratosis pilaris ; or from an earlier 
acute hyperiemia, as in scarlatina and other erythematous eruptions. The process may 
consist in an over-multiplication of the epidermic cells or in interference with the normal 
horny transformation. In colour, scales are ordinarily white or grey, either dull and 
lustreless, as in seborrluea, or silvery, as in psoriasis ; but they are sometimes a dirty 
yellow, as in some dry syphilides, or even reddish-brown, as in oily seborrluea. They may 
be large and thin, as in pityriasis rubra, or small anil branny, as in tinea versicolor ; even 
in the same affection (e.g., pityriasis rubra) they may vary greatly in size in different 
regions. They may consist of a single layer, as in squamous eczema, or of several adherent 
strata, as in psoriasis. In quantity they may be inconsiderable, as in tinea versicolor, 
or most profuse, as in psoriasis, pityriasis rubra, and dermatitis exfoliativa. I'suallv they 
arc dry and friable, but if mixed with an oily secretion, as in seborrluea, or with a serous 
or seropurulent discharge, as in eczema, they may partake of the nature of both scales 
and crusts ; except in a few diseases of which they form a highly characteristic manifesta- 
tion, such as seborrluea, psoriasis, and pityriasis rubra, they have little diagnostic value, 
and, as said elsewhere of scabs, diagnosis must usually rest upon primary rather than 
upon secondary lesions. 

Sometimes there is scale-formation in eruptions due to the internal administration of 
such drugs as quinine or belladonna, or to the external application of carbolic acid, iodine, 
etc.; but it has no significance in diagnosis. In keratosis pilaris (xeroderma) and other 
forms of ichthyosis there is always more or less desquamation of the dry and roughened 
and sometimes warty skin : but here also it is without diagnostic import. Of the scales of 
scarlet fever, measles, German measles, and other infectious fevers, again, nothing need be 
said, for the diagnosis ought to have been settled before they appear. Nor need the 
scaliness of tinea tonsurans, tinea versicolor, and other fungous affections be referred to 
here, for the differential diagnosis of these diseases has been given under Im ncoi s I)isi;\si:s 
(p. ;i()h). The scales of papular syphilides. again, have been described under lhi'i i,i;s 
(p. 5117), and the diagnosis of the lesions, both primary and secondary, from those of 
psoriasis will be found in that article. In the unusual instances of urticaria in which 
desquamation is present, it is so slight as to be negligible. In most forms of erythema 
scales occur; but here again they have little significance for the diagnostician, and 
it will be suflicient to say that in erythema simplex the desquamation is slight, and 
that in erythema scarlatiniforme it is more considerable. In lupus erythematosus the 
central sear-like depression of the primary eruptive lesions may be covered cither with 
thin, papery, greyish scales, or with a firmly adherent scab. In parts furnished with 
’ coons glands the skin will usually be covered with small adherent scales of sebum, 
‘•eh at the margin of the patch plug the dilated orifices of the glands, so that numerous 
imedones are formed. From other forms of erythema, as also from ringworm, lupus 
erythematosus may be distinguished by the slowness and persistence of the process. The 
lesion itself, atrophic in the centre, with a well-defined red border, and studded with plugs, 
can scarcely be mistaken when it appears on its site of election, the face. W hen, however, 
it occurs on the hands, it may mimic chilblains so closely that only the lapse of time can 
make the diagnosis certain, lupus erythematosus being much more obdurate to treatment, 
and not disappearing in the summer. For the diagnosis between lupus erythematosus 
and psoriasis, see below ; for that between lupus erythematosus and lupus vulgaris, see 
under Nodules (p. 500). 

\V T e now come to affections in which scales play a more important part. In seborr/uru 
sicca (pityriasis alba) there is an exfoliation of epidermic scales mixed with a certain 
amount of sebaceous secretion. In seborrluea oleosa there is an abnormal predominance 
of the oily part of the sebaceous secretion, which dries into yellowish or reddish-brown 
cakes of greasy scales, often with a hypenemie base and a fringe of papules about the 
edge. In the face, oily seborrluea is more often met with than the dry form ; but 
seborrluea generally, though it may occur on the trunk and limbs, almost invariably 
begins on the seal]). When not limited to the scalp, as usually it is, it spreads downwards 
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to the face*, round the neck, the chest, the centre of the back, and the limbs. In the 
li^dit of this preference for tlx* scalp, and the downward extension when the affection 
is not confined to that part, a typical case of seborrlxca is unmistakable. In eases of 
seborrlxca which resemble psoriasis, guidance may be found in the scales, which in the 
latter affection are silvery, and harder. The respective starting-points of the eruptions, 
however, furnish a safer indication, psoriasis almost always appearing first on the elbows 
and knees and spreading upwards. 

In typical eczema. sealing forms the final stage of the pathological process. After 
the initial erythema comes the exudation, then the crustation (see Scans, p. 7t2), next 
the drv stage, and lastly the desquamation, the epidermis being shed in scales that become 
progressively thinner and smaller until only a brownish stain is left to mark the site All 
the stages are often present at once in a given case. Scaling is frcquentlv a noticeable 
feature when there is a predominance of erythematous lesions, but it is in scborrhtric 
eczema that this phenomenon is most prominent, the process being followed by the agglu- 
tination of epidermic scales which are thrown off in the form of large lamella*. In some 
cases the scales may increase in quantity ; in others, as is mentioned under Sc \ns (p 7I‘J) 
they may become massed into fatty crusts among tlx* hairs. The differential diagnosis’ 
of eczema has been set out in the articles on the primary lesions. The secondary lesions 
in this affection may indeed be rather a hindrance than a help in determining its true 
nature, and in doubtful cases the first thing to do is to remove both scales and crusts in 
order that the underlying lesion may be examined carefully. As between eczema and 
psoriasis, however, just as between eczema and seborrlxca, the scales afford guidance in 
the diagnosis : while in psoriasis the lower layers of scales are whitish or silverv and 
hard, in eczema they arc yellowish, dull, and friable. 

In psoriasis the scale has distinct diagnostic value. It enters, indeed, into the defin- 
ition of the disease as an affection of tlx* skin characterized by flat, dry. reddish or red- 
brown patches of varying extent, covered with whitish, silver-grey, or asbestos-like scales. 
Ihe scaliness may vary from a thin film to a dense, heaped-up mass. If the scales are 
removed, a smooth, dry. shining hypera-mie surface is seen, studded with spots that show 
various gradations of colour from a deep to a bright red, the bright-red points being the 
tops of inflamed papilla*. The eruption appears as papules of pin-head size, at first red, 
but becoming white as the scales form. Spreading cent rifugally , the papules form patches, 
generally roundish or oval when small, and becoming more irregular as they grow larger. 
They may remain stationary for a long time, and slowly disappear, or, continuing to spread, 
may become confluent. While the disease is active the individual patch is encircled by 
a narrow zone of redness, but when it is not spreading this fades away. Sooner or later 
involution takes place, and tlx- redness which the lesions leave behind them soon dis- 
appears, though in protracted eases a brown stain may persist, and in rare instances there 
may be superficial atrophy. The malady may come and go, recrudescing after ncarlv 
disappearing, for the greater part of a patients life. It is often most abundant when 
tlx* patient is in the best health, and may almost or quite disappear during serious illness. 

In distribution, psoriasis is almost invariably symmetrical. Like small-pox, it shows a 
marked predilection for surfaces that are exposed to friction. Almost always it starts 
on tlx* tips of the elbows and the fronts of the knees. After the extensor aspects of the 
limbs, its favourite site is the hairy scalp, and then tlx* trunk, especially over the lumbar 
region. In typical cases the clinical picture the patches with sharply defined border, 
covered with hard, shiny scales : the hypera-mie surface beneath, dotted with red points; 
the distribution as just described ; and the absence of exudation scarcely admits of 
misinterpretation. In all these particulars psoriasis differs from eczema, as well as in 
the less intense and less constant itching by which it is attended. On the scalp, while 
psoriasis usually occurs in patches and ends abruptly at or only just beyond the margin 
of the hair, seborrlxcic eczema almost invariably extends over the whole surface, and often 
involves the face and the neck. Almost always, too, psoriasis spreads upwards from its 
sites of election, seborrlxcic eczema downwards from the head. In very chronic forms of 
eczema, in which there may lx* no history of ‘weeping*, the diagnosis from psoriasis may 
lx* difficult. In all doubtful instances, gentle scratching on the affected surface will bring 
out the silvery scales if the cast* is one of psoriasis. The disease shows a special pre- 
dilection for those who have blue eyes and fair hair. 
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The papular stage of lichen planus may be mistaken for psoriasis. In lichen planus, 
however, the eruption shows a preference for the flexor aspects ol the wrists and knees : 
it consists of shining-smooth papules, without scale's: the ground-tint is bluish-ieel or 
violet ; and the patches are formed by the aggregation of a number ol papules instead 
of by centrifugal extension. In doubtful eases the whole* be>dy must be searched for the 
typical lesions of either disease. 

Lupus erythematosus differs from psoriasis in that in the' forme r eondition the* patches 
are generally limited to the face, seal}), ears, and lingers : the* scales are adhe'ie*nt anel of 
a greyish tint like mortar and not silvery, the edge of the* patch is more elevated, the 

cheeks e>r the nose are usually attacked, as they are not in psoriasis, and there* are* the 

distinctive plugs in the orifices of the sebaceous duets. Scarring, too. may be found in 
the patch, and there may be atrophy of the ears or other parts affected : psoriasis never 
causes such scarring or atrophy. 

As between psoriasis and papular syphilides, the diagnosis is given under I'ah 1 , s 
(p. 597). The heaped-up crusts of the condition which has been styled psoriasis rupioides 
can be distinguished from the rupial lesions of syphilis by the base being ulcerated in the 
latter disease ; but syphilis mimics everything, and eases sometimes occur in which it can 
be distinguished even from so distinctive an affection as psoriasis only b\ attention to 
the history, by the discovery of other lesions, the presence of cachexia, the influence ol 
salvarsan. iodides, and mercury, or by the Wassermann serum test. 

In pityriasis rubra the* whole cutaneous surface is inflamed and reddened, without 
infiltration or thickening, but accompanied by profuse desquamation, branny on the head, 
larger flakes from the trunk, huge scales from the hands and feet. Pityriasis rubra 

may occur as an independent disease an extremely rare event or may follow in the 

wake of erythema multiforme, eczema, psoriasis, lichen planus, dermatitis herpetiformis, 
and certain drug eruptions. Its most lrcejuent precursor is psoriasis. I he constant 
and profuse desquamation, the papery scales and sheets in which the epidermis is 
shed, are important diagnostic signs: others are tilt* vivid redness of the eruption, the 
rapidity with which it is diffused, its universality, the serious impairment of health 
sometimes issuing in death — and the frequent absence of itching, from eczema it is 
distinguished by the absence of exudation and of crusts : from psoriasis by its rapid 
spread and universal diffusion : from pemphigus Ibliaccus by the absence of loose bulla* 
and of foul-smelling discharge, the less severe general symptoms, and the greater 
amenability to treatment ; from lichen ruber planus by the absence of papules, as well 
as bv its rapid extension and involvement of the whole area of the body. 

The essential lesions of pityriasis rosea are patches or circles, very slightly raised and 
thinly covered with small scales. The eruption usually shows itself first on the abdomen, 
though it may begin on the chest, hack, or limbs. It spreads less rapidly than pityriasis 
rubra, but in two or three weeks the trunk and t lit* limbs may be covered, and though 
occasionally it is universal, it seldom extends below* the elbow or the knee. The diagnosis 
is seldom in doubt, the characteristic ‘herald patch* with which the rash begins, the 

-red tint, the slight elevation of the* patches, the mingling of macular and eircinate* 
idiis, the slight degree of scaliness, and the spontaneous involution, forming a distinctive 
nsemble. The differences it presents from pityriasis rubra have* been indicate*d above*, 
f rom psoriasis it is differentiated by its less inflammatory character, the more* rapiel emset, 
the slight, scaliness, its neglect of the situations most vulnerable to attack by psoriasis, 
and the* absence of hypera*mic spots e >n the* surfae*e* beneath the* scales, f rom se beirrhei a 
ee>rporis, by the dryness of the scales, its much le*ss chronic character, the* lesions disap- 
pearing spontaneously in a few weeks. From tinea circinata. by the* large* number anel 
wide elistribution of the lesions, anel microscopically by the absence* eif the* fungus which 
is the* cause of cutaneous ringworm. From the maculecpapular syphilitic*, by the* absence* 
of infiltration, the lighter colour, the fact that the palms of the* hands are usually spa reel, 
the lack of concomitant syphilitic signs, and the absence of a positive Wassermann reaction. 

Pityriasis rubra pilaris may appear in the* form of scaly patches, resembling psoriasis, 
on the palms and soles, or as a dry eruption, eovcrcel with eczematous-looking crusts : but 
the papule which soon appears is a more characteristic lesion, anel the diagnosis of the 
condition from psoriasis and other affections will be found under Paitlks (p. 599). 

Ernest Pore. 
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SCLEROTICS, BLUE. (See Fracti kk, Si'ontankoi s, p. tto-l.) 

SCOLIOSIS. (St‘c ( ruvATi hi:. Snnai,, p. HH.) 

SCOTOMATA. (Sec Visions, Dklkcts or, p. «)20.) 

SCROTAL SORES. (See Sours, Sckotai m p. 707.) 

SCROTAL SWELLING. (Set* Swi.llino, I.scr ino-scrotal, p. HM ; and Swkllinu, 
Scrotal, p. NfK.) 

SCROTUM, SURFACE AFFECTIONS OF THE. Diseases of the scrotal contents 
are discussed elsewhere, hut there are several cutaneous affections which deserve notice. 
The skin of the scrotum may, of course, he involved in anv generalized or wide- 
spread eruption, such as that of an exanthematous fever or exfoliative dermatitis, or it 
may he attacked in common with some other parts of the body in eczema or psoriasis, 
or imam it may he the only region of the body affected. Owing to the heat and moisture 
and mobility of the skin of this part and its liability to become chafed from clothing, 
trusses, etc., or irritated by urine or faces, intertrigo and acute eczema are common affections 
of t,us P art * Intertrigo begins as a simple erythema: the skin becomes of a deep-red 
colour, and gives rise to a gummy exudation which may become purulent, and distinguishes 
it from a chronic eczema in which the skin is dry, thickened, and covered with branny 
stales. Eczema is often difficult to distinguish lrom ringworm ( eczema marginatum). but 
the latter nearlv always affects the neighbouring skin of the groins, has a well-defined 
wavy edge, and shows mycelium when the scales are examined under the microscope. 
Er/fthi asma occurs as a discoid patch or patches of a brownish-red colour covered with 
fine scales. I nlike tinea cruris, these do not undergo involution in the centre, are uniform 
in appeaiance, and have no vesicular margin. I nder the microscope a very fine mycelium 
can be identified. In psoriasis of the scrotum the skin is dry, and covered with flaky 
scales; there is less itching, and generally it is associated with psoriasis in some other 
part of the body . 

.S is gives rise to moist papules or gyrate erythematous patches or serpiginous 
ulcers ; the whole of the scrotal skin is not affected as in eczema, itching is absent, and 
the Wassermann test will be positive Hard and soft chancre may affect the scrotum as 
well as other parts <>f the genitals ; their different ial diagnosis is discussed in the section 
Soiu.s. Scrotal (p. < <»7 ). Boils, warts, sebaceous cysts, and epithelioma are referred to 
under Swi.Li.iNc. Scrotu. (p. SIN). 

/ uhcrculous ulccratnm is generally secondary to testicular involvement, and the ulcer 
will be indolent, with thin undermined edges, contrasting with the clean-cut edge and 
sloughing surface of a breaking-down gumma. In the rare cases in which the skin of the 
scrotum is affected by l*ag<t‘s disease, the ulceration is superficial and the* ulcer has a well- 
defined spreading edge with a red granular surface. 

(Edema of the scrotum may occur in association with any acute inflammatory process 
,,r as part of a renal (edema, or be due ,o lymphatic obstruction as in elephantiasis ; 

I he differential diagnosis is based on factors discussed in other articles. Ernest Dorr. 

SENSATION, SOME ABNORMALITIES OF. The abnormalities of sensation met 

with in disease are as numerous as they are important for the purpose of diagnosis. 

I nder Pain in tiii: Fact: (p. 7IN); Pain in tiii: Pimt.ii Extrkmitv (p. 5P1); and 
Pain in tiii: Eowiut Extrkmitv (p. the question of subjective* pain in relationship 

to diagnosis has been discussed, and reference will be found on p. f>lf> to another subjective 
abnormality of sensation to which the term * acropancsthesia " is applied. 

Wherever sensory loss occurs, it should assist in forming a conclusion as to the site of 
disease, even if it does not indicate clearly anything with regard to its nature. In order 
that the* sensory loss may give the necessary information, it is absolutely necessary that the 
physician should ascertain both the limit and the nature of the loss. lit* will then be 
able to judge* from the shape and locality of the anesthetic area whether it conforms to a 
lesion of a peripheral nerve, a spinal root, or some part of the central nervous system. 
Analysis to show whether the loss is uniform to all forms of sensory stimuli, or whether 
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it is limited to one or two forms only, will provide additional information for diagnosing 
the situation of the lesion. In order to utilize the information provided hy the shape 
and size of the area of amesthesia it is necessary to know what are the ureas on the surface 
of the body which correspond to the distribution of peripheral nerves on the one hand, 
and of spinal segments or spinal roots on the other. The accompanying diagrams (Fig. 
580, and Fig. 584, p. 751) supply this information to some extent, but in order that it 
may be used to the best advantage* it is necessary to say a few words about various forms 



of sensory loss due to lesions in different parts of the nervous system. Before entering 
upon this part of the subject, we may explain the way in which we propose to use the 
terms amesthesia, analgesia, and thermo-amesthesia. 

Anaesthesia denotes impairment or loss of the cutaneous sensibility to cotton-wool 
touch, and it is important to remember that parts which are hairless should be chosen for 
accurate examination. 

Analgesia refers to impairment or loss of pain-sense, the adjective k superficial ’ being 
applied when the surface pain produced by the prick of a pin is interfered with, and the 



SKNNATION, S< ).M K AJJNOKM AMTIKS OF 


749 


M. , 

Hi 


wti-t. I'Im 
and 1 1 ro t o i ) 


iln- limit - ot c) iii tu i 
>7 irm it. t 


1. Divi-ion of ulnar nerve at the 
'lark area r.-pr. r. nt- oi epicritic 
Alim si ndbihty. Tin- lino indicates 
>t opKTUir loss. {Ajtrr 1 had and 


ad je*ctive* * deep ’ whe n the* pain usually associated with squeezing the muscles and deeper 
tissue's is ne> longer appreciated. 

Thenno-a/ursthesia indicat rs Je»ss of appreciation e»f heat and e-oleJ ; hut the inability 
to distinguish between things which are* warm and e*e>e>l is not always associated with equal 
loss of sensibility in distinguishing between objects which are ice-cold and really lie>t. 

Disturbances of Sensation in Peripheral -Nerve Lesions. Th e afferent mechanism e>f 
the* peripheral nervous system consists of the* following three sub-systems: 

1. Deep Sensibility. I'his e*e>nve‘ys impulses e*xe*itc*el by pressure and by all move- 
ments ot joints, te-ndons. and muse*Ie*s. I > ainful impulse's derive*el from e*xcossive* pre*ssure 
are also carried by this sub-system. By its means 

a healthy person is able* to rce*ognize not only move*- \ X If 

me-nts of joints, but also the loe*ality of the' stimulus \ \ j / 

and 1 1 1 < * dire'e'tion of the* movement. "idle* fibres \ \ J / 

whie'h e*ondue*t these sensory impulse's run mainly V. J sj 

with the muscular nerve's, and an* not destroye'd bv [A\ \ / /] 

division of the* sensory nerve's to the* skin. vy\ ’ > \\ /, y 

-. Frutupathie Sensibility. r I '1 1 is sub-system re-- nl\ll Tm / f\ f/l j 

sponels to painful cutaneous stimuli (pinpricks) and \ivr \\j 

to the- niore* e xtreme* degrees of he*at and e*e >le 1 . The* 

ii|>|irii'iiit ion of tlu-v stimuli is vnirtn- mill ili.-xsu-t as ' : n' d'nl- 

1<» the loe'alitv of the- spot st inilllat e*el. and protopathie si liability, The line indicates 

. .. ...... ,,, . , . . . . Ih, ‘ ' <>« fpicruic io.-.-. {AUrr lhud and 

• >. hpieritie Sensibility. lo tins sub-system is s/arrm.) 

<lue* the* power of percci ving anel locating light 

1 < niches (e*ot ton-wool ), of elise-riminat ing between two points applied simultaneously to 
the- surfae-c, and of ree*ogni/.ing the- finer graele*x of temperature e-alleel cool and warm. 

It Ims been shown that when a peripheral cutaneous nerve is divided the area eif 
epicritic loss is givatcr than that < »f protopathie loss ; in either we ire Is, there* is more eiver- 
bippino of protopat hie- sensibility than of ej»icrit ie* sensibility between neighbouring nerve 
distributions. Thus, if the* ulnar nerve is divided ne*ar the* wrist, there* is complete leiss 
to toue'h, superficial pain, heat, anel e*nlel. over an are-a including the little* finder anel part 
of the* inne r edge of the- palm of the* hand. This is the* area of epicritic anel protopathie 

le»ss. Jhit epie-ritie* loss extends eive*r a wider 
' /' 'N area which includes half the* ring linge*r anel more 

\v y hanel (Fig. 581). In this area of epicritic 

t l° ss pain e*an be* recognized but cannot, be local- 

/ A ( *\ y/a'{\ e'xaetlv, while* light touch is ne»t appreciateel, 

l ^ • J J I \ v / anel the* elise*riminat ion between eeiol anel warm 

1 / \ I 1 / / ls 

h y ^(l \ i 'K (VA (onsielcratiem eif the above* points shows how 

j /A A\ j JJ v \\ \ impeirtant it is to ele-line accurate ly the exact 
L j A/ \\ J / |\ V nature* e if any se*nse>rv loss, anel te> be e*areful 

I that the* appreeiatiem of pressure* is ne)t mistaken 

\ / W ^ l | / ^2= for that of li^lit touch. If taedile* sensibility is 

\ / \ / test eel by the eibserver's linger or with the* head 

( KU of a pin, the results will be* vitiated, be*e*ause pres- 

i : ; ’:1 ; A sure* sensibility is at eme*e brought into action. 

a H? : ij Aneither important diagnost ie* )>oint ele'penels 

i \s tg:* kg on the* fact that protopathie sensibility returns 

S seime* months before* epicritic sensibility in the 

SP proe*e*ss e>f regeneration after the division of a 

peripheral nerve. During the* stage e>f protopathie 

st... kin:: anaiMt.csiu.’ ( ’.,t toi.-w....! and pinprick rv V M * * here is olte*ii a considerable elegree of 

sensihihty impaired ..r 1..1 »\.-i th. dotted inw. hvperalgesia in the a fleet eel area ; that is to sav. 

I Ills 1 -s associated with In pi‘ial;fesia ot the under- . • ‘ 

lyitiir muscles. the* pain produced by a pinprick e>r a se*rateh is 

e>ut e>f all proportion to the nature of the stimulus. 
So far we* have elealt with the* disturbance of sensibility produced by the disease or 
injury of a single ne*rve. In the* disease known as peripheral neurit is the* senseiry disturb- 
ance's are* very e*haract eristic, and consist of pain, tingling, teneierncss, anel cutaneous 


/’if/. eS'7. l’eriplieral i 
stoekinp ana^thesiu.’ ( ot t 
seiisit.ihly impaired or lo-t 
'I’his i-^ associated with h\ pi 
lyin;,r muscles. 


‘Ulove and 
and pinprick 
r dotted ai eas. 
of the umler- 



S KNSATION, SOME ABNOIEMALITI KS ( )F 


750 


anaesthesia. Spontaneous pain in the limbs is often complained of, but more important is 
the intense suffering produced by movements, and especially 1>\ handling the limbs or by 
squeezing the muscles. At the same time cotton-wool touch is often unperceived on the 
peripheral parts of the limbs, particularly in what are known as the glove and stocking 
areas (Fig. 5S2). This combination of deep hyperalgesia and cutaneous anaesthesia con- 
stitutes an important differential sign between peripheral neuritis and tabes dorsalis, in 
which superficial and deep analgesia are nearly always associated. 

Disturbances of Sensation in Lesions of the Cord. The impulses of the time 
peripheral sub-systems- —deep, cpieritic, and protopat hie— combine in new groups soon 
after they enter the spinal cord. Some impulses cross to the opposite side immediately, 
others cross after running a short course on the same side, and others ascend to the* uppe r 
extremity of the cord entirely on the side of their entry. 

This rearrangement may be summarized briefly thus : 

1. Impulses of pain, whether excited by cutaneous 
stimuli or by excessive pressure, run together in the spinal 
cord, and cross, probably soon, to the opposite side. 

2. Impulses of temperature of all degrees cross to the 
opposite side, and are closely associated, but not inter- 
mingled, with those of pain ; the impulses of heat are also 
separated from those of cold. 

15. Impulses excited by light touch and by pressure, 
and those* which subserve their localization, accompany 
each other, cross to the opposite side, probably less rapidly 
than those of pain and temperature, and ascend in a path 
which is distinct from that of the latter. 

4. Impulses subserving the senses of passive* position 
and movement are associated with those of tactile dis- 
crimination (compass points) in their ascent of the cord 
on the same side as their entry. These impulses pass up 
the posterior columns. 

The accompanying diagram (Fig. 5S.*5) represents this 
rearrangement of im- 
pulses and their course 
in the spinal cord. 

'The chief points of 
practical importance in 
clinical work to Ik* de - 
duced from the above 
considerations are as 
follows : In the first 

i . analgesia result - 


l Pressure and its localization. 

D ’cr> • r* rrgsltre Cu/: j. 

c \ Movements of muscles. joints and 
( tendons, their extent and direction. 

( Tactile Discrimination.- 
Epicritic. - Light touch and its localization. - 
[Temperatures ( 2 s l '-i 0 o C.) ~ 

n 1 Temperatures ( below 2Q°and above 4S c C.) "TV 

Protopathic^ 

Peripheral. 

(Nerves) 



Central. 
Spinal Cord ) 


i_> from a cord lesion P"'- I »i;< LTr:i til i J ln-t r:i t i 1IL- the fonr-r of i)i« mh|>u 1-<- ]>;i--Mir lt"in 

-ill io pfripluTiil imo th< .-pm;il • *< *r< J . i Itoiii 1 1 1 « ;mi hor- :irti< , |< m Osler'.s Modern 

always includes deep as Media,,, , v«*i. \ii.» 
well as superficial pain, 

and so differs from the analgesia produced by a peripheral nerve lesion, in which, as we 
have seen, superficial analgesia may be associated with deep hyperalgesia. Secondly, a 
lesion of the spinal cord may abolish the appreciation of thermal stimuli, hut, if it 
docs so, the discrimination between all degrees of heat and cold will lx* lost. This again 
differs from the effect of some peripheral lesions. In tin* third place, a lesion of the 
posterior columns may produce loss of the sense of passive position and movement without, 
any loss of tactile, painful, or thermal stimuli, a combination which docs not obtain as 
the result of a lesion limited to the peripheral nervous system. 

In all diseases or injuries of the spinal cord, the degree of sensory loss depends, of 
course, upon the severity of the lesion. On the other hand, the distribution of the 
sensory loss is of the greatest importance for the diagnosis of the level of the lesion. 
The distribution must he mapped out carefully, and then compared with the accom- 
panying diagram (Fig. 584), which shows the sensory areas corresponding to the different 
spinal segments. 
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In testing the sensibility of the skin it is always advisable to work from the aiuesthetie 
area towards the normal, and to note not only complete amesthesia, but all modifications 

of sensation. For instance, bordering on tlu* region of com- 
^ ^ pletc* aniesthesia there may Ik* an area in which the* patient 

J \ is able to appreciate a touch or a pinprick, but in which la* 

^ f describes the sensation produced as differing from the natural 

sensation elicited by these stimuli. Such modifications 
( . should be taken into account in diagnosing the level of the 

I \ / lesion. 

/' ft a l As a rt * su ^ <>f dise*asc or injury of one side of the spinal 

I j) N \\ \ cord, a symptom-complex called iinncn-Srijitarti jxmilffsis is 

/{ #Ij i! % \\ \ met with, 'this is discussed on p. (>08. F/g. 170 (p. <>08) 

/ / ||&sl|lL 'l \ illustrates the sensory loss in a cast* of this kind. 

kiy\l\ Vw Syringomyelia and turmatonufcUa arc other conditions in 

\ V / which dissociative ana*sthesia is common ( F/g. f»88). In the 

\ k\j ldrmt'r disease th(*rmo-ana*sthcsia and analgesia are usually 

/ y \ found first in the arms and thorax, and they tend to spread 

I 1 I all over the body. In rare instances they begin in t lit* legs 

\ / or on the lace. Their distribution is nearly always asym- 

j j y metrical. The borders of the cutaneous loss are not sharp 

/ *1 I \ but shaded off. and correspond to the limits of spinal-root 

areas. On the other hand, charts sometimes show regions 

Fi<y. f>xr>. Comminutod t'r:n-- of dissociative ana*sthesia which correspond laterally to 

hirr oi ih»- Riorum, u:iii niiurv ()1U . or more root areas, but do not cover their longitudinal 

to the .» r».l . -Ith, ami • > 1 1 1 cicml ^ 

roots. ( ’ompictr lo-s of si-n-i- extent. For instance, the sensorv loss in one* hand ma\ be 

Irilitv to touch, stipoiiirial pain, ...... . .. . . ’ . 

lnat, ami coi.i. n-nitci in the limited above by a line encircling the forearm, so as to give 

shade. i area. ji t) u . a j>j K . ara i U . t . of a glove distribution. Similarly, on the 

face a central area, including tlu* nose, mouth, and eyes, 
may preserve its sensibility intact, while the surrounding regions are completely insen- 
sitive to painful and thermal stimuli. Thermo-aiuesthesia and analgesia are sometimes, 
but not always, eo-extensive. Tactile loss also occurs, but usually superxenes in the 


Similarly, on the 
mouth, and eyes, 
completely insen 



later stages of the disease. Subjective sensations may form the initial evidence* of the 
disease, and may be thermal, painful, or tactile. Lancinating pains and cramps an* 
described. More curious art* the subjective* se nsations of drenching sweat in a part which 
is dry, or of colei in a part which is epiite normal in temperature. 
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In loins dorsalis t i i < * disturbances of scnsat ion arc numerous and characteristic. Light- 
ning and dull boring pains, tingling, numbness. girdle sensations, and various painful 
crises arc unions the subjective abnormalities. Impairment or loss of deep and super- 
ficial pain sensil >i I it y in various parts of the body is one of the earliest and most important 
physical -dons for the purpose of diagnosis. The cutaneous analgesia is Generally found 
< >n tin • lees, and often also in the root areas on the arms and thorax corresponding to the 
( s to I) segments (Fin. Deep analgesia is nearly always present in the calf muscles. 

Superficial nerves such as the ulnar may often be found insensitive to rolling or pinching. 
I)ela\ed sensibility is another phenomenon characteristic of some eases of tabes dorsalis. 
1 ly pera*s| hesia may be present, especially in bands around the abdomen, when gastric or 
intestinal crises form part of the clinical picture. Intolerance of lint or cold water on any 
part of t he skin is described by some patients suffering from severe forms of the disease. 
Mloeheiria. or - reference of a sensory stimulus to the opposite side of the body, has also 
been observed. 'The sense of position and movement is nearly always disturbed in loco- 
motor ataw. and this results in vary inn - decrees of iueo-ordinat ion and in the production 
of ILunberg's sign. \st ercognosis. or the inability to gauge approximately the size* and 
shape ol objects placed in the patient's hand, is another common sensory' defect. 




i'n. •"> v. Il:i rl \- i.iIm- . I t»r-; * 1 1 - . 'I'l s * * < 1 • x t t*i 1 
ir.'.i- n-| *ri ■-* -ot :i ( lint'.irtrno ir Mio ri I *u t i<>ii ol «ti- 
•or\ • 1 i-l lit li.iiK f. 'Dir loss i- fliirih to | .; o j t f : 1 1 
-tiiniili. .uiil tic- .male* -u i.' almo-t 

i { \\ . i \ - a — oci.ilo'l with ']'•< i' uriaL'osia. 

In dissetninatt d sr/rmsis. sensory troubles do not as a rule constitute so prominent a 

feature as do motor disabilities, but subjective and objective changes are by no means 

uncommon. Numbness of one limb lasting a few weeks or months, girdle sensations, and 
c\ en pains of a neuralgic tvpe. are sometimes (‘omplained of. I have known transient 
hemiana*st hesia to be an initial symptom in one case, and astereognosis with loss of sense* 
of position on one side to be the earliest signs of disease in two or three rases, I'lom the 

diagnostic standpoint these are important facts, because it is very tempting to assume, 

erroneously, that such sensory phenomena, occurring alone without any rcllex Or motor 
signs of organic disease. :irr hysterical in origin, They are doubtless due to jiatches oJ 
disease near the internal capsule. 

'Tli is brings us to the considcrat ion of: 

The Abnormalities of Sensation Resulting from Disease of the Higher Parts 
of the Nervous System, llcmianasthcsia is a common result of the various vascular 
accidents responsible for n/H>p/c.rff and hemiplegia. It may be present with or without 
motor paralysis and with or without hemianopia : sometimes all three phenomena 
arc associated in tilt* case of seven* lesions of the internal capsule and optic radia- 
tions. In most cases of apoplexy hcmiaiiicsthcsia is slight and transient. Tactile 
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and }>ain sensibility may be 1 impaired, usually more so on l be limbs than on the trunk, 
and more especially in the distal portions of the arm and It'll. Kvcn when touches a. re 
perceived they are* localized badly by the patient. With lesions of the optic thalamus the 
opposite side of the body may be the site of a curious sensory disturbance which consists 
in part of a lowered sensibility to painful stimuli and in part ol a great exaggeration <>i the 
disagreeable effects produced by such stimuli when they are perceived. For instance, the 
patient may fail to recognize a light pinprick so well on the alieeted as on the sound side, 
but a serateli may produce an intensely painful sensation referred to a very wide area and 
not localized to the spot stimulated. In such eases the patient often complains also of 
paroxysms of severe pain in the affected limbs. 

The hem ianasthesia of htfsieria is usually lar more complete to all lorms ot stimula- 
tion than any hemiamesthesia due to organic disease ol the brain. I he hysterical patient 
is found to have lost taste, smell, and sometimes even hearing, on the anaesthetic side. 
The visual defect, instead of being hcmianopic as in the organic eases, is generally a marked 
contraction of the visual ticlels, sometimes amounting to blindness, especially in the e\< 
corresponding to the other sensory defects. 

Lesions of the brain-stem may also lx* responsible lor extensive loss ol sensation, for 
instance 1 , thrombosis of the posterior interior cerebellar artery gives rise to a localized 

softening on one side 1 of the 1 medulla, which pro- 
/yrx duces t he*rmo-ana*st lie'sia. and analgesia on the 

cjoil {’ } same 1 side 1 of the 1 face-, and oil the 1 trunk and 

*5 i;'p limbs e>f the opposite side (Fill. ~d>0). This sen- 

/" Y-.y^Tx se>r\ disturbance 1 is sometimes complicated by 

. ] | i / 7 homolate ral ce-redcllar ataxy and cranial ne*rve* 

(•••*. II /’ jl I -V •" if 1 So far we have* dealt chielly with the various 

/ 1\ \ / // forms of loweTcd sensibilit v, and have 1 give*n little 

;/V' \\\ /// T: \ * . A \ *V attention to perversions of sensation, such as are 

l I indieate‘d by the terms hffpcnvsthcsia and par<vs- 

W y-.V.i / ^ ^ \ | W thesia. 

V-.-l / \ [*' './ // ifpcra'sthcsia is observed in e*ase*s ot tabes 

I I - n'fi dorsalis and peripheral nerve lesions as dese*ribed 

/■;■.* ;V ] I above, but it is also met with in other eruditions 

a / 1 A;.;.;/ of organic as wed as lune'tional disease. It is 

y-';. j / \. J '.'-‘I found, for instane-c. in root areas in ease's « » t 

W ( J 1 ] -A verte bral and intravcrtebral disease*. \\ it h spinal 

caries and tumours of the spinal meninges, a zone 1 
of h v| >era*st hesia niav be* deteeted just above* the 

I'iii. .V.io. — ThroinOo-i- nT tin* 1* *ft po.-lrnnr ■ * , , , 

inferior c.‘tvl»rl!:ir .iri<*r\ . Th<- «lotr«sL uroi^ -Imw area of aiUesthesia proeluee-el by tile* eompiessK >11 

' of t lie cord, or it nmy precede the n , .j o m run.-. 

of compression signs. The* increased seaisibility is 
probablv caused by pressure* on, or irritation of, the posterior root libres. A similar 
phenomenon is a freepient accompaniment and sequel e>f an attack ol herpes zoster. 
The* shape* and situation of sued hyperasthet ie zemes a fiord a e-lue* to the* site- < #1 the* lesion. 
Hypcnesthesijr as well as parsrst liesia 1 are* among the* earliest signs ol subacute combined 
scleroses of the cord , and are* referred by the* patient te> peripheral parts e»f his four extrem- 
ities. r riie*y niav pre-e'celc by many weeks e*r months tin* appearance* ol ataxie* or spastic 
paraplegia and definite* areas of sensery loss. Similar symptoms are also complained of m 
nett a lew eases of jiernieietus aiisemiu anel either se ve re* bloed dise ase s. probably on account 
etf scattered elegeneratieuis in the* nervous system as the result ol the anainia. 

Scurusthenie and hi/slerieal slates are* re spe msible for hy 'pe-nvst lie t ie* are as which hav e- 
no relation tet central or peripheral innervation. In neurasthenia, especially the* traumatie* 
variedy. the patche-s are* usually Ibunel on and around the* spine anel ove r tli • scalp. In 
hysterical e-onditieins similar pate-lies may be dctce-tcd in the mammary and ovarian 


- nT tlir l»-ft po-lcricr 
Th«* i lot t i*i l tiroes 
iin;rstln <i i. lo-„s ol 


min ;ui'l irinjifr.it nn 


Hy pe rasthesia in eonneetion with visceral disease has been referred to in other 
articles, sued as those on Pain in 'run FiXTUK.mfty (t i * i» i : it ) (p. old): Iain in iiii. I 1 ve i. 
(p. fHS) : e*te. 
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A very special peculiarity ol sensation, known as Magnan s sign, is met will] in sufferers 
1 nun 1 lie cocaine 1 1 a I > i t : it consist s in a sub jeet i vc feel ing as of multiple small worms creeping 
about under the skin though in some eases tin* pat ient compares his sensation to that of line 
s:m,l unilcr hi- skin. , {llzzanL 


SHIVERING FITS. (See Hikok.n. 

SHORTNESS OF BREATH. ( See Hu K \TII. SlIOHTNKSS III'. |l. I 1 •> ; ;i|ll] l)vsl’N(KA 


SHOULDER. PAIN IN. (See Pain. I nti.hsc \iu la ii. p. .*>(>.■>; and Pain in tiii: 
Si km i.mi:. p. .*>75*.) 


SINGULTUS. - (See I Iiccoia; II, p. 

SKIN ERUPTIONS. (See M \c i i.i.s. p. 17 7 : Paim i.i.s. p. .71)7: etc.) 

SKIN, FUNGOUS AFFECTIONS OF. (S ( *e Ft niioi s Aiit.itions or tiii: Skin, 

p. 

SKIN, PIGMENTATION OF. (See PniMIATATIUN Ol I'll!. SKIN, p. (>PJ.) 

SKIN, TUMOURS OF. (See Ti Mm us in nil. Skin. |i. ssii.) 

SKODAIC RESONANCE. When there is a basal and unilateral pleuritic effusion 
ol medium decree the pitch of tin* percussion note over the upper part of the thorax in 
front is often higher on that side of the chest on which the effusion is than on the other. 
It is not a question either of impairment of resonance or of hyper-resonance, but merely 
<‘f pitch. This higher pitch of tie* percussion note over the upper lobe, when the lower 
lobe is compressed by an effusion, is named “Skodaie resonance', after the observer who 
first drew attention to it. Its importance is mainly twofold : in the first place it does not 
indicate disease of that part of the lung which affords the sign for instance, the fact that, 
in a ease of right -sided effusion, the right upper lobe skives a higher-pitched percussion 
note than does the left cannot be taken as evidence that there is a lesion, perhaps tuber- 
culous. at the right apex : in the second placi . it is erroneous to suppose that skodaie 
resonance is obtained only in cases of effusion : its occurrence cannot be taken as proof 
that dullness at the base is due to fluid there. It is true that pleural effusion gives it not 
onl\ in most marked decree, but also most commonly : nevertheless it may also be 
observed in some cases of basal pneumonia without effusion, or as the result of compression 
of a lower lobe by such causes as suhdiaphrag malic or hepatic abscess , hepatic masses such 
as earei noma, gumma, or hydatid cyst , great enlargements of the spleen such as occur in 
lcukaania. a big heart , a pericardial effusion , or a mediastinal or pulmonary neiv groxvth. 

The cause of skodiae resonance has never been cpiite decided, and many theories have 
been propounded about it ; clinically, the most serviceable view is that anything that 
lessens the decree to which the upper lobe is stretched, yet without actually compressing 
it, may produce a rise in the pitch of its percussion note, trilateral compression of the 
bases of the lungs by such lesions as ascites presumably causes bilateral skodaie 
resonance, but this is difficult to determine, because the latter is recognizable only when 
then* is a difference of pitch between the two sides. 

Skodaie resonance over an upper lobe when there is some lesion affecting the lower 
lobe on the same side should not be confused with the tympanic note that may sometimes 
be heard over the other parts of the thorax. Stomach tympany is heard normally external 
to and below the precordial region over an area known as Traube s space, which is bounded 
above by tlu* precordial dullness, behind by the splenic dullness, and below by the rib 
margin. Whin the stomach is dilated there may be an abnormal extent of this gastric 
tympany in the thorax. When the transverse colon is distended with gas. or when it is 
pushed upwards by something intra-abdominal, it may produce abnormal areas of thoracic 
tympany, particularly in the lower sternal region or on either side of this. Such con- 
ditions can scarcely be mistaken for skodaie resonance, for the latter concerns the upper 
lobe, and is not a definite tympany, but rather a moderate rise in the pitch of the ordinary 
percussion note, not as a rule obvious till the two sides are contrasted. Herbert French. 
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SLEEPLESSNESS. (Set Insomnia. |». MI1.) 

SMELL, ABNORMALITIES OF. Abnormal it ies of the sense of smell fall into 
three main categories, namelv : (1) Too great sensitiveness to smells which actnallfi exist : 

(2) Deficient sensitiveness to smells which act nail if exist : (d) Subjective sensations of 

smells which do not exist. 

1. Too great sensitiveness to existing smells is sometimes a nuisance to tlu* in- 
dividual, but is seldom a sign of disease. There arc great ditlcrcnccs in the powers of 
perception of different sensations in different persons, and just as some can appreciate 
verv si i nl it differences in sounds more than others, so can some detect smells that are 
indiscernible by others. This is natural idiosyncrasy. 

2. Deficient sensitiveness to actual smells is often but the obverse of the above and 
no sign of disease, although it may be a detriment to tlu* individual, especially in certain 
commercial pursuits in which the varying qualities of products an* indued partly by smell. 
When the power of smell, having been normal, becomes deficient or totalis absent, the 
change may affect one nostril only, or both. The condition may be transient or persis- 
tent. The commonest cause of transient anosmia is acute nasal catarrh . whether the result 
of an ordinary cold, or of other affections such as half fever (coryza c leiio), oncoininn 
measles , or the effects of drugs such as iodide of / mtassnun or arsenic. 

Persistent anosmia may be due to : 


a. Inability to get air free! if. or at all , through the nostril, as the result of : 


Adenoids 

Polypi 

Dislocated nasal septum 
Nasal septal spur 

b. Alteration in the olfactory mucous 
impulses to the endings of tin* ol 
Atrophic rhinitis 

e. Abnormalities of the olfactory nerves : 

C ongenital absence 
Hydrocephalus 

Olfactory neuritis, either the result of 
over-stimulation locally by strong 

d. C ranial lesions, especially luemorrha 
or tumour of the uncinate gyrus. 


I ly pert rophic rliinit is 
Syphilis 

Necrosis of hones in the nans 
Occluded anterior or posterior nans. 

membrane, so that it no longer t ransmits 
factors nerve, although the airwav is free * 

Paralysis of the fifth nerve, leading to 
undue drv ness of the mucosa. 

noxious vapours, ammonia, or snuff : 
or part of a general peripheral neuritis 
post -influenzal changes 
Old age. 

;e. thrombosis, embolism, softening, injurv , 
which is the centre for smell. 


e. (lateral nerve diseases, especially : 

General paralysis of tlu* insane Tabes dorsalis. 

/. Hysteria. 

There is little need to discuss the above table in detail, for each heading speaks for 
1 1 self. When a ease is being investigated the history is very important : it is next neces- 
sary to examine the nose carefully through a speculum, and to test the airway through 
each nostril : if there is any local lesion it will generally lx* obv ious, and only after local 
affections have been excluded should conditions in groups e, d. e. and f be considered. 
Anosmia will seldom if ever In* a prominent symptom, except in connection with local 
affections of the nose : when due to any other cause* there will marly always be some 
other symptoms which will attract attention more than the anosmia itself. 

d. Subjective sensations of smells which do not exist externally may be due to : 

a. Offensive or purulent inflammations of the nose or of the air-cells communica- 

ting with it, especially empyema of the antrum of Highmore, or of a 
frontal, ethmoidal, or sphenoidal sinus. 

b. Local thickening of tlu* meninges, tumour of the brain, or interference with the 

vascular supply, causing irritation of the hippocampal region. 

e. An aura preceding an epileptic seizure. 

d. Hysteria. 

c. Insanity. 
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In arriving at a diagnosis, it is chiefly important to exclude purulent affections 
discharging into the nose ; if it is possible to state with certainty that t he abnormal 
sensations have no such organic basis it is not difficult as a rule to decide between the 
other causes. It is a curious fact that subjective abnormalities of smell are apt to be 
associated with delusional insanity concerning the genital organs, in which the prognosis 
is not free from acute dangers. JJerbert French , 

SNORING may be a very troublesome* symptom in some patients, particularly to 
those who have to sleep in the same room with them : but it is often less an indication of 
disease than merely a bad habit. Most snorers sleep with their mouths open, and breathe 
partly through the nose and partly through the mouth ; but it is possible fe>r snoring to 
occur with the mouth completely shut and nothing the* matter with the nasal passages. 
The .tendency is increased, howe ver, by any obstruction of the nasal airway, se> that 
particular e xamination should be* made* for such lesions as unelue smallne*ss of the nares 
or a tendency for the* soft parts of the nostrils te> collapse e>n inspiration, deflected 
septum, h\ pe • 1 1 rophie* rhinitis, polypi, adenoids. acute* e>r e*hre»nie nasal catarrh, inflamma- 
tie»n e > f the* ace*e*ssory sinuses or e »f the* pharyngeal tonsils. or even a fibrosarcoma or other 
neoplasm of the nasophary nx. IJerbert Frcnch 

SORE FINGER. (Sec I'i S olti:, p. 

SORE HEEL. fSee* Pain in in i ; 1 1 1 ;i ;i ., p. aal.) 


or e »t he*r e »f many elifferent causes 


SORE THROAT may be* due tee e »ne- 

1 Affections of the Tonsils : 

Qnmsij 

I cult' Tonsillitis 

n. With re dde ning and swe lling nnlv : 

Acute inllaiiunat ion due to x arious 
mien ►-organisms, cspcci.ill v to 
streptococci : st apliy lococei : 

pneumococci ; pneiimohacilli ; 
eliplit lie*ria bacilli : Hoffmann s 
bacilli ; VincenTs spirilla and 
fusiform bacilli : spiroe lia*t a 

(treponema) pallida ; mie*roe*oe*ei 
cat arrhales ; bacilli influenza* : 
tubercle* baedli. 'file* sore* 
throats of scarlet lexer. rheu- 
niatic fewer, (*e*rinan mcasle*s, 
and measles are* probably not 
due* to spec ific mien (-organisms, 
hut to st re*pt oe*e»e*e*i. or others 
of the* bacteria just enumerated 
h. With redness, swelling, and exuda- 
t ion : 

Follicular tonsillitis elue* to strepto- 
cocci, etc., as above 


I )iplitlieria 
Vincent’s angina 
Syphilis 

Kirkland's disease, e »r epidemic cer- 
vical ade*nitis 
r. With uleeratioii : 

Phlegmonous tonsillitis due* to 
st re’pt e >e*e >e*e*i , e*te., as aboxe 
Syphilis 

Vincent's angina 

( lironic Affections of the Tonsils: — 

Heeurrent inflammation often associ- 
ate*d xvitli aele*noids, or temsillar 
hypertrophy, especially in children 
Primary or se*eonelary syphilis 
\’ine*ent's angina 

Squamou.s-cellcd eareinoma (epithe- 
lioma) 

Sarcoma 

(itinima 

Tubercle 

Actinomycosis 

Foreign body, such as a fish bone. 


-• Inflammation of the Soft Palate. Uvula, and Fauces : — 


( atarrh, oe-curring either by itse*lf or 
associated with any of the* varieties 
of tonsillitis enumerated above 
( .umma 

d. Affections of the Pharynx: 

Acute* catarrhal pharyngitis due to any 
of t lie* micro-organisms mentioned 
under the he ading of acute tonsillitis 
Chronic granular pharyngitis due to 
smoking in e*xee*ss ; or to over-use, 
as in clergyman's, costermonger's, or 
stockbroker's sore throat 


Squamous-eellcd eareinoma 

Tuherele 

Actinomycosis 

Aspergillosis. 


Sepiamous-eelleel carcinoma of the 
pharynx 

Post pharyngeal abscess 

Varicella 

Variola. 


1) 
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f. Laryngeal Conditions, especially : — 

Acute catarrhal laryngitis clue to any Carcinoma laryngis 

of the organisms mentioned above Acute perichondritis of the arytenoid. 
Tuberculous laryngitis thyroid, or cricoid cartilages 

Syphilitic laryngitis Injury. 

5 . Sore Throats resulting from the Swallowing or Inhalation of Irritants : 

Corrosives, such as alkalis or strong I Ammonia vapour, chlorine fumes 
acids I Hot steam. 

0. Mumps. 

7. Acute and Subacute Adenitis of the lymphatic glands in the neck. 

Notwithstanding the length of the above list the differential diagnosis of a sore throat 
in practice is not difficult as a rule. Inquiry into the history and inspection of the parts 
in a good light will generally serve to give one a shrewd notion of the nature of the complaint. 
The chief point in practice is to determine as soon as possible whether the Klehs-Liifller 
bacilli of diphtheria are present or not, for there is no kind of sore throat which can he 
recognized clinically as non-diphtheritic. It is important that swahhings should he taken 
from the inflamed parts and examined by a bacteriologist both directly in films stained 
by Neisser's method or one of its modifications, and by means of cultures. Similar bacterio- 
logical investigations will serve to determine* which of the organisms mentioned above is 
responsible for an acute or follicular or ulcerative sore* throat either than diphtheritic, it 
being borne in minel. however, that the* organism should he* found in fairly pure cultures 
if it is te> he regareleel as causative and not merely as a seconeiary or e ven casual infection. 




Fuj. 51U. Ordinurv hy|><*r;i*.tmc sore throat. 


I * 1 1 -sidi-il quinsy. 


1. Affections of the Tonsils. ---Quinsy (Fig. 5P2) is practically always asymmetrical, 
one tonsil being very much more bulgcel than the either: the surface* is reeleiened, generally 
without, follicular suppuration, anel the diagnosis is ultimately eonfirmeel by the* bursting 
of the abscess. 

The presene*e of Klcbs-Ldfllor bacilli in association with a sore* throat may he rcgareled 
as e*e>nelusive preieif that the lesion is diphtheria , even though there* may be no typical diph- 
theritic exuelate {Figs. Diphtheria having been cxcluelcel. the* eliagneisis e>f one 

eif the oilier varieties e >1 acute tonsillitis is renelereel possible. The frequency with which 
acute rheumatism is associated with recurrent tonsillitis, especially in young people between 
the ages of live anel twenty, should always be borne in mind ; the patient may eir may 
neit have suffered fremi either effects of acute rheumatism, such as joint pains, endocarditis 
(evidcnccel by the bruits), periearelitis, pleurisy, erythema nodosum, chorea ; eir a history 
of such rheumatic affections may be obtained in either members eif the same family. The 
tonsillitis is benefited by sodium salicylate, but by no means to the same extent as are 
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tli<“ joint pains, so that, the* effect, of treatment is not by itself conclusive evidence of the 
nature of the complaint. 

When acute rheumatism gives rise simultaneously to generalized erythema and to 
tonsillitis then* will be difficulty in excluding scarlet fever , especially if there has been 
nausea or actual vomiting ; in some such eases the diagnosis will be one of opinion only ; 
that which was regarded at first as acute rheumatic tonsillitis and erythema may prove 
to have been scarlatina after all, should the patient presently develop acute nephritis, or 


to 




I 


if other members of the family develop typical scarlatina ; the occurrence of extensive 
peeling of the skin is not conclusive evidence of scarlatinal erythema and sore throat. If 
the patient is known to have had scarlet fever formerly, the rheumatic nature of the case 
is more likely. 

Follicular tonsillitis {Figs. f>97, at 18) is not a final diagnosis, for it mav be due to 
various different micro-organisms, and there is no doubt that the diphtheria bacillus 
may produce that which to inspection presents multiple foci of pus in the different 
tonsillar crypts formerly regarded as being characteristic of follicular as distinct from 
diphtheritic tonsillitis. The only conclusive proof that a comparatively simple follicular 
tonsillitis is not diphtheritic is bacteriological examination. If clinical points alone 
have to be relied on one would sav that the higher the temperature, the greater the 
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constitutional disturbances, and the more sudden the onset, the more likely is it not to he 

diphtheria. . 

In Vincent's angina (Fig. f>99) the eharaeteristie micro-organisms are elongated fusiform 
bacilli symbiotic with spirilla (Fig. G09, p. 779). The disease is, as a rule, more resistant 
to treatment than are other forms of acute sore throat ; beginning like a simple tonsillitis 
with exudation, the condition passes on to more or less severe ulceration associated with 
fee tor of the breath, but without the fatal termination that would almost certainly result 



from a corresponding degree of diphtheritic or phlegmonous sore throat. The disease 
cannot be diagnosed with certainty without the aid of the bacteriologist. 

Syphilis may cause acute soreness of the throat in its secondary stages, and unless 
that possibility is borne in mind, one may diagnose as acute simple or acute follicular ton- 
sillitis that which is really syphilitic (Fig. 000). There is more or less pyrexia, and in 
most cases there will be tenderness of the scalp and of the bones, together with the 
well-known roseolous eruption upon the skin and the ‘snail-track ' ulcers upon the 
pharynx. The diagnosis may be more difheult in women than in men, for in the latter 
the remains of the penile chancre may still be obvious. Wassermann's scrum test may 
assist materially in the diagnosis of doubtful cases, or the Spirochata pallida may be 
recovered from the faucial exudations. 

Chronic affections of the tonsils in children nearly always result from recurrent acute 
attacks of non-diphtheritie tonsillitis, generally in association with adenoids, both affections 
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arising from tlu* habit of mouth breathing. inspection of the bulging hypertrophied 
tonsils, with or without digital examination of tin* posterior nasal fossa*, will indicate the 
diagnosis, in older persons simple hypertrophy from recurrent tonsillitis becomes less 
common, but persistent infection of the lower pole of one or both tonsils is a state of affairs 
that is commoner nowadays than it used to be. The patient may be suffering from systemic 
illness, such as rheumatoid arthritis or uraemia, without much complaint about the throat 
itself ; and yet on tonsillar examination cheesy material may be expressed from the lower 
part of a tonsil in proof of its being chronically inflamed even when there is no particular 
enlargement of the tonsil as a whole. 

In rare instances an actual chancre appears upon one tonsil, giving rise, unless secondary 
symptoms are present., to much difficulty in diagnosis until the case has been watched. 
Malignant disease of the tonsils , whether squamoiis-ccllcd carcinoma , or sarcoma , is fortunately 
not very common ; when it does develop, its comparatively non-acute course and its 
unilateral distribution with progressiva* ulceration of the central parts and overgrowth of 
the edges of the neoplasm will point to the diagnosis, though it may be necessary to excise 
a small part and examine it histologically before one can be sure. A gumma of the tonsil 
is rare, but may at first simulate squamous-eelled carcinoma : in case of doubt the Wasser- 
niann's reaction would be tested, or a small portion of the suspicious mass might be excised, 
and examined microscopically : or if operative measures were not to be adopted at once, 
potassium iodide or salvarsan might be administered, and the lesion would be shown to be 
gummatous if it were there by relieves! or cured. Tuberculous ulceration of the tonsils is 
uncommon, practically never primary, but nearly always preceded by phthisis or tuber- 
culosis of the* larynx. The* diagnosis will be* indicated by the discovery of tubercle 
bacilli in the* sputum, though it should not be* forgotten that carcinoma or gumma might 
affect the* tonsil in a person who has phthisis. Actinomycosis and aspergillosis of the tonsils 
or fauces are both rare* ; but the diagnosis is overlooked sometimes on account of the 
requisite bacteriological tests being omitted. 

2. Inflammation of the Soft Palate, Uvula, and Fauces. This may be seen in 
many e*ases of common cold ; in association with acute* rheumatism ; in persons who 
have* recently returned to town from a holiday : in patients whe> have* been subjected 
to the* influence of motor-car dust stirred up from the* roads after the latter have 
been dry for about thre*e* days a longer period of dryness seems te> lead to relative 
disinfection of the* dust, whilst rain keeps the* dust fmm rising, so that either continuance 
e>f fine* weather or a return to we t le*aels to a disappearance of the sore throats ; e)r in those 
who are* subjected te> the* influe nce* e>f re latively concentrated microbes, as in the air of old- 
fashioned hospital wnrels, of ill-ventilated much-inhabited rooms, e>f sewers, and the like. 
Often a rim of acute reddening is to be* seen all along the edge of the anterior pillars of the 
fauces, anel affecting much of the uvula and of the se>ft palate (Fig. 591, p. 758), pro- 
ducing, as a rule, but little pyrexia, though much discomfort in swuillowung, and a raspy 
feeling at the back of the mouth on first waking in the morning. This inflammation 
of the palate and fauces may or may not be associated with tonsillitis, pharyngitis, or 
laryngitis ; it is clearly microbial : and doubtless more than one of the varieties of 
bacteria mentioned above may produce the lesion. Tin* diagnosis of the fact of inflam- 
mation is obvious on inspection ; that of the nature of tin* micro-organism requires skilled 
bacteriological assistance. 

During the last few years a new and common disease, epidemic in character, and 
with acute sore throat, fever, and enlargement of the upper cervical glands as its main 
symptoms, has been described by Kirkland, of Cheltenham ; it is spoken of variously 
as Kirkland's disease , the Cheltenham disease , epidemic cervical adenitis , or glandular 
fever. In some respects it resembles diphtheria, in some rheumatic fever, and in some 
atypical scarlatina without rash, but it differs from all these, and is now regarded as a 
specific malady. It affects young and old alike, is very infectious, generally occurs in 
epidemic form, may be mild, medium, or seven*, but generally ends in recovery. Starting 
with sore throat and a rise* of temperature to 102 F. or higher, the patient soon complains 
mainly of extreme tenderness of the* neck, and on palpation acute tender swelling of the 
parotid, submaxillary, and jugulo-faeial glands is found : the swelling may be considerable, 
but it generally resolves without suppuration. Fever may last only a day or two, but in 
seven* eases it may persist for a fortnight, especially if the malady relapses after a period 
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of improvement as it is apt to do (Fig. 601). I he tonsils, uvula, iauees, and phai\nx 
nuiv he merely red and injeeted ; or on the other hand there may be an exudation simulating 
diphtheria. On eultivation of swabbings from the throat no Klebs-l. biller bacilli can be* 
found, but as a rule streptococci in abundance. What is very remarkable is that in most 
of the eases the heart is affected during the illness, but without producing permanent 
valvular changes like those of rheumatic fever ; the impulse* becomes diffuse, the hen it 
dilutes, there is often a local systolic* mitral or aortic bruit, or both, and the pulse ma\ In 
both feeble 1 and intermittent. There is seldom albuminuria, but the ge*ne*ral toxaania in 

severe* eases may be* enough te> cause delirium and 
temporary coma. There* are* no definite* joint pains, 
though the patient aches all over. Ce»nv ■alc*sccnc , c is 
generally slow at first, two or thre*e weeks elapsing 
bed’ore* the* patient be*gins to fe*e*l anything like* we*ll ; but 
complete* recovery soon take*s place* after this. 

(iumma. syuumous-ccllcd carcinoma, tuberculous , and 
actinomycotic affections of the fauces, soft palate*, anel 
uvula are relatively uncommon : they are* differentiated 
in the same* wav as has be*e*n de*se*ribe*el in connect ion 
with teinsillitis. 

Fig. eioi. 'lVinpmitun- chart in u srvi iv 3, Affections of the Pharynx. — A cute pharyngitis 

case of Kirkland's disease in \\lii<-h the son- . ir . . . • , -»i. 

throat and constitutional symptoms wen- may occur by itself, or in association with .!( ute tonsil 

more pronounced than the cervical adenitis. ij+j s p a( . u p k larvilgitis, and ill either east* it IIUIV be 
In an average case the temperature last:? f “* . ‘ 

leas than a week. due to any of the micro-organisms mentioned above. 

The* differential diagnosis e>f the* micro-organisms is 
carried out in the bacteriological laboratory. 'The fact of acute* pharyngitis is determined 
by careful inspeetiein of the* structures at the back of the* mouth. 

Chronic pharyngitis is generally the result of excessive smoking, or of the* undue* use* 
of the voice 1 , in which latte*r case it may be* associated with hoarse*ne*ss or ready tiring of 
the voice, as in those who have te> declaim loud anel long clergymen, stockbroke rs, eoster- 
mongers, public orateirs, football-match watchers, and eithers. The* history will generally 
point te) the nature of such a case, but one should examine* the* sputum and the* lungs for 
evidence e»f tuberculosis, and alse> look, for signs e>f syphilis or ne w growth, in orde r to e xe lude* 
these possible alternatives. 

Postpharyngeal abscess is a cause* e if acute elyspneea rathe*r than e > f sore*ne*ss ed the* 
throat : it is almost confined te> infancy : after three* eir four years of age* the* disease is rare*. 
It might be simulated by spinal caries, in which, long before the re is seue ness e»f the* throat, 
there is severe pain in the cervical region of the* spine, especially on meive-me nt. 

Chicken-pox and small-pox may each pre>elue*e* its characteristic eruption in the* mouth, 
pharynx, and oesophagus, and thus cause sore throat ; but the* latte r symptom will neve r 
Ik* present alone, and the presence of the cutaneous papules, vesieles. or pustules will ineli- 

t he* diagnosis, especially if the*re have been other similar e*ase*s in the* neighbourhood. 

I. Laryngeal Conditions.- — Acute laryngitis may be* elm* to the* same micro-organisms as 
icute tonsil li t is : soreness of the throat is generally less complained of than is huskiness, 
weakness, or leiss of voice. The nature* of the inflammation is determined bacterioleigically. 
One variety of acute nnn-diphthcritir laryngitis that me rits special me ntion is that elm* te> 
pyogenic cocci pneu me cocci, streptococci, staphylococci which in a few e*ase*s. in addition 
te> preielucing acute superficial inflammat ie»n, alse> le*ael t e > rapid and extreme* erelema of t lie- 
larynx, with death from asphyxia unless tracheotomy be* pe rformed speedily. These* cases 
have* been spoken e>f as acute suffocative (edema e>f the* larynx. 

Tuberculous , syphilitic, anel carcinomatous le*sions of the* larynx are* less acute, though 
they may have relatively acute* exacerbations or become secemelarily infected with pyeigcnie* 
cocci: their diagnosis depends partly upon laryngoscopic inspection tuberculosis anel 
syphilis being bilateral, whilst new gmwth is generally unilateral : upon examination of 
the sputum for tubercle bacilli, and of the lungs fe>r apical physical signs e>f phthisis ; upon 
the beneficial influenec e>f potassium ioeliele*, mercury, or salvarsan : upon Wasscrniann's 
syphilitic serum test ; upon microscopic examinatiem e>f small excised portions ; e>r upon 
the course of the elisease. 



Perichondritis of the arvtcneiiel or cricoid or thyroid cartilage is difficult to diagnose 
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except at the hands of an (‘Xpert laryngologist ; the condition may be acute and apparently 
spontaneous as the result of local infections analogous to those which product* suppurative 
periostitis, or it may follow injury a blow, a throttle grip, an attempted suicide, or an 
accident : or it may he part of a state termed ‘bed-sore of the larynx", apt to arise in 
those who have been lying on their backs ill for a Ion*; time, whether from acute conditions 
such as typhoid fever or from chronic illness of any kind causing bed-riddenness ; or it may 
be a more chronic type of thin*;, analogous to fibrositis or rheumatoid arthritis affecting 
the perichondria] tissues of the larynx. 

5. Sore Throats Resulting from the Swallowing or Inhalation of Irritants and 
Corrosives are diagnosed as a rule by the history : inquiry will generally suffice to indi- 
cate that some irritant has been taken, or there may be direct evidence of it in the form 
of eschars on the lips or tin* buccal mucosa ; there may be vomiting and luematemesis ; 
analysis of the gastric contents may indicate the nature of the poison taken : ammonia 
mav be detected by the smell. 

(>. Mumps and Acute Adenitis of the Cervical Lymphatic Glands may each produce 
marked soreness of the throat in addition to dysphagia, stiffness, discomfort, and pain. 
Mumps is not difficult to diagnose unless its possibility is forgotten, in which ease* it might 
be mistaken for acute o-dema of the neck or other similar lesions. The way in which the 
swelling is located in the salivary glands, starting on one side and spreading to both, is 
often pathognomonic. Cervical adenitis might simulate mumps, but careful palpation 
will generally enable one to determine that the swelling is not in the salivary but in the 
lymphatic glands, and it will only remain to decide what has been the source of the infec- 
tion. This will probably have been from some inflammatory, ulcerative, or malignant 
focus in connection with the shoulders, neck, head, face, lips, cheeks, gums, teeth, tongue, 
fauces, uvula, palate, tonsils, pharynx, or nares ; the differential diagnosis will be based 
upon inspection and palpation of the parts, together with bacteriological examination. 

It only remains to add that scarlet fcxrr is at the present time so atypical that acute 
cervical adenitis may really be of scarlatinal origin without any sea rlat ini form rash having 
been observed upon the skin. One would naturally look for evidence of desquamation, 
sore throat, bald longue, albuminuria, nephritis, perhaps otitis media: but there is no 
doubt that some cases of acute cervical adenitis are really scarlatinal without there having 
been any other sign of this disease except pyrexia and sore throat. A few such cases prove 
rapidly fatal, and they have recently been recorded as examples of acute and fatal sore 
throat corresponding to one form of the angina maligna of the eighteenth century. 

Herbert French . 

SORE TONGUE. (See IVvin in Tin: Tonci k, p. fdM).) 

SORES, PENILE. Sores on the penis may be present on the thin mucous covering 
of the glans or prepuce, or on the cutaneous surface* of the body ol the penis ; they are 
more common in tin* former situation. 

I lecration in the neighbourhood of the* glans penis may be due to : 

1. balanitis 4. Chancre 7. Tuberculous ulceration 

•J. Herpes progenitalis 5. Kpithclioie H. Injury, for example from a 

,'h Soft sore <>. Gummatous ulceration bite. 

1. Balanitis. If inflammatory processes have been allowed to continue beneath the 
prepuce, ulceration and excoriation of the mucous membrane covering the glans penis or 
lining the prepuce will occur, accompanied by a stinking, purulent discharge. Multiple 
shallow ulcers are formed, rapidly coalescing and causing considerable discomfort. The 
prepuce often becomes swollen and (edematous, preventing retraction, so that a condition 
of phimosis occurs, or, if retraction has taken place, the analogous state of paraphimosis, 
almost strangulating the end of the penis and even causing it to become gangrenous. ( are 
must be exercised in diagnosing a simple balanitis from one accompanying acute gonorrhoeal 
urethrit is or an underlying syphilitic or soft chancre. iLli an acute urethritis there wall 
be a history of infection, pain along the course of the urethra during micturition, and 
perhaps chordee ; the intracellular gonococcus may be identified in a stained smear of 
the discharge. 

If a chancre exisfs under the swollen phimosed prepuce* there is often a tender spot 
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about tilt* corona or at the fnenum. With a soft sore, consecutive sores may appear about 
the orifice of the prepuce, wliiist the inguinal glands art* much mmv likely to be inflamed 
or to suppurate than with simple balanitis. A syphilitic chancre obscured by a phimosis 
can usually be felt distinctly under the skin, and causes a comparatively small amount 
of discharge, whilst the inguinal elands become enlarged but do not suppurate. The history 
of the date of infection, Wassermann's reaction, or the subsequent appearance of secondary 
symptoms, will help materially in diagnosis. Spiroeluctcs may be found in the discharge. 

A form of balanitis which is frequently \’ery obstinate to treatment may occur in 
patients the subjects of gout or diabetes mcllitus. 

2. Herpes Progenitalis. — Herpes may attack the genital organs as part of a herpes 
zoster in which the cutaneous eruption depends upon some lesion of the central nervous 
system, or as a local affection, the so-called catarrhal herpes. The disease begins as a 
patch of erythema on the inner surface of the prepuce or on the elans penis, followed by 
vesicles and pustules ; the latter become rubbed by the clothes, and form small ulcers. 
Herpes of the genital organs tends to recur, so that a previous history of a similar attack 
is often forthcoming. If seen during the vesicular stage no difficulty will be met with in 
the diagnosis ; but if suppuration has followed, it must be diagnosed from a venereal sore. 
Soft chancres are usually deeper, with marked edges : their base is sloughing, and they 
are usually accompanied by a bubo, which is exceptional with herpes. A syphilitic chancre 
is usually single, indurated, and raised, and is accompanied by the typical multiple, discrete, 
amygdaloid glands in the inguinal region. It should be remembered that syphilis may 
become inoculated upon a herpetic patch or that herpes may appear in an area previously 
inoculated with the syphilitic virus. 

8. Soft Sores or Chancroids of the penis occur almost invariably from infection during 
sexual connection. The incubation period is short, a vesicle occurs in two days, and this 
breaks down rapidly to form a rounded or oval ulcer with sharply defined edges and a 
yellowish sloughing base. Tin* ulcers appear usually on the mucous surface of the glans, 
frsenum, or corona, and arc most often multiple, direct inoculation occurring from an ulcer 
to the contiguous part. They may cause rapid destruction of tissue, perforating the 
fraenum or spreading over the surface of the glans. The soft sore must be differentiated 
from others occurring on the glans, and above all from a syphilitic chancre. At the same 
time it must be remembered that besides the infection with chancroid, a simultaneous 
infection with syphilis may have taken place, so that a soft sore may ultimately become 
indurated and assume the character of a primary syphilitic lesion. The chancroids arc* 
multiple, arc accompanied by a good deal of thin, purulent discharge, and by a painful 
swelling of the inguinal glands, usually of one* side, which have a marked tendency to 
suppurate. On the other hand, a syphilitic chancre is nearly always single, is raised and 
indurated, has little discharge, and is accompanied by enlarged, but firm and indolent, 
glands in both inguinal regions; the incubation period of a syphilitic chancre is from 
■ nty-one to twenty-eight days. The multiple ulcerations caused by herpes are more 
• perficial, and rarely cause a bubo. 

4. Chancre the initial lesion of syphilis generally appears on the penis, and is most 
common in the neighbourhood of the fnenum or coronary sulcus. A chancre appears 
about twenty-five days after infection, as a reddened patch, which becomes raised above 
the surface of the mucous membrane, with distinctly indurated margins. The central 
part breaks down into an ulcer, discharging a thin, purulent fluid, and at the same time 
the inguinal glands of both sides become palpable, slightly enlarged, but discrete, and with 
no tendency to suppurate. The chancre increases but slowly in size, or may occasionally 
become smaller without any treatment, and after a further lapse of from four to six 
weeks the typical secondary symptoms make their appearance ; namely, a roseolar rash 
(Fig. d8.‘{, p. 478) on the chest, abdomen, face, and thighs, general adenitis, and mucous 
patches about the faucial pillars and tonsils. 'idle diagnosis of the primary lesion of 
syphilis frequently presents no difficulties, the indurated character of the sore, the date 
of its appearance after infection, and the presence of firm, indurated glands in the inguinal 
region, being distinctive. In other cases the character of the sore is by no means distinc- 
tive, and it is necessary to differentiate it from other lesions of the penis, ( arcl'ul search 
must be made for the Spiroclarta pallida in the serum expressed from the sore for definite 
evidence of syphilis, but too much reliance should not be placed on a negative Wasscrinann 
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reaction in the early stage ol the <lisease. It the* sore he syphilitic, the se*ce>ndarv mani- 
festations ot the disease* will follow, provided that the* doubtful ulcer is not treated as a 
chancre. Thus, in any ease in which syphilis is suspected, hut not wholly certain, it is 
advisable to withhold any specific treatment for syphilis until such time as secondary 
symptoms appear, so that a patient may not he condemned to the lengthy process of 
treatment for syphilis until the diamonds is absolutely certain. 

A chancre may he simulated by an inflamed soft sore, especially if the latte r has under- 
gone* cauterization. Soft sores are. however, freque ntly multiple, appear within a fc*w 
days of infection, and are accompanied by painful enlargement of the* inguinal lymphatic 
elands, which are particularly prone to suppurate. It must not be* forgotten that a double 
infection may have occurred, so that a soft sore* may show little* inclination to heal or. 
Incoming indurated, may present the features of a chancre after about three* weeks, 
followed lateT by the* symptoms of e*e,nst it ut ional svphilis. 

Kpithclioma of the* penis in the early stage* may be e*emfuse*el with syphilitic* ehanere. 
In epithelioma the re* is no history* e,f infeetion : it occurs only in e lde rly patients, and there* 
is frecpicntly a greater destruction < »f tissue* than in syphilis. The inguinal elands are* not 
enlarge d until the* sore* has been pre sent for some we e ks, and there are* no secondary lesions 
such as the* faucial ulceration and cutaneous rash. If any doubt e xists, a small pie*c*e may 
be* re moved from the* edge* e,f the* ulce r for microscopical examination. 

Pe rhaps the* greatest difliculty in the* diagnosis of a e*hane*re* is e*xpe*rie*ne*cd when the* 
latter is hidden beneath an inflamed and phimosed prepuce, There is a purulent anel foul 
discharge from beneath the* (edematous and swollen prepue*e : the* inguinal glands are 
enlarged Imin the* associated se psis. If a chancre is present, it can frecpicntly' be* felt as 
an indurated area under the* prepuce, whilst if’ it has been present for some* time*, the* 
secondary lesions of sy philis may be prese nt. If any doubt e xists in an elderly patient 
as to whether an indurated subpreput ial area be* an early epithelioma or a syphilitic se,re. 
the p re * | nice* should be* split up along the* dorsal aspect under anast he*sia. the* ulceration 
inspected, and a small pie*e*e* submitted to microscopical e xamination if neeessarv. 

.7. Kpithclioma (sepiumous-ce*llcd carcinoma) is the* most eeunmon form e,f malignant 
growth of the* penis. It arises me,st fmpicntly from the* inner aspect e,f the* prepuce, e »r 
from the nmeoiis me-mbrane of the* glans. as a small, raised ule*e*r. with friable*, irregular 
edge*s. It is rarely present before* the* age* of forty , and fmpicntly eieeurs on the site of 
pre vious ulceration or long-standing irritation. An epitheliomatous ule*e*r increases in 
si/e* gradually in spite* of v arious forms of t reutment . and with it is fmpicntly assei<»iatcd 
glandular enlargement in the* inguinal area. At first the* glands may be e*nJargcel from 
se-ptie* infection, but later from malignant infiltration. An epitheliomatous ule*e*r may' 
in some* eases be* confused with a chancre : hut the triable, irregular eeiges e>f the former, 
the* liability to bleed, and the gradual progressive increase in size* in spite* of treatment in 
an elderly patient, should give* rise* to grave* suspicion of malignant disease. Microscopical 
examination of a small piece* removed from the* edge* of the* ulce*r will give* direct evidence 
e,f epithelioma. 

Gummatous Ulceration e »f the penis occurs t»ccaxionally. resulting from the elisin 
tegration of a small gumma of the* glans or pre*pue*e. f‘re*epie*ntly in the* position of an old 
sear. A gumma commences as a small, e le v ated nexlulc. which, if left untreated, se>fte*ns 
and discharge’s its contents, leaving an ulce*r hounde*el by thin edges and witli a yellowish, 
sloughy base*. A gummatous ulecr has he*e*n mistaken for a primary' lesion ol syphilis : 
but the absence* of induration, the history of the* e»nse*t and of a previous infection with 
syphilis, would he points against a chancre. A se*cond infection with syphilis is hv no 
means unknown, especially in those* whe> have* had salvarsan alone in the* treatment ol 
the lirst attack, hut it is rare*. Occasionally the* hast* of a gummatous ule*e*r proliferates 
into a papillary tumour and has given rise* to a suspicion ol* carcinoma; the eliagnosis 
will lx* confirmed by the* be*iiav iour ed’ the* le*sion uneh*r potassium iodide*, when a tertiary 
syphilitic affection will cie*ar up rapidly. 

7. Tuberculous or Lupoid Ulceration of the* penis is rare, and is generally associated 
with advanced tuberculous infiltration elsewhere. Tuberculous ulcers are usually shallow, 
with thin ove rhanging edges, painful, and multiple*. The* infection has resulted lrt>m the 
rite* of infantile* circumcisiem by the* Jewish me*thoel. The diagnosis is clinched by T dis- 
covering tuhcrclc bacilli in lilms made* from the discharge*. II. II. Jocelyn Sican. 
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SORES, PERINEAL. I lceration may lx* present in the perineum as the result of: 

]. Cutaneous intlanunat ions or injury 1. Syphilis 

‘2. ITethrnl fistula* or suppuration a. Kpit heliomn. 

o. Proslat ie suppuration 

1. Cutaneous Inflammation or Injury. An ulcer in the perineum may result from 
direct injfm/ to the area, or from inflammatory infection of the sebaceous or hair follicles 
of the cutaneous covering. An ulcer from these causes may he placed at the centre or 
to one side of the perineum, is movable on the deeper parts, and shows no track into 
which a probe can lx* passed. In women, ulceration of tin* perineal area may he associated 
with gonorrhwal or septic vaginal discharge. It may also arise from severe scratching 
caused by the irritation of such skin inleet ions as tinea ernris or pruritus uni. 

‘2. Urethral Suppurations or Fistula?. ----- During the progress of an acute urethritis a 
glandular follicle frequently becomes infected. The suppurative process leading from 
this in the bulbous urethra may extend towards the perineum and open externally, leaving 
a small fistula which may or may not discharge urine during the act of micturition. In 
a similar manner urinary fistula* may result from inflammatory processes behind a urethral 
stricture, and in an old-standing ease it is not uncommon to find a urinary calculus in tin* 
dilated portion of the urethra behind the stricture. When the urethral suppuration is 
acute and an abscess bursts in the perineum, the diagnosis will be quite obvious, and the 
ordinary treatment for an abscess, in addition to that of the acute urethritis, will usually 
suflice to cure the condition. 

If, however, the perineal wound discharges urine it will be found that this occurs 
as a rule only (luring the act of micturition, as there is no interference with the vesical 
sphincter. In nearly all cases, however, a stricture of the urethra will be found, though 
not necessarily one of sullieicnt decree to cause severe interference with micturition. 
Kndoscopic examination will show the presence of a urethral stricture, whilst behind it 
can be seen frequently the sloughy granulations denoting the position of the urethral 
opening of the fistula. Occasionally urine drains from a perineal fistula continuously, 
and not only during the act of micturition. In these cases there is constant soaking of 
the perineal skin, and frequently excoriation. That urine should leak constantly from 
the fistula denotes interference with the* vesical sphincter, cither by dilatation behind a 
tight urethral stricture, by the presence of a calculus in the prostatic or membranous 
urethra, or by actual division of the vesical sphincter following some operation, such as 
perineal prostatectomy or perineal lithotomy. 

Diseases of the Prostate. An abscess or tuberculous focus in the prostate may 
occasionally discharge in the perineum, and remain as a sinus. An abscess in the prostate 
arises practically always from some infection in the posterior urethra, from venereal causes, 
or after septic instrumentation. It is accompanied by urethral discharge, or there is a 
torv of a recent infection, whilst per rectum the prostate may be felt to be inflamed. 

’ scarred from the shrinkage of tin* abscess cavity. 

When a tuberculous cavity in the prostate opens in the perineum there is advanced 
tuberculous disease, so that little difficulty will be found in arriving at a diagnosis. A 
tuberculous prostate is very rarely a primary condition, but in most eases is secondary 
to disease in the testis or bladder, so that examination of these organs will in nearly all 
cases give evidence of tuberculous disease and indicate the nature of the perineal fistula. 
Palpation of the prostate per rectum may reveal the rounded nodular deposit of tubercle 
in the gland. 

I. Syphilis may cause ulceration on the perineum either as a chancre or as mucous 
tubercles. A chancre at this site is rare. It forms a small ulcer with slightly indurated 
borders, indolent in character, and accompanied by slight enlargement, of the inguinal 
lymphatic glands. A chancre of the skin does not possess the usual features of a genital 
chancre, and is not usually diagnosed with certainty until the secondary lesions of syphilis 
become apparent ; but an ulcer with raised, infiltrated edges, which shows no tendency 
to heal under aseptic precautions, should always give rise to a suspicion of syphilis. The 
Spirochcvta pallida may be looked for, and Wasserniann's serum test tried. 

Condf/fomata may be present, about the perineum in association with active syphilis. 
They may extend from the anal or vulval orifice, and form oval or rounded, flat-topped. 
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sessile masses, covered by macerated, greyish (‘pit helium, or they may he ulcerated on 
the surlacc. The accompanying si^ris of syphilis will indicate the* diagnosis. 

a. Epithelioma tous Ulceration of the perineum is practically seen only as a direct 
spread of a growth of the anus or vulval area, when the diagnosis presents no diltieulty. 
An epithelioma may develop in the sear of some former cutaneous affection, in which ease 
an ulceration may exist showing the usual characteristics of a cutaneous epithelioma, 
namely , gradual progressive increase in size, raised, friable edges, and tendency to slight 
ha/morrhages. The inguinal glands may he enlarged early from inflammatory absorption, 
or later by infection with malignant disease. Jn ease of doubt a fragment may be removed 
for microscopical examination. //. Jocchpi Sican. 


SORES, SCROTAL. -Uccration 


1 . New grow t h : I . 

Epit hclioma 
Papilloma 
l-'islula- 
Syphilis 


of the scrotum occurs 

'Test ieular disease : 

1 nllaminatorv 
Tubcmilnus 
Syphilit ie 
( areinoma 


in association with 

Sarcoma 
Kmhiyoma 
Suppurating cysts 
(>. Irritants and corrosives 
such as mustard gas. 


1. New Growth. KpilhcUnma of ///<* scrotum, commonly known as ■ chimney-sweep's 
cancer .or tar-worker s cancer*. is by no means limited to these avocations, but is certainly 
more common in men engaged in work in which they arc exposed to much irritation from 
solid particles or from noxious fumes. lienee the disease is most commonly seen amongst 
chimney-sweeps, employes in gas-works, parallin, tar. and chemical works, and coal-mines, 
and in mule-spinners in the cotton trade. It often begins as a small subcutaneous nodule, 
over which the skin is thinned and adherent : the nodule enlarges slowly, and the thinned 
covering gives way. to form an ulcer with thickened irregular edges and a tendency to 
bleed on slight injury. The ulcerated area extends both radially and into the tissues of 
the scrotum, later involving the testes. The inguinal lymphatic glands become enlarged 
soon after active ulceration commences, at lirst from inflammatory causes, later from 
malignant infiltration. In other eases a scrotal epithelioma begins in a a 'art or papilloma. 
which may have been present for \ cars with only slight increase in growth. These soft 
papillomata an* not unusually the starting-point of malignant change, when they become 
more vascular, whilst the surface epithelium becomes thinned and easily excoriated. A 
small amount of foul discharge* is present, often encrusted into a scab, which on removal 
lea\es an ulcer with indurated, everted edges, with the gradual progress of a cutaneous 
epithelioma. Any ulcer on the scrotum, especially if indurated or readily caused to 
bleed, must be looked upon with extreme suspicion, and when it does not improve with 
ordinary antiseptic medication, should be widely removed without waiting for glandular 
enlargement . 

Epithelioma may occur in the scrotal area as a localized recurrence after removal 
of a malignant growth of the penis or testicle. Knowledge of the previous condition for 
which operation has been performed would give the diagnosis. 

Fistula* may occur in the scrotum and cause ulceration. They are most common in 
association with tuberculous or syphilitic* disease of the* testes, but occasionally they 
occur from urethral extravasation, or burrowing from rectal suppuration. An abscess 
may form and open through tin* scrotal skin from a peri-urethral abscess accompanying 
an acute urethritis or formed by septic infection behind a urethral stricture. In either 
ease a small amount of urine may leak through the* opening during micturition, whilst 
the history of urethral discharge, or of dilliculty in micturition and other symptoms of 
stricture*, will point to the* diagnosis. 

.'I. Syphilis of the Scrotum may lu* present c ither as a primary chancre or as a mucous 
tube rcle*. A primary chancre in this situation is by no means easy to recognize unless other 
signs of syphilis are* pre sent : but the* presence of a cutaneous sore which doe*s not show 
much inclination to heal under non-mercurial antiseptic dressings should always give a 
suspicion of syphilis. There* is often only slight induration of the ulcer compared with 
that of a penile chancre*, but the* edge* is raised anel of a rolled appearance. The inguinal 
lymphatic* glands are enlarged and discrete, and some live to six weeks after the com- 
mencement of the* ulcer the usual secondary symptoms of syphilis heroine* manifest. 
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J Mucous tubercles may lu* pre*scnt on tin* scrotum, usually on I lie- femoral aspect. They 
may extend directly from the anal area. No difficulty will he met with in the diagnosis, 
as other signs of syphilis are obvious. 

1. Testicular Disease. In some eases extension of disease in the testicle may involve 
the coverings of the scrotum, and may even perforate them to form a scrotal sore. This 
sequence occasionally occurs with : (1 ) A testicular abscess : (-) Tuberculosis of the testis ; 
(tt) (iuniina of tin* testis: (4) Carcinoma of the testis: (.7) Sarcoma of t lit* testis: 
(t») Kmhrvoma of the testis. 

A testicular abscess is somewhat uncommon, hut may arise from direct extension from 
the urethra via the vesicuhe srmiualrs and vasa deferent ia or by a ha*matoge*nous infection 
during the eoursi* of a specific fever, such as scarlet fever, mumps, or enterica. It may 
also follow chronic torsio testis. With urethral dise*ase*. the* primary trouble* may he due 
to gonorrheea, or more* frequently to a septic urethritis from the* introduction of infected 
instruments, and is thus not infrequent in erases of prostatic enlargement i i i which the 
patient is passing his own catheter. In eases in which the* infeed ive* process extends from 
the urethra the epididymis is a fleeded first, whilst in the* metastatic eases the body of the* 
testis usually shows the* first sign of enlargement . The-se* acute inflammations of the* testis 
occasionally suppurate, when the* scrotal tunics become inflamed and adherent, whilst 
softening occurs later, and unless surgically rclicve*d the* ahserss opens through the* skim 
leaving an ule*er. and a sinus discharging pus. 

Tuberculosis of the testie/e may oevur as a primary elise*ase* or as a secondary de posit in 
association with tuberculosis elsewhere* in the genito-urinary tract. Testicular tubercle* 
almost always he*gins as a noelule* in the* epididymis, but in the* later progress of the* elise*as<* 
may extenel into the testicle proper. If the* tuberculous nodule progresses rather than 
underge>e*s cure, the* scrotal skin becomes adherent, thinned, and finally perforates!. leaving 
a shalle>vv ulcer with thin, undermined e*dge*s. and discharging thin pus. Occasionally the* 
necrotic tubules of the epididymis fungate through the* opening in the scrotum, appearing 
as a greyish, sloughy projection fre)in the* cutaneous opening the so-called hernia testis.* 

A gumma of the testis causes a swelling in tin body of the testis rather than in the 
epididymis. A gumma which remains unrecognized or untreated may soften and ulcerate 
through the* scrotal skin in a manner similar to tuberculous disease, leaving a clearly - 
defined ulcerated area with sharply-cut margins and a wash-leather-like* sloughy base. 
The gummatous granulation tissue may fungate* through the* scrotal aperture, forming a 
yellowish necrotic mass. 

The diagnosis of these three conditions may produce* some dillieulty in the earlier 
stages (see Syvku.inu, Schotai.. p. «N4N), hut in the* advanced stage now under consideration, 
when an open scrotal seme* is pre*sent. the* diagnosis is easier. The* often imi of a testicular 
abscess on the* scrotum leaves a small sinus discharging pus and accompanied b\ a general 
enlargement e>f the organ. J*ree*cding the rupture* of the* abscess there* is acute* pain in 
'e testicle. with rise e>f tempeTatu re, rigors, and ge*neral signs of suppuration, which are* 
uie*h diminisheel as soon as the* ahse*e*ss is allowed te> hurst. Tliere is e>fte*n a ure thral dis- 
charge, which, however, is often much lessened with the onse*t of the* acute* epididymitis, 
with distinct thickening of the c*< >r< l and aching pain in the* neighbourhood of the* e xte rnal 
abdominal ring, or in metastatic ease*s the abscess occurs during the progress of an acute 
fever. The* general history is one* of acute pain commencing in the* te*stie*le*. with rapid and 
extreme ly tender swelling e>f the* organ, followed by abse*e*ss Ibrmation. 

In tuberculosis of the testis the* progre*ss is much more* gradual. A nodule* may have* 
hee*n present in the* epididymis for some* time*, gradually enlarging, but causing ve ry little* 
pain : in some* eases a nodule* may have be*e*n present for months without any apparent 
change*, and then it may enlarge* rapidly, involve* the* scrotal tunics, and discharge* its 
contents. Hy the time the* disease has reached this stage* it is probable* that e*v ide ne e* of 
tuberculous trouble will he* found in either organs, particularly the* other testis, prostate, 
seminal ve*sie*le*s, or bladder. The affected testicle usually prevsents several nodules in 
the epididymis, tender on pressure, whilst small nodules may also he* felt in the vas 
deferens. 

The opening remaining from the* discharge of a gummatous orchitis is usually a rounded 
ule*er with sharply-cut edges and yellowish base. The whole testis is enlarges!, practically 
painless, and feels heavy. The cord is ne>t thickened, and there is no evidence of disease 
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in 1 1 1 < ‘ other testicle, prostate, or seminal vesicles. There* is probably a history of syphilis, 
and other tertiary syphilitic lesions may be present elsewhere, such as <*nmmatons peri- 
ostitis. Strong e*v ielcncc ol the syphilitic nature of the disease is often obtained l>v the 
result < » t treatment with large* doses of potassium ioelide*. alone* or in combination with 
mercury or with salvarsan, when a minima diminishes in size* with marked rapiditv. It 
should be remarked, however, that te*ste*s which are subsequently remove-el and founel t e » 
contain In rye gummata may show no improvement before* operation even under large 
elose s of iodide s, though the \\ assermann te*st may be* positive. 

A hernial protrusion of neerotie testicular tissue may be* present either with tuber- 
culous elise*ase* or fre>m a gumma. In t uIxTciileesis 1 1 i e * mass is grevish anel nce*re)tie*. dis- 
e*harging thin pus. anel there* will be* e*viele*ne*e* ed t ube*re*ule >ns elise*ase* in the* unele*rlving 
te*stis anel e » t he*r genital entails. TubeTcle* bacilli may be* founel in the* elischarge*. A 
elist ine*t i\ e* feature* ed the* gummatous hernia testis is found in the- appearance* ed‘ the* 
cutancems e>pe*ning : it the* fungating mass be* pushe*el aside* the e>pening in the* se*re>tal skin 
will be* see n tee be* cleanly out anel tee encircle* the* protruding* tissue* tightly. The* fungating 
he*rnia te*stis eel tube re-le* eer syphilis must alsee be* eiiagne»se*el freem edhe*r e*onelit ions pr<>- 
elueing a raise-el tumour een t lie* se*reetum. An epithelioma eef the* scrotum has raised 
be » re 1 e * rs . but the* eeritre* is e*\e*avate*d. and the re* is rare ly any enlargement eef the* testis. A 
slemghing papilloma eel the* semtum may nieere* nearly reproduce* t lie* appe*arane*e*, but tin* 
tumour anel the* skin are* fre*e*ly movable* een the* underlying* testis, whilst in hernia testis 
the* mass is e*< enneet eel with the testicle*, anel the* tubular structure ed' t lie * latter* is often 
apparent een picking up a small fragment eef the* fungating tumeeur. 

A e\e growths eef the* testis sedeleem cause* uleerat ieen eef the* sereetum be*e*ause* thev have* 
generally been removed by operatieai be* lore see kite* a state* is reached ; any varie*tv, 
he»we\e*r. whether carcinoma, sarcoma, eer cmhryoma. may cause Jeee*al rceurre*nee in the 
scar. \n i 1 1 i uleerat am : the diagnosis depends upon histological examination e *i t he * r eef the* 
tumour previously removed. or eef snipping freem (lie* edge ed the re*curre*ne*e*. 

.*). Cysts of the Scrotum. As an exceptional eK*e*urre*ne*e*. a se*ba<*cous cyst max e le*\ e*le >p 
in the* sereetal skin, suppurate*, and le*a\e* an eepen sore*. The* are*as remaining pre*se*nt raiseel 
borders, anel are* easily mistaken leer an early epithelioma. An ae*e*uratc historv eef 
the* pre vious swelling in the skin is of little* assistance* in these* cases, but microscopical 
examination of a pie*ee removed freem the* margin eet the* ulcer will excluele malignancy. 
A suppurating cyst in the* sereetum is meere* uncoinuion than epithelioma. 

(». Mustard gas caused most t reniblesome* ulceration of the* scrotum, as eef other parts, 
during the* war : but the* diagnosis is easy if the* correct history eel exposure tee this e»r some 
eether irritant is available. It. 11. Jocelyn Sicun. 

SPASTICITY. (Se*e* ( -\ii. AuxoH.MM.mKs or, p. did.) 

SPEECH, ABNORMALITIES OF. Abnormalities eef speech arc numerous, varying 
freem complete mutism tee slight de-feet s in art ieulat ieen. and dependent een disturbance's, 
functional eer organic, in some part ed the* complex mechanism which is responsible tor 
the* pre eel net i< en e d‘ intelligible* language*. This artiede* is inte*nele*el tee e*xpe>sc the* hreeael 
principles ley which various ahneermalit ics eel speech can lx* detected anel useel lor the 
purposc-s eel diagnosis ; it eleee s neet embrace a discussion eef tlu* controversial vit*ws which 
are* he*lel concerning their exae*t product ieen. 

The* amount eef inv e st igat ieen re-epiircel lor making a diagnosis in eases eef speech 
abnormality varies within wide limits: great care is called for in examining e*asc*s e>{’ 
aphasia which result from disturbance* in the* function eef the* e*e*rcbral speech centre's eer 
the ir dependent paths of communicul ion ; tlx* defeed ive articulation of a patient suffering 
from cleft palate* nee-els eenly a cennparat ively superficial examination in eerelcr tee arrive* 
at a ceerre*e*t diagnosis. 

It will he* convenient tee consider the* various abnormalities eef spe*e*ch uneler the 
following heads: (1) Mental defects ; |2) Aphasia ; (d) Deuf-mutism ; (4) Dysarthria ; 
(;>) Functional disorders stammerin'*, lullin' u idio!*lossia. 

1. Mental Defects. The acquirement of the power of speech may be delayed in children 
whee are* mentally defective, and in seune forms of idiocy may he suspended altogether. 
Before making a diagnosis of mental deficiency in a child whe> appears te> be dilatory in 
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talking, it is well to remember that the age* at whieh speeeli is acquired is very variable, 
and that tht* delay may be considerable where no mental impairment is present. In such 
eases the diagnosis must depend on a consideration e>l‘ other points in the child's develop- 
ment. Inquiry should be made as to whether he is clean in his habits, whether In* is 
destructive, whether lie plays with toys or with other children in a natural manner, and 
whether he displays abnormally bad temper or irritability. In some eases the delay in 
speaking may be due to a delect, in hearing which has been unsuspected by the parents. 
This point is especially apt to arise in respect to children who have begun to talk at the 
normal age, and who have lost what little they had learned of the art as the sequel of some 
acute illness. 

In adults loss of speech may be due to many forms of mental deficiency of a temporary 
or permanent nature. A familiar example of temporary loss of speech is that degree of 
alcoholic intoxication to which the term * speechless ' is vulgarly applied. Similarly, the 
intoxication of the higher mental faculties associated with organic poisons, such as those of 
pneumonia or typhoid fewer, may be responsible for temporary loss of speech. Complete 
mutism due to disease of the higher intelleetual centres is common in various forms of 
dementia, and is proved to be no aphasic delect by the sudden and complete restoration 
of speech which may take place after months or even years of silence. The specehlcssness 
of a melancholic patient or of one who is suffering from paralytic dementia is further 
differentiated from true aphasia by the fact that the latter is associated with attempts 
at communication, while the former is not. On the other hand, general paralysis of the 
insane is a disease in which temporary aphasia is by no means uncommon, especially in 
connection with the transient hemiplegia following ‘congestive* attacks. 

2. Aphasia. A delinition of aphasia is dilhcult to supply in a few words. The term 
is used to denote that loss of speech which docs not depend on mental deficiency, nor upon 
paralysis of the motor mechanism of articulation. Such a negative description requires, 
however, some modification, because aphasia is frequently associated with some impair- 
ment of intelligence resulting from 
disturbance of internal language, 
which plays an important part in 
all intellect ual processes, and any 
lesion of the cerebral centres con- 
nected with it must necessarily 
interfere with the higher mental 
activities. This is particularly the 
ease in what is called sensory 
aphasia, that variety which depends 
upon a lesion of the auditory and 
visual word centres situated in the 
cortex near the posterior part of the 
left Sylvian fissure of the brain. 

In right-handed persons the chid speech centres are placed in the left cerebral hemi- 
sphere ( (>02). and it is customary to consider them as being three in number, 'flu* 
posterior part, of the first temporal convolution is regarded as the area in which the auditory 
memories ol spoken words arc ston'd and recalled. It plavs an important part in the 
development of speech, because it is largely through the sense of hearing that the child 
lirst learns to associate objects with their names and expressions with their meaning. The 
cortex in the angular gyrus has a similar special function in regard to the storage of visual 
word memories, a function which bears the same relationship to written language as the 
auditory word centre has to spoken language. These two portions of the cortex constitute 
tile sensory speech centres. A third important centre is called the motor, or, better, t he 
glosso-kina'sthetie centre', and this is located in Ilmen's area, or the posterior part ol 
the third liontal convolution. Jil this situation are* stored me'inorie's of alfe-renl impulse's 
excited by the motor activities employed in speech. I nless this centre' is intae*t the* 
conversiem e>f internal into external language' is imperfect e>r impossible. In the' opinion 
of some authorities the re- is a similar ehe iio-kina st he tie* e*e nt re in the- posterior part of the- 
lelt se*eonei t mnta.1 convolution, whie*h plays a part in ce>nnce*tion with written language- 
comparable to the* part played by Jlroca s area in relation to spoken language'. 
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With these physiological and anatomical data as a basis, we can pnneed to consider 
the chid varieties <>l aphasia and the points in their differential diagnosis. Before doing 
so. it is well to sound a note ol warning with regard to the complications which are con- 
stantly heifUi, met with by the clinician in attempting to analyse eases of aphasia. In the 
lirst place, a diagrammatic anatomical definition of the cerebral centres is liable to give* 
a w ron Li impression. These* centres are more diffuse in their i’unetioii than they appear 
to be on a map of the brain, and they are much more interdependent than their topography 
would slimiest, (ommuniea t ini: nervous tracts bind tliem together in such a way that 
a destructive lesion of one must necessarily upset the function of another, and so modify 
the clinical picture of any particular ease profoundly. Aphasia is. in most instances, the 
result of a vascular lesion, and all the centres referred to lit* in the area supplied by one 
artery the middle cerebral. ( onse< juent ly even when the main brunt of a vascular 
disturbance falls on one of the special speech centres, the others may also suffer more or 
less, temporarily or permanently, from disturbances of nut rit inn. In any ease of aphasia, 
therefore, we may have to be satisfied if we can arrive* at a conclusion as to the site* of the 
chief defect, without beim» able to define the exact limits of the loss or impairment of 
cerebral function. Again. due allowance must he* made for the* fact that the* right cerebral 
he*misphe*r<* may graelually aeejuire* some* e I < * re *e * e > f* speech aetivitv. cspcciallv in eases of 
aphasia eiecurring during the* earlie r years of life*, and may t<*nel to replace the le>ss caused 
b\ the* delect i\ <• action <d the* left. 

WOnf-fteafncss is the* result either of a lesion e>f the* auditory wore! e*e*ntrc in the* 
temporal cortex. or e»f one* which isolates that ce*ntre* from the* pe*riphery that is te> say, 
of a sub-eort ieal lesion cut t ini' edi the* centre from auditory impulses. In e*ithe*r case* the 
patie nt who is we inl-de af is unable* to recognize the* meaning ed* spoken language. although 
he* may he ar perfectly 1 1 »e * sounds by which it is eonve*yecl. Jb* fYtils to understand anything 
whieh is said to him. anel eloe s not e»be*y simple* e'ennmands se> long as they are* not accom- 
panieel by gesture's surest ive e»f their meaning. II the* visual wore! centre has ne>t be*e*n 
affected at the same* time*, he* will still be* able* to re*ae! anel to understand what is written. 
He will elepend upon writing anel reading for his means of communication with eithers. 

I he* amount of inte rfere nce* with spontaneous speeeh will ele*pe*nel upon whether the* Psion 
is eeirtical or sub-eort ie*al. If the* latte r the* integrity of the auetitory weird centre preserves 
inte rnal spee*e*h. anel so pe rmits the* pat ie*nt to speak spontaneously with fluency and probably 
with aecurae-v. and his power ed' writing will be* equally unimpaired. When the cortical 
e*entre* is it self dest reived, internal language* is thoroughly disorganized. anel although some* 
spontaneous speeeh may be* possible .it is certain te> be* more e >r le*ss unintelligible. Accorel- 
ing to the* e xtent ed the* lesion it will vary let ween a speech containing inaeeuraeies of 
minor importanec and one* whieh is a jargon ine*apahle of interpretation. Charaeter’stie 
e d t liis eleTect is the* fact that the* patient himself does neit appreciate the* mistakes he makes, 
llis writte n language* is like ly to he* more* accurate and more* intelligible than his spoken 
language*. but it will probably ned reach a very high standard. He* may copy with accuracy, 
hut he* epiite* unahle* to write* from dictation. Such are* the* usual ehie*f attribute's ot 
w e>id-de*afne*ss in its pure lorm. ( liuically, we>rel-ele*afne*ss is usually accompanied by 
word-ldinetness, t < » a greater or less extent. 

\loni-bli>ttlnrss % or Ifcjiti. is pnduecd by a lesion eif the le*ft angular gyrus, anel may 
or may not he* aecompanied by a de*fe*e*t in the* liedd of vision. As in the ease of weird - 
ete*afness, it mav re*sult from a e*eu*tie*al or freun a sub-eort ieal le*siem. anel it is in association 
with the* latter class ed e*ase* that 1 1 i.mi anocsi a (p. .*177) is meist common. In cortical weird- 
blinelncss the* patie nt is unable* to read, although lie* se*e*s the* letters clearly anel may cve*n 
he able* tee copy tliem in the* same* way as a chi lei copies letters when learning the alphabet. 
Writing conve*vs no meaning to his mind, although in the* less seve*re* cases the* patient may 
still recognize familiar wends, such as his name*. Then* are*, in tae*t, varying degrees ol 
weud-blindne*ss, senne* e>f whie*h are* elifhe*ult t e > nnelerstand and te> analyse*. The vvorel-blinel 
patient sutlers in his spontane*ous spe*eeh te> a gre*ate*r or less extent according te> whether 
he* use*s his visual e>r his auditory memories ehielly in the* process of internal language. 
Shemlel he* he* a ‘visual' his spontaneous speech will suffer muedi more than if he is an 
‘ audit i ve* '. The* terms ‘visual* and ‘auelitive** art* use*el to distinguish twe> elasse*s e>t 
persons, the lirst ele*pe*nding meire eui the*ir visual memories of words and the* second more* 
eni their auditors* memories e»f wonts in the eenirse of reviving them f*e>r the purposes ed' 
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inteunal thought and speech. Spontaneous writing is likely to hr lost completely, hut 
writing from dictation may hr carried out with more or less accuracy. In word-blindness 
due to a sub-cortical lesion, although hemianopsia is almost certain to be present, spon- 
taneous speech and spontaneous writing art 1 preserved perfectly, although the power ol 
reading and of copying hand-written sentences into printed capitals is entirely in abeyance. 

When word-blindness and word-deafness co-exist the condition is called senstnq aphasia* 
and is one to which some authorities believe* that the term aphasia should be limited. It 
is. however, usual to describe a motor aphasia which may be dependent upon a cortical 
or sub-cortical lesion. 

('orfical motor aphasia results from a destructive lesion of Broca s area, the part ol 
the corte x which stores memories of the* affe rent impulse's e*xe*ited by spee*ch, and in which 
sue*h memories must be* icvived if spontaneous spe*e*ch is to be carried out pe rfectly. This 
form of motor aphasia may be* present without any paralysis, but it is usually accompanied 
by some* disturbances of internal speech, and perhaps eve n by some defective unde rstanding 
of spoken and written language*. which, however, never amounts to true sensory aphasia. 

Much more common is the* sub-cortical motor aphasia* which is due to a le sion cut t inn 
off Hroea s e*ortie*al are*a from the* motor mechanism connect eel with articulation. In this 
form intellectual proeesses and internal language* may be* perfectly intact, but in most 
cases the inability to speak is associated with right hemiplegia in right -handed persons, 
or with left hemiplegia in left-handed individuals. The imperfect speech ol the patient 
who is partly aphasic from a sub-cortical motor lesion may re*scmbl<* to some e*xtent that 
of the* patient who is word-deaf: but the former is conscious ol his mistake's and the* latter 
is ne)t. Sub-ce>rtie*al motor aphasia may perhaps be- de*scribe*d better as an articulatory 
rather than a speech defect : as an anarthria rathe r than an aphasia. All the- attribute’s 
for speech are preserved, but its emission is impossible. 

Agraphia re*sults usually from a le*sion e>f the* visual wore l-ecnt re*, or perhaps in cane* 
cases from a le*sie>n of the* posterior part <»f the* left second Irontal coin < But ion. In the* 
forme*r e*ase* the* pe>we*r of writing may be* lost, although there* is n<> paralysis ot the* arm 
eu* band. In the* latte*r e*ase* the* agraphia is usually assoe*iated with right heuniplegia. and 
in order to te*st whether the* pe>we*r of communicating thoughts by written language is 
prcser\e*d, the* patient must be* aske*el to use* the* le ft hand for the* purpose. The re* is some 
eloubt as to wlu*tlu*r pure* motor agraphia occurs. and some* eloubt as t < » the- lesion upon 
whie*h it mav ele*pe*nel. I have* had experienec of the* e*hnie*al oecimvncc ol pure* motor 
agraphia without being able* t < > e*om*late* the* phenomenon with its anatomical basis. 

We* have now consideucd the* various forms of aphasia and have* indicated the ir points 
of distinction. This will se rve* as a basis feu* diagnosing the* site* of the* le sion responsible 
feu* the* speech defeed, but the* nature* e>f the* lesion must be* determined from ot her considera- 
tions. Vascular le*sie>ns. for instance, are* usually acute in their onset, suelele n in the* ease* 
of embolism . le*ss precipitate as a rule in e*ase*s ed' furmorrhage or thrombosis. With cerebral 
tamour eu* abscess the* onset of symptoms is more* gradual, and local trembles such as that 
aphasia are* generally accompanied or pree*e*ele*el by the* symptoms of increased intra- 
mial pressure* in the* form of headache, vomiting, and optie* neuritis. Hut aphasia is 
not always the* re*sult of a gross and permanent lesion. 'Transitory aphasia mav be* 
obse rved in the* scejued of cpile pt iform conv ulsions, eu* may be* in itse lf an epileptic equivalent 
a form of petit mal in an epileptic subject. Temporary aphasia oecurs also in connection 
with migraine* and I have* known it t e » occur at intervals during a period of thirty ye*ars 
in a woman who was perfectly healthy in every respect, and who showed no other 
symptoms suggestive* of cither epilepsy eu* migraine*. 

d. Deaf-mutism. 'The* diagnosis de*pe*nels upon the* e vents observed as the* child t>rows 
up: the* e*oii<iit ie»n is either e*ongcnital, or the* e fleet of ear disease and deafness ae*epiire*el in 
infancy. 

f. Dysarthria, e»r in its extreme* form ' anarthria' , is the* te rm used to describe* ele fect H e- 
art iculatiem as opposed to defective* speech. Articulation is carried on hv ce*rtain muscle*s 
e>f the larynx, pharynx, palate*. tongue*, and lips which are* innervated by the* bulbar nuclei, 
and the* latte r are* set i nt e » actiem by voluntary impulse's coming from the* motor e*orte*x of 
both cerebral hemispheres via the* pyramidal trae*ts. 'The* articulatory movements, t lu re - 
lore*. are* represented bilaterally in the* brain, and, like* other bilate rally rcprc*scnte*el move- 
ments of the body, arc not disorganized by unilateral lesions of the* pyramidal system. 
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Thus, in eases ed' hemiplegia without aphasia, there is little or no defect in articulation, 
and the examination of such a patient shows that both vocal cords, both sides of the 
palate, and the tongue, retain their power of voluntary movement almost, if not quite, 
to perfection. 

Suprabulbar dpsarthria is induced, however, in eases of double hemiplegia when the 
fibres from both hemispheres to the bulbar nuclei are interfered with by destructive lesions. 
When a right -side*el stroke is followed by a left -sided stroke*, or when double* hemiplegia 
results from a lesion in tin* pons, dysarthria results. In such ease's the power of speech 
mav be* pe*rfe*e*t, but the* ability to articulate* naturally and clearly is disturbed. The patient 
is not aphasie* but elysarthric. Articulation is usually slow, spastic, and indistinct, if it 
is not altogether unintelligible*. These* cases are differentiated from e*ase*s ed' dysarthria 
due* t e > le*sie ms < » f* the* bulbar nuclei or of the* e*ranial nerves, not only by t tit* prcse*ncc of 
other hemiplegic signs in the* limbs anel trunk, but by the* fact that the* teinguc retains 
its shape*, nutrition, anel norinal electrical reactions, anel the* palate* its natural re*lle*x. This 
e'onelition n\' pseudo-bulbar pulsp , as it is se>me*times e*alle*el, is furthe*r distinguished by facial 
starchiness or spasticity, and by the* patient's inability to coiit rol the* expression e>f his 
e*mot i < >i 1 s . 

Dysarthria ed’ similar origin, but generally e »f less degree, may be* eibscrvcd in eases 
e >f general paralpsis of the insane , in eerebrul diplegia , anel in disseminated sclerosis. In the* 
latte*r disease* the* te*rm 'staccato' or 'scanning' is applie*d te> describe the* articulatory 
elefect. Some* cases of Friedreich' s aluj'p e xhibit a form of articulation which is slow' and 
j e * r k v , not unlike* that ed’ eiisseminateel se*le*re >sis. Pmbably some* degree of inco-ordination 
ente rs into the* production of this peculiar utterance*. In all these* diseases the* diagnosis 
ed’ the* ceuidition ele*pe*nels upon the* pre*se*ne*e* e » f ot he*r symptoms anel physical signs, anel can 
rarely be* decluceel from the* art ie*ulat ieui alone. 

Dysarthria also arise s freun disease* ed’ the* bulbar nuclei, or ed’ the nerves arising from 
the* latte r which supply the* muscles of the* larynx, pharynx, tongue, and 1 ips. In true 
bulbar ptdsfp which is a elise*as<* depending eui a slow ly preigrcssive* degeneration ol the*se 
motor nuele*i. art ieulat < > r\ <le*fe*e*ts are* often among the* e*arliest symptoms. r I'lie* diagnosis 
<d these* ease's is base*el on the* fact that the* symptoms begin insieliously and progress 
gradually. that the* paresis affects the* muscle's of both side's more* or le*ss symme*trically, 
and that it is an atrophic form <d paralysis. The* atrophy is seen lest in the* teinguc musele*s, 
and is usually associated with a certain amount e »f librillat ion, anel with diminutiem ol their 
elect rival e*xe*it abilit v. 'The* palatal re*lle*x is also impaire*el, anel e*xamination ed the veical 
eorels shows that they too are* the* seat ed a progressive palsy. The* dysarthria is always 
accompanied, sooner <»r later, by senne* decree* e > 1 dysphagia, anel also by seune* weakness 
anel atrophy of the* muse*le*s of mast ie*at ion. Atrophic palsy may alse> be* obs<*rve*et in the 
small muscles ed’ the* hanels. anel there* is a tendency to exaggerat ion of all the tendon reflexes 
in the* limbs. A similar clinical picture mav develop in eases of gross elisease* erf the bulb, 
elue* e ithe r t e > lecal softening or lurmorrhugc, e>r in rarer e*ase*s to the gradual growth ot a 
tumour in that region. Sue*h e*ase*s can be* dille*re*nt inted Ire nil true* bulbar palsy, partly 
bv the* more* ae*ute* euise*t ed* symptoms in the* e*ase* ot the* vascular lesions , anel partly by the 
asymmetrical elist rihut ieui ed* the* muse*ula atrophy anel paresis whe*n a tumour lorms the 
basis e » f the* <lise*ase*. ( iummatous meningitis at the* base* ed the* brain mav involve the* cranial 
nerves close te> t he* i r e*xit freun the* bulb, anel se> preieluee* a dysarthria e if a somewhat. similar 
ediuraed it. When tumeuir e>r meningitis is the* cause* ol dysarthria, sympteuns ol increased 
intracranial pressure are likely to lie observed. 

Aned her form ed bulbar palsy is seen in eases ol mpasthen ia gravis. In this condition 
there* is little* or no atrophy ed* the articulatory muscles, although some* thinning of the 
tongue* is observeel sennet imes. The* elist inguishing charaeterist ies e >1 this dysartlnia art 
first ed* all its marked variability, anel secondly the effect produced by fatigue. A myasthenic 
patient may begin a eemyersat ion. or may begin to read aloud from a book, without showing 
much eliflieultv in his utterance, but, as he* progresses, his articulation bice imes moie and 
more* defect ive* and more* diflicult to unde*rstand. I sually the palate tails quickly, and 
a nasal epiality is given to the* voice. If he* is asked to repeat the word rub many times, 
the* terminal b' becomes an in*, and he ends by saying rum* instead ed* ‘rub'. Most 
eases of myasthenia gravis exhibit similar fatigue phenomena in relation to other parts 
of the musculature* (see Fig. 2 15, p. 291), and in particular showing varying degrees of 
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ocular palsy, which, like the dysarthria, is at one time more marked than at another, and 
is much influenced by rest and exercise. 

Some articulatory defect is produced by bilateral peripheral palsy < >1 the palate, which 
most often results from the effects of the diphtheria poison. The voice is nasal, and the 
pronunciation of certain consonants becomes impossible. ‘IF becomes *m\ *d' becomes 
‘n \ and ‘k' sounds like ‘ng\ 

Bilateral facial palsy interferes with that part of articulation which depends upon 
the labial muscles, and so renders speech indistinct, although not unintelligible. Facial 
palsy of this kind (Fig. 4(>t. p. (>().*}) is met with in some cases of peripheral neuritis and 
also in some eases of myopathy, especially that form to which the name Landouzy-I )cjcrine 
is applied. 

Unilateral bulbar jmlsif may exist without much interference with articulation or 
phonation. There may be considerable palsy of one vocal eon! due to a lesion of oik* 
recurrent larygncal nerve, without a recognizable alteration in the character of the voice. 
A bilateral laryngeal palsy, when complete, leads to aphonia. Similarly, unilateral palsy 
of the palate or of one half of the tongue may exist without articulatory defect, especially 
after the patient has become accustomed to the altered conditions. 

5. Functional Disorders of Speech. In cases of hysteria a functional aphonia is by 
no means uncommon, and in many cases can be distinguished from aphonia due to organic 
disease only by an examination of the larynx. Hysterical aphonia may Ik* complete: 
in other eases the voice is reduced to a whisper, and yet the patient is able to adduct the 
cords properly in coughing. This is sometimes a recurrent malady, and the suddenness 
of its onset, as well as the suddenness with which it is often cured, are characteristic. 

Stammering is another type of functional dysarthria, and presents a large variety of 
forms. There is little difficulty in their recognition, because in all cases when oner the 
articulatory flow is established the utterance is perfectly normal. The difficulty generally 
arises either in commencing a word or a sentence, or in connection with certain consonants. 
Some of the cases depend on an initial spasm of the articulatory muscles, and others upon 
an inoo-ordination between the action of the respiratory muscles, especially the diaphragm, 
and those which have to do with phonation and articulation. Tin* complete absence of 
physical signs of disease, and the history of the ease, make the diagnosis easy. On the 
other hand, stammering is occasionally an early symptom of progressive degenerative 
conditions of the central nervous system, especially of general paralysis of the insane. 

The term 'lulling' is applied to a defective* form of articulation met with chiefly in 
persons who are more or less mentally feeble. It is characterized by what appears to Ik* 
an imperfect pronunciation of certain consonants. In more severe cases one consonant 
is consistently replaced by another, such as *r' by *w'. These mistakes in pronunciation 
arc* common enough in normal children when learning to speak, but the endurance of the 
' b‘ef alter the learning age is passed generally indicates some permanent mental defi- 

y. A temporary perversion of speech is seen occasionally in children before they 
i< on tlie proper use of language. They may talk glibly and fluently in a language which 
they appear to understand themselves but which is unintelligible to their neighbours. In 
this condition, to which the term ' idioglossia' is generally given, the prognosis may be* 
regarded as favourable. A. h'arauhur Buzzard. 

SPINAL CURVATURE. (See (Vhvati UK, SeiNAL, J). 1111.) 

SPLEEN, ENLARGEMENT OF THE. 

The Physical Signs of Enlargement of the Spleen. If the* organ is enlarged only 
slightly or moderately there is no alteration in t lie* size or shape* of the abdomen ; if it is 
enlarged considerably or enormously the abdomen may be* much distended, and at a first 
glance* this distention may appear to be* uniform, as though due to ascites, ( loser inspection 
may show that it is by no means uniform, there being distinct bulging of the* left side*, 
especially in the left hypochondrium, the le ft lumbar, and the* left half of the umbilical 
regions. The* inner border of the spleen may be tilted forward in some* cases so that a 
distinct edge or ridge* may be* seen pushing the abdominal wall forward, this ridge running 
downwards and inwards from the left costal margin near the anterior axillary line towards 
the umbilicus ; in a few erases a distinct notch can be seen in this edge or ridge. When 
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the patient takes a deep hrratli, the prominence may he seen to move distinctly downwards, 
thoui;h ,,< ‘ < " ls i<>intlly the spleen may he so enormously enlarged that its lower end heeomes 
impacted in the pelvis, when no downward movement is possible. 

Palpation is tlic best. means of detect ing splenic enlargement. If the organ is but 
little enlarged it may not lx* felt until the observer, standing upon the left-hand side of 
the recumbent patient, and supporting the lower left rihs posteriorly with his right hand, 
steadily hut firmly presses the lingers of his left hand under the left eostal margin just in 
front of the anterior axillary line : when the patient now takes a deep breath, a definite 
sense of increased resistance may reveal splenic enlargement when the organ is comparatively 
soft, as in many cases of typhoid fever for example, or a hard mass with a distinct edge 
may lx* felt in more obvious eases. When the enlargement is moderate or considerable, 
the splenic tumour will be felt coming down from beneath tlx* left ribs close behind the 
abdominal wall ; and unless there is a very large* liver at tlx* same time, or some other 
cause preventing tlx* viscus from following its natural direction as it enlarges, it tends to 
reach and ultimately cross the middle line at or just below the level of the umbilicus. It 
is generally smooth and firm, and tlx* characteristic notch or notches can be felt in its 
anterior border. Kxcept in those rare eases in which the whole spleen is dislocated it will 
not he possible to insert a hand between it and the left costal margin, or define its upper 
limit by palpation. The lower pole can be felt to move decidedly downwards on inspira- 
tion, unless the enlargement is very great. On bimanual palpation, the loin is not filled 
out as it would be bv a renal tumour, and the mass cannot be pushed back into the loin 
so as to be felt by the posterior hand as readily as it is by the hand on the anterior 
abdominal wall. 

Percussion yields a dull note over the mass, tlx* dullness being directly continuous 
with an increased area of dullness in the thorax extending upwards as high as the seventh 
rib in the mid-axillary line, the sixth rib in the nipple line, or even higher, and including the 
ordinary area of splenic impairment of resonance behind. Percussion of the left loin may 
elicit resonance here, indicating that tlx* colon is not displaced as it would have been by 
a renal tumour ; no intestines can be felt or percussed over the front of the spleen. It is 
sometimes possible to demarcate the spleen by percussion when the patient is lying at full 
length hut with the body turned half over to the right so that the right flank is on the bed 
and the left flank is uppermost ; if lx* then raises his left arm so as to take hold of the top 
bed-rail with his left hand, the observer percusses the lOtli rib, from its vertebral end 
forwards, when it it often possible to determine, by the change of note, where the upper pole 
of the spleen begins : and again, by tlx* change of note further along the l()th rib, the 
situation of the lower splenic pole. 

Auscultation seldom affords much evidence of value in these eases, but sometimes 
when tlx* splenic enlargement is associated with local peritonitis, as in cases of infarction 
for example, a loud rub may lx* heard over the mass when the patient takes a particularly 
deep breath ; sometimes, especially if the enlargement is associated with venous engorge- 
ment, a well-marked continuous humming bruit may be heard. 

Distinction between an Enlarged Spleen and other Tumours which may simulate 
it. An enlarged spleen has to lx* distinguished from other tumours which may arise 
in the left hypochondriac region, especially from: (1) Kidney tumours or perinephric 
inflammation or abscess ; (*J) Suprarenal tumours ; (,‘J) Carcinoma of the splenic flexure 
of tlx* colon : (1) Pancreatic tumours, especially cyst or carcinoma ; (5) Malignant growth 
of the stomach : (<>) Ovarian tumour : (7) Tuberculous peritonitis ; (8) Fa*eal accumula- 
tion in tlx* colon. 

Distinction from a Renal Tumour. It may lx* difficult to distinguish an enlarged 
spleen from a kidney in some cases. Both conditions may cause local prominence or 
bulging of tlx* left side of the abdomen : in the case of splenic enlargement the bulging is 
more forward and inward, whereas in a kidney enlargement the loin is more likely to he 
bulged. No distinct edge or notch can lx* seen or felt in the cast* of most renal enlargements. 
Kithcr tumour may move downwards when the patient takes a deep breath ; but the spleen, 
being in closer contact with tlx* under surface of the diaphragm, moves the more markedly 
of tlx* two. A renal tumour being situated more deeply in the abdomen seldom approxi- 
mates closely to the anterior abdominal wall unless the enlargement is very great, in which 
case the loin will be filled out and feel very firm and resistant on bimanual examination. 
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A renal tumour generally slopes away as it approaches the ribs, so that it is less difficult 
to get one's hand between its upper pole and the eostal margin than is the ease with the 
undisloeated spleen. The eolon may be seen or felt over the anterior surface of a renal 
tumour, which is never the ease with splenic enlargement. : and percussion may yield a 
resonant note in front, or in typical cases a vertical band of colonic resonance down the 
centre of an otherwise dull mass, the loin posteriorly being dull : whereas with a splenic 
tumour the loin may be resonant, and the anterior aspect of the mass quite dull. The 
presence of a local bruit or rub would make renal tumour unlikely. The occurrence of 
H umatckia (p. 1547), Pvi IUA (p. 715), or Amu minthia (p. 4) would suggest renal enlarge- 
ment, whilst the condition of the blood might be such as to suggest splenic. 

Notwithstanding all these points, to distinguish between splenic and renal masses is 
sometimes by no means easy : and it is only by paying careful attention to the history 
and the patient's own sensations, as well as to the physical signs and the changes in the 
blood and urine, that a correct diagnosis can be made. 

Malignant Disease of the Left Suprarenal (Hand may cause a large mass which is 
sometimes difficult to distinguish either from a splenic or from a renal enlargement. Owing 
to the close proximity of the suprarenal capsule to the kidney, and tin* liability for the 
capsule of the latter to become infiltrated by growth of the former, the physical signs of 
a suprarenal are practically the same as those of a renal tumour, except that it may be 
more diflicult to pass the hand between the mass and the costal margin. I hematuria and 
other urinary changes may result from spread of tin* disease to the kidney : affection of 
one suprarenal gland alone does not produce Addison's disease, and it may be impossible 
to arrive at a correct diagnosis without laparotomy. A peculiar affection of children 
deserves special mention : at a comparatively early age there may be an abnormal develop- 
ment of the pubic and axillary hair and of the genital organs (see Figs, 49 f, 495, p. 508), 
with premature puberty, associated with overgrowth of suprarenal rests in the kidney, 
the resultant tumour being spoken of as a hi/pernephroma . 

Carcinoma of the Splenic Fie, rare of the colon is usually annular, giving rise to no 
definite tumour, but rather to symptoms of chronic, followed by acute, intestinal obstruc- 
tion. Occasionally, however, the growth may be more voluminous, or it may have caused 
leakage and inflammatory matting from local perforation through or above the growth, 
with the result that a fairly large tumour may be felt in and below the left hypoehondrium. 
This mass is generally resonant to percussion, has no well-defined edge or notch, and may 
vary somewhat in position from day to day : it will usually be associated with intestinal 
symptoms, especially constipation alternating with diarrhtra, and the passage of mucus, and 
occasionally blood, per rectum. Sometimes there are obvious secondary deposits in the liver 
or the left supraclavicular glands. In case of doubt it will be necessary to get radiograms 
of the colon after a bismuth meal, or alternatively after a bismuth enema (Fig. 14.4, p. 194). 

Pancreatic Tumours arc* usually situated more in the median line of the abdomen than 
a spleen, between the ensiform cartilage and the umbilicus ; sometimes, however, a very 
Jargc cyst, such as may nearly fill the abdominal cavity, may cause considerable difficulty 
in' the diagnosis. One very important point is that no definite edge and no notch can be 
felt. The stomach generally lies in front of a pancreatic cyst ; or, if the latter pushes its 
way forward so as to displace the stomach upwards and tin* transverse colon downwards, 
it may be possible to define its relationship to the stomach by inflating the latter with gas, 
by giving a Seidlitz powder without mixing the two halves of the- latter beforehand. A 
splenic tumour rarely extends to the right of the middle line unless the enlargement is 
great, and then it crosses at or below the umbilicus, whereas a pancreatic cyst reaches 
across to the right of the middle line above the navel. Pancreatic new growth has a similar 
position ; but the outline of the mass, if anv can be felt at all, is more nodular ; there will 
generally lx* jaundice and a palpable gall-bladder, and the urine may yield ( a.m.w iim;i:\s 
Panckkatic It i: action (p. 128). 

Malignant drouth of the Stomach may be mistaken for enlargement of the spleen, 
especially gastric sarcoma, which, though very much rarer than carcinoma, is more likely 
to involve the whole of the stomach and give rise to a very large tumour occupying chiefly 
the upper part of the left side of the abdomen. The following changes will serve to 
distinguish a gastric now growth from enlargement of the spleen : the mass is apt to shift 
its position slightly during the course of an examination or from day to day ; it docs not 
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pre*se*nt a well-defined edge* with definite* notch or notches; it may extend a considerable 
distance to the right of the middle line, although its lower limit may not he below the level 
of the umbilicus ; it is likely to be resonant in front, though the percussion note ove r it 
may lx* impaired ; there may be* amentia artel le*ue*e>e*v tosis. but the* blood-chances wemlel 
not be* characteristic of any positive* blood disease ; the taking of food may e*ause an 
increase in the* gastric pain ; vomiting will ge*ne*rally be* a prominent symptom ; the vomit 
may eontain blood, obvious or occult : fre*e* hyelre>e*hIorie* aeiel may be deficient or absent ; 
sarcinu* ventrieuli may be* found (Fig. -oH, p. ; and the*re‘ may be* seeeutelary ele*posits, 

especially in the* live r or in the* le*ft supraclavicular canids. Kxamination of the stomaeh 
with the X rays afte*r a bismuth or barium meal may also assist or clinch the diagnosis 
(Figs. L»77 280. pp. IMO, ;Jtl). 

Ovarian Tumours have* be*e*it mistaken for enlargement of the spleen, and vice versa, 
the elifferent ial eliagne>sis being part ie*ularlv difficult in eases in which the* spleen lias become 
elisloeated, or is so large* as to reach down as far as the* ute rus. The organ has sometimes 
been found so dislocated as to lie wholly within the* pelvis. The differential diagnosis 
depends in most eases on the* following points ; an ovarian tumour rarely e-xteneis upwards 
to such an e*xtent that its uppe r limit comes into actual contact with the* le ft e*ostal margin 
se> that the* hand cannot be* placed be*twe*en it and the ribs : it ele>e*s not move* much 
downwards during deep inspiration : it extenels upwards from the* pelvis, whence it may be 
felt definitely to arise*, the* lowe r part of the* abdomen be ing more* prominent than the* upper : 
it is usually more* globular than a sple nic tumour, and lias no sharp. we*U-defined edge with 
notches in it. even when eovend with projecting bosse*s of simple* or malignant new growth ; 
it usually extends more* te> the* right of the* middle* line* than an enlarged spleen ele>e*s ; anel 
it is more* apt to transmit aortie* pulsations; a vaginal examination may determine* that 
the* mass is attached to erne* or othe r e»f the* broad ligaments, anel that the* e*e*rvix atiel the 
bedy of the* ute rus are* drawn upwards : the*re* will probably be* no distinctive bloeid-ehanges, 
but ve ry like ly ann*norrh< ea. 

Tuberculous Peritonitis may cause* various abdeuninal tumours (se*e p. hi), anel some- 
times gives rise* to a mass occupying the* le*ft hypochondriac region, the* result of matting 
together e»f the* intestines, thie-kening of the* omentum, e>r thickening anel infiltration ol‘ the 
peritoneum attached t e > the* abeleuninal wall here*. The* tumour does not generally extend 
close* up under the* ribs, so that the* hand may be* placed between it and the* costal margin, 
and although it may feel somewhat rounded, with a more* or less well-defined edge, there is 
no definite* notch te> he* felt ; sometimes, however, when there* are* two, three, or more 
separate* masses united together a notch may be* simulated to some extent. The mass 
itself may be* dull, but the re* is gene rally resonance* between it and the* normal splenic dull- 
ness. Aseites is often prese*nt, and the*re* may be* palpable lumps in other parts of the 
abdomen, or perhaps redness and eceiema e>f the* abdominal wall, e »r a purulent or faeal 
discharge from the* umhilicais. Indeed, tuberculous peritonitis is the commonest cause* of 
ae*(juire*d umbilical fistula, the next commonest cause* of the latter being pneumococcal 
peritonitis which has recovered slowly, either without or with operation. There may' be 
signs of tuberculosis elsewhere, for instance in joints, or lymphatic glands. Calmette's or 
von Linpiet's tuberculin reactions may be positive*. The patient will generally' be young, 
and have* consumed unste rilized cow's milk. Pyrexia may be present or absent, either with 
tuberculous peritonitis or with splenic affections, so that its oe*eurre*ne*e de>es not assist the 
diagnosis much, except perhaps that if the e*hart exhibits marked ev e ning pyrexia in a young 
subject, with a subnormal temperature in the* morning, it is an additional argument in 
favour of tubere’le*. The reverse type* of pyrexia morning rise* anel evening fall has been 
spoken of as characteristic of tubercle, but it is seldom met with. 

Fwcul Accumulation in the Splenic Flexure e>r adjacent parts of the* transverse eir 
elesecneling colon may be mistaken for an enlarged spleen upon a first examination ; but 
this source of error is usually removed when the patient is re-examined after an action e>f 
the bowe ls has taken place. The condition is found nmst frequently' in women if the* age 
is ne>t great, e>r in e*lele*rlv people* e >f eithe*r sex. There is generally a history' e>f severe 
ohstipatiein, anel possibly attae*ks e>f temporary' obstruction. The* mass is generally irregular, 
meire* e>r less cylindrical, anel in thin persons it may be possible actually te> alter its shape by 
manipulation with the* hand. The* best test of the condition, however, is the effee*t e>f 
ce>pious cncmata upon the mass. 
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ILvmatoma due to Leakage from an Abdominal Aneurysm is a rarity, but it may be 
mistaken for an enlargement either of the spleen or of the kidney, unless the aneurysm 
itself can be felt pulsating : or unless there is a history or an acute exacerbation of intra- 
abdominal pain, accompanied by blanching due to the amount of blood lost. 


Caisks or Sim.kmc Kni.ahokmknt. 

Having concluded that the spleen is enlarged, the next step is to decide the cause of 
the enlargement. There are various ways in which the different causes may be classified, 
but from a diagnostic point of view the following is serviceable : 


I. Chronic Enlargement ol 

1. Very great enlargement : 

Splenoinediillary leukaemia 
Lymphatic leukiemia 
Mixed leukaemia 
Chronic malaria 
Kala-azar 


the Spleen. 

Splenomegalic polyey Uremia 
Splenomcgalic cirrhosis 
Splenic amemia 
Rseudo-leukaania infant um 


Gaucher's disease 
Still's disease 

Familial acholuric jaundice 
Egyptian splenomegaly. 


1 will at some stage 
chronic and moderate 


2. Moderate enlargement. — All conditions mentioned in Group 
exhibit a spleen that has not yet become enormous ; and besides these 
enlargement of the spleen may be exhibited in cases of : 

Pernicious aiuemia Lardaceous disease 

Rickets Thrombosis of the portal vein 

C ongenital syphilis Pressure on the portal vein by enlarged lym- 

Hodgkin's disease phatie glands or by adjacent tumour of the 

gall-bladder, liver, pancreas, stomach, etc. 


Cirrhosis of the liver 


II- Acute Enlargement of the Spleen, the Enlargement as a rule being Slight. — 

1. Acute infective fevers i — 

Especially 


Typhoid fever 
Paratyphoid fever 
Relapsing fever 

Less often in— 
Pneumonia 
Diphtheria 


Typhus fever 
Malaria 


Scarlet fever 
Small-pox 


Malta fever Scpticamia 

Erysipelas 'french fever. 


Rheumatic fever General tuberculosis. 

Influenza 


2. Embolism, especially in cases of fungating endocarditis. 
-1. Injury or Strangulation by twisting of the pedicle. 


It will be noted that no mention is made of abscess, gumma, carcinoma (whether 
primary or secondary), sarcoma (primary or secondary), or hydatid cyst of the spleen, for 
are all so exceedingly rare they are very unlikely to be met with. It will also be noted 
liat no mention is made of backward pressure, whether due to chronic valvular disease 
of the heart with failing compensation, or to obstruction to the inferior vena cava above* 
the hepatic veins, such as may result from thrombosis or from pressure upon the veins by 
mediastinal fibrosis or new growth ; these conditions are omitted purposely, for it is quite 
exceptional for ordinary backward pressure to produce enlargement of tin* spleen. So 
true is this that in a ease of chronic valvular heart disease* with failing compensation the 
existence of a definitely palpable spleen is evidence of there being more* than me*re* 
mechanical heart-failure -probably superpe»se*el fungating endocarditis. The* chie f exccp- 
tions to this occur in childhood, where the* spleen becomes palpable more easily than in 
aehilts. so that with heart-failure in a child enlargement of the* spleen is less good e*vielence 
of fungating endocarditis than it is in a grown-up person. 


I. CHRONIC ENLARGEMENT OF THE SPLEEN. 

1. Chronic and very great Enlargement of the Spleen. When the spleen is se> large 
as to e>e*eupy half the abdomen or more, the diagnosis is generally easy. The* largest e>f all 
spleens are those elite te> spfenomeduUary leukaemia. The* first ste p is to make a full examina- 
tion of the blood, including particularly total and differential leue*oe*yte* counts. If there 
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is an extreme decree of leucocytosis, u j> to anything between 50,000 and 1,500,000 per 
e.mm. for example, the diagnosis is almost certainly leukamia, and if in the differential 
leucocyte count there are from 20 to 50 per cent of myelocytes, it is of the splenomedullary 
type, whilst if the lymphocytes amount to 90 per cent or more, the disease is of the 
lymphatic form, in which the lymphatic glands are almost certain to be enlarged as well 
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as the spleen : in some cases of lymphatic leuku'mia the latter may be scarcely enlarged 
at all. but in others it may be almost if not quite as large as in the splenomedullary type 
of the disease. For mixed leukaania. see An.kmia (p. JJ5). In the absence of any marked 
leucocytosis, or of characteristic differential leucocyte* counts (see also Anvkmia), the 
diagnosis of the nature of a very large spleen will depend in the first place upon whether 
there has or has not been residence in a malarial region the fen districts of Great Britain, 
the tropics, or certain parts of Kurope, particularly Italy. The ague-cake spleen of the 
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iVns is now very rare : it is more often found in chronic eases of tropical malaria, when 
the history may indicate its nature, and if the patient is having febrile attacks, the parasites 
(Fi£s. 57-00, pp. 40, 41) may he found in the blood. Hceent investigations have shown 
that some, at least, of the enlarged spleens formerly attributed to malaria are due to 
other infections. One of these has been differentiated clearly from the rest, namely 
Ay da-azar, which occurs in India, particularly in Assam, in Africa, and in Sicily, and is 
diagnosed chiefly by the discovery of the Ecishman-1 )onovan bodies in the fluid obtained 
by splenic puncture ( Fig. 005). 

S/denoinegalic PolycylhivHiia. Frytlmvmia, Osier's Disease , or I aqaez s Disease is a 
rare affection of adults, characterized by more or less cyanosis (Fig. 515, p. h.»J) and 
symptoms which might suggest a cardiac lesion, together with more or less enlargement 
of the spleen, and polycythaniia amounting perhaps to six. seven, ten, or e\cn tweke 
million red corpuscles per c.mm. In most eases the spleen, though definitely enlaiged, 
broad, and firm, comes only a lew finger-breadths below the ribs: enormous enlargement 
of the spleen is unusual here. The malady is generally chronic, extending over years, 
with an insidious onset and slow progress. The first symptoms are vague, with progressive 
loss of working power, and some shortness ol breath on exertion. I bemon hages mav 
occur early, or ’at any stage of the malady : especially bleeding from the mouth, epistaxis, 
hemoptysis, hsematemesis. hematuria, or mclama. Purpura is not common. 1 he patient s 
heart is generally* hypertrophied and dilated to some extent, with or without a systolic 
apical bruit : and the blood -pressure is above the normal it may be anything between 
150 lim l 250 mm. Ilg. The patient does not usually waste. lie may develop effusion 
into any of the serous cavities. The diagnosis is arrived at when polycythaniia and 
enlargement of the spleen occur in the absence of any definite cause. 

Splenomegalic C irrhosis is an affection of children and young adults, in whom the it 
are likely to be more or less jaundice, amrrnia, lack of development, and ultimately ascites, 
as well as considerable enlargement of the spleen. There is a tendency lor this malady 
to affect more than one member of a family, and this sometimes gives the clue to tin* 
diagnosis; though it may often be a matter of mere personal opinion as to whether the label 
should be splenomegalic cirrhosis or familial acholuric jaundice (pp. 145, 7*1). so ill-defined 
arc the points of distinction between one group and another of these juvenile' big-spleen 
patients. If there* are bile* pigments in the* urine and if there is no undue fragility of the* 
re*d cells, acholuric jaundice will be* the* le*ss likely, and vice* versa : but it is often \e*r\ 
diflicult indeed to labed some eases for instane*e, when the re* is undue* fragility of the* re*el 
cells together with bile pigments in the* urine, or when, though the* patient is jaundiced 
ye*t presents nei bile* pigments in the* urine*, there* is ne> undue* fragility of the* re*el cedis. 
When death ultimately ensues in e*ase*s that can be* labelled splenomegalic cirrhosis defi- 
nitelv, erne finels in association with the* gre-at big spleen a harel fibre >tie* e>r cirrlmtic live r, 
and sometimes the* liver is inelist inguishable* from that of ordinary alcoholic cirrlmsis. 
What relationship this malady has t < » ordinary alcoholic cirrhosis of the* liver em the* one* 
,ud, and t < > splenic ananiia e>r Ranti's elise*ase* upon the* e>the*r, is not e*le*ar ; but owing 
in the* enlargement of the* sple*cn, it is eliffeTentiated as sple*nome*galie* e*irrhe>sis. Ilammr- 
rliages, partieailarlv haniatemesis, are* rmt irdre*epie*nt in this as in e >t he* r forms of e*irrhe>sis 
of the* liver. The* blood-changes are me-rely those of a simple* e-hlorotie* ananiia. The* 
diagnosis is afforded chiefly by the age e>f the* patient, by the* size* e»f the* spleen, anef by 
the abse*ne*e* e »f anv positive blood-e*hange*s, particularly if more* than one* me*mbe*r ol the* 
familv is affe*ete*ei in the* same* way. The* patient ofte*n lives ten* a numbe r ed ye*ars, and is 
able* t e > work in spit e of the eomplaint until ascite*s supervenes. The* finge*rs may be 
clubbed. 

Splenic Amrrnia has be*en discussed unele r An.kmia (p. ft)). 'Idle spleen is neit. as 

a rule ve ry gre*atlv e nlarged, though some-times it may be* enormous (Fig. hi 1). The* blood- 
changes are* simply the>se* of* pmgressive* anel seven* ana*mia of a chlorotic type* ; e ve n 
though there* may really be* a disease meriting the distinctive- term ‘splenic ana*mia\ 
not a few e-ase-s diagnosed as such on account of the* co-e xistence of splenic enlargement 
with simple* ananiia ultimately turn out to be cirrhosis eif the live r. When that which is 
real I v cirrlmsis of the* live*r is diagnosed in its early stages as splenic ana-mia, the condition 
is termed lianti's disease , though the cirrhosis, it would seem, is often due to some* other 
e-ause than alcohol the actual cause as a rule* imt being ascertained. One particular 
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variety of familial splenic anaania of voiini* persons lias been distinguished from tin* rest 
as (laudin' s disease. It runs a course very similar to that of familial acholuric jaundice 
(see helow), hut is d ist iru^uislied during life by the occurrence of a peculiar fat-like deposit 
under the exposed part, of the conjunctiva external to the cornea; and after death by 
the presence o! special 'ylassy* Oaucher cells in tla* spleen and liver. It is rare. 

Fseuda-leulavm ta Infantum (von .laksch's disease) was until recent lv regarded as, 
apart from true leukamia, almost the only cause of very «rrcat enlargement of the spleen in 
you ni: children (/'’/if. (»7. p. .*>0). It is diagnosed by the severitv of the anaania. which is of 
the indeterminate chlorotic type without ijrcat leucoey tosis. but with all the changes that 
are to be expected in any severe anaania ( p. ‘J7) developing in an infant or voting child, 
running a chronic course, but sometimes resulting in compute recovery. It is probable 
that \ on .laksch's disease (splenomegaly and anaania in a child) is not a disease but a 
syndrome, and that it includes eases m which these symptoms are due to different 
causes : in some this is congenital syphilis, as proved by Wassermann's test : others 
with a negative Wassermann reaction are probably related to the splenic anaania of 
adults; others arc* familial acholuric jaundice; others, spUaiome^alie cirrhosis: others, 
t.aueher s dise ase : while* some are* of obscure types that have not vet been differentiated 
from the rest . 

Still's Disease is really subacute* <jcneralized rheumatoid arthritis of children (Fig. 
•‘»S I . p. I7*J) associated with wasting, moderate enlargement of most e>f the* superficial 
lymphatic o|and>, and in some* e*ase*s. thouiih not in all. 
considerable cn la i^e ine nt of the* spleen. It i^ the* affec- 
tion of the joints that attracts chie f attention ; the* 
patient may be* completely crippled. 

Familial .te/mlnrie Jaunitice i^ in many respects 
siuular to sple nome ^a lie* cirrhosis « >f children, deseribe'd 
above ; without Inparotoinx or post-mortem examina- 
tion it may be* impossible t < » be* certain whether <»r no 
the enlarged s j > le *< *i i is ae*e*e impanied by cirrhosis. The* 
disease may occur in a single* member of a familx . but 
more* usually it affects brothers and sisters, runs a 
chronic course*, hcidnniiiu soon afte*r birth but permit- 
t i 1 1 o of siir\i\al for many \cars. 'I'he* patient mii*ht be 
deseribe*d as delicate rather than ill. with more e>r less 
anaania e » f chlorotic type*, a facies reminiscent of that 
of pernicious anaania. no urcat wasting, a distinctly 
icteric tinjLre of tin* skin and conjunctiva*, without any 
bile-stainim: of the* urine, which remains ed‘ a normal 
colour: considerable enlargement of the* spleen and often 
» > 1 the I i \ it also; some of these* eases ejivc a positive* 

NVassermann reaction. others elo not ; the congenital 
syphilitic type is held by some to be e I ist i net from true 
familial acholuric jaundice. There may be instances of the disease in which the fragility 
of the reel cedis remains normal, but a characteristic of many or most of the eases is that 
the reel cells become lakcel by dilutions of normal saline that should not lake healthy red 
blood-corpuscles unelue fragility of the red cells. This fragility is tested by preparing 
a se*rie*s of test-tubes containing salt solution in successive dilutions : (K>8, 0*5(i, O at, ()■*)-. 
(K*i0. ()*I,S. OKI. on. ()d*J. (>• M), (KIN. odd. <KH, O-.TJ per cent : a drop of the patient's 
blood is added t < » each, and the dilution at which lakinu occurs is noted. Normal blood 
de>cs not lake readily in a dilution above (K1S, and may not lake even in this tube: in 
acholuric jaundice the lakinir may take place at O ft or even at OaO. Splenectomy has 
cured a certain number of these eases. 

Fgif/itian S/denamegahf is a disease affect ini; natives in Ktrypt, clinically similar to 
splenic ana*mia. but thought to be due to infection by a protozoon not yet discovered, 
though perhaps related either to malaria on the one hand or to trypanosomiasis upon the 
other. It runs a chronic course for some years, but ends like cirrhosis of the liver with 
ascites, pyrexia, and cachexia unless the patient is cured by splenectomy before a late 
stajjc is reached. The spleen may be enormous. 
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2. Chronic Enlargement of the Spleen, the Enlargement being of moderate Size. — 

It is clear that conditions which may sometimes produce great enlargement of the* 
spleen must go through a phase in which the spleen is not vet enormous, and at this stage* all 
those diseases that have just been discussed will come into the present group. The remarks 
made already need not be repeated here, however, for the diagnosis at tin* stage in which 
the spleen is yet only moderately big is arrived at in the way already described. A blood- 
count is essential in order to exclude or diagnose leukamia : parasites may be discovered 
to account for malaria or kala-azar : and so on. The spleen is palpable in a considerable 
proportion of eases of pernicious amvmia. but it is seldom greatly enlarged, and the 
diagnosis is arrived at by linding the blood-changes described under Avv.mia (p. dO). 
In none of the other diseases mentioned in the list above an* the blood-changes them- 
selves pathognomonic. 

The spleen of a small child is often just palpable without there being any disease at 
all : if it is more decidedly enlarged, the iirst suspicion will be that it is due to rickets or 
congenital sf/philis. The bony changes, quadrate head, beach'd ribs, large epiphyses, 
exaggerated curves of the long bones, particularly of the legs, delay in the closure of the 
lontanelles. and the pot-belly, will suggest rickets : it should be added, however, that 
owing to the eversion of the lower ribs along a line corresponding with the attachment of 
the diaphragm, and known as Harrison's sulcus, the spleen often becomes unduly palpable* 
in rieketv children without being necessarily enlarged. Congenital syphilis may Ik* 
suggested bv a knowledge of the family history, by the occurrence of snullles. of specific 
skin eruptions, and so forth : but in many eases the diagnosis will be one of surmise only, 
unless it can be confirmed by the specific serum reaction of Wasscrmann. Cscudo-lcuku'mia 
infantum has been discussed above : by some it has been regarded as in some way associ- 
ated either with rickets or with congenital syphilis, or with both : but the most recent 
view is that it is due to some cause other than these*, of a nature not yet known. 

Hodgkin's Disease , when it is typical, is associated with considerable and progressive 
Lymphatic' Gland Km aiuo.mi.nt (p. 471), especially those of the neck, and later those of 
the axilke and groins, thorax and abdomen, together with moderate but seldom very great 
enlargement of tin* spleen : without any anamia to begin with, but later with a progres- 
sive and ultimately severe uraemia of the chlorotic type, with all the changes mentioned 
on p. 27 : without leueoevtosis. or at any rate without great Jcucocytosis, and with 
nothing characteristic about the differential leucocyte count except that an occasional 
basophil cell or myelocyte may be seen. Hodgkin himself laid particular stress upon the 
changes in the spleen in this disease, but then* can be little doubt that there an* eases of 
a precisely similar nature in which there is much lymphatic glandular enlargement without 
enlargement of the spleen. An attempt is sometimes made* to distinguish this type from 
that with splenic enlargement, by styling it Ivmphadenoma : but where lymphudcnomn 
ends and Hodgkin's disease begins, and vice versa, is by no means settled. It would seem 
neb more likely’ that the*re* is e*very degree ejf acuteness and severity' between e xtremes that, 
are wide apart : those cases which have* lymphatic glandular enlargement and a rapidly 
fatal ending without leueoeytosis as their most prominent feature being sty' led lympho- 
sarcoma : similar eases with the* addition of enlargement e > f the* spleen, but a fairly rapid 
fatal ending, being termed acute Hodgkin's disease* ; othe*rs again, with enlargement of 
the glands without enlargement of the* spleen and with rather grcateT duration, being 
termed Ivmphadenoma : whilst precisely similar eases with enlargement, of both spleen 
and glands, and a duration of anything bctwe*cn several months and several years, are- 
termed ordinary Hodgkin's disease. One very important point to be realized about this 
disease* is that the* hlood-changcs in it are ne>t pathognomonic even when they are seve-re*. 

There* is a special type of Hodgkin's disease in which the temperature* chart exhibits 
periodic remissiems and exacerbations not unlike those of relapsing fever ( Fig, p. 70S), 

though the* intervals between pyrexial bouts are generally longer about a month. This 
ty pe of chart may be the main feature of the ease, enlargement of the sple*cn or the lymph- 
atic glands attracting little notice* for the* time being, though generally' developing sooner 
e>r late*r : eases of Hodgkin's disease of this pcriodic-pyrcxial ty pe are* spoken of as J*el- 
Ebstein's disease , though other py rexial eases may show no such periodicity ( Fig . hi 2). 

Cirrhosis of the Liver, by the* time* it has ended fatally, is nearly always associated 
with a spleen that is bigger than normal as judged by post-mortem weights. Clinically' 
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however. this cnlarc'cmcnl can hr made out only in a small proportion of the cases, and 
even in these the enlargement is seldom <»reat. When, however, there is doubt as to the 
diagnosis, and cirrhosis of tin* 1 i \ < * r seems to lie a possible cause for other symptoms, such 
as 1 1.i:\t \ n.Mi.sis (p. Asm i s (p. 5!)), .I \r\inn: (]>. 40a), the presence of chronic 

but not very jjrrat cnlarceanent of the spleen, without affection of the lymphatic glands 
and without pathognomonic bl<»oel-chani»e*s. is an additional argument in favour of the 
diagnosis. On the other hand, splenic enlargement is a very pmmincnl and relatively 
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early feature in a few eases, as in the splcnomc<;n lie* cirrhosis of children (p. M><>) and young 
adults : whilst in some older patients, long before the* hepatic changes theinselvc*s attract 
attention, the ease* may conn* under observation for anaania. with or without haanorrhage, 
such as purpura, epistaxis. haanatemesis. or the passage of 1 >1 < >« m i per rectum : and a con- 
siderable enlargement of the spleen may be found. The blood-change* may be merely 
chlorotic, and in the absence of other definite signs or symptoms the* diagnosis of splenic 
anaania. that is to say, of simple* anaania associated with an enlarged spleen, may be made; 
many such cast's ultimately turn out to be e xample's of cirrhosis of the liver Banti's disease. 

Though the-re* may be* no pathognomonic blood-chances in cirrhosis e»f the liver, one 1 
feature* ed‘ the* fre*sh blooel may be* striking, and that is the* rapidity with which the real 



784 


SPEE E X , E X L A R( i E A I E XT OF T 1 1 E 


cells form iiTo rouleaux when a drop is watched under the microscope; it is not a 
constant phenomenon, hut it has served sometimes to establish the diagnosis. Ilouleaux 
formation may be more immediate in some eases of cirrhosis of the liver than in am 
other condition. Erobilinuria (p. 902) is another phenomenon that is common in 
cirrhosis cases. 

Lardaceous Disease . A lardaceous spleen is not always lame, hut E frequently big 
enough to be palpable, and the liver is generally enlarged at the same time. The con- 
dition results from long-continued suppuration, discharging sinuses from empyema or 
spinal caries, purulent cavities in phthisis or bronchiectasis, or from tertiary syphilis. If 
considerable enlargement of the spleen is associated with any of these it is probably due 
to lardaceous disease. There is generally diarrhua on account of affection of the intes- 
tines ; and polyuria and albuminuria owing to renal changes. The patient is weak, frail 
in aspect, and bloodless often looking almost like a case of pernicious anamia. Hlood- 
counts exclude leukaunia, and indicate anaunia of the chlorotic type. The disease is far 
less common than formerly because modern surgical methods have done away with much 
of the persistent suppuration that was formerly common : for the most part it is diagnosed 
by reason of there being obvious cause for it, especially prolonged sepsis or tertiary 
syphilis. 

Thrombosis of the Portal Vein as a cause of splenic enlargement can seldom be more 
than guessed at (sec Ascitks. p. (i?). 

Pressure on the Portal l ein by enlarged lymphatic glands or bv adjacent tumours 
will almost certainly be associated with obstruction to the bile-duct at the same time, so 
that there will be jaundice, and probably also ascites, in addition to any splenic enlarge - 
ment ; the latter will be slight. 


II. ACUTE ENLARGEMENT OF THE SPLEEN. 

1. Acute Infectious Fevers. Typhoid Fever is the best-known febrile disease in which 
moderate enlargement ol the spleen occurs. 'The organ is usuallv soft. > t hat often onl v an 
increased sense oi resistance is noted on palpating close under the left ribs. The enlargement 
may be so slight that the organ is felt only when the patient takes a deep breath, so as to 
push it down from under the ribs : or it may be so big that its lower border reaches the 
level of the umbilicus. If. in a case of obscure fever in which a continued pyrexia {Fill. 5t5, 
p. 089) is associated with a relatively slow pulse-rate, the spleen is found to be enlarged, 
the diagnosis of typhoid lever is likely ; especially if there is a historv of gradual onset 
with anorexia and lassitude, accompanied by headache and sometimes epistaxis. a gradual 
rise of temperature which, ii it has been observed lrom the first, is seen to go up about two 
degrees every night, with a fall of one degree the following morning, until step bv step it 
reaches 10.1 F. or 104 F.. or even higher: and perhaps no definite abnormal physical 

jns whatever except as regards the spleen, or a few rhonchi in the chest. The charade! - 
Mic rash does not appear until the sixth day or later, when it comes out on the abdomen, 
sometimes also upon the chest and back, in the form of small, rosy-red. flattened papules 
which fade on pressure, come out in successive crops, and are seldom present to the 
extent of more than half a dozen or a dozen at a time. Widals agglutinating serum 
reaction should ultimately be positive in a dilution of ] in 200 in half an hour, but it is 
generally the second week before this test is positive. Earlier confirmation of the nature 
of the fever may be obtained by the blood-count, there being no leucocvosis — indeed 
sometimes Eki copkni \ (p. 454) whilst, unlike many febrile illnesses, typhoid fever pro- 
duces a relative increase, not in the polymorphonuclear cells, but in the small Ivinpltocytcs. 
Such blood-changes are in themselves almost pathognomonic, and they are obtainable 
before Widal's reaction is to be expected, though the latter is the ultimate test of the fever. 
Typhoid bacilli may be recovered from the blood on special cultivation quite early in the 
attack, but this method of diagnosis is not resorted to often. W hen neither blood-count 
nor serum-test is possible, the diagnosis may not be cleared up until the third week or 
later, when sloughs from Fever’s patches can be discovered in the stools. The ratio of the 
pulse-rate and temperature is of considerable value in the diagnosis, for in most cases the 
pulse-ratio is very low; for instance with a temperature of 104 E. the pulse-rate may be 
only 90 or 100 per minute, when the physiological ratio for this temperature is 120. 
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r.mitwhni'l iti a is Hns.-lv Mated to txphoid fever, and the clinical symptoms arc 
\« in similar : the importance of dist m-uishino between the two lies ehiellv in fne carrying 
out ot W idal s anidutmutm- serum reaction. It sometimes happens that’ in a ease which. 
,n ‘ m 11 rh,,,ril, .* ,n,n t. of N,ru - a ii»l \ typhoid lexer, the serum will not cause 

clumpinL' "I l-berths txphoid bacilli: and so far as the bacteriological test nocs the 
diagnosis minht remain altogether obscure unless the serum wire tested also against the 
/{mill ns /nmitfiiihnsus A and fnmihffthnsus II. In a certain proportion of eases clump- 
uill be obtained with one or other oi these, the diagnosis of pa rat yphoid lexer being 
based upon bacteriological rather than upon clinical conditions. Tin* spleen is enlarged 
in paratx plioid lexer to about the same extent as in tx phoid. 

Hr hi fist nit Fryer is associated with considerable enlargement of the spleen. The 
disease is contagious, but nowadays rare, developing only under conditions of filth and 
himine. It is < * 1 1 a raet erized by an acute onset. with chills, pains in the back, and a sudden 
rise ol temperature. I lie latter remains 1 1 i *»*l i tor 1 sj\ or sexen davs. and then falls by crisis, 
for about a week the temperature remains normal, and then it rises again as before, several 
such remissions and relapses succeeding each other and being pathognomonic of the disease 
(1'iLt- I s . p. •><>). I he pulse is rapid, and there is profuse sweating. Fnlargcmcnt of the 
spk-en is detected earlx . It is distinguished from other diseases by examination of blood- 
lilnis. m which the .S’/o roclnrlu ohcnnncri ( Fin. (i(Mi. p. 77K) should he found. 

Malln Fever is discussed on p. < >1M : the splenic enlargement is similar to that of 
txphoid lexer, and the diagnosis. suggested b\ geographical considerations, is confirmed 
bx I lie speeilie serum : 1 li hit inat ion test with the Micrococcus tne/ilensis. 

Mnhinn. Apart from the chronic enlargement of the spleen due to recurrent attacks 
ol malaria the spleen becomes enlarged and soft as the result of active hvpcnemia during 
ai ute attacks. Kxen when no splenic enlargement can be detected in the intervals, during 
tlie paroxysms the viseus can usiiallx he lelt project ini* below the costal margin, present ing 
a solt and indefinite lower border. W hen the patient has more or less chronic enlargement 
ol the spleen as the result of preceding attacks, each acute febrile paroxysm is associated as 
a rule with an additional swelling which passes off after the attack. For the characters 
ol the lexer, see pp. .*>7 U. The nature of the malady will be surest ed by geographical 
<‘onsideral ions. or by the inlluenee of quinine : but the only conclusive proof is the 
diseoxcrx in stained blood-films of tin* malaria parasites (Fills. .77 (JO. pp. 10. Id). There h 
olten marke<l ana-mia. especially in eases of recurrent malaria, tilt* red corpuscles and 
lacmoolobin becoming reduced as in chlorosis; tin* leucocytes are also diminished, and 
the differential leucocyte count shows a relative increase in the large hyaline lymphocytes 
up to ex en 1.7 or ‘JO per cent. 

Frijsi ffdas is often associated w ith moderate enlargement of the spleen : but the lexer 
{Fnt. .7.70. p. 000). rigors, and slightly-raised red spreading infection of the skin art* sulli- 
c'cnllx characteristic to indicate the diagnosis. 

Scfiliarmin may be less easy to diagnose unless there is some obvious source of sepsis 
in the first instance, such as infection of the uterus after childbirth, sepsis in connection 
with the general peritoneal cavity, joints, wounds, and so forth. The chief dilliculty arises 
in those eases in which the source of the sepsis is not obvious, being due to absorption from 
such lesions as pyorrlwea alxcolaris. septic tonsils, infected nasal sinuses, whitlows, acne 
or other comparatively small superficial affections : or to deep-seated suppuration, such 
as a hidden empyema, infective pylephlebitis, infective cholangitis, pyosalpinx, and so 
forth. In some eases of chronic or subacute septicirniia enlargement of the spleen may 
be considerable, and the diagnosis of infective endocarditis will verv likely suggest itself. 
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Whether or not tlu* heart valves are a fleeted in these eases, the ultimate diagnosis will 
depend upon discovery of infect i\'e organisms in blood-eult ures obtained by venepuncture. 

Trench Fever, a louse-borne disease* that was very common in the great war. is now 
happily rare : starting n s an acute febrile illness similar to influenza, it is liable to become 
chronic, with general ill health, recurrent irregular pyrexial bouts, pains and aches in 
various parts, with predominance of severe shin pains, various signs of disordered action 
of the iieart. especially tachycardia, breathlessness on exertion, precordial discomfort or 
pain, and a liability to ready fatigue, so that, try as the patient will, he finds himself worn 
out before the day s work is half done. During the ordinary acute attack the spleen is 
nearly always palpable : it regains its normal size during remissions, but enlarges to 
become palpable again during recurrent exacerbations. There is no ready clinical criterion 
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of the diagnosis, but the latter may be suggested by the symptoms and by the eircum- 
stanees of a ease, especially if life has been led under conditions that imply lousiness. 

Diphtheria , Pneumonia* Scarlet Fever , and Sntall-jHhv seldom give rise to verv 
prominent, splenic enlargement, and the only importance of it is that in the early stages 
of the malady detection of a spleen that is just palpable may temporarily arouse a suspicion 
that the patient is suffering from typhoid lever. The course of the disease, bacterio- 
logical examination of swabbings from the throat, the physical signs in the lungs, and 
characters of the* sputum and the skin rash, will serve to point to tin* correct diagnosis. 
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Typhus Fever is fortunately very rare now. although there are small outbreaks of it 
in the poorer parts of large cities from time to time : the spleen becomes soft and moder- 
ately enlarged, but less constantly so than in typhoid fever. The disease sets in more 
acutely than enteric, with chills, early prostration, and a high temperature, which ends 
by less marked lysis (Fig. hl,‘t) than does that of typhoid fever (F/g. 54o, p. (>Nh), and some- 
times almost by crisis at the end of the second week ( F/g. 014). The rash differs from 
that of typhoid fever in that it appears on the fifth day, and consists of petechia* and of 
dark-red groups of subcutaneous macules in addition to rosy-red papules on the surface 
(see Fig. T27, p. 14 8). Nervous symptoms become very marked, especially at the end 
ol the first week, the so-called typhoid state being an expression used to denote, not 
the condition that occurs in typhoid fever, but that which develops in typhus. Then* 
may be severe vomiting, and retention of urine, important symptoms that are rare in 
typhoid fever. There should be no positive Widal's reaction, and no sloughs in the stools. 



STL K i : \, K N L A K ( i K M hi N T ( ) F T 1 1 K 


7H7 


Influenza is a diagnosis which should never he made except with very "ood cause, for 
many fehrih* illnesses in which the real cause escapes recognition receive the label influenza. 
It is easiest to diagnose e(»rreetly in limes of severe epidemic, and then slight enlargement 
of the spleen max occur in a few eases. This in itself is not important it influenza can he 
diagnosed with certainty on otlier grounds; hut until the nature of the fever becomes 
oh\ ions it is important in that it may surest typhoid when none exists. The sudden 
onset, extreme prostration. hi<ih pulse-rate as well as temperature, initial chill, profuse 
sweating which comes on when the patient begins to improve, and the* fall of the tempera- 
ture after an illness lasting from twenty-four hours to three or four days or a week, would 
all point to influenza. It maw however, he impossible to distinguish influenza from 
typhoid fever until the course of the pyrexia has been watched, or unless typical Ilun/li 
influenza- are recovered in nearly pure culture from some secretion, such as the sputum. 
It is worthy of note that in influenza as well as in typhoid there is no leucocytosis. 

(General Tuberculosis may also simulate typhoid 
fever in certain eases, and enlargement of the spleen 
may result from the development of tubercles in it. 

When ce rebral symptoms predominate the diagnosis 
is relatively easy: the headache max be equally 
seve re- in both, but with tuberculous meningitis there 
is more- vomiting and more retraction e>f the head, 
whilst optic* neurit is. and perhaps choroidal tubercles, 
max be detected. Widal's te-st will remain per- 
sistently negative : the re will be- no rosy rash, 
probably no leucocytosis. and no sloughs will he* 
found in the- stools. In some cases, howe xe-r. general 
t ube-reulosis produces a clinical picture that max he* 
xe-rv eliflie-ult to distinguish from typhoid fewer. 

Lumbar puncture max decide the* diagnosis. 

2. Embolism. Kim^atinn cndncarelit is is ne arly 
alwaxs associated i t L palpable enlargement of tla- 

sple-en. and sometimes the- o reran attains a consider- 
able- dze- (Tig. t » 1 .7 ) . Ordinary heart eliscase with 
failure- of compensation e|oe-s not «* i x e - rise to sple nic 
enlargement that can he re-connized elinie-allx . e-xee-pt 
perhaps in childivn. notwithstanding the* fact that 
one- misfit have- expeete-d the- backward pre*ssiire- to 
cause the- spleen to be- bit* by beini* dilated with 
blood. Kxeept in children, enlargement of t he* sple*e*n 
in a he art e-ase should alwax s amuse se rious suspicion 
e >f infect ixe* endocarditis. The* e-n lar<rcmcnt max be 
elite* to embolism and infarction, in which ease there* 
may have- been a history of acute- pain low down on the* left side- of the- chest, accom- 
panied by a definite rub due- to perisplenitis over the* infarct. The splenic enlaroeanent 
in some eases, however, is due le*ss to actual infarction than to the* general toxaania ; ex cn 
when there* has be*e*r an infarct it is not always easy to be sure* of it. Funixatinn endo- 
carditis some times develops without the*re* be*in<* any bruit at all ; the diagnosis is then 
exceedinuly dillieult unle-ss the* patie-nt sutlers from multiple e-mboli cerebral, renal, 
intestinal, splenic, peripheral. Sometimes such an embolus may be* followed by the 
development e>f an acute* aneurysm femoral, popliteal, ee-rebral, and so forth. A ceTcbral 
embolism of this kind has sometimes resulted in sudden transient coma and hemiplegia : 
the* patie nt has seemed to be* re*e*e>x e*rin«r : then in a day or twei has relapsed into coma 
attain, and died, the* cause* e*f the* re lapse and fatal ending hcin«r the de x elopment of an 
acute- ee*rebral aneurysm at the* site e>f the embolus, rupture of this aneurysm, and death 
from the* resultant hiemorrha^e. l*re>«rressixe* amemia eif the chlorotic type, without much 
leucocytosis. is another feature* e>f the*se* eases, The* elia^neisis must always be* ditlieult 
when there* is ne> cardiac bruit : when there* is a bruit, the* dilliculty is t e > eletermine 
xvhe*the*r the patient is suffering me rely freun meehanie*al he*art -failure e >r from fungatinjr 
(endocarditis superposed upon the chronic heart lesions (p. to). 
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Thrombotic infarction may cause acute splenic enlargement in almost any ol the 
blood diseases. particularly in lymphadenoma and leukamia. 

;». Injury; or Strangulation by Twisting of the Pedicle. Wither injury nor 
strangulal ion of the spleen by its becoming twisted upon its own lulum is a very 
common c\ent. and the latter is nearly always the result o! injury. A blow in the 
splenic retrion may cause a rupture in the ]»ulp of the spleen without burst ini: it'" 
capsule, and without obviously injuring the chest wall or abdomen. 1 he bleeding that 
occurs within the capsule of the spleen itself causes great pain in the part and enlargement 
of the origan: tin* diagnosis can seldom be more than guessed at unless laparotomy is 
performed. Strangulation of the spleen seldom occurs i( the origan is in its natural posi- 
tion : but when tliere has been previous dislocation, an abdominal injury. or sometimes 
a sudden spontaneous effort, has led to its becoming twisted on its own lulum. the sym- 
ptoms being such as to suggest an acute intra-abdominal condition requiring immediate 
laparotomy, but seldom pointing to the actual diagnosis until the laparotomy has been 
performed. Herbert French. 


SPONGY GUMS. (See Bii'.r.niNu («i \is. p. !>.*».) 

SPUTA vary enormously as to their amount, consistence, colour, and smell ; but 
by far the most important point about them in diagnosis is the determination ot whether 
thev contain tubercle bacilli or not. 

Sputum in Pulmonary Tuberculosis. --There is no particular \ariety ol sputum which 
can be said to be characteristic of pulmonary tuberculosis, although stress is generally laid 
upon the fact that phthisis with cavitation produces a nummular sputum that is to say. 
sputum of which the individual portions expectorated tend not to coalesce but to llattcn 
out as separate round portions if they are spat on to a Hat. dry surface like separate nuns 
in a heap: if expectorated into antiseptic lluiil they remain as more or less globular, 
separate masses. As a matter of fact, however, ordinary bronchitis may produce sputum 
possessing a t\ picul appearance of nummularity. and it is most unwise to rely on tie- 
naked-eye appearances ol sputum for any diagnosis except that ol lobar pneumonia, when 
it ma\ be typically viscid and rusty. It is in almost all eases essential to make films ot 
the sputum.' and to stain these for tubercle bacilli by the Zichl-Welson method with carhol- 
fuchsin. 


The earbul- fuchsia solution is made up of 1 gm. of fuchsia. Ilte.e. of absolute alcohol, and 100 e.e 
of a per cent solution of carbolic acid in distilled water. The slide, upon which a minute portion 
of the sputum has been spread out well and then lived by passage two or three times through a 
Bunsen burner flame, is covered by the stain in a suitable rceci\er, and held over a small Bunsen 
burner or spirit Maine until tlx* fluid steams briskly but does not actually boil. After immersion 
in this for about live minutes, the excess of stain is poured off, the him washed in water, the excess 
of the latter drained off, and the slide immersed in L\7 per cent sulphuric acid for about half a 
then Transferred to water again, and recovers more or less of the red tint of the 


nut < 


it 


tint 

. if too little of this has been discharged, the slide is returned t<> the sulphuric acid for 
uother period, and so on : when well decolorized, only the thickest parts of the film retain obvious 
IV( j . j( j s then eounterstained by live minutes' immersion in earbol-met by lenc blue, the excess of 
this stain being washed off with water, the film dried in the air. afld either mounted in Canada 
balsam or elsc^examined directly under the oil-immersion lens: tubercle bacilli ( /*7g. MOT. p. ?71h 
show up as bright-red rods in a blue field. 


The presence of acid-last bacilli in an ordinary sputum film is very nearly proof posi- 
tive of tuberculosis of the lung, t lie only source of fallacy being the possibility of inm- 
patliogenic acid-fast bacilli being derived from tin* mouth. It is very unlikely that this 
source of fallacy will persist from day to day . especially' if care be taken to make the lilms 
from the interior of the sputum pellets. It should be remembered, of course, that the 
absence of tubercle bacilli, or rather their non-detection, is no proof of the absence of 
pulmonary phthisis, and if there is doubt successive sputa should lie tested in the same 
wav. It should also be remembered that a lesion which may have hern tuberculous 
orminallv mav in lime lose its tuberculous character : the tubercle bacilli may die out, 
though the cavities produced by them still persist and become occupied by pyogenic 
organisms and their products. Many of the symptoms of phthisis itself art* not < I lit- to 
tubercle bacilli clireetlv, but rather to secondary infection by streptococci, .staphylococci, 
pneumococci, Micrococci cularrhalcs, Friedlsinder's bacilli, and so forth ; and the degree* 
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ol this sfroiidan infect ion may he aau^ed by bavin;: the sputa cultured by special haeterio- 
io^ical methods. 

It is also important to examine for elastic fibres a procedure that is resorted to far 
too seldom. A person may expectorate sputum containing tuherele haeilli every day for 
months and yet may have precisely as much him: tissue left by the end of that time as 
at the heijiiminjj : this is due to the fact that when cavities have been produced they are 
lined hy granulation tissue, and these oranulat i< ms may produce a continuous supply of 
t uberele-eontainini: sputum without progressive erosion of limn tissue, precisely as some 
skin ulcers may discharge abundantly and yet remain the same 
size for months. The best evidence of luny r destruction is 
afforded by the discovery of clastic fibres (Fiff. 010) in the 
sputum : if these are present there must be erosion of lunj» 
tissue, and if tubercle bacilli are present at the same time the 
two to^ct her indicate advancing phthisis. The elastic fibres 
may be obvious under the microscope when ordinary sputum 
is examined fresh after it has been pressed out between cover- 
slip and slide, but oftener they arc- more easily detected when 
a « | u a 1 1 1 it x of sputum has been boiled with strong caustic soda 
to destrov pus cells and mucus leaving the resistant elastic 
fibres unaffected. Tubercle bacilli are also resistant to strong alkali, and when they 
are suspected but cannot be found without in some way concent rat ini* them, it is a 
useful plan to boil the sputum with an equal amount of .“> per cent caustic potash, nr 
with antiformin. to dilute tin* result with water, to cent rifuizali/.e it well, and make films 
from the deposit. There are various other methods of obtaining concentrated bacilli 
from the sputum, but this is one of the simplest. It should be borne in mind that 
tubercle bacilli may be found even when the sputum is exceedingly small in amount and 
apparently insignificant and mucoid. 

for sputa containin': blood. sr< 1 1 r: woi'Tysin (p. : { S ) . 

Viscid, Rusty Sputum is almost pathognomonic of pneumonia. As a rule the 
diagnosis of lobar pneumonia is fairly clear owin'! to the sudden onset of an acute 
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piilmonarv complaint associated with fine crepitations confined to one or more lobes, 
followed by dullness, with bronchial breathin':, bronchophony, and pectoriloquy without 
rales : these beinj: succeeded b\ redux crepitations, with a diminution in the broneho- 
phonv. pectoriloquv. and bronchial breathin': until normal voice and breath-sounds are 
restored. Herpes iahinlis is eonunon. The patient s temperat lire, after maintainin': 
a li j«r|a level such as 100 V. or 10 1 K. for from five to ten or more days usually about 
seven falls by crisis ( Fig. 017). The respiration-rate is very rapid for example. fO per 
minute durin<: the height of the fever, and the skin is flushed, dry . pungent Indore the 
crisis, moist from profus<‘ perspiration after it. The diagnosis is much more difficult 
in some eases, however ; there are not a few patients in whom the consolidation is 
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deep-seated so 1 1 1 ; 1 1 it dors not conic to the surface ;it ail, and lohar pneumonia has to he 
diagnosed wlien no almormal physical signs have been detected in either side ol the chest. 
In such cases the general symptoms may surest the diagnosis, and the sticky, viscid 
sputum, the colour ol‘ which is generally that of iron rust hut which in.iy he any ol the 
colours that a bruise may have, from bright-red or brown to greenish-brown. greenish, 
yellowish. or even bluish-yellow confirms it even when the lung si oils remain normal. 
The viscidity of the sputum in these casts is of as much importance as the colour. 
Films of it usually contain numbers of pneumococci : in exceptional instance's pneumo- 
bacilli. When lobar pneumonia is due to the intluenza bacillus the sputum has not 
the viscid, rusty character as a rule, but is more* like that ol ordinary mucopurulent 
bronchitis, though in the pulmonary form of intluenza it may be blood-stained. I he 
presence of pneumococci, however, or of any micro-organism other than the tubercle 
bacillus, is by itself no proof that these arc the cause of the lung lesion, for the sputum ol 
perfectly normal persons often contains pneumococci, streptococci, and other bacteria. 
It is quite 1 possible for a patient who is dying of general miliary tuberculosis ol the lung 
to have no tubercle bacilli in the sputum, but an abundance ol capsulated pneumococci 
which may readily, when they arc discovered, lead to an erroneous diagnosis. 

Sputum in Influenza. Influenza bacilli arc exceedingly small : but it is important 
that they should be looked for. both directly and by cultural methods, in all cases thought 
to be influenzal, before this diagnosis is regarded as established : even when influenza 
bacilli arc found there is still the possibility that they may be an intercurrent infection in 
some' other maladv : but it is so tempting to think ol influenza when no other obvious 
cause for a febrile illness can be discovered, that it should not be diagnosed until influenza 
bacilli have been shown to be present. There is a tendency nowadays to discount the 
causal relationship of Pfeiffer \s Hariflus i nfl ncnzfc to influenza, and to attribute the latter 
to invisible filter-passing organisms, but the facts are still snb jndicc : what is remarkable , 
on the other hand, is the ease* with which Pfeiffer's bacilli may be* missed even on culture 
when they arc really present in la rye numbers: and personally 1 regard their discovery 
as important in the diagnosis of true influenza eases. 

Abundance of Foul Sputum, especially when expectorated much at a time* at com- 
paratively long intervals, is sometimes by itself a striking symptom, and it suggests that 
the patient is suffering from one or other of the* following : 

Bronchiectasis (■angrene of the* lung 

Phthisis with cavitation Hepatic abscess ruptured into 

Foetid bronchitis Suheiiaphragniatic ahsee*ss the* lung. 

An empyema ruptured into the* lung 

It is sometimes very easy to distinguish between these* : wit li fibroid hint* and f/roncht- 
' rfasis the* patient is likely to have had symptoms periodically for a long while: there* 
\sdl generally be ( i,rmu;i> Finukrs (p. 1 kJ) : the* abnormal physical signs are confined 
to one lung as a rule, and especially tee the lower le>be. with displacement of the 
heart towards that side: there will be deficiency of movement, resonance, and vesicular 
murmur in the affected lower lobe, together with either absence of voice-sounds and of 
rales, or scattered foci of crackling rales, (‘specially when the patient coughs, with broncho- 
phony. peetoriloquv. and bronchial breathing. If. on the other hand, the abundant and 
foul sputum is associated with abnormal physical signs in both lungs, and if the upper 
lobes are obviously more affected than the lower, if the patient has a strong tuberculous 
family history, and if tubercle bacilli arc either now present in the sputum, or are known 
to have been present formerly, the diagnosis of chronic phthisis : vith (\vtcnsirc caxitation 
and scrond'irif infection of the cavities with pyogenic* organisms is obvious. 

Fotid bronchitis is always a dangerous diagnosis to make, and 1 1 it* probability is that 
many eases so diagnosed have been examples cither of deep-seated bronchiectasis, of 
phthisis with cavitation and secondary pyococeie infection, or of rm/nfcrna ruptured into 
the huti*. The latter is sometimes associated with hardly any abnormal physical signs, 
because if the original empyema had given rise to the ordinary signs it would have been 
diagnosed and relieved by operation : an empyema may develop either between tin* lobes, 
or between the pericardium and the lung, or between the diaphragm and the lung, in such 
a way as to leave normal lung tissue all round the surface next the chest wall, so that the 
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usual evidence of pus in t hr rhrsl is entirely wanting. Kv c*n if abnormal physical signs 
are produced when thr pus is kept i v i an abnormal position in this way the needle may have 
to pass through so much tissue he Id re the empyema cavity is entered that the pus cannot 
he located : in either of these eases the empyema will, in the course of time, tend to 
ulcerate its wav through the pleura and lead to thr expectoration of large quantities of foul 
sputum at intervals as the empyema cavity re-tills. The diagnosis depends largely upon 
the exclusion of other causes of abundant foul expectoration, and perhaps upon the 
history of a preceding illness predisposing to empyema, for example lobar pneumonia : 
especially if the patient is clear that up to a particular date he had been troubled by 
cough and chest trouble of some kind without particular expectoration, and then one day. 
alter a bout perhaps of specially severe coughing, brought up a small cupful or more ot 
foul material which had recurred at intervals ever since : the tirst bout of foul expectora- 
tion corresponding to the time when the buried empyema ulcerated its way through the 
pleura and became evacuated through a bronchus. 

(xnmrcnc of the hum may be simulated to some extent by bronchiectasis or by 
empNema rupturing into the lung: but generally speaking nothing but gangrene will 
produce so much stench. Foul though the sputum in bad bronchiectasis may become, 
it seldom approaches the awful tutor of pulmonary gangrene. The history, moreover, is 
acute : there ma\ be some obvious cause for gangrene, particularly lobar pneumonia in 
a patient debilitated from stma* other cause, such as diabetes, or inhalation ol hull particles 
after immersion in a dirtv ri\er. or as the result of disease of the mouth, throat, or (esoph- 
agus. or septic embolism of the lung from lateral sinus thrombosis. If any doubt remains 
as to whether lung tissue is being destroyed or not, elastic fibres can be sought for. their 
presence at once dist inguishing between bronchiectasis or deep-seated empyema on the one 
hand and gangrene on tin* other. 

When a large quantitv of pus is expectorated through the lung in a person who. having 
been in the tropics and having possibly suffered from dysentery, has since had symptoms 
pointing to hepatic trouble, the possibility that an amo-bie abscess of the liver may have 
opened its way through the diaphragm into the lung will occur to one, especially' it the 
expectorated pus is tinged the colour of anchovy sauce. It might be thought that the 
Anurba ro/i would be found in it : this pmto/.oon is not present in the pus of a hepatic 
abscess as a rule, however, but only in the granulations of the abscess wall. The sputum 
in these eases is not generally foul. 

Purulent sputum, often free from unpleasant odour, and not necessarily abundant, 
is common to almost any form of bronchitis after the initial serous stage has passed, in 
which the sputum is white and frothy : occasionally a much severer state of affairs is met 
with, with pyrexia, marked cyanosis, much cough, and an abundance of purulent phlegm 
purulent bronchitis which may simulate* lobar pneumonia in its severity and exceed 
pneumonia in its mortality . These eases are probably sporadic instances of that which 
was called the dread influenzal pneumonia of tin* great epidemic. 'Flu* sputum generally 
yields iniluen/.a bacilli plus some* other pyogenic germ of virulence, so that out* has 
intluen/.o-pneimx icoceal cases, influeir/o-st reptoeoceal cases. influenza epncumobacillarv 
eases, all presenting a similar clinical picture and an abundance* of sputum which, it it is 
not haunorrhagie. looks more or less like pus. 

The other abnormal features that may Ik* exhibited by sputum are relatively un- 
common. and are of diagnostic significance only in exceptional eases. 'Flu* serous, mucoid, 
mucopurulent, or purulent sputum of the various stages of acute and chronic bronchitis 
may arouse a doubt as to whether the patient lias not a tuberculous focus : repeated exam- 
ination will fail to reveal either tubercle bacilli or clastic fibres, but it is to be remembered 
that a considerable minnritv of phthisical subjects seem not to expectorate the bacilli. 
Much' sfnitmn is common in those who live in smoky atmospheres, particularly in towns, 
colliery districts, and manufacturing centres. Other changes in colour may be due to 
laemoptysis, pneumonia, or hepatic abscess, which arc all discussed above: sometimes 
infection by the Bacillus pifocpancus may produce greenish or bluish sputa which may 
alarm the patient, but which need not have any serious import, and red sputum simu- 
lating the laemoptysis of phthisis may be due to infection by pigment-producing bacilli 
such as the Bacillus prorfii*iosus ; phthisis may In* diagnosed wrongly in such a cast* 
unless tin* most cart ful investigations of tilt* sputa arc math* by cultural methods. 
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( i ksciimann's Spirals (p. 191) and I n aiuot-Lkyhi.n ( hvstai.s (p. 1 1 ) 1 1;» \ <‘ been 
dise*usse*d e*lse*whe*re*. 

( 7/.s7\ of the bronchial tabes an* met with in very except iemal eases, and they are of 
two main types namedv . diphtheritic and non-elipht herit it*. The distinction depends on 
bacteriological examination : histolo«;ieally they consist ol‘ iH-dtdine*el exudate* containing 
cedis irregularly embedded in it. Non-diphthcritic casts are* due* to plastic' or fibrinous 
bronchitis, a very rare* disease of which the sputum is the diagnostic point. Two other 
rare* causes for the* expectoration e>f e*asts of the bronchi are* lobar pneumonia, and the 
inhalation ed' blood from some other part of the* lull” in a e*ase* of hamoptysis. and its 
subsequent expectoration after it has clotted. 

Xow and attain a cretacnnis pellet {Fill. OIK) or a small caseous mass may be* found 
in the* sputum edther of a patient who has pulmonary phthisis, as cvieltnccel by the* abnor- 
mal apic*al physical si«jns and by the* detection of elastic fibres as wedl as tuberede bacilli 
in the* sputum, or in children as the* result of the ulceration of a 
case'ous bremediial "lane! into the* trae*he*a or a main bronchus and 
then expeete nation of its caseous or ere*tac*eous contents. 

( ludh-xchite sputum float ini: upon the top of any disinfectant 
liquid into which it has been expectorated has no constant 
causation, but it is seen most commonly, perhaps, when there is 
e*pithedioma of the* (esophagus causing stenosis of the latter and 
leadin'*; to irritating eoii'jh by re*ason of the mucus anel food 
particle's which keep rising from the* obstruction toward the* 
larynx: the* sputum is not truly pulmonary, but consists of a 
mixture* of mucus. phlegm. food remnants, and alte red milk : 
the* patient coughs it out . howe ve r, and its appe arance* may be 
remarkable. 

Another rarity which has occasionally been found in the sputum is a recoiini/ahle* 
particle of anc groicth. the* dejection of whiedi may be* e>f material assistance* in diagnosis. 

Chemical analyses are redieel on by some* observers in dist iniruishinu tuberculous from 
nnn-tubcrculous sputum, it btini: stated that expectoration containin': coajjulaldc protein 
is more* likely to be* the* re*su It of t ubereadous infection than is sputum which does not 
coagulate* with he*at. This distinction, however, is not universally accepted. and miero- 
seopieal e*xamination for tuberede* bacilli is certainly a more* reliable test in the <jrcat 
majority of eases. 

The rare*r bacteria and moulds that may be detected in the* sputum by special bacterio- 
logical methods <>t*ne*ralJv reejuire* very special invest i tra t ion. inedueiiiiL’ cultural tests by 
skilled ba<‘teriole>i»ists : one nee*d not. the*rcfdre*. enter into details he re*, though it mas be* 
well to enumerate ce*rlain inicro-or<ranisms which may be* patheioenie* in the 1 1 1 n l: in eom- 
paratively rare instances: //. mallei. <>e*ne*rallv amongst workers in stables or < d herw ise in 
imection with lmrse*s : Aspergillus Jlax us . A. niger. .1 . J'nmigatns, generally amongst those 
"ho have to do with the* artiliedal feeding eif pigeons and either birds : Actinomifccs . or the 
ray fungus, in those* who have had te> do with barley in some way or another, or those 
who are* in the* habit of holding cotton in their mouths, such as tailors and seamstresses, 
llcsidcs these* pat ho^enie* micm-oroanisms. not a few othe rs whiedi are* not actually pathn- 
ame are* te> be recoonizcel in the* sputum when it has become* seconelarilv infected in e*hronie* 
case*s : Fcnicilfi am ulancnm. for instance. eu* Oidium albicans : yeast and either moulds; 
Micrococcus tetruitenus : eir Oidium Irupictdc . a mie*ro-e iroanism similar to but culturally 
different from Oidium albicans , which has recently been reported te> be* a e*ause* ed lull" 
le sions both in Europeans and native s in Ceylon, the* symptoms su<»o*est in<^ phthisis, but 
the latter bein'* excluded by the* persistent absence* e>f tubercle* bacilli from the* sputum 
and b\ the* absence* e>f reaction tci tiibereulin. 

The Juno fluke*. Furuilonimus \\ estermani , which cause s ha*mopt\sis in Keire a. Japan 
and parts ed China, is to be* elia<j;ne>sed by the discove ry of its oval, cnpsulatcel r^s in the* 
sputum. Herbert French. 

SQUINT. (Sec Diplopia, p. 220 : anel Stkaiusmi s. p. 797.) 

STAMMERING. — (Sec Splixii, Ahnokm alitils or, p. 77J.) 
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STERILITY. The differential diagnosis of the causes of sterility is often difficult, 
and although there are many \ve*ll-ele*fined conditions which give* rise* to it, t here are numbers 
of eases in which no definite cause can he found. Further, we must not overlook the fact 
that the husband is responsible for a sterile marriage in one-fourth to one-third of t he eases. 
This is a fact shown bv many observers, and too often forgotten when investigations are 
made. Therefore we must not consider a ease to be complete unless the husband nnd Ins 
semen have been investigated. Many a woman has her married life made miserable, and is 
taken from doctor to doctor on account of sterility, when really the husband is to blame. 
The causes of sterility are shown in the following table : — 

1,1 - It t\ *•- ill' Till I , I \ I ll.VI IN I OK'.W- I.IMHVI. t'liMiiniiN.- 

( 'nni*enitnl Lesion s ; 

\ hseiiee of uterus, tubes, 

< >varies 

( Insure of by men. \ agina. 
cervix 

I'seiidi diermaplm idit ism 
Infantile uterus 
Small adult type of uterus 
* ( nehleat e ‘ uterus 

I )i>j ilaeement s 

I I vpot het ieal changes in 1 h< 
ciidiiinct ri (i m . 


In the mule 
A/.oospermia 
Oligospermia 
Ne*e*re ispennia. 

A studs of the above table shows that some <d the causes of sterility an* primary, 
whilst others are secondary . 'Thus absence of the uterus or infantile uterus means primary 
sterility, whilst hy plains olut ion. carcinoma of the cervix, etc., may occur in women who 
have had children, and only secondarily become sterile on account ol these lesions. 
Further, some of these causes are common, or may be remedied - others, on the other 
hand, are rare or absolutely inc urable. Diagnosis is therefore of great importance, (or it 
is far better to discove r and remedy a defea t early in married life, than to wait until the 
best years are sourc*d and embittered hv the lunging for a child. I nfort unatcly. many 
patients, from various motives, put off the investigation too lemg. 

Congenital Lesions. Some of the* congenital lesions are* diagnosed easily, such as 
closure o f the In/men . absent c of tin- vagina, or closure of the ccrci.r . whilst absence* of the 
essential organs often ret (hires an anast het ie* in order that a bimanual examination may* 
be made satisfactorily. The infantile uterus and small adult tt/fw are* very dillieult to diller- 
e ntiate ; but in the former the* body forms only one-third of the* total length of the* organ, 
whilst in the* latter it forms two-thirds, both types of uterus being small in the* antero- 
posterior and lateral dimensions, and only slightly shortened in the* vertical. Of all the* 
congenital lesions, the* * coc/dcutc' uterus of Pozzi is the* commonest cause of sterility, and 
is the* most hopeful as regards treatment. The* uterus is felt to be* unusually curved ante- 
riorly, has a long conical e*e*rvix, and a small e xte rnal os. In sued an exte rnally mallormed 
uterus as this it is possible* that the* internal structure* is abnormal: the* endomet rium . 
perhaps, is unduly thin and fibrous, the* muscle* lave*rs badly developed. The* hypothetical 
change in the endometrium may be* the* essential cause of sterility : lienee* curettage* lor its 
complete removal forms an essential part of the* treatme nt. The peculiar shape and curva- 
ture* have* long been considered a possible* cause, preventing the* entrance ol spermatozoa 
into the* envitv. Pseudo-hermaphroditism usually shows itse*lf by shortness ot the* vagina, 
elongation of the* clitoris, and the prese*nee of glandular masses in the* groins, which are* 
almost always te*ste*s, proving that the* subjects of it are really undeveloped male's. 


.let/ uirrd Lesions : 

I >yspare-unia 
Vaginismus 
Salpingo-ooplmrit is 
l'te*rine* fibroids 
Kndomrt ri t is 
( ervieal catarrh 
Polypi 

( areinoma of e e*rv i\ 

( are-inoma of fundus 
Ovarian tumours 
Ae-ejuired atre sia of vagina 


Old age* 

( )he*si! y 
Aiwemia 

Nut ritional elist urbance** 

1 neompat ihilit y 
\hsenee of sexual leeliny 


(ienital fistula* 
llyi >e*rin volut ion 
Astringe*nt eleuie*hes 
I )e*fie*ie*nt ovarian activitv. 
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Acquired Lesions. The differential diagnosis of I lit' acquired lesions can only In* made 
by complete examination of t I k* patient by inspection, bimanual examination, and Hie use 
ot l lie microscope 1 to elucidate doubtful growths. Dysi'viui m\ as a cause is dealt with 
under this heading (p. 2,‘W). Hiffnrinvotution is diagnosed easily : it occurs always after a 
labour, and strictly means a continuance and progressive increase of the normal lactation 
atrophy of the uterus ; the latter is felt to be very small bimnnunllv. and t lit* sound may 
pass only 1 A inches in a marked case ; it is always associated with incurable amenorrlnea. 

Deficient ovarian activity, whereby the (.raalian follicles do not ripen or rupture is not 
to be diagnosed by any of the ordinary methods we can employ, and it is doubtful whether 
a microscopic examination of the ovaries themselves would reveal the true condition. 
It is supposed to be associated with scanty menstruation or amenorrlnea for which no 
other definite cause can be found. Absence of ovarian activity must be the true cause in 
the general conditions which are outwardly shown by obesity , ananiia . and disturbances of 
nutrition : and it is a tact that some women have not conceived as long as thev remain too 
fat, whilst loss of weight has in some cases been followed by conception. / neom/uit ibility 
between husband and wife sexually is an ill-defined condition, which, however, is fully 
believed to be a cause of sterility. It is almost incapable of proof, for in the case of a sterile 
widow who remarries and conceives for the lirst time we have no proof' that the former 
husband was capable of procreation, .ihscncc of scrual ieetinii or the sexual orgasm, too, 
is not always a cause of sterility, for conception has occurred in women who are absolutely 
devoid of these feelings. On the other hand, most authors quote the case of a woman who 
conceived as a result of the only coitus at which an orgasm was experienced. The influence 
of age on child-hearing must not be forgotten, the liability to conceive falling rapidly every 
year over thirty. 

Sterility of the Male. Finally, the examination of tin* husband and his seminal 
fluid should never be omitted unless there is some quite well-defined cause to be found in 
the wife. Assuming that the penis and testes are present, and that erections reruler the 
sexual act possible, the seminal fluid must be examined carefully. The fluid should be 
collected in a condom by means of a normal coitus, and should Ik* examined within twelve 
hours. It must be spread on a slide and examined with a high power of the microscope. 

I here may be no spermatozoa present at all. the condition known as a^oosperni ia . in which 

cast* the husband is incapable of procreation. There mav be but few spermatozoa, and 
those exhibiting only leeble powers of movement oii<*ospcnn ia . 'There may be plenty of 
spermatozoa present, but quite devoid of motility nccrospcnnia. It is unnecessary in 
this article to enter into the causes of these conditions. 'Thev are usuallv incurable, and 
consequently further investigation is unnecessary. (,. Stevens . 

STERTOR is really another word for snoring : but it is commonly restricted to the 
1,1 avv. snoring sound accompanying inspiration, produced not in the nose but bv vibrations 
tin soft palate, generally when tilt* patient is in a state of profound unconsciousness. 

II differs from stridor in that the latter is produced in the larynx. If. as is generally the 
ease, the patient is comatose*, the presence or absence of stertor helps little in the diagnosis, 
which is discussed under the heading Coma (p. 15JI). Sometimes, however, without being 
comatose, the patient may have stertor during sleep, when he is suffering from the effects 
of drink or from any of the following : 

Adenoids Quinsy Post pharvngeal abscess. 

Hypertrophied tonsils Paralysis of the soft palate 

I he stertor in these cases is closely akin to snoring. The differential diagnosis 
generally becomes manifest when the interior of the mouth and the pharynx are examined. 
Possiblv tin* condition most likely to be overlooked is post pharvngeal abscess, but this 
should not be mistaken for anything else if a digital examination of the back of the mouth 
is made; moreover, except when due to tuberculous caries of the cervical vertebra*, it is 
commonest in infants and quite small children, becoming rarer with each year of life. 

Herbert French. 

STIFF NECK. This occurs ill a number of diseases entirely different in character, 
and its significance may be cither grave or trivial. It is rarely that stiffness is the only 
svmptom, but it may be the first thing complained of, or it mav be a complication arising 
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in the course of a disease. It is not right to assume Unit tin* trouble is trivial, or vaguely 
to designate it as rheumatic*. without a thorough investigation. It is necessary first 
to inquire into the history, when it may become obvious that it follows, say. an injury, 
or lias arisen during the course ol some disease, and is not primary. Next examine the 
patient with the head and shoulders bared, and see whether there is any swelling or 
abnormality present, also the extent of possible movement, and whether or* not it is the 
movement that causes pain : it possible*, locate the seat of the pain. Manv further 
investigations may be necessary , e.g.. examination of the throat for tonsillitis, tin* ear for 
suppurative otitis media, etc., according to the circumstances of the ease; or the neck 
may need to be X-rayed to find out whether the vertebra* themselves are healthy or other- 
wise : a crack may he discovered in the body of one of the cervical vertebra*, especially 
the tilth or sixth, after an injury which may not seem to have been of sufficient violence 
to cause fracture of the spine. 

li t {insure In ( 'old or S/cr/ii n*l in n ( 'mni/nd 
I ‘as if inn tnav give rise to a transient stiff 
neck associated with no other symptoms. 

There is generally a distinct history of the 
patient waking up in the morning with a stiff 
neck, and the diagnosis is made by exclusion. 

Often, m such eases, there is a latent focus 
of microbial infect ion. especially in connection 
with a tooth : the stiff neck is a variety of 
librosit is in t hese eases. 

/ n fin annul inn of the Lfftn filial i< ( Hands and 
the cellular tissues of the neck may cause local 
stillness, whether the infecting focus he a boil 
or carbuncle, or a carious tooth, an inflamed 
tonsil, pediculosis capitis, or other similar 
cause. There is no spasm or rigidity of the 
muscles here, the neck can he moved quite 
well : but it hurts to do so. and therefore it 
is held stilllv . 'The diagnosis is easy as a rule. 

TurticnUis or II ‘rtf-neck is due to con- 
traction of the sternomastoid muscle on one 
side, usually the result of an injury to the 
muscle caused by pulling on the aftereoming 
head in breech presentations. The muscle 
stands out as a tight band in the neck, and 
its contraction leads to a characteristic de- 
formity. 'The head is pulled down towards the affected side, and the face and chin are tilted 
towards the opposite* shoulder. The movements of the head arc necessarily restricted owing 
to the shortening of the one muscle, and in long-standing cases this leads to a marked 
asymmetry of the face. The consequences are not limited to the head and neck, tor the 
spine shares in the general obliquity, and shows marked lateral curvature in old cases. 

S/iusntadir Torticollis is an unusual form due to spasms of the sternomastoid and other 
muscles of the neck. The spasms are intermittent, coming on suddenly with great pain, 
the affected muscles relaxing after a variable time, and during sleep. 

( cn icuf ('urics. The greatest care must he* taken not to confound muscular rigidity' 
with tuberculous disease of the cervical vertebra*. In flu* latter, pain and rigidity are 
among the earliest signs ; the pain is increased by the least movement, and the child for 
it is generally a child that is affected takes the greatest precaution to avoid any move- 
ment. even holding the head between the two hands. Tin* position of the head varies: it is 
most often held very stiff and straight, tin* natural backward curve* of the neck being lost. 
In the late stages there may be an angular or lateral curve. The distaste* for movement is 
very well brought out when the patient is asked to look round the eyes only an* moved, 
or the whole* body is rotated. Hearing the peissibility of this e-ondition in mind the*re is 
not much difficulty in eliagnosis, but in dembtful e*ase*s a skiagram should he* taken 
(Fif’.iiVJ). 
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or dislocation arc almost always fatal : if not immediately, then in a lew days. A rare 
injury that may not he fatal is unilateral dislocation of one ol the eervical vertebra*. I his 
may result from a fall on to the head. From the start there are ‘’feat pain and stillness 
in the neck, the head heinu fixed immovably and turned to tin* opposite side* to that of th(* 
displacement . 

limns. A self-evident cause of stiffness is the eieatrieial contraction following a burn 
on the neck . 

Stiffness and retraction of the head are important indications of )ncnin<’ihs, but they 
are by no means constant : when present they are generally accompanied by other well- 
marked sions of meningitis. 

Stiffness of the neck is one of the earliest si^ns of tetanus: it is rarely the only one. 
however. The trouble soon spreads to the jaw. causing trismus and other characteristic 
symptoms (p. 88.7). dearie 7',. (mus/,. 

STOMACH, DILATATION OF. (See l)ii. vr.vnoN or nn: Stomu ii, p. 218.) 


STRABISMUS. Squints may be classified accord ini' to their direction . into convergent, 
di\ ernen! . or altitudinal : nccordmir to tin ir cause, into paralytic and non-paralytic (coil* 
com it an I ). The diagnosis between paralytic and non-paralytic strabismus is, as a rule, 
easy . In a paralytic strabismus the convergence or divergence of the two eyes is not con- 
stant in amount in all directions, as the tart her the eyes are moved over in the dilection of 
the action of the para Used muscle the greater will be the deviation 1mm parallelism. In a 
concomitant squint the eyes always bear the same relative position to each other in what- 
ever direction they are turned. 

The diagnosis of the cause of a paralytic strabismus, which is associated with Diiu.oima. 
k disemsrd under that heading (p. 220). The causes of eoneomitant strabismus are usually 
Error a) re fi action : Failure aj hinneutar ; ision ; Defective vision in one nje ; or the a-soei- 
ation of one or more of these conditions. The came cannot be determined accurately 
without a careful examination of the ocular p fraction under a mydriatic. In general terms 
it m iv 1 m- stated that convergent s«juints ot ’his type are. as a rule, due to hv permetiopiu, 
and di v ei'LM'iit souints to myopia. Herbert hasmi. 


STRANGURY differs somewhat from mere pain on micturition, in that, in addition 
to severe pain before, during, or after the act. the patient is troubled constantly by urgent 
ami repeated necessity to discharge his urine, sometimes as often as every few minutes, 
vet without anv satisfactory relief to his discomfort. The condition is also spoken of as 
vesical tenesmus. Verv little urine is passed each time: sometimes the desire and the 
necessitv are urgent when there is no urine in the bladder at all. The causes resolve them- 
selves into five groups, as follows: 


I. Nervous Conditions, especially : 

llystcria Irritable bladder Tabes dorsalis 

Neurasthenia (vesical crises). 


2 . Obstruction to the Urine Outflow, leading to Retention with Overflow : 


t retinal stricture 
F alarmed prostate 
Prostatie calculus 
( areinoma of the j 
Hct rov cried gravid 
I t erine fibroid 
Ovarian eyst 
Ovarian carcinoma 


u-ostate 

uterus 

1 mpactcd in 
the pelvis 


Fxtrcnie prolapse of the uterus and bladder 
Calculus impacted in the urethra 
Inflamed urethral caruncle 
( .onorrlura 

1 rcthritis other than gonococcal 
l’eriprostat ie abscess 
P(-ripmetal abscess. 


Local Affections of the Bladder Wall : 

Injury Tuberculous cystitis 

Acute cystitis Papilloma vesica- 

Chronic ‘cystitis Carcinoma vesica* 

Calculus irritating the 
t rigone 


Infiltration hv 

Carcinoma of the uterus 
Carcinoma of tlu* rectum 
Acute vesiculitis. 
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4. Reflex Conditions : ■ 

Inflamed lucmorrlioids Coli baeilluria ) Kvcn before there is infection 

Injury to the back ; Pyelitis I of the bladder wall. 

Tuberculous kidney, before the bladder | 
is involved 


5. The effects of certain Drugs, especially : — 

Cantharides Protropine or hexainetliylene- llchnitol 

Oxalic acid tetrannue Pystopurin 

Turpentine 


Most oi the conditions mentioned above, and the medhods of (list inguishing between 
them, are discussed in the article on Micti’hition, Aunoumalitiks oi (p. 4J>0). Irritable 
bladder is discussed under the heading of Oxai.ihia (p. olid). Two points of importance 
deserve stress, however, and chief amongst these are the vesical crises of tutus (tarsal is. 
The patient's sole complaint may be that he can never be far from a lavatory because of 
acute and painful calls to empty his bladder at frequent intervals ; sometimes lie has 
no sooner passed what is in his bladder than he has to run back and do it again, though 
there is no urine whatever to pass : and his vesical pains may he extreme. From loss of 
sleep his general health suffers, and he becomes amende and wasted to such an extent that 
carcinoma of the bladder or genito-urinary tuberculosis are simulated, or acute cystitis 
may he diagnosed erroneously. The true diagnosis will be suggested when it is discovered 
that the knee-jerks are absent and the pupils give the .Argyll Robertson reaction ; in some 
eases, however, the nature of the malady may he difhcult to decide for a time, because 
crises of all kinds, like the lightning pains, are apt to develop in the earlier stages of tabes 
when the knee-jerks may as yet not he absent. Both jerks should he tested, for there are 
eases in which one knee-jerk is still present when the other has disappeared. A thorough 
examination of the urine and bladder should he carried out even if the patient is known 
to have tabes dorsalis, tor he may have a gross lesion of the bladder in addition to his 
nerve disease. The actual cystitis resulting from retention of urine with overflow is 
generally a late symptom, and not a relatively early one like the vesical crises, which are 
quite distinct phenomena. As time goes on the bladder crises mav cease spontaneously, 
just as the lightning pains, the rectal crises, and the other painful phenomena of tabes 
are apt to do. 

The other point that merits attention is the strangury that certain drugs produce. 
Cantharides is familiar in this respect hut more from its prominence in text-books upon 
forensic medicine than from its occurrence in actual practice. The same applies to 
oxalic acid and to turpentine. Jt is less recognized that certain drugs in common use 
may be responsible for very similar symptoms, in which respect hclmitut , eifstapa rin , and 
:m< tlnfleneietramine are important. These are all employed in the treatment of py uria, 
well as for gall-stones and other conditions. If given for pyuria, when there may have 
men frequent and painful micturition already, the increased frequency and pain that 
sometimes ensue when any of the above drugs are administered are apt to he attributed 
to an increase in the cystitis or other genito-urinary lesion, and the dose of the drug is 
increased instead of diminished. It may he only after the patient deliberately ceases to 
take the medicine that the fact of the increase in the symptom being due to the drug 
becomes obvious ; sonic* eases develop strangury every time they take urotropine. and lose 
the symptoms a day or two after they have stopped the medicine. In some instances 
transient haanaturia accompanies the strangury , and the danger always is lest these sym- 
ptoms he attributed to the disease and not to the drug. 

Speaking generally, it is in cases in which the urine is concentrated, or at least 
in small amount, that urotropine and its allies are most liable to cause strangury and 
hiematuria. If the patient drinks abundance of water, so as to dilute his urine, these 
symptoms often disappear. Sometimes the patient can take helmitol with case when 
he cannot be»ar urotropine, and vice versa. The important point is that urotropine 
and other drugs of like nature may be responsible for such strangury as may simulate 
local disease of the bladder, and unless this is borne* in mind an erroneous diagnosis is 
liable to be made. //,,/„•* 
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STRIDOR is a term used to denote a harsh, vibrating noise produced as the air passes 
in or out of a partially obstructed larynx or trachea. It may be due to many different 
causes, which may be classified as follows : 


1 . Partial Obstruction Inside the Larynx or Trachea : 

Mucus or mucopus Caseous inland bulging or rupturing into 

Foreign body the trachea. 

•J. Affections of the Wall of the Larynx or Trachea 


I )ipht heria 

Acute (edema due to 
bright *s disease 
Potassium iodide 

Irritant vapours such as ammonia or 
chlorine 

Aeutc laryngitis streptococcal, pneu- 
mococcal. st nphvloroceal 

Swellings Outside Compressing the 

Knlargcment of the thyroid gland 
Knlurgcnictit of the thymus gland 
'rhoracic aneurysm 
Mediastinal new growth 
l*ost pharyngeal abscess 


Secondary infection in eases of tuberculous, 
syphilitic, malignant, traumatic, or post - 
typhoidal uleerat ion 

Stenosis after tracheotomy or cut throat 
Kpithclioma of a vocal cord 
Fibroma of a vocal cord 
Kpithclioma of the trachea 
Syphilitic stenosis. 

Larynx or Trachea : 

Kpithclioma of the (esophagus invading 
the trachea 

Malignant glands in the neck 
( ellulit is of t he neck 
Erysipelas of the throat 
Angina Kudovici. 


1. Bilateral Abductor Paralysis of the Vocal Cords, generally due to syphilitic 
degeneration of the vagal-nuclear nerve-cells: though occasionally the result of bilateral 
injury to the recurrent laryngeal nerves after the operation of thyroidectomy. 


.7. Unilateral Vocal Cord Paralysis in a few eases: generally if one cord remains 
normal there is no stridor. The diagnosis of the causes is given on p. tit Mi . 


<>. Spasmophilia, or undue tendency to spasmodic muscular contractions, such as is 
seen in rickets (larvngisinus stridulus), and in tetany - (e/) carpopedal of infants, lb) in 
adults after parturition, after thyroidectomy, in association with gast ro-intest inal lesions, 
notably pyloric stenosis, gastric ulcer, duodena! ulcer, and gast rcctasis. 


7. Hysteria. 

Distinction is somet imes drawn between inspiratory and expiratory stridor, and stridor 
which is both inspiratory and expiratory : but in practice such a distinction is not helpful. 
The main value of stridor as a symptom is that it indicates stenosis of the main air-passages 
b\ one or other of the above causes, except when it is functional : hf/stcrical stridor erases 
during sleep, is marly always confined to the female sex. as a rule between the ages of 
fifteen and thirty, and is often associated with other functional nervous symptoms, such 
as globus hystericus and functional aphonia (p. BOB). Laryngismus stridulus may be 
suggested by the age of the patient : by the other signs of rickets that are present : and 
by the fact, perhaps, that the child has had precisely similar symptoms on previous 
occasions. It is most important, however, not to diagnose spasmophilia and laryngismus 
stridulus until proper examination has been made to exclude foreign body, laryngeal 
diphtheria, and postpharyngeal abscess, or life may be lost. Stridor should never be 
diagnosed as functional until every possible organic cause* has been excluded. The differ- 
ential diagnosis of the causes of ohst met ion to the main air-passages will lie found discussed 
on page - M>. Herbert French. 


STUPOR. (See ( ovi \. p. lad.) 

STUTTERING. (Sec Sit. Fill. Aunoum ai.itifs of, |>. 77 (.) 


SUCCESSION SOUNDS m; iv be heard when a part that contains any considerable 
bulk of both fluid and gas is shaken whilst the* ear or the* stethoscope is applied over it. 
Some t imevs the* sounds are so loud that they e*an be heard at a considerable distance from 
the patient. A good example of succussion is often afforded by the* neirmal stomach after 



800 


8 1 CC l \SSI ON SO r M )S 


a quantity (O' fluid has just been swallowrd. It is a mistake to suppose that gastric 
sueeussion sounds are evidence of abnormality : they merely prove that the viseus contains 
fluid and gas at the same time : the gas may he due to fermentation, hut it is often nothing 
hut air that has been swallowed during drinking. The chief value of gastric sueeussion 
sounds is that, according to the position in the abdomen at which they can be heard, they 
afford some clue as to the position, and perhaps as to the size, of the stomach. They 
should not be heard lower than the umbilicus when the patient is recumbent : if they are, 
the stomach is either displaced downwards, or dilated, or both. 

Another- variety of sueeussion sounds may sometimes he heard in the chest, especially 
in eases of hffdm/incumolhnnu' ; when the patient deliberately oscillates his trunk to and 
fro. and then stops, the fluid and air can be heard making noises like those produced when 
a partly-filled barrel is moved about. Sometimes the fluid splashes up on to the collapsed 
lung and then drips off again into the pool at the bottom of the pleural cavity, each drop 
echoing in the* cavity and producing a metallic clink like a bruit li'airuin or coin sound. 
Similar sueeussion sounds may be produced by a pyopneumothorax or a haniopneumo- 
tliorax. th(* difference between these being decided, as a rule, by exploratory needling. 

Sueeussion sounds other than those due to tin* stomach, or to gas and fluid in tin* 
pleural cavity, an* uncommon, but the following is a list of the chief possible causes : 


1. Causes of Sueeussion Sounds in the Thorax : 


I lydropneumot liorux 
Pyopneuiaot borax 
I heinopneuinot borax 
1 haphragmatic hernia 

Subdiaphragnmtie abscess eo minimi cat - 
ini! with stomach or duodenum, and so 
containing air and pus : or else infected 

2 . Causes of Sueeussion Sounds in the 

The normal stomach 
I tilatat ion of the stomach 
Knornious dilatation of the ea*eum 
Knonnous ddatation of the sigmoid colon 
Knormous dilatation of some other part 
of t be colon 

Pneumoperitoneum, dm* to: (a) Perfor- 
ated gastric ulcer: ( ft) Perforated 

duodenal ulcer : ( c) Perforated typhoid 
ulcer of the intestine : {(i) Perforated 

tuberculous ulcer of the intestine : (c) 
Perforated malignant uleerofthe colon: 
{/) Production of gas h\ the Jiaci/tu* 


with the HuciUus mfi mmmunis. and 
containing gas and jmis 
1 In dropneiiinoperieardiuin 
P\ opneumoperieardium 

A huge pbtliisieal cavity beneath a thin 
chest wall. 


Abdomen : 

mfi communis. either in a local abscess 
(e.< appendicular or Mihdiaphragmat ie) 
ur in t he general pet it oneum 
Suhdiaphragmat ie abscess eonmmniea- 
(ing with th<' interior ol I lie stomach 
Air and urine in the bladder (see Pm i - 
MAI l III A. p. fi Pi) 

(■ns-prnduction b\ the liatiUus nth rum- 
munis or other germs in a large p\<>- 
nephmsis 

Infection of an ovarian cyst or other 
eolleetion of lluid by a gas-prodilring 
miero-organism. 


Sueeussion Sounds in the Chest, The diagnosis is not as a rule dillieult. It is very 
; a re indeed for a phth isical cavitff to give sueeussion sounds: but should it <lo so. the 
phenomenon would be apical rather than basal, and thus distinguishable from most eases 
of hydro- or pyo-pneumothorax. It is possible lor the latter to be apical, however, if old 
adhesions prevent the parietal and visceral layers of pleura from separating in the lower 
part of the chest, and then, if tubercle bacilli were found in the sputum, it would become a 
matter of opinion as to whether the sounds were produced in the pleural cavitv or in a huge 
vomica. Jhpiro- and pifo-jmcumopcricurdi um are very rare, and thev are at once distin- 
guished by the extraordinary churning sounds made by the heart beating within the 
mixture of air and fluid. Survival is improbable. The cause is generally an epithelioma 
of the (esophagus opening the pericardium from behind, a foreign body such as a 
tooth-plate nice ratine through from the (esophagus, the opening of an air-eont amine 
subdiaphragmatie abscess through the diaphragm into the pericardium, or infection of 
the pericardial sac by a gas-producing organism such as the HuciUus coli communis. 

A sub(li(iphm<*malic abscess containing air owing to communication with a hole* in a 
gastric or duodenal ulcer sometimes pushes the diaphragm up so high that the condition 
may be mistaken for hydro- or pyo-pneumot borax : it may he possible* to distinguish the 
two by knowing that the trouble began with gastric ulceration : on the other hand, it may 
be impossible to tell which it is until the position of the diaphragm is ascertained, either 
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by tin* use of the X rays (Fig. or by operation. When the trouble is sub- 

<1 iaphi'agmat ic the tendency is to displace the heart upwards rather than towards the 
opposite side of the chest (see p. whereas the contrary is true in the ease of 

pneumot borax. 

Diaphragmatic hernia is very Fan* ; it may be congenital, or it may be the result of 
severe injury to the* abdomen and chest. In neither ease are the patient's prospects of 
survival good. The exact diagnosis may not be arrived at without operation or post- 
mortem examination ; if the stomach is herniated into the thorax, however, the effect 
of eating and drinking upon the physical signs may point to the diagnosis, or the X rays 
may be used to demonstrate the gastric shadow after the administration of bismuth or 
barium salts by the mouth (see Fig. al l, p. 

In most eases of htptra/naamotttora.r there is little difficulty as to the diagnosis of the 
condition itself; it may be less easy to decide what the hydiopneumot horax is due to. 
If the onset has been sudden with acute pain in the affected side of the chest, cyanosis, 
and d\spmea. the commonest cause is phthisis. The sputum should be examined for 
tubercle* bacilli. In some instances an injury 
may have been the immediate cause, but injury 
seldom produces hydiopneumot horax unless there 
was already a tuberculous or other lesion in the 
lung ;it the time of the accident. Hydro- 
pneumothorax ma\ result temporarily after 
paracentesis thoracis. If there has been bleeding 
at the same time, fnrntnpnca mothunu may be 
found, and it is common after bullet wounds of 
the chest. father a hydro- or- a harno pneumo- 
thorax may become infected with pxogcnctic 
organisms and converted into a /n/upnenmothoraj. 

The diagnosis will be confirmed by needling the 
chest. Pyopneumothorax is apt to escape 
detection, however, because it may arise when 
the patient is too ill to be shaken in eases 
of gangrene of the lung for instance, resulting 
perhaps from lobar pneumonia, obstruction of 
a bronchus by a foreign body or a new growth, 
the breaking down of an infective broncho- 
pneumonia or pulmonary infarct, or* the 

conversion of a pleural fuematoma into a mixture / ot a ;m-. our : <imnc sui*- 

* « i i:t h • iibsrt'ss | » 1 1 - i 1 1 r i up 1 1 n- cupola ol 

of j)us and gas as the result of infection by th- vinphra-m. </•// hr. e. 7/mr.stun j/o/iand.) 
gas-gangrene organisms after gunshot or other 

wound of the chest. Generally speaking one may say that the existence of well-marked 
succussion sounds in the pleural cavity of a patient who has sufficient vigour to shake 
his own body to and fro indicates hydro-pncuinot horax of phthisical origin. 

Succussion Sounds in the Abdomen. -The first point in the differential diagnosis 
of succussion sounds in the abdomen is to decide whether the sounds are gastric or not. 
Generally this is obvious : if there is doubt, the effect of putting more gas or more fluid 
into tilt* stomach by taking a seidlit/. powder in two halves, or by drinking a quantity of 
water, will usually so change the character and distribution of the sounds if they are 
gastric that little doubt will remain ; or the X rays and bismuth method of demarcating 
the stomach may be employed. The existence of gastric succussion is no proof of 
gast rcctasis ; if, however, the succussion sounds are audible over a larger area than 
the normal stomach should occupy they afford valuable evidence of gastrcctasis , and 
the next step will be to determine the cause of the latter. Dilatation of the stomach 
has three main causes, namely, atony, noil-malignant pyloric or duodenal obstruction, 
especially bv a healed simple ulcer, and malignant pyloric obstruction by primary gastric 
carcinoma. 

The presence of visible peristaltic waves, or the occurrence of vomiting, will exclude 
simple atony, which can never be diagnosed with certainty until it is known that there is 
no pyloric obstruction. The latter may be indicated by periodic vomiting ; by the 
li 51 


Skiagram of a ca— i-onraiiuntr sul>- 
(iiaphratrinat ii' abscess pii-liiri:/ up 1 1 n ■ vi^lit cupola of 
111** vliaphrauau. ( /•// hr. ('. I htnwtmi Ho/lami.) 
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abundance of t lit' fluid vomited being givatcr than tin* amount taken at the last meal ; 
by the presence in it of particles of food eaten a day or more previously ham, for instance, 
vomited on Tuesday when last partaken of on Sunday : by the visible peristaltic waxes 
corresponding with the stomach ; and by the presence of sarcina* in the vomit (see Fig. ~*>8. 
p. 302). The most certain method of detecting pyloric stenosis, Imxvexer, is by means oi 
t)ismuth or barium and the X rays, especially in those eases, not infrequent, in which 
vomiting does not take place in spite of great gastrectasis : one needs to know not merely 
that the stomach is big (Fig. 185, p. 210), but that it still contains residual bismuth at 
the end of eight hours (Fig. 180), long previous to which it should have discharged all 
its bismuth contents if it were normal. 

It is often a matter of extreme difficulty to decide whether pyloric* stenosis is simple 
or malignant, though upon the whole the shorter the history, the older the* patient, and the 
more definite* the pyloric thickening or lump, the more likely is the lesion to be* carcinoma- 
tous. The latter may occur in cpiite young subjects, however, even between 20 and 30 : 
and a long history docs not exclude carcinoma, since* some* e*ase*s of simple* ulc<*r ultimately 
become malignant. Kve*n xvhen laparotomy is performed for the* relief of the* condition 
the precise nature* of the* ulcer may be* epiite* doubtful : sometimes, indee*d. post -mort e*m 
examination fails to decide whether the* stenose*d pylorus was carcinomatous or not, until 
microscopical examinations have* been made. It lias been stated that if the* gastric* juiec 
after a test meal contains a normal amount of IK I. the* diagnosis is unlike ly to be 
carcinoma, and vice* versa : but cve*n this general rule* has many exceptions (p. 311). 

The* diagnosis of pyloric* stenosis due* to othe*r cause's than adhe*sions. a healed ule*c‘r. or 
a carcinoma is seldom possible* without a laparotomy : occasionally such out-of-the-way 
things as a calcified retroperitoneal cyst adherent to the* pylorus and thought to have* been 
a carcinoma pylori may be* found. 

If there are* well-marked abdominal sue*e*ussion sounds that can be* shown to be 
definitely not gastric there are generally other well-marked signs and symptoms which 
materially assist the* diagnosis. 

Succussion sounds in the* gcne*ral peritoneal e*avity are* e*xe*e*ssively rare, for e ve n though 
this cavity should contain both gas and fluid, for instance* afte*r perforation of a typhoid 
ulcer, the* coils of bowel prevent the sounds from being produced readily. The list of causes 
given above indicates the* conditions that may be* j»re*se*nt. It would e*Ie*arly be* next to 
impossible* to diagnose most of the*m unless the* previous state* of the* patient were* 
known accurately, or unless exploratory laparotomy were* resorted to. It is important to 
remember that the Hacilhts co/i ram m unis produces gas, so that intra-abdominal a bsecsse-s. 
appendicular and otherwise*, are* occasionally resonant. The* occurrence*, however, of 
marked non-gastrie succussion sounds in the* abdomen of a patient who is not acute ly 
ill wi 1 1 generally arouse a suspicion that the*re* is distention with gas and fluid of some- 
part of the large bowel, especially the* e*a*e*um or the* sigmoid colon. This distention wall 
generally be the* result either of chronic constipation or of some cause* of intestinal 
stenosis. 

In cases of idiopathic dilatation of the* colon, volvulus of the sigmoid colon, or Hirsch- 
sprung's disease, the sigmoid dilatation may be so extreme* that this part of the* intestine* 
bulges up as far as the diaphragm (Fig. 14*5. p. 104, and Fig. 385, p. 480) ; succussion sounds 
in such a dilated colon might lead to t lie* e*rrone*ous diagnosis of gastrectasis, but it is not 
common to get succussion because the distended colon contains facal mate rial that is not 
sufficiently liejuid : the* pear-shaped outline* e>f the elilate*el viscus, and the* histe>rv e » f must 
troublesome e*e>nstipatie>n fe>r years, may inelie*ate* the nature e»f the* e*ase\ but sennet imes the* 
fact that succussion seninds are colonic and not gastric can be* ehtermine-el only by giving 
bismuth by the* mouth and then outlining the stomach by the dark shadow cast by the* 
bismuth under the X rays, or alternatively, by X-raying the* colon after a bismuth ene*ma. 

Herbert Freneh. 

SUGAR IN THE URINE.— (Sc •(• eil.YCOSriUA, p. 

SUPPRESSION OF THE MENSES. (Sec Amknohiuictca, p. 22.) 


SUPPRESSION OF THE URINE. (Sec Anuiua, p. 54.) 
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SWEATING, ABNORMALITIES OF. The functional disorders of the sweat-glands, 
sudamcn ( miliaria ) and hidroci/stoma , are dealt with from the diagnostic point of view in 
the article on Yiisici.ks (p. tll.’l). The other abnormalities require but the briefest notice, 
lor it is hardly possible* to confuse them with each other or with any other conditions. 
In hffpcridrnsis the secretion of sweat is excessive either ove r the whole skin or in some 
particular region, c.g., the palms and soles, and especially covered parts furnished with 
large sweat-glands, such as the axilla* and genital regions. Occasionally hvpcridrosis is 
limited to the area of dist ribution of a particular nerve the fifth, for example. In some 
eases a peculiar pink tint of the inner side of tin* palm and tin* ball of the little linger 
and thumb has been noticed. In rare instances hvpcridrosis in delicate children is 
associated with granulosis rubra nasi, a condition in which the skin of the nose* becomes 
intensely red. and is dotted over with minute* deep-red specks and papules, the papules 
gradually developing into pustules which soon dry up. The* cells around the* sweat-duets 
are* infiltrated, and both duets and e*oils, and also the* blood-vessels and the lymphatic 
spaces of the eorium. are dilated. This complication is distinguishable from rosacea by 
the age of the* patient, the absence of telangiectases and e»f change* in the* sebaceous glands ; 
from eczema, by the* absence of \ e*sicu lat ion and weeping, and its obduracy to local treat- 
ment : from lupus erythematosus, by the* abse*nee* e»f scales : and from lupus vulgaris, 
by the absence* <>f apple-jelly noelules. The* night swe*ats id phthisis, and those associated 
with rirhrts and with infant Hr scan if (Harlow's disease, p. are not, as a rule*, eliflieult 

to at t ribtite* to t he ir cause. 

In aniilrnsis the* secretion may be* merely diminished or totally suppressed, and either 
the* whole* skin, e>r only some* particular area, may be* affected. The abnormality is 
usually associated with ichthyosis, psoriasis, eczema, sclcrodcrmia, belladonna poisoning, 
with malnutrition <>r with disordered innervation: under the* latte*r heading one may 
mention in particular the* unilateral sweating of the face* and head that accompanies 
irritation of the cervical sympathetic by an aneurysm, thoracic cyst, or new growth ; the 
emt bursts of local pe rspirat ions, sued as a band of sweating round the body, that con- 
stitute* a rare* symptom e>f tabes dorsalis a sweating crisis : and the sweating of half 
the Indy hemidrosis that may be* a purely functional or hysterical phenomenon. 

Brmnidrusis , e>r foul-smelling sweat, sometimes associated with hypcrielmsis, mav 
excur in connection with sued general a fleet ie ins as acute* rheumatism, unemia, and 
scurvy, or following a serious illness like* pne*ume>nia. Occasionally generalized, it is 
much more* frequently limited to particular parts, such as the feet, the axilla*, and the 
perineum. The foul sme*ll is due te> the* greiwth of the Itarillus ftvlidus upon the sweat 
afte*r exudation. 

In rhnnn idrnsis both sweat and sebum may be* coloured, generally some shade of blue, 
but occasionally reel, gree n. yellow, viole*t, and even black. The pigmentation is usually 
localized. t lit* most frequent situations be ing the* eyeliels, edeeks. forehead, and siele of the 
ne >se* : but occasionally the* whole* of' the* face* and large* parts of the trunk anel limbs, anel 
especially the* axilla* and groins, are* affected. The* eemelit ie>n is often a neurosis, but it 
may be* eluc to the* ingestion of copper (green swe*at), eir of iron (blue swe*at), eir tei the 
aetiem of cocci or the* Bacillus /iifocifancus upon the* sweat after se*e*retiem. The* chief point 
in diagnosis is the* exclusion of imposture. 

1 laniat idrnsis, or bloody swe*at, generally limited tei particular parts, the face, hands, 
feet, navel, ete*., may be* a form e>f so-called vicarious menstruation, eir an expression of 
emotional stress in highly-strung persons: it is sometimes simulated by the* presence in 
the* sweat of bacteria producing a red pigment, such as the Bacillus prndigiosus . Vr idrosis, 
in which urinary constituents are present in the* sweat in abnormal quantity, is not an 
idiopathic affection, but an accompaniment, of such grave* eonelitions as cholera and 
unemia. It is epiite unmistakable* ; the sweat has a urinous odour, white crystals 
will be seen on the* skin, and the* exudate gives an effervescing reaction with sodium 
hypobromite*. 

It is weirthy of note* that the* sweat may have* peculiar effects when the patient is 
taking certain drugs : for example, persons whose occupation it is tei make polished steel 
implements may be* discharged from their employment if they are taking mercury and 
iodide* of potassium, because the articles they have polished go dull anel spotty almost 
at einee, in a way which deies not result from ordinary perspiration. Ernest Dore • 
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SWELLING, ABDOMINAL. This may he ae*ute or chrome. general or loe*aI, and 
caused by abdominal accumulations that arc mainly either gaseous. Muid. or solid. I In* 
position , physical consistency , and duration of abdominal swellings arc their three out- 
standing clinical features for purposes of diagnosis. They may be elassilied as follows: 

I. —Swellings in the Abdominal Wall. 

II. -General Abdominal Swellings : — 

A. Mainly Gaseous: Surgical emphysema: Meteorism. 

B. Mainly Fluid: Ascites; Large evstie tumours : Distention of hollow viscera: 

Hydatid disease. 

C. Mainly Solid: Obesity: (’onstipation : Inflammatory deposits; New growths. 

III. — Local Intra-abdominal Swellings : — 

A. Due to General Causes: Kucvstcel ascites : Tuberculous peritonitis : I lydat id disease ; 

Subphrenic abscess ; Phantom tumours ; baiteroptosis. 

B. Due to Enlargement of Particular Organs. 

I. SWELLINGS IN THE ABDOMINAL WALL. 

Swellings situated in the abdominal wall itself can be recognized by their superficial 
position ; by their adherence to the skin, muscles, or fascia : or by their not following the 
movements of the viscera immediately underlying the wall of the abdomen, to which they 
must therefore be superficial. But it may be impossible to distinguish between a fatty 
tumour in the deeper part of the wall, for example, and a fatty omental mass that has 
become adherent to the parietal peritoneum and so has practically incorporated itself 
with the abdominal wall. 

Inflammatory sued ling of the wall may occur by infection from without or. less often, 
from within. Thus a liver abscess may cause extensive redness and swelling in the right 
hypochondriac region; infiltration of the abdominal wall is often met with in operations 
for appendicular abscess ; in acute eases of Hodgkin' s disease and lymphosarcoma, tumours 
suggesting a subacute inflammatory process max occur in the abdominal wall, but they are 
really localized lyniphadciiomutnus or sarcomatous deposits, not due to infection, and are 
associated with gland enlargement, in other parts of the body. Inflammatory succlting about 
the umbilicus is not rare in newly-born infants, due to the entrance of infection by way of 
the cord ; in stout uncleanly adults the umbilical fossa may be the seat of intertrigo which 
becomes painful, swells, and suppurates; but a far more serious umbilical inflammation 
may occur in patients, usually children, with tuberculous peritonitis : a tuberculous mass 
in connection with the round ligament may break down, perforate at the umbilicus, set up 
a chronic discharge there, and ultimately establish a f.eeal umbilical fistula ; in rare eases 
ubdiuphragmatic or perigastric abscess may cause inflammatory thickening of the round 
jament and umbilicus ; and after pneumococctd peritonitis of a degree that has not been 
sufficiently acute to call for urgent laparotomy, spontaneous purulent discharge from the 
umbilical region is not uncommon. 

(Edema of the abdominal wall may be either local or general (set* (Ei>i:m\, p. all). 

Tumours of the abdominal wall, excluding those due to inflammation, are rare except 
in certain situations. Liponnda and flbrotiponuda may occur in any part of it, and in the 
inguinal or femoral rings closely imitate omental hernias ; diffuse symmetrical lipomatosis 
above and below' the umbilicus and on either side of it may be a marked feature of Dereum's 
disease or adiposis dolorosa. Hernia 1 art* common, particularly at the umbilicus and in 
the groins ; there* is little likelihood that a definite hernial protrusion in any part of tin* 
abdominal wall will be enerleH>ke*el, but minute* hernias into the* abdominal wall, sueh as 
may oce-ur along the linea alba, cspcedally above* the umbilicus, at the femoral or inguinal 
rings, e>r along the linea* semilunares, may suffice to produce e*omple*te intestinal obstrue*- 
tion and yet be* small enough to demand very careful palpation for the ir discove ry. 

In malignant disease of the* stomach, or in the region of the portal fissure* gene rally, 
small see-emelary nodules may appear quite early at the* umhilieuis e»r in the round ligament, 
just above it e>r in the urachus below it ; and this may occur be fore* the* primary tumour 
has given rise to any definite signs e>r symptoms. 
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II. GENERAL ABDOMINAL SWELLINGS. 

A. Mainly Gaseous. In certain casts of extensive surgical emphysema the fascial 
plant s of the abdominal wall arc invaded and dissected out by gas, which imparts to them 
a highly characteristic crepitant crackling feeling on palpation The gas may have entered 
from wounds in the neck, thorax, or trachea, or it may have been generated by gas- 
producing microbes in any abscess or focus of inflammation in the trunk or viscera or from 
< r as-gangrcne, and have made its way t lienee into the abdominal wall. 

Distention of the intestines with gas is an event so common as to be familiar to all ; 
its diagnosis is discussed under Mktkokism (p. 185). In this condition the whole of the 
abdomen, or in special eases some part of it only, is distended, and on percussion gives a 
highlv resonant or tympanitic note. If often happens that the outlines of the gas- 
distended viscera can lx seen on the abdominal wall, particularly when it is looked at ill an 
oblique illumination. The increased si/.c* of t he inflated intestine is apt to produce dis- 
placement of the other viscera ; the dome of the diaphragm is pushed up into the chest, 
carrying the heart with it and shifting the apex-beat upwards : the liver is similarly 
pushed up, and in addition it is often caused to rotate round a transverse axis, its lower 
anterior edge ascending and its lower posterior edge descending, with the result that the 
area of liver dullness in front is much reduced, or even lost altogether ; but it is reduced 
onlv a little in the mid-axillary line so long as the gas remains in the intestine: and it 
the liver dullness in the mid-axillary line disappears, the diagnosis of free gas in the perito- 
neal cavity is to be made. 

It . Mainly Fluid. The diagnosis of the various causes producing accumulations of 
fluid in the peritoneal cavity is given under the heading Ascitks (p. 59). 

('. Mainly Solid, In Ouksity (p. 505) the abdomen may swell cither in consequence 
of the deposit of fat in the abdominal wall itself, or as the result of fatty deposits behind 
the peritoneum generally, in the mesentery, the omentum, and the appendices cpiploiea*. 
In \ cry fat patients it is rarely possible to diagnose the exact nature of an intra-abdominal 
mass by the usual methods of palpation and percussion, and without having recourse to 
cxploratorv laparotomy, because the abdominal walls are so thick. The frequency with 
which inconveniently large fatty accumulations occur in the abdomens of such persons 
must not be forgotten when the diagnosis of some vaguely-felt tumour within the abdomen 
has to be considered. 

In severe chronic eases of Constipation (j>. 158). abdominal distention may result 
from accumulation of fa*ees in the large intestine, particularly when dilatation of the colon, 
idiopathic or secondary, is present. The seybala can usually be felt, perhaps soft and 
plastic in the region of the ascending colon, usually hard and nodular in the descending 
and sigmoid colon. Idiopathic dilatation of the colon ( II irsehsprung's disease) seems to be 
congenital, and is associated with much hypertrophy of the colon (Fig. 1185. p. t8(»). A 
description of it will be found on p. MW. In older patients a very similar dilatation and 
hypertrophy of the eo Ion may come on as the result of chronic obstruction about the lower 
end of the large intestine. As much as t7 lb. of fjeces may accumulate in the intestines of 
such patients. 

In rare eases of chronic, particularly tuberculous, peritonitis, semi-solid inflammatory 
masses may bring about a general swelling of the abdomen; the diagnosis is discussed 
under Ascitks (p. <id el seep). General swelling of the abdomen may occur in malignant 
disease of the peritoneum, due in part to the growth of numerous secondary malignant 
nodules, in part to a concomitant ascites. The symptoms arc* often vague* at first — 
loss of weight, strength, appetite*, with indefinite* abdominal disorders. The abdomen 
enlarges, and if there is not much aspites the secondary deposits can be felt obscurely 
through the abdominal wall. Occasionally they can be palpated in the abdominal wall 
it self near t he* umbilicus, or in the urachus below it. Emaciation becomes marked ; the 
skin loses its elasticity and often develops a diffuse, brownish pigmentation : bedsores 
are not rare*. If a primary growth can be* made out in any of the thoracic, abdom- 
inal, or pelvic* organs, or in the mamma or testis, the diagnosis will not be difficult, 
especially if enlarged glands arc* found in the groins or axilla*, if the ascitic* tluid is 
hamorrhagic, and if it contains multinuclear endothelial cells, or cells with atypical 
mitotic figures, 
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III. LOCAL INTRA-ABDOMINAL SWELLINGS. 

A. Due to General Causes. Causes which ordinarily produce general swelling ol‘ 
the abdomen sometimes <ri rise to only local swelling. Thus in enn/sted ascites, left alte r 
acute diffuse* peritonitis, or accompanying chronic peritonitis, an accumulation of fluid 
bounded by adhesions between the adjacent viscera may be found in any part of tlu* peri- 
toneal cavity, but most often in tlu* Hanks or the* pelvis. If a good history can be obtained 

the nature of such a cyst may surest 
itself: though the diagnosis may he obscure* 
until laparotomy has be*cn performed. 

Abdominal swellings of the most vari- 
ous size* and position may oceair in tat/cr- 
calnas ftcritou it is. Many are composed of 
infiit rated omentum, others of enlarged 
tuberculous me*se*nte*rie* "lands, others of 
doughy masses of adherent intestine. The* 
amount of aseitie* fluid xarie*s widely in 
different eases. When there is much, and 
the* patient is an adult, the diagnosis of 
e*irrhosis e>f the li\e*r max be made : when 
tile* peritonitis is dry (the obliterative* 
form), the* abdominal caxify may be* occu- 
pie*el by a eloughy, lender mass that pre- 
sents are as of alte rnat inn; re*sonane*e* and 
dullness. As a rule* the* patient is thin, 
amende*, definitely ill. with a drawn facial 
aspe*e*t : abdominal pain am! tcnelcrncss 
are* usual, nausea and const ipat ion are* Ire - 
ejuent : in ae*ute* eases there* is lexer, in 
chronic the* temperature is not hiuh, but 
irregular, or max e ven be* subnormal. If 
there is ulceration e>f the* large inte-stine* diarrheea max occur. and blood max be* passed in 
the motions. Discovery of tuberculosis in seune* other part « »f the* boely is argument for 
regarding a ease with such signs as tuhereulems. 

A general e > r patchy brown pigmentation e»f the* 
skin is neit uiicoininon. 

Single e»r multiple* fn/datid ci/sls max e>e*e*ur in 
any part of* the* aheleuninal eaxity. I sually they 
are* single. Meist occur in the* lixe r : more rare ly 
they affect t lie* spleen, omentum. me*se*nte*ry, or pe ri- 
um. 'Idle* cyst grows slowly, anel is spherical 
aept in se> far as it is moulefed by the* pressure* 
of adjacent structures. It contains a clear saline* 
fluid in which may be* found hookle*ts (Fig. 7(1, 
p. (>o). se*e)lie*e*s (Figs. and se*e*oneiary 

or daughter e*ysts ele*tae*heel from the* walls e>f the* 
parent cyst. I nless large* enough t e > cause* mcchan- 
ie*al pressure symptoms. the* single* hyelatiel cyst 
^*i\e*s rise to little* pain e>r complaint. It may pre>- 
due*e* bulging e>f the overlying abdominal waJI, 
smooth, remnele-el, more e>r less tense*, efull on ])e*re*ussiem ; if of a e*e*rtain decree* e»f te nse - 
nevss it may yielel the hyelatiel thrill just as any either e*yst may. Hyelatiel e-ysts in the* 
mesentery, omentum, e>r peritoneum are* often multiple*, anel may be* felt as remneled 
tumours accompanied by ascites ; the eliscasc runs a sleiwe r e*emrse* than malignant perito- 
nitis, anel cchinococcal cysts may be found in the* ase*itie* fluiel if it is tapped. As a rule* 
they are seeemelary te> a primary cyst in the* liver. 'They e*ause a sleiwly pre>gre*ssi\ e* 
enlargement e>f the abek)ine*n, which appe*ars te> be* filled with a solid e >r semi-solid mass ; if 
the individual cysts are large the*y can he seen outlined e>n the* abdominal surfae*e*, anel can 
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Ire* IV*lt . They arc* freely movable*, and not connected with any particular viscus ; they do 
not, as a rule, give the hydatid thrill on p(*r(*ussion. Peritoneal hydatid disease is rare 
except, in countries (Iceland, Australia, or South America) where the inhabitants live in 
close company with elogs that an* the hosts of T. ech 'moments. Kosinophilia may be found, 
and when the cysts art* living and active the patient's blood-serum may give a specific 
hydatid precipitin reaction, though tlx* absence of t hose signs does not exclude the disease; 
exploratory laparotomy may lx* necessary before the diagnosis can be established. 

Any part of the abdomen may swell from the formation of an abscess, several forms 
of which are more or less localized, and are considered below (p. SOS); others present more 
generalized abdominal signs and symptoms, and will for that reason be considered here. 
A sabphrcnic abscess is any abscess in contact with the under surface of the diaphragm 
except those situated in the liver or in the spleen. It is int raperitoneal in more than half 
the instances : it contains gas in about half tlx* eases. The simple or nan-gaseous abscesses 
arc generally the result of appendieit is or of suppuration in tlx* liver, and so are usually on 
the right side of the body : less often they are secondary to gastric or duodenal ulcer, or to 
suppuration spreading from the pancreas, kidney, fallopian tubes, spleen, or thorax. 
They are deep-seated, and tend to produce abdominal swelling with signs and symptoms 
that are indefinite. The onset is insidious, often consisting in nothing more than failure 
to recover from tlx* primary disorder appendicitis, hepatic abscess after it has been 
treated surgically : the patient remains seriously ill. with lever and (prick pulse, leucocy- 
t osis. and often a sept ie aspect . If the abscess is at the back the signs may point to pleurisy 
or pleural effusion, with the appropriate pain and friction sounds. If it pushes forwards, 
the h v poehond rium and epigastrium may Indue in front and become tender. The dia- 
gnosis of subphrenie abscess max be very difficult when there is no obv ious antecedent to 
suggest its occurrence, especially if the abscess is behind and below the liver, and is 
complicated bv pJeuris\ or empyema. If it is above the liver, it may be very difficult to 
sav whether t lx* pus is inside the liver or outside it. or* both ; enlargement of the liver 
downwards is in favour of intrnhcputic abscess. Kxamination with the X rays is often 
of ureal assistance : hut often it is necessary to give the patient a general aixesthetic and 
insert a long exploring needle successively into the intercostal spaces (tenth to sixth) in 
the scapular and mid-axillary lines. It must be thrust in deeply. As viewed by the 
\ i*avs the diaphragm is depressed bv empvema or pleural effusion, elevated by subphrenie 
abscess, and immobilized by either. 

Tlx* nas-contai n i ng abscess or snbphrcn ic ptjupncu mot honu is commoner in females 
than in males, and is usually due to the perforation of a gastrie*, or less often a duodenal, 
ulcer, or to appendicitis; in rare instances it is secondary to an ulcer of the colon or 
even to a suppurating hydatid cyst. It is usually on the left side. When a gastric ulcer 
perforates the onset is generally sudden, with acute abdominal pain and collapse; but 
both the ulcer and its perforation may lx* latent, and nothing more than a history of chronic* 
d vspepsia may be obtainable. Tlx* abdomen soon becomes distended ; hectic fever, with 
rigors, rapid pulse, leucocytosis, and shortness of breath, are the symptoms likely to 
appear. The physical signs, on the whole, resemble those* of Pniu .mo iiiokax (p. (>t7); 
the diaphragm is pushed up into the thorax, and the gas in the abscess cavity below' it 
causes tlx* signs of pneumothorax to develop in the* upper part erf the abdominal cavity 
and the* lower part of the* thorax. The* picture* is cermplicate d by the fact that the intlam- 
matorv proevss habitually spreads through the* diaphragm, so that the signs due ter pleurisy, 
with or without e ffusion, are aelde*d. The* diagnosis has to be* made bet\ve*en this condition 
and true* pneumothorax. Tlx* points that serve to distinguish the twer are. that in pneumo- 
thorax the* gas seems to occupy the* whole of erne side erf the thorax, the heart is pushed or 
pulled over t<r the* sound side*, and the* physical signs are limited to the* thorax ; whereas in 
subphrenie pyopncunxrthorax the* signs occur at the* base* erf one* err berth lungs but not at 
the* ape x, the* heart is displaced upwards but nert to either siele, and the upper part erf the 
abderminal cavity is involved as well as the* tlxrrax. Kxamination with the X rays is of 
the* great e*st service, for it shows that the* gas-containing cavity is belerw' the diaphragm 
and nert aberve it {Fig. <r-d, p. HOI) ; the* readiness with which the level erf the fluid in 
the abscess changes as the* patient alters his persitiern ran alser be note*el, and prerves that 
the abscess cavity contains gas as well as fluid. 

The abdomen is nert infrequently the seat erf phantom tumours. These are felt as fixed 
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and more or less rounded smooth swellings, either in or immediately underneath the 
abdominal wall ; they are dull on percussion, and may he tender on palpation. They are 

caused by involuntary contractions of the muscles in the 
area in which they occur ; they persist when the patient's 
attention is distracted, and also during sleep, hut disappear 
under a general amesthetic. Phantom tumours are com- 
moner in women than in men. and in the neurotic than in 
the stolid. They often persist for long periods, hut may 
vanish when the patient believes that they have been cured. 
A phantom tumour in tin region of the 1 liver may simulate 
cholecystitis, hepatic abscess, or gumma : in the left 
hypoehondrium, gastric carcinoma : in the appendix 
region, an appendicular abscess ; above the pubes, preg- 
nancy ( pscmiocycsis ) . 

In ('ntrroptosis (Olcnards disease), or downward dis- 
placement of abdominal viscera, any or all of the organs 
may slip away from their normal position and attachments. 
(/ f 7g. 1 Mi, p. 1 <»:>). The diagnosis must la* made by the 
discovery that one or more of the viscera is out of place, 
and is also abnormally mobile ; it is confirmed by 
determining the position of the stomach and colon by 
X rays after a bismuth meal (F/gs. 4.TJ, 4.TL p. ,VJb). 

B. The Regional Diagnosis of Local Abdominal 
Swellings. — For clinical purposes the abdomen may be 
subdivided into nine regions by two vertical lines drawn 
through tile middle of Poupart’s ligaments and by two 
lines, one passing through the lowest points of the tenth ribs (the subcostal 

of the iliac crests (Fig. The 



Fig. 024. — The regions of the abdomen : 
for the sitrnilieance of the numerals, see the 
table below. 


horizontal 

line), the other drawn at the level of the highest points 


The Normal Contexts oi tin: Aijdo.minm, Itr.ciovs. 


1. Light Hypochondriac 

Liver 

(.all-bladder 

Hepatic flexure of colon 

Right kidney 

Right suprarenal capsule 


4. Right Lumbar 

Riedel's lobe of the liver 
Ascending colon 
Small intestine 
Right kidney 


?. Right Inguinal 

(7rcum 

Vermiform appendix 
Lymphatic glands 


Epigastric 

Liver 

Stomach and pvlorus 
Transverse colon 
Oment inn 
Pancreas 
I hiodcnum 
Kid ne\s 

S 1 1 p ra ren a I ea f >su les 
Aorta 

Lyinphath* glands 

Umbilical 

Stomach 
1 luodcmim 
Transverst* colon 
Omentum 
l T radius 
Small intestine 
Kidneys 
Aorta 

Lymphatic glands 

8. Hypogastric 

Small intestine 
Sigmoid Hexurc 
Hist ended bladder 
1 radius 

Knlarged uterus and adnex 


•4. Left Hypochondriac 

Liver 

Stomach 

Splenic flexure of colon 
Spleen 

Tail of pancreas 

Left kidney 

Left suprarenal capsule 


0. Left Lumbar 

Descending colon 
Small intestine 
Left kidney 


h. Left Inguinal 

Sigmoid flexure 
Lymphatic glands 
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viscera, or portions of viscera, commonly contained in the areas thus demarcated, are 
given in the table on page 808. The abdominal swellings that may be felt in and 
about these nine regions will now be considered seriatim, excluding the tumours situated 
in the abdominal wall itself that have been described on pp. 804, 805. 

1. Right Hypochondriac Region. 

Most tumours in this area tire connected with the liver or gall-bladder, and their dia- 
gnosis is discussed under Liveii. Enlargements of the (p. 401), and Gall-Bladder 
Enlargement (p. ill 4). 

To regard the firm and rounded swelling produced by the upper segment of the right 
rectus abdominis muscle as evidence of tumour, enlargement, or induration of the liver or 
gall-bladder is a mistake easily and frequently made. 

Tumours in connection with the hepatic jhwurc oj the colon, excluding scvbala, are rare. 
Scybala may be recognized by their general shape, by the ease with which they can be 
moulded or indented by the pressure of the lingers, and bv their being dispersed by a purga- 
tive, or by adequate cncmata. Carcinoma or tuberculosis of the colon may produce a 
palpable tumour here ; and so may an intussusception. 'The diagnosis must rest upon 
the previous history and the course of the disease. 

"Tumours of the kidney or suprarenal gland rarely present themselves in this region 
of the abdomen. 

‘J. Epigastric Region. 

Abnormal lobes ; in the liver , tumours in either of its lobes or in its falciform or round 
ligament, may be felt here. 

In thin people and children the curvatures of the normal stomach when it is full may 
often be seen dimly outlined in the epigastrium, the lower curvature habitually, the upper 
less often : and the gastric succussion-splash can often be elicited here in healthy persons 
as well as in those with dilatation of the stomach. An epigastric splash is usually gastric, 
but may be colonic. In dibdtdiou of the stomach du to obstruction at the pylorus (caused 
in infants by spasm or hypertrophy of the pylorus, in adults by malignant or cicatricial 
stenosis), waves of peristalsis travelling from left to right may Ik* seen in the epigastrium. 
Similar waves, but travelling from right to left, occur in the colon of patients with 
obstruction in the rectum or sigmoid (set 1 below). Tumours of the stomach , usually 
carcinomat oils, rarely sarcomatous, or due to inflammatory deposits round a gastric ulcer, 
may sometimes be felt here, particularly when the patient takes a deep breath and 
drives the abdominal viscera down and out of the cover of the diaphragmatic dome : the 
normal pylorus can sometimes be felt in an infant, child, or thin adult, as a rounded fingcr- 
iike mass deep in the right side of the epigastrium. The* connection of a gastric tumour 
with the stomach can often be made out more clearly if that organ is inllated with gas ; 
or by the method, little used in this country, of gastrodiaphanv. Examination with the 
X rays after the administration of a bismuth or a barium meal is often of great assistance 
in obscure gastric eases, and should always be employed. 

The transverse colon goes across the lower part of the epigastrium in some cases, more 
usually across the upper part of tin* umbilical area. Its sacculations and peristalsis are 
often outlined on the abdominal walls of pot-bellied rickety children or of thin adults, 
particularly when they are flatulent or constipated. In acute or chronic obstruction the 
peristalsis becomes much more marked. "Tumours of the transverse colon art 4 rare, except 
the common occurrence of scvbala in it ; carcinoma may produce a lump that may 
simulate gastric* carcinoma until the cast* lias been investigated with bismuth and the 
X rays, whilst a few cases of chronic hyperplastic tuberculosis of this part of the colon 
have been recorded, with great diffuse thickening of its wall and stenosis of its lumen. 

Swellings in connection with the omentum lit* below the colon and in immediate relation 
with the anterior abdominal wall, in front of the mass of small intestine. In tuberculous 
/ u'ritonitis it often forms an irregular rope or mass composed of inflammatory tissue, cheesy 
tubercle, or encysted exudate, that may lit 4 in the epigastrium, or extend into any of the 
regions of the abdomen when the diagnosis of malignant disease of the intestine or some 
other viscus may possibly be made. Similar nodular enlargement and deformity of the 
omentum is common in chronic peritonitis of any sort ; and it may become the seat of an 
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abscess in crises of perforated gastric ulcer, (\tfsts of the omentum , single or multiple, arc 
not very rare, and arc often inflammatory in origin. Tuberculous or inflammatory 
masses of omentum often adhere firmly to the anterior abdominal wall as well as to the 
neighbouring viset ra. 

Swellings derived from the pancreas push forwards from the depths of tin* abdominal 
cavity towards the epigastric and the upper part of the umbilical areas, and present 
themselves as deeply-seated vaguely-felt masses on palpation. I bey have the stomach, 
or the stomach and colon, in front of them, and are fixed to the posterior abdominal 
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wall ; they are usually made out best by examination under an aruesthetic : they move 
little on respiration, and often transmit, from the* adjacent aorta a noil-expansile pulsation. 
They are separated from the liver and from the spleen by areas of resonance. These 
swellings may be carcinomatous, in which ease wasting, aiurmia, and jaundice are likely 
to be observed, with death in a few months' time ; or due to chronic pancreatitis, when the 
course of the disease will be slower and there will be more epigastric tenderness and pain, 
with claycv stools and perhaps intermittent jaundice, a positive Cammidge's reaction 
(p. 128 ), or glycosuria. In acute pancreatitis the swollen pancreas has only exceptionally 
been palpated before laparotomy ; the main symptoms are acute epigastric pain, vomiting, 
constipation, fever, and proneness to collapse, simulating in part acute intestinal obstruc- 
tion and in part acute peritonitis, so that immediate laparotomy is usually resorted to 
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and the- diagnosis e-stahlishe-d by the discovery of e>paepie- yellow patches of acute fat 
necrosis in the omentum and elsewhere within the abdomen ( f7g. 

Pancreatic cysts, so-called, are often cysts not in the pancreas but in its neighbour- 
hood. and therefore better called peripanereat ie cysts. Pancreatic cysts proper are single 
or multiple retention-cysts, usually the result of chronic pancreatitis ; they form deeply- 
seated, smooth, rounded tumours, possibly giving a feeling of fluctuation. At first they 
occupy the lower epigastric or hypochondriac regions; but if they enlarge much they 
may fill the whole upper part of the abdomen, or extend down to the pubic symphysis 
or Hanks. The symptoms of chronic pancreatic disease should be present chronic 
indige stion, the passage of pale and bulky stools, glycosuria, perhaps jaundice from time to 
time, and colic il pancreatic calculus is present. I *eri pancreatic or retropcriUmca! cysts, due 
to serous accumtilnt ions in the lesser sac of the* peritoneum, or to growths originating in 
residues of the Wollliun body behind the peritoneum, may produce apparently identical 
cysts ; the evidences of chronic pancreatic disease should be absent in these cases, but the 
diagnosis may be impossible until laparotomy has been performed. Cammidge's urinary 
reaction (p. 1-8) is said to be of assistance in diagnosing these eases. 

Swellings in connection with the duodenutn are felt in the right side of the epigastric 
and umbilical areas, and are usually due to primary malignant disease a rarity. In many 
eases they escape palpation because they are so deeply placed, and they usually have to 
be diagnosed from such conditions as cancer of the stomach, pylorus, pancreas, bile-ducts, 
and portal fissure generally, not by their physical signs but by the general symptoms and 
progress of the disease. A growth in the first part of the duodenum produces symptoms 
like those of cancer of the p\ lorus wasting, ana-mia. progressive dilatation of the stomach 
with \ isible peristalsis, attacks of copious vomiting, and occasional hicmatemesis perhaps ; 
the motions contain bile, but the vomit does not ; jaundice is absent unless there are 
secondary growths in tin* portal fissure. Malignant disease of the second part of the 
duodenum, in or involving the biliary papilla, soon produces obstructive jaundice and 
distention of the gall-bladder, and often leads to suppurative cholangitis, whereas cancer 
in the head of the pancreas or bile-duets produces steady jaundice and is not followed by 
suppuration in the bile-passages. Cancer in the third part of tin* duodenum or below the 
bile papilla produce, duodenal stenosis, with dilatation of the duodenum and stomach 
and frequent vomiting : but in this ease the vomit is habitually bilious and contains tin* 
pancreatic ferments. If there is no stenosis, the bilious vomiting will be- less, and the ease 
mav be indistinguishable' from one- of eanee-r of the- stomach. In most of the-se- e-ase-s the 
e xact diagnosis is more ofte n made post mortem than ante* morte-m. 

Swellings m connection with the- kidneys and suprarenal capsules occur in the 
epigastrium onlv after they have* re-aehe-d a considerable size-. They rise- up out of 
the* loin and flanks, and their diagnosis is considered below. 

enlargement of the spleen may bring its blunt anterior e*nd or its note-lied upper edge 
into the epigastric area. The- splenic swelling always lies in contact with the* anterior wall 
of the abdomen. with the stomach above- and internal to it (se-e- Spi.kkn. Kni,.vik;i:mi:nt 
eu mi., p. 77 f). 

In e v e ry region of the- abdome n lymphntie glands abound, and any of the-se- may become* 
palpable- in eases of Hodgkin's disease, tuberculous peritonitis, or malignant disease*. The- 

enlarged glands are- fe lt as noelulate-d chains or masses, usually hard and rounded, but 

softer and even e-ystie- if their e-onte-nts ca sente or break down into pus: they may also 
e-ale-ify, when they be-e-ome* hard and stony. The- e-nlarge-d glands that will be* felt in the 
epigastric area are- those* conne-ctcd with the- stomae-h, liver, and mesentery : the- diagnosis 
must be* made- on general and anatomie-al lines (se-e- Lymphatic* Uland Km.arukmknt. 
p. 171). 

,*{. Li .it Hypochondriac* Kkoiox. 

An abnormally lobulated liver may make- a superficial tumour in this area continuous 
with the* main mass of the live r in the* epigastric re-gion. In the same way, a tumour in 

the- left lobe- of the- liver may proje-ct superficially into the le-ft hypochondrium. 

Part of the stomach lie*s in this re-giem normally : the- diagnosis e>f gastric swellings 
has bee n considered above. A gastric tumour may ofte-n be differentiated from a tumour 
of the adjoining spleen by the- fact that while the spleen is anchored at its hilum, anel se> 
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is capable oi‘ but little 1 movement, the stomach is highly mobile, changing its position 
with the position of the patient, and also in accordance with its fullness and distention ; 
X-ray examination after a bismuth or barium meal may also help much. 

The diagnosis of a tumour of the splenic flexure of the colon scybalous, tuberculous, 
or malignant. — is arrived at in the same way as in the ease of a tumour of the hepatic 
flexure or transverse colon (see 1 and 2). 

The diagnosis of the various causes of enlargement of the spleen is discussed under 
SriiKi'.N, Km.ak<:i:mknt or Tin: (p. 771). The tumour is usually to he recognized by the 
fact that it conics down from under the left costal margin in direct contact with the anterior 
abdominal wall, descends on inspiration, has a smooth surface, and a notched upper and 
inner margin. In exceptional east's, however, the enlarged spleen seems to adopt a more 
compact and cubical form in place of its usual elongated prismatic shape, and also to lie 
back in the loin and left lumbar region instead of occupying the anterior and upper part 
of the abdominal cavity : it then simulates a tumour of the left kidney or suprarenal 
body, and unless the blood and leucocyte count give a definite lead the diagnosis may be 
settled only by a laparotomy. Conversely, a spleen-shaped hypernephroma or supra- 
renal tumour, or a calculous and cystic kidney, may easily be mistaken in an anamiic 
patient for an enlarged spleen, unless the possibility of the error be kept in mind. 

Tumours of the pancreas may project into the left hypoehondrium. as may also 
retroperitoneal ci/sts (see *J). 

Tumours of the left A irfncif and suprarenal bod if rarely appear in the left hypochon- 
drium unless thev art' verv large (see <> below), t’nless very large they have the stomach 
or tht' stomach and colon in front of them, and so are variably resonant on percussion 
according to the amount of gas in those viscera and are also less distinctly palpable than 
tumours arising from the spleen, stomach, colon, or omentum that may be felt in the same 
situation. 

I. lliciiT LniiuK l{i;oio\. 

When the liver is abnormally lobulated, cither congenitally or as the result of tight 
lacing, a thin flange of liver tissue, known as Maid's lobe . may be met with as a superficial 
tumour, continuous with the liver above it, in this region. Sometimes it is freely movable, 
and then may be mistaken for a movable kidney or for a dilated gall-bladder. 

The ascending colon can usually 7 be palpated and rolled under the fingers as a tube- 
like structure at the confines of this and the umbilical region : when empty' and contracted 
it may' feel almost rod-like. Its contents are usually fluid, but it may contain semi-solid 
or solid fiecal masses that can be moulded by pressure, in constipated patients. In patients 
with obstruction lower down it may be greatly distended, and show sacculation and visible 
peristalsis. It may become much thickened with inflammatory' tissue, or even come to 
lie in an abscess of its own production, in pericolitis, perityphlitis, typhlitis, appendicitis, 
and hyperplastic; tuberculosis of the colon, forming a thickened and te nder mass immedi- 
iy under the abdominal wall ; the patient will be more* or less acutely ill. with local pain 
Mid tenderness, constipation, often vomiting. In the more chronic of these cases, the 
diagnosis of malignant disease of the colon will often be suggested. 

General thickening of the ascending colon, with tenderness and characteristic mucous 
or blood-streaked stools, is common in mueo-membranous colitis, in dysentery, and in 
ulcerativ e colitis. The first of these is met with in nervous constipated women : dysentery, 
amecbic or bacterial, is caught abroad, and is commoner in men than women ; while ulcera- 
tive colitis, whether it be dysenteric or not, is a severe and progressive painful diarrlxea, 
often associated with vomiting and irregular fever, that commonly leads to emaciation 
and death from exhaustion or intestinal hicmorrhage in a year or two. 

The ascending colon can be felt as a sausage-shaped tumour in acute, subacute, and 
chronic ileoca*cal and ileocolic intnssuseejdion : at first in the right flank, then extending 
across the abdomen above* the umbilicus, and finally down the left flank and into the pelvis. 
The chief sy mptoms arc spasmodic abdominal pain, vomiting, the passage of blood and 
mucus bv the rectum, and tenesmus ; the palpability and consistency of the elongated 
tumour vary according to the degree of muscular spasm in it. The diagnosis is generally 
established by laparotomy 7 . 

The small intestine is but rarely the cause e>f abdominal swelling in this re*gie>n, 
excepting when it becomes the seat of enteric intussusception. 
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'rumours in connect ion with Hie right kidney and suprarenal body usually make their 
first appearance deep down in this region, having the ascending colon and small intestine 
in front of them. Tla v can he lifted forwards en masse from behind by a hand placed at 
the* back of the loin. For their diagnosis see K junky, K\'la«(;kmkmt of (p. 437). The 
lower pole of the right kidney can be felt in normal persons on deep abdominal palpation ; 
but when the kidney is abnormally mobile* the* whole* of it may be* felt, anel in rare eases of 
/loulin<* as distinct from movable, it may be* founel in anv of the adjoining abdominal areas. 
The* shape* and consistence* of the* movable kidney are characteristic, anel the patient 
e*omplains of a peculiar sickening sensation when it is grasped bimanually ; in the lesser 
elegrees of mobility it disappears readily into its normal position under cover e>f the 
diaphragm, and cease's to be* palpable* until the patient drive's it elown again by a deep 
inspiration. As regards its diagnosis, the* movable* right kidney will harelly be mistaken 
for anything else in this region ; on the* edher hand, KieeleTs lobe e>f the* live*r, the enlarged 
gall-bladder. fa*e*al ae*e*umulat ions or a e*ane*e*r of’ the* asee-nding e*olon, and omental masses, 
have all been mistaken for it, although they are* all 
superficial to the kidney, and lie in contact with the 
anterior abdominal wall. Other wandering tumours, 
e.g.. of the* ovary, Fallopian tube, me*se*nte*ry , 
hydatid disease*, may give* rise to the* same error if 
reni form. 

.V Till, l umen \i, Brums. 

examination with the* X rays after a bismuth 
meal has shown that the* normal stamaeh is a far more* 
mobile* organ than was formerly supposed, and that in 
health its lower margin edte n dese*ends below the le vel 
of the umbilicus: but if mud) of it habitually 
occupies the* umbilical regmn in the* horizontal posture*, 
it is probablv dilate*e| to a pat hede>gie*al ele*gre*e*, e*ithe*r 
from atony (/'/if. or from pyloric obstruction. 

Tumours in eonne*e*tion with the* tmnsverse ('ulan 
have* been considered unde r 1 and 1 above*. 

Tumours in connect ion with the* r nnenlum are* 
e-ommon in this region : theese* arising from the* small 



intestine are* rale*. Both are* siiperfieial. and their 

eliagnosis has been given above* (se*e* 2). 

. ini. Idiopathic (limitation of the* 

Abdominal swemings in e*onne*e*t ion with the* «f»im.n*ii. Tin- origan post mortom almost filled 

urachus . whie-li runs from the* umbilicus to the blaelele r, loSurgJry'li ,{ " (hrrhnl 

are eoiisielere*e| be*lo\v (s<*e* S). 

Swellings arising freun the duodenum , kidneys , suprmetuds, pancreas , and mesentery 
may all present themselves in the* eleepe*r parts e>f the* umhilie*al regiem, usually as more 
or less fixed masses arising from or connected with some* elefinite part e>f the posterior 
wall e >f the* abeleunen. The ir diagnetsis well depend mainly upon the success with which 
the origin and connect ieuis e»f the* tumour ran be* maele* out : if the patient is fat, err if 
re laxation <d the* uhelomcn canned be* obtained, palpatiem under a general anaesthetic may 
be* de sirable*. ( onsiele rat ion must also be* given to any general symptoms such as may 
point to renal calculus, hydronephrosis, e>r pancreatitis, for example. 

The* aorta bifure*ates half an inch he*low anel just to the* left erf the umbilicus. In thin, 
nervous and exeited patients, part icularly young women, great pulsation of the aejrta 
can often be* felt in the* umbilical anel le»wcr epigastrie* are*as, and may lead to the wrong 
diagnosis of abdenninal aneurysm. Care ful exaininatiem will almost always show that 
this pulsation is nei merre* than a throbbing, an up-and-down movement as the patient 
lies, without lateral expansile pulsatiem. Aneurysm of the* abelerminal ae>rt,a is very rare; 
it is seen in patients who have* had syphilis ; rare in men, it is almost unknown in wwnen. 
The* aneurysmal sae* is elistine-tly larger than the* normal aorta, anel presents diagnostic 
expansile* lateral pulsation met with in no f>tlu*r condition. These abdominal aneurysms 
e>f ten leak into the* ret re>pe*ritone*al tissue's : large irregular cle>ts e>f blood, weighing several 
pounds and of the me>st varied e*xtent anel distribution, may fe>rm gradually in the Hanks, 
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pelvis, and back of the abdomen generally, causing the patient great pain hv their situa- 
tion and rendering him alarm ic and breathless. I he abdominal ancuivsm also causes 
pain and stiffness in the back by eroding the bodies ot the vertebra" upon which it presses. 

(i. Lift hi MHAU Ih.iaoN. 

The enlarged sjtleen (sec II) may intrude into this area : it lornis a linn mass, < 1 1 1 1 1 
on percussion, and is in contact with the abdominal wall, driving the splenic flexure ot 
the colon inwards or downwards before it. The spleen, when enlarged, comes down into 
the abdomen in front of till the other structures in the left side, and its abdominal dull- 
ness is continuous with its thoracic dullness, which extends hack and up into the axilla 
along the line of tin' ninth or tenth ribs. Tumours ot the stomach, omentum, suprarenal, 
kidney, or descending colon, may all he in contact with the anterior abdominal wall, and 
though usually nodular and irregular, may present a smooth and spleen-like surface on 
palpation. They may be distinguished from the enlarged spleen by the tact that they 
produce no such typical area of thoracic dullness in continuity with the dullness of the 
abdominal tumour; while the renal and suprarenal tumours may in addition be shown 
to occupy the hack of the loin, so that they can he tilted forwards bv the fingers 
placed behind just outside the edge of the erector spina- muscles, and so pushed against 
the other hand which is placed on tin- anterior surface of the loin. A suprarenal tumour 
may be associated with sexual precocity (set- Figs. littl, IH*.“>. p. aON). 

The diagnosis of tumours of the small intestine, hidnetp and suprarenal g land in this 
region has been given already 

7. Hkiiit Inci'inai. Kkoion a\i> Bn . iit Ii.ivc Koss.v. 

Abdominal swellings in the- right inguinal region are rarely confined to it, and UMiallv 
extend into the outer part of the hypogastric region, occupying what may he described 
somewhat indefinitely as the right iliac fossa. 

Xew growths, inflammatory thickenings, and abscesses in connection with the eacum 
and appendix may all extend into this region of the abdomen, giving rise to more or less 
acute and severe abdominal symptoms pain, fever, vomiting, constipation, with a tumour 
in the right iliac fossa. The physical signs are very variable, depending on the extent 
and acuteness of the process, the degree to which the abdominal wall can be relaxed, the 
exact position of the tumour an abscess to the inner side of and behind the ea-eum and 
appendix may lie too deeply to be felt per abdomen. The rare condition of sarcoma or 
lymphosarcoma of the ea*eum may be associated with fever: the tumour is soft, and 
the diagnosis of some chronic inflammatory condition will probably be made. A ea-eal 
carcinoma is usually a harder mass and of slower growth : it tends to constrict the bowel, 
with the result that f;eeal accumulation occurs behind it, and so the new growth may 
be overlooked when the hard mass of impacted fa-ecs is discovered. 'The diagnosis of 
i H-ndicular abscess has been made in patients with movable right kidney during a I hell's 
ims ; fever is usually absent, in the latter ; careful examination will generally show that 
I he tumour in the right iliac fossa is an enlarged and movable kidney, and a history 
pointing to intermittent, hydronephrosis, with polyuria after the acute attacks, should 
be obtainable. Pyelography (p. MA) will clinch the diagnosis. Inflammation of tin- right 
ovary or tube, or ovarian neuralgia occuring with the catamenia, may ail give rise to 
symptoms in nervous patients that closely simulate those of appcndicit is ; and if scv bala 
art- present in the eiceum, vaguely felt as a tumour through the rigid abdominal wall, 
the mistaken diagnosis of appendicitis may easily be made ; but as a rule pelv ic symptoms 
and signs will be found, anti pain be felt in the pelvic region and the lower part of the 
back : the diagnosis will be cleared up by a vaginal or rectal examination which, indeed, 
should never be omitted when there is any doubt as to the exact causation of an inflam- 
matory swelling in the iliac fossa and by the previous history of the cast-. 

Inflammatory swellings and abscesses in the right iliac fossa may arise in connection 
with psoas abscess , abscess originating in the sacro-Hiac joint, hip- joint, or ilium , anti from 
the swelling or breaking down of h/m photic glands (the external iliac) infected from some 
perhaps trivial wound in the leg or perineum. The symptoms of bony disease about the 
hip or the pelvic girdle will be present ; the leg will be held more or less stiffly in some 
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abnormal attitude of flexion and inversion to relieve the pain, and movement of the leg 
will be painful. Lnless local peritonitis is present there will be none of the special symptoms 
that point to appendicular or ejceal disease . 


S. 1 1 vrocAs nue Hkcion. 


In rare instances, tumours arising in the small intestine . and more often the sausage- 
like swelling of an enteric intussusception, may be felt in the hypogastric area (set 1 4). 
Tumours extending into it from the iliac ldss;e are described under heading 7 above and 
9 below. 

In infants, the tjfadder reaches half way to the umbilicus when moderately full and 
does not fall below the pubic symphysis when empty. In tin* 
adult, the distended bladder is a common hypogastric swelling, 
particularly in females with retrrrverted gravid uterus, in males 
of about sixty with enlargement of the prostate . or in patients of 
cither sex with morbid changes in the spinal cord spastic 
juirapleilia or talus dorsalis , for example : it may reach up as 
an o\ oid clastic mass arising from the front of the pcl\ is almost 
to the umbilicus under conditions that arc in no way patho- 
logical, as well as when the retention is due to some pathological 
cause. Such a distended bladder (Fill. has been tapped 

as ascites, operated upon a^ ovarian or urachal cyst, and 
diagnosed as the pregnant uterus mistakes that are not likely 
to occur if these possibilities be remembered, and are put out of 
court bv micturition or the use of a catheter before the diagnosis 
is made. 

The urachus is a fibrous cord running in front of the peri- 
toneum from the top of' the bladder to the umbilicus, in the 
middle line* it sometimes becomes the seat of cyst -format ion, 
more often in women than in men. The urachal cyst is a 
rounded tumour King between the umbilicus and pubes, soft 
or firm according to the tension of its contents: it may produce 
hypogastric pain. It must be distinguished from encysted 
tuberculous peritonitis, from ovarian eystadenoma. and from 
the distended bladder. 

Abdominal swellings arising from the uterus, ovaries, tutus. 
and uterine ligaments may all rise up out of the pelvis and 
present themselves as swellings in this region, and, as they grow 
larger, may spread into the whole or any part of the abdomen. 

While they are comparatively small and manifestly connected 
with some intrapelvic organ their origin is not difficult to 
determine; their diagnosis is considered under Swill. UNO. 

Pi a, vie (p. HI 0). Put when they have grown up into the 
abdomen, or have acquired a long pedicle, or have become fixed 
by adhesions to some distant part of the abdominal wall or to some other viseus, 
perhaps causing it to become inflamed and impairing its functional activity, these pelvic 
tumours niiiv give rise to signs and symptoms suggesting any disease rather than out* 
that is pelvic, and the true diagnosis may Ik* very difficult to make. The possibility of 
pregnancy in the female should always be remembered. 



Fit). I)-?. — Idiopathic dda- 
tntion of tin* h! i idcr. The 
physical sij*ns were those of a 
cystic tumour occupying the 
lower part of the abdomen. 
(From Frofrssnr /{iit/u r/tnl 
MorFon's * Introduction to 
Sunn ru ' . ) 


9. Li.n I \ u i in \i. Ki.cion and Lia r ha ve Fossa (see 7 above). 

The sigmoid Jlej'ure of the colon can be felt normally as a tube-like cord passing from 
the left lumbar region down into the pelvis, and rolled under the fingers. It very 
frequently contains hard ovoid scybalous masses. In rare instances it may be uniformly 
thickened and tender in consequence of chronic inflammation, tuberculous or otherwise. It 
is occasionally the scat of cancerous new growth, when tin* patient will complain of chronic 
intestinal obstruction, with cachexia, tenesmus, and the passage of blood-stained stools, 
phenomena that may also be met with in hyperplastic or stenotic tuberculosis of the sigmoid. 
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The left iliac* fossa may be* the* seat of abscess or indammat ions similar to those* 
described under 7 above. In addition, suppuration around an exaggerated colonic diverti- 
culum, with symptoms not unlike* those* of appendicitis e»n the* wrong side*, has bee n known 
to occur; such a condition is termed acute diverticulitis of the* e*olon. A. J. dc.r-Wahc. 

SWELLING, AXILLARY. Swelling in the* axilla is due* in the gre*at majority of’ 
cases to enlargement, from one cause or other, of the lymphatic glands ; a subse que nt 
abscess, either acute e>r chronic, is freejuent. Any other form ed‘ tumour is distinctly rare*. 
In examining a case, therefore, these twe> causes should be uppermost in the* mind, and 
indeed, on inspection only, the* diagnosis may be* obvious. e*.g. : 

Acute Abscess may be recognized at once* by the well-marked signs of local inflam- 
mation and the general febrile disturbance. The* re* is one* form of ae*ute* abscess that may 
not be obvious, namely, eme situated in the* upper part of the* axilla and ceevcred by the 
pectoral muscles. On account of its distance from tlu* surface the* local signs of inflam- 
mation may not be great, though tin* gemeral signs are* marked. There will be* great 
disinclination to move* the arm on ae*eount of pain, and there is usually some* cause, such 
as a whitlow on the finger, to account for the* trouble*. It must be* reme mbe red, howe ve r, 
that the abscess may be 'residual' : that is to say. the* emginal source* of infection, such 
as the whitlow, may have* healed cemiple*te*ly two, three*. or even more* wee ks before* the* 
axillary abscess dee*lares itself. Occasionally an empyema points in tire* axilla : the re* 
are generally, but not always, abnormal lung signs te> suggest the* diagnosis. 

Chronic or Tuberculous Abscess forms a single* fluctuating swelling which, if large*, 
may e*xtenel upwards under the* pcctornlis major. Owing to the* fae*t that few, if any. of 
the local signs erf inflammation may be present, diflieulty arises in elist inguishing this form 
of abscess from a soft lipoma. The duration and the* rapidity of growth of the* swe lling 
are a good guide, for though the duratiem of a chronic abscess may run inter months, it 
does nert exist for years, as does a lipoma. 

Enlargement of the Lymphatic Glands. Next, suppersing that examination proves 
that the swelling is nert an abscess, attention sherulel be* directed ter aseertain whether it 
is glandular, and it is therefore necessary ter recall the* anat<nnie*al position of the* glands. 
The axillary lymphatic glands are* ten to twelve in numbe r, and are* arranged in three* se ts. 
One chain surrounds the* axillary vessels and receivers t lie* lymphatics from the* arm; a 
small chain runs along the lower border of the* pectenalis major as far as the* mammary 
gland, receiving the lymphatics frerm the* front erf the* e*he*st and the* breast ; the* tliirel chain 
is placed along the lower margin erf the* posterior wall, ter receive lymphatics frerm the* 
integuments of the back. If the glands are* affected in any way. all need nert nece ssarily 
be enlarged, but it would be* e*xtre*mely unusual if only erne were pie*ked erut, anel commonly 
two err three, or one* entire* group, are* affected. Thcre*ferre* axillary swellings elue* ter 
; ndular enlargement arc almerst always multiple*, and are* situated in the* jrart erf the* 
alia where glands are* normally present. This may not Ire* epiite* accurate* when much 
inflammation has occurred around the* glands and they are* matted together. as happens 
with tuberculous infectiern : but e\en then the* mass may Ire* fe*lt ter be* made* up erf manv 
glands. Ferr the differential diagnosis of glandular swellings, see* Lymphatic Gland 
Knlaucjkmknt (p. 471). 

Primary Tumours of the Axilla arc distinctly rare*. 

Lipoma is the most common. It may attain a large* size* and extenel up unele*r the* 
pectoral muscles. It should be diagnosed by its long history, slerw grerwth, definite* erut line*, 
anel free mobility. When very soft, the tumour may give* the* feeling of Jluctunt ion, and 
so be* mistaken for a chremie tuberculous abscess. The skin wrinkle's when eme* attempts 
to raise it away from the tumour. 

Cystic Hygroma of the axilla is very rare*. It is usually congenital. It forms a soft , 
fluctuating, painless swelling, which sometimes grows rapidly. It may easily be mistake n 
tor a lipemia, and the diagnosis is seldom certain until microscopical examination has been 
made after excisiem. 

Primary Malignant Tumours may arise, but are* of extreme* rarity. 

Aneurysm of the Axillary Artery decs eiecur. but is uncommon. It is recognize-d e asily 
because it is comparatively superficial and it gi\cs an expansile pulsation synchronous 



S\VKLMN(; ON A HONK 


HI 7 


with the heart's heat ; the veins of the forearm may he distended on account of pressure 
on the axillary vein, and the radial pulse on the affected side is diminished in size and 
delayed. There may he a definite history of local injury, or in cases of apparently 
spontaneous aneurysm there may Ik* signs or symptoms of fungating endocarditis (p. 45). 

George E. Gusk. 

SWELLING ON A BONE. It is presumed that the swelling has heen ascertained 
to he of the hone, immovable apart from it, and that it is not merely some tumour lying 
close to it. 

The following method of examination should be adopted: (1) Inquiry into the 
clinical history, mode of onset, duration; (2) Search for the signs of inflammation; 
(.4) Evidence as to whether tlx- swelling is a localized projection or involves the whole 
circumference of the bone : (4) Investigation for involvement of other hones or further 

signs of disease, e.g., tuberculosis, syphilis, rickets, etc. ; (5) A skiagram should always be 
taken il possible ; ((>) If a discharge is present, a bacteriological examination should be 
made. 

The various swellings may be classified under the following headings : 

(I) Injury: (II) Infertile Diseases: (III) General Diseases , not limited to one bone; 

( 1 V ) T amours ; ( V ) ( ysts. 

I. INJURY. 

A blow or kick may give rise to a swelling due to extravasation of blood or serous fluid 
under the periosteum. This disappears rapidly, but may leave a small permanent thick- 
ening or node. Such a node is found not infrequently on the shins of football players. 
A fracture of bone is followed by tin* formation of callus, which forms a large swelling if 
the broken ends do not lie in accurate apposition, or if there has been too much movement 
between them. After four to six weeks the callus begins to be absorbed, and it may 
disappear entirely ; in most eases a small permanent swelling indicates the site of fracture. 
A green-stick fracture may not show any swelling at first, and may be overlooked on this 
account, being discover'd only when the formation of callus draws attention to it. 

II. INFECTIVE DISEASES. 

These give rise to inflammatory changes in bone, the signs of which are more or less 
obvious according to the nature and virulence of the infection. These changes have 
usually been named according to the chief starting-point (periostitis, osteomyelitis, etc.), 
though they seldom remain confined to one particular part of the bone. Classification 
may lx* made according to the nature of the infecting organism, viz., pyogenic (staphylo- 
cocci and streptococci), tubercle, syphilis, etc. 

Infection with Pyogenic Organisms. 

Acute infection may occur through wounds or injuries, or via the blood-stream. The 
resulting swelling is due to the formation of pus between the periosteum and the bone; 
this may be a localized abscess, or the whole of the periosteum may be stripped off and 
the bone lie bare in a bag of pus. The disease usually occurs in young people, and the 
intimate attachment of the periosteum at the epiphyseal lines limits the spread of suppura- 
tion ; in long-standing east's the pus may burrow farther and even burst into the joint. 
Suppuration is rarely limited to the surface of the bone, but spreads into the marrow, 
causing osteomyelitis ; lymphatic absorption and septic embolism are liable to give rise 
to a general blood-infection and pya*mia. 

The signs of inflammation art* abundant : the swelling is acutely painful and tender, 
the skin over it red and (edematous, and the constitutional signs of fever are marked. If 
the blood is examined, a high leueoevtosis will be found. Kigors are usual. 

It is important not to mistake erythema nodosum for this affection ; in erythema 
nodosum the red swellings arc generally multiple, bilateral, and confined to the shins ; 
it is rare for acute osteomyelitis to be bilateral and symmetrical, and confined to the parts 
between the knees and the ankles. 

(7 ironic Infection. Such a condition as detailed above may become chronic and cause 
a swelling which may last for months. If the pus formed under the periosteum escapes, 
either by bursting or through an incision, sinuses form, and the periosteum, in the process 
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of repair, becomes thickened. If during the height of the inilammat ion a portion of the 
bone has died necrosis this dead bone is virtually a foreign body which keeps up 
inflammation and suppuration: great thickening of all the constituent parts of tin* bone 

results (Fig. t»-N). I’sually the diagnosis 
can be arrived at without difficulty. 
Occasionally, if the inflummateuv changes 
have not been great, and the amount of 
necrosis is small and deeply-seated (cen- 
tral necrosis), a condition resembling a 
slow-growing sarcoma may result. A 
skiagram may serve to show that the 
chronic inflammatory periosteal thicken- 
ing is added on to or 'applied to the 
original compact layer of bone, whereas 
in the ease of sarcoma, though there may 
he thickening and formation of bony 
or calcareous spicules in the growth, 
the compact Inver is eaten awav (Fig s. 

(i 12. pp. S'Jl However, this 

mav be somewhat slende r cv idenee on 
whie*h to base the diagnosis between so 
important a eonelitiem as sarcoma and 

liuim-m- anil r;nUu- « lie In rhiiMii** |-\ oirrnif i nt* 'ft ion. i /.'// />•. 1 

Aiirai jnrdnu , > inflammation, and if doubt arises an 

incision should be* made into the- tumour, 
so that a portion may be* removed for mie*rose*e»pie*al investigation. 

'Idle* precise nature < >1 either aeaite* or chronic pyogenie* infection of a bone* is deter- 
mined by skilleel bae*te*riologieal investigat iems upon appropriate material obtained from 
the* part : staphvleeoeei or st reptoeoe*e‘i are* the* eommoin-st organisms produe*ing the 
eonelitiem. but clinical e*v iele nee* alone may not sufbe*e* 
to e*xe*luele* rarer e*ausal organisms such as pneumococci, 
pneumobaeilli, gonnce>cci, typhoid bacilli, paratvphoid 
bacilli, dysentery bacilli, influenza bacilli. Bacillus 
jufoepnneus . Bacillus mallei : or there* may be* one* eu* 
other of the*se* secondarily infecting ehronie* lesions due 
tee tuberculosis, actinomycosis leprosy, leptothrix. or 
hydatid disease*. 

Tuberculous Disease generally starts in the 
cancellous tissue of the* small bones of the* carpus, 
tarsus, eu* phalanges, or at the ends ed long bones. 

The* inflammatory changes, which are* slight, give* rise* 
eurie*s of the* affected bone*: the* external signs of 
luflammat ie>n are* little* markeel, and it is e*omparat i velv 
rare* for any swelling of the* bone* to result, though the* 
sc >lt parts around the* beuie* may be* swolle n eonsiele rabl v . 

Tuberculous daitplitis furnishes an instance* in 
vvliieh the* elise*ase* forms a pe *riosteal swelling. It is 
founel most ofte*n in epiite* young children, and the* 

be»ne*s cenmiemly a ITect cel are* the* metacarpal hemes anel f i/ |riim t (>1 

phalanges of the* hand (Figs. (> 20 , (>d()). The* affecteel nil m TiUilou-- < l : i < - 1 \ 1 1 1 1 - ;ill< <■' in!' ill* 'ii-‘ 

. , . .. . .. , pliiil in v ul I In- limMlji fiiiL'i i in .i <*lii!’ I . i /•'/ 

ehgit exhibits a fusiform emlargement. slightly tenele r. in. r. T!,„rstuu 
te neling to diminish afte r vve*e*ks e »f rest. 

1'ubvrculous periostitis mav efeveleip in any long bone, mi the* ribs e>r the* humerus 
me)st (‘ommonlv, anel it then has te> be* diffe re ntiate el freun syphilis by finding the* Wasser- 
marin re*actie)n ne gativ e*, or by obtaining ne> improvement afte r antisyphilitic treatmemt 
with mercury, iex 1 ie le*s. anel salvarsan. 

Chrome tuberculous abscess of bone occurs me>st frccpicntly in the* veiling aelult. and 
ne*arly always in the* articular extremity e>f a lemg heme*. by pre*fe*re*ne*e* in t be* uppe r enel 
of the tibia. Knlarge*me*nt e)f the heme* is found only when the* abscess approaches the* 
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surface and involves the periosteum. The skin then becomes a little red and (edematous, 
and there is generally a small spot that is exquisitely tender on firm pressure. When 
secondary infection with pyogenic organisms occurs a not infrequent event all the 
swellings described under acute infection* may result. A skiagram 
will generally reveal the true condition : if not, a diagnostic 
injection of Koch's old tuberculin may be made, or von Pirquct s 
skin reaction tested. 

Syphilis in the acquired form may lead to periosteal thicken- 
ings in the secondary stage and to gummata in the tertiary. The 
former give rise* to excessively tender swellings (’nodes*) on the 
surface of the tibia*, clavicles, sternum, ribs, or skull. They are 
general I v multiple, two or three often Inin** found on the same hone. 

'The patient complains of pain, particularly in bed. when the extra 
warmth causes further dilatation of already inflamed vessels. Kelicf 
is given almost at once by potassium iodide. Sometimes one of 
these swellings is followed by the formation of compact periosteal 
hone, l: i \ i n li rise to a node which fades graduallv into the sur- 
rounding parts, like a lull rising gently from a plain. 

( in m mala mav form localized swellings, or may invade the whole 
suhstanee ot the hone, causing ost eomv elit is and general thickcnim* 

(F ig. bill ). 1 he condition has to he dist inguished from t uh(*reulosis. 

chronic pvogenic infection, and sarcoma : such recognition is arrived at hv means of tin* 
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and the fact that ant isyphil it ie remedies cause 
ignosis hv incision has rarely to he resorted to. 
si// i/i if is two lorms ol bony swelling are common : (a) Periosteal 
hones ot the vault ol the skull, called Parrot's nodes the hot-cross 
hun or natitorm skull, (b) In new-horn infants, epiphysitis 
and separation ot the epiphyses ; so painful is a limh thus 
alleetcd that it is kept motionless, and mav he thought 
to he paralysed. 

Typhoid Fever. In t lie course of this disease a 


periosteal node or abscess mav 
pure culture of typhoid bacilli 
for a loni* time after the fever, 
always break down into pus. 


form. From the fluid ^a 
may he obtained perhaps 
The nodes hv no means 


III. GENERAL DISEASES NOT LIMITED TO ONE BONE. 

Hiehets. The ordinary form is well known, and can 
hardly he confused with any other disease. 

Sen ret / riekets is quite distinct irom rickets. It arises 
generally in infants under twelve months old who have 
been fed to., exclusively on artificial foods or preserved milk. 
I he disease therefore is more common among the children 
of the rich than the poor. The child is often brought to 
the doctor on account of the sudden appearance of an 
exceedingly painful swelling of a long hone*, such as the 
femur. The swelling may fluctuate, and yield on aspira- 
tion blood-stained fluid. Spontaneous fracture* is liable* to 
occur. The diagnosis is indicated by tin* fact that the* child 
is ana-mic. and has spongy (rums and iKemorrhngcs from the 
mucous membranes. 'File condition is most likely to he 
confused with acute suppurative* periostitis or traumatic 
fracture*. 


Osteitis deformans (Fig. (>.T2, and Figs. 1 *>9-101. p. 1<)0) 
is a senile disease, very chronic, and characterized by thickening, lengthening, and 
bending of the hones. The* whole osseous systean may he affected, hut attention is 
first drawn to the disease* by thickening of the tibia* and forward bending of the knees, 
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or sometimes by enlargement of the head. In the rare event of one bone only beino 
affected it nmv be confused with syphilitic osteitis, and only be recognized on the failure 


of antisyphilitic remedies and by the* subsequent involvement of other bones. 1 la* 
patient suffers from neuralgic pains, and in the later statics from dyspmea. In such 

eases death sometimes occurs from the development 



of multiple sarcomata of the bones. 

Aeronwgahf {Fill, -50. p. -03) is described on 
p. *J03. 

Leontiasis Ossea. In this disease there is 
general overgrowth of the cranial and facial bones, 
and one of tlie eliief symptoms may be the fact 
that the patient has to get progressi\ ely increasing 
si/.es of hats. (Sec p. *J5 t, and Fig. U15. p. *J55.) 

Swellings of bones associated with diseases <>f 
joints may be found in l unit, osteo-arthritis. and 
finhnnnarif hif/iertro/dtic osteo-arllmifiafliif. (See 
Joints, A m.rnoNs or, p. t*23.) 

IV. TUMOURS. 

These are ( 1 ) Innocent: and (*2) Malignant. 
Innocent tumours as a whole are characterized by 
their long history, slow growth, localized pro- 
jection. and the absence of all signs of inflam- 
mation. 

1. Varieties of Innocent Tumours. 

Osteoma or e.vostosis is the commonest form 
( Fig. 033). The usual site is in the neighbourhood 
of the epiphyseal line of a long bone, particularly 
t ho lower end of the femur : the tumour is capped 


with cartilage, and often surmounted by an adventitious bursa containing fluid. 

The ungual phalanx of the great toe is another common site for a similar tumour 
which pushes up the nail and may be very painful if ordinary boots are worn. Multiple 


exostoses are not uncommon, and they may be heredi- 
tary. Diagnosis can be made at once by means of a 
skiagram, and with this aid it can be seen that the 
swelling is composed of cancellous tissue continuous with 
that of the bone. A spurious osteoma may arise by 
‘heation of a tendon or by an extension of the ridge 
which the tendon is inserted, the condition being 
generally consequent on some injury or repeated strain, 
as in the case of horse-riders, who are apt to develop 
one on the inner aspect, of the knee : another example 
is the spur that is apt to form on the under surface of t la- 
os ealcis at the posterior end of the long plantar ligament, 
giving rise to much discomfort and even acute pain 
below' the heel in walking. A skiagram may be required 
in establishing the diagnosis with certainty (Fig. 439. 
]). 541). 

Ivorv exostoses may be found on the flat bones of 
the skull, or in the auditory meatus growing from the 



petrous bone, or causing unilateral exophthalmos if , , 

I ’ ^ . 1 /■ 7./. -Skia:/r;ini <>i a common v.irn lv <>t 

springing from the orbital plate of the frontal bone or <an< < ii<,as » u> iu.-ib »>r iia t. imn. 


the walls of the frontal sinus. 

Chondromata may grow from any bone except the flat bones of the skull. I hey are- 
most commonly multiple, affecting the phalanges and metacarpal bones of the hand 
(Fig. 634). The result is increasing deformity, with pain and ultimately ulceration of 


the skin. 
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Fibromata grow from the (ihrous tissue of flit 
form of an epulis of the jaw. (Sec Swki.i.ino or 
tiik Jaw, Lovvru, p. H.'M.) 

Lipomata of hone are extremely rare. They 
grow from the outer layer of the periosteum. 

2. Malignant Tumours may occur either 
primarily (sarcoma), or secondarily by metastasis 
or bv invasion (sarcoma and carcinoma). 

Periosteal sarcomata are of so many types, and 
of such varying degrees of malignancy, that it is 
diflieult to lay down any rule as to their charac- 
teristics. The softer their consistence* and the 
nearer they approach to the embryonic type of 
tissue, the more* malignant they are: while the 
more they resemble the fully-formed tissues and 
contain cartilage, bone, or fibrous tissue, the slower 
growing and less malignant they are. A typical 
ease may be represented as a rapidly growing 
tumour, generally about the end of a long bone 
{Figs. hd5, It is not usually painful, and De- 

signs of local inflammation and general fever are 
little marked, or absent. The patient is commonly 
a young adult, who often gives a history of injury 
to the pari, and may lose weight and strength 
before actual cachexia sets in. The veins over the 
swelling become prominent, tin- lymphatic glands 
enlarged, and metastases by the blood-stream occur 
early, especially in the lungs. It has to be dis- 
tinguished from chronic and syphilitic* periostitis. 
If a skiagram is insufficient a piece of the tumour 


periosteum, but are rare except, in the 



i ll. r.:u. skiayrnm of multipb cnehondromatn 
ot lh<‘ hand . Xoh t in tendency to their eontln* - 
iiiomi to til - nliiiir portion of tin- hand : in other 
■ they may similarly be eonlined to the radial 
two third-, as if tli'-v were subject to a m rvou- 
dcirihntion. There is a small enehondroma in tic 
lower end of llif ulna, a larye one ill til'- 1 1 1 niefa 
carpal, a small one in the tth metacarpal, and they 
are multiple in the 1st, ifnd. and .’4rd phalanges m 
tie little linger, and in the l>t and L'lcl phalalitre- 
oi the riny linger. 

Omit may sometimes produce not entirely 
dissimilar appearances < sir f'vj. pj. j , . Ihoi, < /> v 
It. Thnr.\tan I / olland . \ 



ini. rskiai/ram of a periosteal saivoina of tin- 

Ollier aspeel ol the upper end ol a temur. The si ri.it loi i'- 
ll the tumour, running at ritdit anyle- to the -Inti ol 
1 h e hone, are eharaei erisi ic. The diagnosis \\;n eonlinned 
hv operation and mieroseopieal examination. (/>’// l>r,C. 
T/mr.\tiin Holland, i 


t'i'j. tnr.. Skiayrani ol a periosteal sarcoma ot the 
shaft of the humerus, involviny the latter all round for 
over half its length. The striation- in the tumour, at 
riyht aiurles to the shaft of the hone, are characteristic. 
'The diagnosis was continued by hisloloyieal examination, 
i hit hr. ('. Thnrstan Holland.) 


nmv have to he excised, decalcified, and a microscopic section prepared from it. This 
form of sarcoma is the worst possible, and seeing that amputation does not cure, and 
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often does not prolong life, this extreme resource niiiy lx* < l<*l:i yt*ci when* cither ^uinniii 
or chronic periostitis is still a possible diagnosis. 

Endosteal or mtfcloid sarcomata , mvrlonmta, arc of much slower growth : so slow 
arc thev that some pathologists an* inclined to denote them as benign tumours, 'they 


are prone to affect the ends of tlx* long bones (Figs, hits (ill), particularly the lower 
end of the femur, the upper end of the tibia, the upper end of the humerus, the 
lower end of the radius, the sternal end of the clavicle, and the upper jaw (malignant 
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epulis). Attention is first called to the part by pain : then a more or less uniform swell- 
ing appears. 'This is at first bony hard, and only as the shell of bone yields does 
softening occur, or crackling on pressure. The lymphatic inlands are not enlarged, and 
metastases do not occur. In the early stages diagnosis has to be made from rheumatism 
and chronic abscess, and later from chronic osteomyelitis and periosteal sarcoma : it is 
easily made by the aid of X rays as a rule, but it is most important not to mistake 
the callus that is produced after fracture for a sarcoma : this mistake is not always 



ol>\ ia t ed even by the use of the X ray-, unless the latter reveal the line of fracture 
as well as the callus around it. Sarcoma may also invade the bones from outside, having 
started in the subcutaneous or deeper soft tissues outside the bom* ( Fi< *. (it'J). 

( urei mono is always secondary ( Fig. l.V». p. Spuamous-celled carcinoma may 

spread to the tibia from an epit heliomatous ulcer of the lei*, or to the jaw from the lip or 
Hour of the mouth. It is mostly spheroida hcelled carcinoma which infects horn* by 
metastatic growths, particularly from the breast or from the thyroid trland. A swelling of 
the bone may be found, but this is randy discovered until attention is called to it by 
a spontaneous fracture. 

II ypernephnnna sometimes leads to secondary deposits in boms. 


V. CYSTS. 

Hlood cysts art* found in degenerating sarcomata. 

Hydatid cysts are uncommon in this country. They affect the diaphyses of the long 
bones, convert in*; the shaft into a thin-walled tube which undergoes spontaneous fracture*. 
They would hardly l»c suspected unless there was known to be hydatid disease elsewhere, 
especially in the liver. 

Cysts of the jaw, or dentigerous cysts, are considered in the article on Swku.im; or 
mi. Jaw, Low k ii (p. HI14). George K. Gash . 
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SWELLING OF THE FACE. —In this article arc included only swellings of the skin 
and subcutaneous tissues. Malignant and other diseases of the facial bones, etc., art' 
considered under Swelling of the Jaw (p. 834), and Swelling on a Hone (p. 817). 
Swelling of the Salivauv Glands is discussed on p. 848. Contusions and injuries to the 
face are so obvious that they need no mention. The remaining swellings will be classified 
as (1) Son-inflammatory : and (2) Inflammatory . 

1 . Non-Inflammatory Swellings. — 

Renal and Cardiac (Edema. If the whole face is puffy and the eyelids are (edematous, 
the urinary and cardiac systems art* to be examined for disease. For swelling due to 
obstruction of the superior vena cava by mediastinal fibrosis, aneurysm, or new growth, set* 
(Edema (p. 511), and Veins, Vamoose Thoracic (p. 910). 

Angioneurotic (Edema is a disease characterized by the occurrence, sometimes 
periodical, of local (edematous swellings, more or less limited in extent and of transient 
duration. It is not confined to the fact*, but the eyelid is a common situation {Fig. 407, 
p. 513), and also the lips and cheek. It may be simulated closely by urticaria following 
the taking of fish or pork ; or by a somewhat similar effect produced by some drugs, 
notably aspirin in certain patients. 

Tumours are not common. They may be fibroma, lipoma, epithelioma, or sebaceous 

cyst. 

Inflammatory Swellings. Often the cause is obvious : for instance, a boil, carbuncle . 
or suppurating wound ; or the * blubber-lips ' that result from chronic lymphangitis. 

Erysipelas is prone to occur on tin* face. It is marked by a vivid red (edematous 
swelling, associated with fever. The redness tends to spread, the edges being raised and 
well defined from the healthy skin. The (edema may be continuous, or it may disappear 
in one place and re-appear in another. In very severe cases the fever is high, rigors occur 
{Fig. 55G, p. (>99), the cuticle may be raised in blebs, and sloughing may ensue. 

Alveolar Abscess and Dental Caries are fertile sources of facial swelling, also abscess in 
the nasal sinuses. (See Swelling of the Jaw, p. 834.) 

Anthrax chiefly affects operatives in wool and horse-hair factories and workers of raw 
hides. The disease is characterized by the formation of a vesicle, which bursts, forms a 
scab, and then becomes surrounded by a ring of vesicles, and around this is an area of 
(edema. The diagnosis is made by the microscope. A film prepared from a drop of 
fluid from one of the vesicles contains long chains of large, square-ended. Gram-staining 
bacilli, which have a characteristic growth on culture media. 

J accirna. — An accidental infection about the face may be mistaken for an anthrax 
pustule. If inquiry into the attendant circumstances is not sufficient to exclude the graver 
disorder, a bacteriological examination should be made. 

Primary Syphilitic Sore, if found on the face (Fig. 94, p. 94). is generally situated on 
the upper lip, though it may also occur upon an eyelid (Fig. 382, p. 473), the nose, or 
'-•■where. It is not so indurated as when on the glans penis, but the surrounding (edema 
more marked, and the neighbouring lymphatic glands become enlarged. The condition 
!*■> often missed because it is not expected. An absolute diagnosis can be made by finding 
the spirochadjc in the serum discharged from the ulcer, and by Wasserniann's test, 
though the latter may not yet be positive if the facial chancre is of recent date. 

Insect Rites or Stings from mosquitoes, gnats, bees. etc. often cause large, lumpy, 
irritating swellings. The only difficulty in diagnosis is when the original bite or sting has 
become indistinguishable owing to infection with pvogenie organisms. 

The various skin diseases which may be associated with swelling of tin* face are con- 
sidered under PrsTU.Es (p. 081) ; Vesic les (p. 913) ; Wheals (p. 934) ; etc. 

George E. Gas/;. 

SWELLING, FEMORAL. Hy the femoral region is meant Scarpa's triangle. It 
is easy to define on paper what a femoral swelling is, but in a fat patient it may be very 
difficult. The two great landmarks which, with care, can always be made out, however 
fat the patient, are the spine of the pubes and the anterior superior spine of the ilium ; 
a line joining these two points and curving slightly downwards separates the inguinal from 
the femoral region, and indicates Poupart's ligament. Mistakes are often made, espec- 
ially in fat people, because a horizontal crease in tin* thigh which lies below sometimes 
as much as two inches below is mistaken for the* ligament. The first point in milking 
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the diagnosis is to decide definitely that the swe lling is femoral, and then to decide its 
nature. 

It may be obvious at once what the swelling is : for instance, a well-marked acute 
abscess, with redness and (edema of the skin and an undoubted source of infection, 
such as a sore toe ; or, a rare occurrence, an aneurysm of the femoral artery, showing 
expansile pulsation. Supposing, however, the signs are not so clear, the various con- 
ditions may be classed broadly under two heads: (1) Swellings that are reducible and 
give an impulse on roughing ; (12) Swellings that are i rredueihle and do not give an impulse 
on roughing. 

1. Reducible Swellings with an Impulse are: (a) Femoral hernia (reducible); 
(b) Saphena varix ; (r) Psoas abscess. All these give an impulse* on coughing : art*, or 
may be, reducible on pressure ; may disappear on lying down and reappear on standing. 
How then is one to distinguish between them ? 

a. Femoral Hernia {redueihle). 'Flic sex of the patient is no real guide, for though it 
is more common to find a femoral hernia in a woman than in a man, this is not sufficient 
to base the diagnosis on. Before puberty it is rare in cither sex. A femoral hernia leaves 
the abdomen through the femoral canal and turns directly forward, forming a tumour in 
the upper and inner part of the femoral region : then, following the lino of least resistance, 
it turns upwards, extending often above Puu part's ligament, thus simulating an inguinal 
hernia. More rarely, tla* hernia extends downwards along the femoral vessels. Its course 
must be remembered in attempting to discover whether the swelling is reducible. If it 
is large and contains intestine it will be resonant, and a gurgling may be heard or felt on 
reduction, distinguishing it at once from all other femoral swellings. If it is reduced and 
the finger held over the femoral aperture, the hernia will be felt projected forcibly against 
the finger when the patient is asked to cough. If a swelling is complained of. and none is 
found even on standing and straining, it is suggestive of femoral hernia with only occasional 
descent, and the patient should be examined at another time after exercise. 

h. Saphena I’ari.r is a localized dilatation of the saphenous vein at the saphenous 
opening, immediately before it joins tin* femoral vein. It may easily be confounded with 
a femoral hernia, for it forms a swelling in the ordinary position of a femoral hernia, it 
disappears on lying down, reappears on standing, and gives an impulse on coughing. A 
little care, however, should suffice to distinguish the two. The impulse is quite different 
in a saphena varix it is more in the nature of a thrill, such as may be felt in a varicocele 
or in big varicose veins in the leg. If, while the patient is standing, a finger is pressed on 
the swelling, it collapses gradually, and as the finger is withdrawn the swelling follows, 
regaining its shape like an air-ball, whereas a hernia comes out with a pop. A saphena 
varix is almost always associated with varicose veins in the leg, though none may show 
between the knee and Scarpa's triangle. 

e. Psoas Abscess. The need to differentiate between this and the two conditions 
mentioned above exists only when the abscess has extended from the iliac region, has 
passed under Poupart’s ligament and tin* femoral vessels, and is pointing in the inner part 
of Scarpa’s triangle. There is an impulse on coughing and the swelling is reducible : but 
another swelling is to be found above Poupart's ligament, and fluctuation is to be obtained 
between the two. Conclusive proof can be found by an examination of the back. This 
should be made with the patient standing and the whole length of the back and the hips 
exposed. An undoubted angular kyphotic curve may be seen at once, or, if that is not 
present, then* may be rigidity and impaired movement denoting some disease on the 
anterior surfaces of the bodies of the vertebra*. 

12. Irreducible Swellings without Impulse: (a) Femoral hernia (irreducible); (b) Lym- 
phatic glands inflammatory or malignant ; (e) Primary tumours lipoma, fibroma, 

sarcoma ; (d) Kctopic testis. 

a. Femoral Hernia ( irreducible ). The irrcducibility may be accounted for in four 
ways : (i) Strangulation ; (ii) A piece of omentum adherent to and plugging the neck ; 

(iii) An empty sac, but a mass of extraperitoneal fat round it ; (iv) A hydrocele of the sac. 

If strangulation has occurred there will be the signs of intestinal obstruction, viz.., 
vomiting and absolute constipation. It must Ik* remembered that the swelling may be 
but a small one, and when the patient is very fat it may be missed. 

It is usual to find around the sac of a femoral hernia a quantity of extraperitoneal fat. 
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even in a thin person, and it is (piite impossible to say without dissection whether tin* 
swelling is due to a plug of* omentum inside the sae or to a collection of fat outside* it. 

A hydrocele may he formed as a result of a long-standing hernia into which there has 
been no descent of bowel or omentum, and in which the communication with the general 
peritoneal cavity has become constricted or closed. The sae may then become cystic and 
filled with fluid. Fluctuation may be obtained in the swelling, though it is often only on 
dissection that the exact nature of the condition is revealed. A hernial swelling is single, 
and though it may be movable in some directions it is always tied down by its neck to tin* 
aperture of the femoral canal. 

b. Enlarged (Hands may be*: (i) Inflammatory; (ii) Malignant (see p. I?b). 

C hronically inflamed glands may be hard to differentiate from a small irreducible 
femoral hernia. The whole limb is to be examined to see whether there is any possible source 
of infection, and the whole patient to set* whether there is a general enlargement of the 
glands, as in lymphadenoma. The chief distinguishing feature between the two conditions 
is that femoral hernia forms only one swelling, whilst it is ran* for only one gland in its 
group to be picked out by an infecting agent. Therefore, if there is more than out* swelling 
the chances art* that these are glands. Perchance both conditions art* present, a femoral 
hernia and enlarged glands a very difficult combination unless the femoral hernia happens 
to be reducible or gives an impulse on coughing. In such a ease an attempt should be 
made to feel the neck of the sae running up to the femoral canal. 

r . Primary A Vic (iroiclhs are ran* in this situation. They may be lipoma, fibroma, 
or sarcoma. The innocent tumours are noted for their free mobility in all directions. A 
primary sarcoma is diagnosed rather by exclusion and by its malignant characteristics. 

d. Pdopie Testis. One of the places into which a testis may be drawn abnormally 
is Scarpa's triangle, which it reaches by passing over Poupart's ligament. The facts that 
the swelling has the shape of the testis, though generally smaller than normal, and that the 
corresponding half of the scrotum is empty, make tin* diagnosis easy. 

Certain swellings are neither truly femoral nor truly inguinal, but betwixt and between, 
bulging Poupart's ligament forwards. They are generally deep, and on that account obscure. 
They may be due to : 

1. Distention of the hip-joint, as in tuberculous disease of tin* hip. 

*J. Distention of the bursa between the tendon of the ilio psoas muscle and the capsule 
of the hip-joint. If large*, the* swelling may be (piadrilateral in shape, and owing to its 
sensitiveness to pressure the* leg is kept in the position of greatest ease. j.e.. slightlv flexed, 
abducted, and externally rotated. This condition is often difficult to distinguish from 
psoas abscess or from distent ion of the hip-joint, with which, indeed, it often communicates. 
Diagnosis may be aided by puncturing the swelling with an aspirating needle. 

d. Osteophytic outgrowths from the acetabulum in osteo-art hrit is of the hip-joint. 

I. A parametric abscess. (horue l.. (ins/:. 

SWELLING IN THE ILIAC FOSSA (LEFT). For the general method of examina- 
tion, compare Swki.i.im, in tin; Ii.iu Foss \ (Hk.h i), p. <S‘J7. 

1. LINOS ( ONNLCTLI) WITH StiU CTI IM.S NOliMVI.LY PkKSIAT IN 1111. 

Hr . it Iliac Fossa. 

The Sigmoid Flexure cannot be felt normally. It becomes palpable as a cylindrical 
swelling if distended with fjeees : or it it is thickened by chronic ulcerative colitis or in 
conge nital dilatation of the colon. An X-ray photograph after a bismuth or barium enema 
is an excellent method of demonstrating any mechanical blockage (Pigs. btd. (iff). 

Cani noma of the Sigmoid. Next to the rectum the sigmoid colon is the most common 
seat of cance r in the bowel. If of tin* scirrhous or ring type no lump may be felt, and the 
condition may not be discovered until intestinal obstruction has supervened. When infil- 
trating ilie bowel widely, and (‘specially when tin* tumour is undergoing colloid degeneration, 
a swelling forms which is most evident on bimanual examination after the bowels have 
been cleared well by cncmata. If a lump can be felt in the sigmoid flexure of a middle- 
aged patient the strong probability is that it is a carcinoma, and whether there are other 
clinical signs or not the diagnosis should be made sure by actual inspection of the swelling 



SWELLING IN THE RIGHT IUA(' FOSSA H2 7 

bv means of the sigmoidoscope, or even through an abdominal incision. It may Ik* simu- 
lated by subacute inflammatory changes around an acquired pouch or divert iciilum of 
the colon diverticulitis : this sometimes subsides by itself, and the course of the fa sc 
serves to exclude* carcinoma : more often the* symptoms call for operation, and the 
diagnosis is made by laparotomy. 

Enlarged Lymphatic Glands. The glands forming a chain round the external iliac 


vessels mav be swollen as the result of pyog 
the femoral lymphatics, or from secondary < 
either in the leu. the external genitals. or 
tla* pelvis. 'The enlargement is seldom very 
great : the source of infection is usually 

oh V if Mis. 

Aneurysm of the External Iliac Artery 

is very rare. It is recognized at once bv its 
expansile pulsations. 

g. S\u i.i.ivus ( o\ \i;< 1 i;i> with 
Stiu cti 1:1. s not Naim u.i.v l*m;si:\ i in 
tin: L1.11 1 1 1 vc Foss 

'These mav be : Swellings coming down 
from above, extending upwards from the 
pelvis, or pushing forward from behind. 

Swellings coming down from above. 

The spin'll . if much enlarged, mav reach 
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enie infection which has spread up through 
leposit of some malignant growth starting 
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even as far as the left iliac fossa. It is 
recognized by its rounded margin, and the 
notch on the inner edge. (Sec Sh.kkn. 
K\ 1 . vitu -:w i n 1 or tiii-:. p. 77 t.) A kidnep . 
if freely movable, may be displaced as far 
as the pelvis : on rare occasions it becomes 
fixed there by inflammation. 

For swellings extending up from the 
pelv is and those pushing Idi wards from 
behind, see the article below on Swki.linc; 
in tiii: Iliac Fossa (Hioii i ). George K. Ga.sk. 


SWELLING IN THE ILIAC FOSSA (RIGHT). It is not always easy to say whether 
there is or is not a definite swelling in the right iliac fossa, for it may be only small and 
deep, or be masked by abdominal rigidity or fat. In all cases a careful inspection of the 
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abdomen is first to be made, tile patient lying on the* back with the whole of the abdomen 
and the lower thorax exposed. Most mistakes result from want of a eomplete examination, 
which cannot be made through a tiny gap in the clothes. Before even touching the 
abdomen, much may be made out by the use of the eyes, and the points to observe are : 
(1) The presence* or absence of an obvious tumour: (*J) Whether the abdominal muscles 
move freely: (II) The conformation, etc., of the tumour, should one be present, and 
whether it moves on respiration : (4) Distention of the surface veins. 

Palpation is then to be employed, and this method will go a long way to elucidate 
the complaint, for it will b(* recognized at once whether there is a well-defined swelling, 
such as a carcinoma of the ciccum or a low right kidney : or an indefinite swe lling, such 
as is common in appendicitis. Distention with wind or an accumulation of heees may 
cause a considerable swelling of the ciccum: doubt as to these may he cleared up by 
administering an enema. If the swelling persists, the questions that arise are : is it 
connected with one of the structures normally present in the right iliac fossa, especially 
the ciccum or the appendix : is it springing from the bone : is it arising from some organ 
invading this space, for instance the uterus or its appendages, the right ovary . or t he bladder : 
or from some structure displaced downwards such as the gall-bladder, stomach, or right 
kidney ? 

1 . S\VF,I,1 ,1 N (IS ( oNSm'I’.l) WITH Sriu (TUM.S XoKMM.I N Pltl.MM 
in Tin: Knurr Ii.i.u Fossa. 

The Appendix. Appendicitis is so common that it is put first. Most well-marked 
attacks of appendicitis arc associated at some period with a swe lling, though in the aeutest 
and gravest forms it may' he absent. The* appendix itself, even if swollen and thickened, 
can rarely be felt by palpating the* abdomen, and the swelling is due to paralytic disten- 
tion e>f the* ciccum. Ie>cal erelcma, <»r the formation of an abscess. The chief indications 
e>f appendicitis are* : pain, tenelerness, loe*al rigidity, and swelling in the right iliac fossa, 
associated with a furred tongue, vomiting, constipation, an increase of the pulse-rate*, and 
a rise e>f temperature. I'sually there* is also diminished muscular movement in the lower 
part, or it may he over the* whole*, of the* abdomen. Any move ment is painf ul, and in orde r 
to relax the tension the* patie*nt lies with the* right le*g drawn up. A ree*tal examination 
should be* maele, for a bulging abscess may be* felt by this route*. Micturition is frequently 
abnormal, with a tendency to he* either painful e»r unduly freepie nt. A leue-ocyte* count 
is e>f service, for in ulmeist every e*ase* of definite appendicitis the* number of white* c*e*l Is is 
increaseel. 

Tuberculosis of the Caecum or of the Lymphatic Glands in the neighbourhood of 
the Caecum. This is ne»t nearly so common as appendicitis, but is not so rare* as is often 
imagined, and when it docs occur it is frequently mistaken for appendicitis ( /*7g. IT9. p. ; 
it may' be only after the* abdomen has been opened that the mistake* is discovered. The 
glands become enlarged and painful, and the*re* may he* some* local peritonitis over them 
which makes the diagnosis difficult. I sually there* is some* othe*r tuberculous focus about 

patient, especially in the* lungs, which should be examined with particular e*are*. the* 
ays and sputum analysis not being omitted. If doubt exists recourse* may he* hud to a 
j agnostic injection e>f Koch's e>ld tuberculin. e>r to von Pirquct’s test. 

Actinomycosis starting in tin* ciccum and appendix is another inflammatorv condition 
which may cause* a swelling and give* the* signs of a chronic abscess. The* diagnosis can 
only' he* made with certainty by an ineusion and the finding in the* pus of the* characteristic 
yellowish granules (occasionally' black the* gunpowder varie ty ), and the re*cognition unde r 
t lie* microscope that these granules are formed of a drum-staining streptothrix ( /*7g. 
filO, p. 779). 

Carcinoma of the Caecum gives rise* te> a swelling which occasions few svmptoms 
unless the* passage* of fa*e*e*s is affected and intestinal e>bst ruct ion results. It is important, 
however, from the point e»f view of treatment that an early diagnosis he* made*. The* preseriee* 
ejf a non-inflainmatory swelling e>f long standing in the* right iliae* fossa, with a hist orv of 
wasting, is ve ry suggestive of a carcinoma, and early re-course should he hue! to the* e»nly 
sure* diagnostic method, namely, lapumtoniy. Ve ry rarely is the re* passage* of ble>oel e>r 
mucus by the* bow'd te> he lp one*. 

Intussusception usually e>ce*urs in children, especially during the latte r half « >f the 
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lirst \cur of life, and its presence* is indicated by vomiting constipation, t lie* passage of 
blood and mucus by the rectum, and by bouts of spasmodic drawing up of the legs and 
crying from the colicky abdominal pains. The in! ussusccpt cd portion may be palpable, 
and in some cases it lies in the right iliac fossa, though more frequently in the right hypo- 
(‘bondrium or elsewhere in tin* abdomen. ( lironie intussusception is met with m adults, 
causing abdominal pains and a swelling which generally bailies diagnosis until laparotomy 
is performed ; it is commonly mistaken for an enlarged kidney or for a carcinoma of the 
colon, or for appendicitis or diverticulitis. 

Aneurysm of an Iliac Artery is very rare, but it is generally easy of diagnosis by 
reason of the expansile pulsation of the tumour. 

2 . Sw in. 1. 1 \<;s ( o\ni:( ri i) wmi Stiuctiiu.s not Noumau.v Pjckskvt 
in in 1 ; Knurr Ii.iac Fossa. 

These may be : Swellings coming down from above, swellings extending upwards 
from the pelvis, or swellings pushing forward from behind. 

Swellings coming clown from above. The liver . or an enlarged or abnormal lobe 
of the li\er It iedel's lobe (p. Mil) is sometimes deceptive. The facts that there are 
few s\ iiiptums, that the mass moves on respiration and is continuous with the liver, 
and that there is n<> intervening area of resonance between it and the* liver, should 
jtssist the diagnosis; but eases are not infrequently mistaken for enlargement of the gall- 
hladder. \ su/i/m rut i ng null-bladder lias been opened in the right iliac fossa under the* 
mistaken diagnosis of appendix abscess, for there is often no jaundice in these cases. 
Laparotomy may be the only means of certain diagnosis. 

The kidney. if unduly movable, may be displaced and come to lie in the right iliac 
fossa. It is reeogni/.ed by its shape* and free mobility. A tumour of the kidney or a large 
hydro- or pyo nephrosis may also invade the upper part of this fossa. 

( am noma of the stomach with extreme distention of the stomach. It is a surprising 
fact that the stomach may be so distended as to enable the pylorus to lie in the* right 
iliac* fossa. The history of copious vomiting, the wasting, the distention of the stomach, 
and examination with the X rays after tin* administration of bismuth make* the 
diagnosis easy. 

Swellings extending upwards from the pelvis, and attached to the uterus and 
its appendages, can usually be felt dipping into the* pelvis ; vaginal and rectal examinations 
will assist the diagnosis : and there are symptoms, such as disturbances of menstruation, 
indicating their nature. Such swellings might be a large fibroid of the uterus , a laterally 
placed ovarian cyst. /pregnancy, an abscess extending from the broad ligament, or a (touch 
of a bladder distended from obstruction to the urethra. 

It happens not infrequently that there may be difficulty in determining between an 
inflamed appendix and an enlarged and tender ovary, particularly when the attacks of 
pain are coincident with the menstrual periods. These generally turn out to be due to the 
appendix, though both may be implicated, the appendix having become adherent to the 
ovary or tube. 

I'ljosul jdnr is easily confused with appendix abscess : the fact that it is associated 
with vaginal discharge, or is subsequent to parturition, puts one on the right track. 
Vaginal examination is essential in these eases: evidence of bilateral pelvic swelling is 
against appendicular trouble and in favour of pvosalpinx, for the latter generally affects 
both sides. 

Swellings pushing forward from behind. These may be solid, such as sarcoma or 
chondroma of the pelvic* bones. Here the tumour will be immovable* apart from the 
pelvis, and a skiagram makes the condition clear. If the swelling is fluid it may depend 
on su/i/purativc osteomyelitis of the ilium : or on a tuberculous affection of the ilium, 
either primary, or secondary to hip or saero-iliae joint disease ; or on tuberculosis , 
necrosis . or su/t/atndion of the lumbar vertebra' . 

If the swelling cannot be attributed to any of the causes mentioned above, it is to be 
remembered that a wandering organ, such as a spleen or kidney, may find its way into the 
right iliac fossa. Parities such as hydatid cysts of the peritoneal cavity are met with so 
seldom that they merit no more* than mention. George E. Gask. 
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SWELLING, INGUINAL. A variety of swellings may appear in tlu* gmin and bt‘ 
very difficult to differentiate. The following are some of the most important : 
(1) Enlarged glands : (a) inguinal ; (b) femoral ; (e) iliae. (-) Abscess* acute or chronic. 

(8) Hernia : (a) inguinal : (b) femoral ; (c) obturator. ( 1) Retained testicle, (a) Hydrocele. 
( (i) Tumours of the cord or round ligament. (?) Aneurism anil other vascular swellings. 
(8) Sew growths, (!)) Distended psoas bursa and other cysts. 

1. Enlarged Glands.-- There are three chief groups of glands in the groin. The most 
commonly affected are* the inguinal, which lie in the subcutaneous tissues about I’oupart's 
ligament and drain the external genitals, the* anus, the umbilicus, the* le>we*r parts of the* 
abdomen anel hack, the buttock, anel the* upper third e>f the* thigh; the femoral glands, 
which are below the saphenous opening anel drain the* lower limb below the* upper third 
of the thigh, though the lymphatic drainage is some what erratie*. so that a sore* toe may 
sometimes induce enlargement of an inguinal gland emly without enlarging the* femoral 
group at all: anel the iliac glands deeply placed in the* iliae fossa draining the* inguinal 
anel femoral se*t. anel consequently ed’ten enlarging xccemelarily to these, though they also 
communicate freely with the* other ahelominal lymphatics and may become infected from 
them. Enlarged glands in the* groin are* nearly always multiple, and usually suheutane'ous. 
so that they are easy to recognize* as glands ; but a solitary one* adhe rent to the saphenous 
opening may be* almost impossible to distinguish fre>m an irreelueible omental femoral he rnia 
nr a hyelmecle* e »t‘ a he rnia sae*. 

r rhe iliae* glands just above Pouparts ligament are* metre* diflie-ult to palpate. because 
they lie deep to the* ahelominal muscle's, but the ir enlargement is generally secondary to 
disease* erf the* superficial glands, anel this often give s the* key t < » the diagnosis of an obscure 
swelling in this re*gion. 

Stone ('auses of Enlargement of the drain (Hands, {a) Me*ehanie*al or ehe*mie*al irritation : 
(b) Septic infection, for instance fmm genital sores or from sores on the* toes or le gs ; (r) 

Tubercle; (d) Syphilis: (r) Other specifie* diseases. sueh as rubella anel bubonie* plague*; 
(/) kymphaelrnemia : (g) Lymphatic lenkamin : (//) Malignant etiseases -secondary 

carcinoma. secondary etr primary sarcoma : (/) Filariasis. 

a. The* glands be*eemre* slightly enlarged anel tender as a result of the* mechanical 
irritation of a truss, and more* frequently the bites of parasites such as the* Eedieu/us pubis. 
The glands generally remain movable*, anel they rarely suppurate*. 

b. Septic infection may follow insect bites; but more* commonly a septie* sore* or 
recent scar ran be* discovered upon examination e>f the* are*a elraincel by the* glands. Septie* 
glands eithe*r soon subside, ceasing to be* tender alte r the* re moval of the* sourec e>f infection. 
e>r they* c‘ii large rapidly, become* adherent, and suppurate* within e »ne* to lour weeks of 
their first enlargement . 

e. This, and the* amount of inflammation of the* skin over them, elist ingu ishes septie* 
freim tuberculous glands, which elo not suppurate* for some* months, anel then with but 
,; Hl< inflammatory reaction. Kpitheliomatous glands may suppurate*, anel edten ulce rate* 
uards the* e*nel. 

d. The true syphilitic gland is harel. movable, anel only moderately enlarged, and the* 
existe*nee of the* indurated chane*re* usually makes the* diagnosis easy. The* Spirochata 
pidlidu may be* defected. or Wasscrmann's scrum te*st may be* positive*. though a negative* 
re*ae*tion is not conclusive. An apparently soft sore* (se*ptie*) may later becemie* hard anel 
eledinitely syphilitic : therefore* suppuration of a bubo eloes not elisprove* syphilitic infeet ion. 
Instances of mixed infection by sepsis anel syphilis are* e*ommon. 

/. In lymphadenoma the* groin glanels are* rarely affected alone*. and the* smooth, soft 
enlargement of many glanels without signs of inflammation, associated with increasing 
ana inia anel intermittent py re xia ( Fig. ."><><>. p. 708), make s the* diagnosis fairly e asy . 
The* spleen may be affected at the same time*. 

g. Hlooel examination will give* pathognoineuiic results in cases of hymphatic 
leukrvmia (p. 88 ) anel filariasis (p. 8b). 

h. Malignant disease of the groin glands is nearly always epithediomatous, se*condary 
to a primary epithelioma of the* skin or mucous membrane* in the* area drained by the* 
glands. The* primary growth, especially’ at the* anus, may be* small, and the* patient may 
be unaware of its existence. The other main points in distinguishing epithe liomatous 
glands are their exceeding hardness ; their progressive but sleiw growth ; the ir early 
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adhe*sion In tlu* deep fascia and skin : the amount of* pain to which they "ive* rise 
without si"ns of inllanunat ion. Late in the disease they may suppurate, ulcerate, or 
slouch, with severe ha*n»orrha"e*. Int ra-ahdominal carcinoma, especially of the ovary 
or colon, sometimes causes enlargement of the inguinal glands. 

Sarruma of the "roin glands L rare : it may he primary or secondary. I sually these 
are not the only glands affected. They "row with "real rapidity and remain smooth and 
fairly soft until they attain a "Teat si/e. when they may fui»"atc through tlu* skin. They 
arc distinguished from lymphadenoma by their very rapid growth. M(*lanotie growths 
of the skin "ive* rise to rapidly "row in" smooth "lands whose pigment may he visible 
throu"h the skin. The primary "rowtli or ulceration in connection with the skin, particularly 
of a toe or a wart, may not show pigmentation, and its serious import may thus he over- 
looked. The urine may "ivc a positive reaction for melanin or melanino"en ( | » . ttOa). 

/. J 4 'i/ari(isis : se*e* (**) above. 

J. Abscess. 

a. Acute abscess has only one common cause, namely, suppuration of the "lands, and 
a search must always he made for a primary source of infection, especially about the "enitals 
or on tlu- loot or in connection with a toe. A hernia may occasionally suppurate, and 
an appendicular abscess may point just above Poupart's ligament : but there is then 
a history of the characteristic symptoms e>f appendicitis, and the pus when released lias 
the surest ivc smell of tlu* products of the llaeiUus coH communis. Tuberculous and 
epit hcliomatous oJands may suppurate as the result of secondary pyogenic infection. 

//. ( hromc abscess here may be due to caries of the sacro-iliae joint or to hip disease, 
or it may arise from tuberculosis of the superficial or deep "lands, or be the result of a psoas 
abscess due to caries of the spine, distinguished by fluctuation from the loin to the "roin. 
often bilateral, above and below Poupart's ligament, external to the femoral vessels : there 
are also some tenderness and rigidity, and often deformity, of the lumbar or bimbo-dorsal 
spine. Iliac abscess does not extend up i 1 1 1 < > the loin, and is placed farther out than psoas 
abscess; moreover, there may be pain and tenderness over the sacro-iliae joint, and a 
limpid" "ait. In hip disease, especially in children, the floor of the acetabulum may’ "ive 
way, and an abscess may thus enter the true pelvis, whence it may ascend and become 
palpable above Poupart's ligament ; the diagnosis of the cause is afforded by tlu* si"ns 
of hip disease. Hadio"raphie examination may reveal earns of tilt* spine, sacro-iliae. or 
hip joint, but tin- absence of demonstrable radiographic changes does not always exclude 
caries. The exploriii" needle withdraws the characteristic contents of a tuberculous 
abscess, which are sterile on cultivation, but may infect a "uinea-pi" with tubercle : when 
a "oud-si/.cd exploriii" needle repeatedly fails to find pus the swelliu" is probably a lipoma, 
which may resemble a psoas abscess very closely . A lipoma lure is rare in children, and 
does not "ive rise to symptoms of spinal disease. 

:j. Hernia. In examinin" swellings in tin* "roin hernia must always be considered. 
Three chief varieties occur here : inguinal, femoral, and rarely obturator hernia. A hernia 
"ives an impulse on eoU"hin", but so do psoas abscess, psoas bursa, and a saphena varix. 
All these may also be reducible like* a hernia. A psoas abscess presentiri" below Poupart's 
li"umcnt lias been mistaken for a femora’ hernia : but it is distinguished by its position 
external instead of internal to the femoral vessels. Moreover, it is dull on percussion, 
whereas a hernia is resonant except when it contains omentum alone. Psoas bursa is also 
placed outside the vessels. A saphena varix has often been mistaken for femoral hernia : 
but it can be distinguished from the latter easily because* it returns afte r e*omple*te* re duction, 
e ven thou"h the* fiii"e*r is kept pressed against the* femoral canal. It is not always e*asv to 
distinguish the three hernia* whie*h oe*e*ur in the "roin. but e*losc attention to the folleiwin" 
points usually leads to a eorre*e*t diagnosis. An inguinal hernia is both se*e*n and felt to be 
above the* fold of the* "roin and above Poupart's ligament : wheaeas a femoral hernia is seen 
and felt to be below the* fold of the* "roin and below Poupart's ligament. \\ he*n a femoral 
he rnia becomes very lar"e* and loe*ulate*d it "cncrally extends upwards and inwards eiver 
Poupart's li"ame*nt : still, the* bulk of it remains be low the* fold of the* "roin in the* upper 
and inne r part of the* thi"h. An inguinal hernia e>ftcn e xtenels into tlu* scrotum or labium *, 
a femoral hernia never doe*s this. The ne*e*k e>f an iii"uino-se*rotal hernia is above and 
internal to the* spine* of the* pubis, whereas the* ne*e*k of a fenmral hernia is below* anet 
external to this bony prominence. Inguinal hernia is most easily re*elue*e*el by pressure 
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directed upwards, backwards, and outwards, whereas a large femoral hernia is reduced 
most easily by pressure directed at first backwards and downwards, and then directly 
upwards. In diilicult cases it is a good plan to reduce the hernia, then to get the patient 
to stand up while the surgeon makes firm pressure over t lit' internal ring and asks the patient 
to cough ; a femoral hernia may then come down, but not an inguinal. Similarly, pressure 
can be made on the femoral canal ; this prevents the descent of a femoral hernia, so that 
if the swelling now returns it is inguinal. In this connection it should be noted that 
femoral hernia is rare in males, and in all females under maturity. The prevalent 
belief that femoral hernia is more common than inguinal in grown-up women is wrong, 
inguinal being more common at all ages and in both sexes. It is excessively difficult 
to differentiate between an irreducible femoral hernia containing omentum and an en- 
larged gland at the saphenous opening or in the femoral canal. A hydrocele of a hernial 
sac gives rise to the same difficulty, and sometimes an exploration becomes necessary on 
account of the danger of overlooking femoral hernia, and the risk of strangulation. 

The diagnosis between femoral and obturator hernia is not very diilicult ; it is far 
commoner to overlook an obturator hernia altogether. When an external swelling is 
caused by an obturator hernia it is placed farther inwards, and it is more vague than is 
a femoral hernia. Moreover, there is pain shooting along the inner side of the thigh, and 
generally the signs and symptoms of strangulation. Further, a tender swelling can be 
felt at the obturator foramen upon vaginal or rectal examination. 

The two chief varieties of inguinal hernia, the oblique and the direct, are usually 
distinguished quite easily. Direct hernia is rare, and it is more globular than either 
indirect or oblique hernia : the spermatic cord is antero-cxternal to it. and postero- 
internal to the ordinary oblique hernia. Direct hernia is placed a little farther in and 
higher up than the oblique. It is generally reduced more easily, but it returns again with 
striking abruptness when the patient coughs. It rarely travels into the scrotum, and it 
is uncommon before the age of thirty. There is often a history of sudden onset after some 
violent straining effort. 

4. Retained Testicle. The most important points in the diagnosis of this condition 
are the absence of the organ from its proper place, and the presence of a swelling about 
the inguinal canal. Occasionally, the testicle may be maldescended, or after leaving the 
external ring it may have found its way into the upper and inner part of the thigh where it 
simulates a femoral hernia, or into the perineum. The swelling in the groin may give the 
characteristic? testicular sensation, or the condition may be associated with attacks of 
pain which have been mistaken for appendicitis or intestinal colic. It is practically 
always accompanied by actual or potential hernia into the* tunica vaginalis, which is in 
direct communication with the* abdominal cavity. 

5. Hydrocele. The neck of the sac of either a femoral or an inguinal hernia may 
become obstructed, and a hydrocele of the sac may then develop. This may become 
inflamed and give rise to considerable diflieulty in diagnosis. Strangulated or irreducible 

Mental hernia may be simulated, and sometimes an exploration is the only way of 
ttling the diagnosis. It is more easily distinguished from strangulated hernia containing 
bowel, because it is dull on percussion, and the bowels are not obstructed. An encysted 
hydrocele of tin* cord occupying the inguinal canal is sometimes diilicult to distinguish 
from inguinal hernia ; but it is not completely reducible, and it is dull on percussion. It 
is not granular to the touch like an omental hernia, and it can even be shown, with some 
diflieulty, to be translucent. Like a hernia, it gives an impulse on coughing. 

b. Tumours of the Cord or Round Ligament. The only common tumours of 
these structures are (a) Lipoma and (b) Fibromyoma of the round ligament. The 
former is so soft and displaceable that it gives an impulse on coughing, and is 
often mistaken for an omental hernia, especially in stout patients. The latter is hard 
and smooth, somewhat simulating the ovary or a thick-walled hydrocele of the canal of 
Nuek, for either of which it may be mistaken, a certain diagnosis being possible only bv 
exploration. 

7. Aneurysm and other Vascular Swellings. Aneurysm of the external iliac artery 
may be mistaken for a vascular sarcoma arising from the pelvis. It can generally be 
recognized by the classical signs of aneurysm, such as expansile pulsation, bruit , weakening 
and delay of the corresponding femoral pulse, and marked reduction of the size of the 
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swelling ns <1 re*sult. of pressure on the common iliac* artery. Saphenous varix has been 
referred to above. 

8. New Growths. Sarcoma of the pelvic bones or of the soft parts in this neigh- 
bourhood is hardly altered in size* by pressure upon the common iliac artery, nor 
does it give such a loud bruit or the expansile pulsation which are characteristic of 
aneurysm. The X ravs may give evidence which is valuable in distinguishing aneurysm 
from sarcoma. A lipoma deeply placed in tin* groin is very apt to be mistaken for a cold 
abscess, but an e xploring needle fails to withdraw pus. 

?>. Distended Psoas Bursa may give rise to pulsation communicated from the 
external iliac artery. On careful examination it can be distinguished by the absence of 
the classical signs of aneurysm already mentioned, by its transluccncy, and by its 
irrcducibihty. There may also be* signs of ostco-arthritis of the hip-joint. It. P. Rowlands . 

SWELLING, INGUINO-SCROTAL. The most important swellings which occupy 
both the inguinal and scrotal regions are: (1) Hernia; (*2) Tarieoeele : (.‘5) Sew growth ; 

(4) H ifdroeele ; (a) Li/ni phangionta . 

Henna is by far the most common, and when it is reducible there is very little 
difficulty in the diagnosis. It gives the characteristic impulse on coughing, is resonant on 
percussion, and when it contains bowel it gurgles on reduction. When it contains omentum 
only the diagnosis is more dillieult. To distinguish it from a -varicocele it is only necessary 
to reduce the swelling and then to place the finger firmly upon the inguinal canal : a 
varicocele returns in a few seconds, but a hernia does not. Moreover, an omental hernia 
has a granular feel which distinguishes it from varicocele. An irreducible omental hernia is 
distinguished from varicocele by its irreducihility ; but it may be confused with a rare 
condition, hfin /ihangionta of the eord. An irreducible hernia may be contused with encysted 
hydrocele of the cord. When a hernia contains bowel its resonance distinguishes it : but 
when it contains omentum there is more difficulty. An cnet/stcd In/droeele or a fnjdroeele 
of a hernial sac is more even and elastic than an omental hernia, which is usually nodular. 
Moreover, it may be possible* to show that a hydrocele is translucent. This help is not 
available when the c\ st is deep or contains blood which it occasionally does as the result 
of injury or strangulation of the omentum at tin* neck of the he rnial sac. A strangulated 
hernia is distinguished from an inflamed hydroce le' by the gre ater seve rity of the vomiting 
and other constitutional symptoms, and the- completeness of 'constipation. Moreover, a 
strangulated hernia containing bowel is resonant on percussion. Strangidateel omentum 
may be* difficult to distinguish from an inflamed liydmccle e>r a hydrocele e>f a hernial sac, 
especially as either of these may complicate it. In such cases an exploration is the final 
appeal. Two or more* varieties e>f inguino-scrotal swellings may e*e>-e*xist ; for instance, 
it is common to overlook a he rnia which may complicate a varicocele*, and this is especially 
true* whe n the hernia contains e>nly omentum : again, it is common tor a hydrocele of the 
tunica vaginalis or of the* lowe r part of the* eord to complicate an ordinary omental hernia. 
In sued as e*ase\ a part of the* swelling may be reducible, and, unless the* patient is examined 
in the* upright petition, the* upper part of the* hernia may fail te> appear during the examin- 
ation ; the* bowe l may be* reducible, whip* the* omentum, being adherent, is not reelucible. 
and may be- mistaken for an e*ne*yste*d hyelroccle of the* cord. It is important in all these 
cases to examine for t rnnslucciicy. 

(* rowths of the testicle invading the inguinal region are, as a rule, diagnosed easily. 
be*cause of the* history and the* observed course of the elisease, anel the* general condition 
of the* patient at the* later stages, (irnwth of the retained testis may give rise te) more 
difficulty : it may be* confounded at first with hydrocele e>f the tunica vaginalis, hydrocele 
of the* hernial sac, or omental he rnia, unless care be taken te) ascertain if both the testicles 
are present in the scrotum. Torsion of a retained testicle with strangulation of its vessels 
has sometimes given rise* te> inguinal or inguino-scrotal swelling which has simulated 
strangulated hernia : but although there may be much abdominal pain and local 
tenderness, vomiting is rare ly so severe* as in strangulated hernia, and the bowels are not 
really obstructed. Retained testicle is dull on percussion, anel thus distinguished from 
strangulated hernia containing bowel ; but not from strangulation of omentum in a hernia. 

Oblique inguinal hernia is the only common one to reach the scrotum. It may be 
acquired or congenital. In about one-tenth e)f the congenital herniie the bowel and the 
i> 58 
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testicle are in the same peritoneal sae ; in tin* majority ol hoth congenital ami acquired 
hernia' the two sacs art 4 distinct, the testicle lying below the hernia. .Most inguinal hernia 4 
descend into congenital or pre-formed sacs, and this is especially true ol hernia* appearing 
apparently for the first time in voting adults. In such eases, on carelul inquiry. it may bt 4 
found that a hernia existed and was apparently cured by a truss, in infancy : or it may be 
learned that the hernia readied the scrotum on its first descent, whereas acquired inguinal 
hernia develops gradually as the result of straining in na n past middle age. 1 he swelling 
appears at first only in the inguinal region, it then increases in si/e, and extends into 
the scrotum only after some months or years. Very rarely a direct hernia may reach the 
scrotum; it is distinguished from oblique hernia by the fact that the cord is antero- 
external to it, instead of postcro-internal. as in an oblique hernia. It may be possible 
in some eases to identify the contents of a hernia. Attention has been drawn above 
to the method of distinguishing the bowel from the omentum. Sometimes the appendix 
can be felt- distinctly, especially in right-sided hernia. Occasionally the bladder max be 
identified, as in Astley Cooper's classical case: when the patient has apparently emptied 
the bladder the surgeon reduces tin 4 hernia, and the patient is immcdiatelx able to pass 
more water. Ii. I \ Ibnvlamls. 

SWELLING OF THE JAW, LOWER. Swelling of the lower jaw may sometimes 
be mistaken for, or masked by, swelling of the cellular tissues in front of it. The real site 
of the swelling is first to be ascertained by opening tin 4 mouth and running the finger along 
the outer and inner borders of the mandible and comparing the two sides. 

There an* many causes for enlargement, and they may be subdivided under the 
following headings : 

(1) Injun/. (2) / njlammaion/ affections. (li) Tumours: Innocent fibroma, osteoma, 
and odontoma; Malignant sarcoma and epithelioma. (I) Acromegaly. (.”>) Lcontiasis 
ossea . 

1. Injury. — A lannuloma or traumatic />criostitis may follow a blow. If the injurv has 
caused a fracture , the abnormal mobility of the fragments, the irregularity of the lira* of 
the teeth and arch of the jaw. the laceration of the gums, servo to indicate the injury. 
The nearer the line of fracture is to the symphysis the more marked is the mobility, and 
diagnosis is only difficult when the fracture is of the ascending ramus and underneath tin 4 
masseter muscle. A skiagram may then Ik* needed. Fracture of the mandible is 
commonly compound, and therefore is often complicated by septic infection. Later, 
callus will form a tumour which might he mistaken for one of some other kind until the 
course of the ease has been watched. 

2. Inflammatory Affections. — Alveolar Abscess is a common swelling, associated with 
toothache. An ordinary gumboil forms on tin 4 outer side of the gum, and is quite superficial. 

A more troublesome form of abscess is that which develops at tin* root of a tooth, which, 

morally carious, may yet appear healthy on the surface. Ibis usually points between the 
gum and the cheek, but it may travel a long way between the bone and the mucous 
membrane, and point on the check, in the submaxillary region, or on the chin. As in the 
ease of injury, periostitis extending up under the muscle may be difficult to diagnose, and 
it is sometimes mistaken for parotitis. In the early stages the only sign is toothache, but 
as suppuration becomes established there are also pain, swelling of the gums, furred tongue, 
trismus, enlargement of the upper cervical lymphatic glands, raised temperature. The 
presence of a septic tooth indicates the diagnosis. 

A ccrosis of the Jau\ often preceded by an acute periosteal abscess, may follow injury, 
alveolar abscess, syphilis, or mercurial or phosphorus poisoning, and in rare eases acute 
exanthemata or typhoid fever. In many eases it may be impossible to say whether the 
bone is necrosed or not, for the signs are much the same as in suppuration in connection 
with alveolar abscess. It can only be diagnosed for certain if a piece of loose bone can be 
felt with a probe or seen by the aid of a skiagram. Its presence may be inferred by tin- 
long continuance and profuseness of the discharge. 

Syphilitic Disease of the lower jaw is rare, and if present will not usually be confined 
to the jaw. Tf there is doubt, a YVassermann's reaction will be of service. 

Actinomycosis. A long-standing and obstinate suppuration about the lower jaw 
with cellulitis of the neck and formation of sinuses in the skin (Fig. 015) should 
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Icael to the suspicion of the nature* of tin* trouble*. In the beginning it give*s rise to 
inflammatory changes which simulate alveolar abscess, anrl the similarity is increased by 
the presence* of carious te*e*th, through which the* fungus is believed to gain access to the 
jaw. In the* pus, the* small yellow granules are* to be* sought for, and the (Jram-staining 
mve*e*lium on microscopical examination (fVg. (>10, p. 77b). 

,‘i. Tumours. In many e*ase*s the re* will be* ne> difficulty in deciding whether a swelling 
is inflammatory or a new growth. In the* early stage's, howe*ve*r and an e*arly eliagnosis 
in the* e*ase* of malignant disease* is e>f extreme* impeirtancc the*re* may be* grave* elembt. 
TheTedbre* all possibility of inflammatory mischief shoulel be* exeluelcel by a cared u I, 
thorough examination of the mouth and te*e*th for any se»ure*e* of infeedion, anel fe>r this 
purpose* it is freepient ly advisable* to insite* the* e*o-ope*ratiem e»f a eh*ntist. 



Innocent tumours are* osteoma and fibroma (more* e*eunmeuil\ e*alle*el a fibrous epulis). 
Osteoma is rare, ve rv slow-growing, we ll ele*fine*el, bony hard, not usually attaining a very 
large* size. A not une*ommon plae*e* te> find it is at the angle* e >f the* jaw, prelecting into 
the meuitli. It may be* bilateral. Fibrous epulis is common, soft, composed e>f fibrous 
tissue*, and e*ove*ml by the* inurous membrane of the* gum. It arise*s in conne»e*tie>n with 
the* root of a eleeay eel teioth. anel if ne>t treat cel may attain a sufficient size to cause 
d isplaee*me*nt e>f the* teeth e>r even disteirtion e >f the arch e»f the* jaw. Sarceunata may 
start in this manne r : therefore* all sue-li tumours shoulel be* submitted to mie*re>se*opie*al 
examination before* ii definite* diagnosis e>r preigneisis is given. 

Malignant tumours are* primary --sarcomata — anel secondary — cpithcliomntn, which 
start in the* gum or on the* 1 1 e >e » r e>f the* meaith anel invaele* the* jaw by el i rc*et exteaisiein. 

The* eliagneisis of sarcoma may be* epiite* easy, e>r attended by the greatest diflieulty. 
'Tlie s oe*e*ur at any age*, e*\e*n in young infants. They may be* e if rapid greiwtli, asseieiated 
with e*e»nst it ut iemal changes which simulate inflammatory e-einelitieins befeire a large size 
has bee*n attained, or the*y may be* e if such slow elcvcleipmeiit as te i be confounded with 
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innocent growths. The necessity of early diagnosis cannot be urged too strongly, lor it 
is on this that successful treatment depends. Seeing that a growth may he mistaken tor 
a swelling due to suppuration, examination should first he directed towards seeing it any 
of the ordinary signs of inilanmiation an* present, and whether there is an obv ious source 
of infection. The history of the duration of the illness may ho ol great serv ice, and also 
the nature* of the swelling itself. Is it hard or soft, is the hone expanded, are tissues round 
the hone infiltrated, are the glands enlarged Exercising the greatest care, diagnosis 
rnav still he difficult, and much service is rendered hy a skiagram, with the aid of which 
one may determine whether tin* swelling is really bony, or in the east* of periosteal sarcoma 
if the* hone* has heen eaten into. If the* diagnosis can he settled hy no other means a 
piece of the growth should he removed for microscopical examination even if the tumour 
is bony and a chisel and mallet are* required. 

Epithelioma better termed scpiamous-eelled carcinoma is a very insidious and 
dangerous form of growth, and in its early stages va ry apt to he overlooked. It may start 

as a small ulceration of tin* gum about a decayed 
tooth, and so he mistaken for a simple ulcer, and it 
may not he until a large tumour has formed that the 
condition is recognized, when most valuable time will 
have heen lost from the point of view of treatment. 
The* diagnosis will he made hv careful examination. 
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and noting that the ulcerated gum is hard and indur- 
ated and does not heal when the decayed tooth is 
j'm. <U7. skiagram from a case* of removed. I lie name boring epithelioma has heen 
J.^1 T l. J «“r.,w£ "«•" s, PI» li ‘‘ , l «> tl'is . on.lili,,.,. To make the .tin- 

examination. (By l>r. ./. li Muthrr. i gnosis si i re a piece 1 mm the edge of t he ulcer should 

he removed for histological examination at the earliest 
moment that suspicion is aroused as to its malignancy. An epithelioma may also spread 
from the tongue or floor of the mouth and cause a swelling involving the jaw. The 
diagnosis here is obvious. 

Tuwnurs of the Teeth , Odontotnata , may arise from any portion of the dental tissue, 
either from the tooth germ or from the fully-formed tooth. Clinically they an* innocent, 
and commoner in young people. The method of diagnosis is to examine the teeth and find 
out if any of them are missing or abnormally arranged. It is easy to distinguish them 
from a periosteal sarcoma, hut confusion may arise between them and a very slow-growing 
endosteal or myeloid sarcoma. A skiagram will generally reveal the true state of affairs 
(Figs. 646 648), for any abnormality or misplacement of the teeth is clearly shown. 
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It is well 1o rcnicmlKT the existence of the*se* tumours, for unnecessarily severe operations 
have* often been performed in ignorance. 

Two diseases in which the mandible* becomes enlarged, hut in which the swelling is 
not confined to the one hone, and is only one of the manifestations of the complaint, 
remain to he mentioned : 

I. Acromegaly. The lower jaw is often enlarged conspicuously in this disease, becoming 
prominent and massive ( Fig. 1250, p. 1200). There is hypertrophy of the whole hone rather 
than a swelling in it. The other hones of the face arc* cnlaigcd, the superciliary ridges are 
exaggerated, and the general effect of the disease is to give the patient the appearance of 
a dull, coarse- featured person. In addition, the* hands and feet become much enlarged ; 
also, in the late stages of this very chronic illness, headache and muscular debility become 
prominent symptoms, and owing to swelling of the pituitary body (see Fig. 010, p. 379), 
bilateral temporal hemianopia is to he expected (Figs. 305, 300, pp. .‘177, 378), 

5. Leontiasis Ossea is the name given to a rare disease in which hyperostoses of the 
facial and cranial hones are the distinguishing feature's. It is not likely to he confounded 
with any of the aho\ e-ment ioned swellings, except perhaps acromegaly, from which it is 
distinguished by the* absence of changes in the* hands and feet. (ivurge E. Cask. 

SWELLING OF THE JAW, UPPER. The remarks made* in the article on 
Swr.i.i.iNo c » i Tin: Jaw. Lowr.it (p. 831), apply equally to swellings in the* upper jaw. 
'rumours arising in the antrum of Highmore merit special mention, however, for many 
cause no pain or discomfort until the late stages. Though innocent tumours may start 
in the- antrum, the commonest are sarcoma and endothelioma. Rapid growth, bulging 
into and invasion of surrounding fossa*, pain, discharge of blood and pus from one nostril, 
and invasion of the overlying skin, are momentous indications of malignant disease. In 
tin- ease, though, of slow-growing tumours and in the early stages, differentiation between 
innocent growths and suppuration is extremely dillicult. Transillumination (see Pain in 
tiii: Jaw, I’i'it.h, p. 507) is to he employed (Fig. 1111, p. 220). also puncture of the antrum, 
and if necessary exploration and histological examination of the parts removed. Tin* 
antrum of Highmore is one of the sites in which endothelioma occurs as a primary new 
growth. (Jcnrge E. Cask. 

SWELLING OF THE LEGS. (See CKiu ma. p. 511.) 

SWELLING, MAMMARY. Method of Examination. The clothes should he removed 
to the waist, so that a clear view of both breasts, the* thorax, axilke, and supraclavicular 
fossa* may he obtained. Roth breasts should then he looked at to see whether there is 
any obvious enlargement or abnormality such as redness of the skin, dilatation of veins, 
tumour, or ulcer. Next, palpation is to be* employed, using the flat of the hand and not 
the tips of the* lingers : the surgeon should place himself in a convenient position behind 
the patient, using the right hand to examine* the right breast and the left hand the left. 
The axillary fossa* should also be palpated carefully, it being remembered that the 
lymphatic* glands affected in disease's of the breast lie on the surface of the thorax and not 
round the* axillary vessels. (See Svvei.i.ino, Axillary, p. 810.) in cases of suspected 
cancer the* examination must not be concluded without investigation of the supraclavicular 
fossa; for fullness or enlargement of glands, and of the thorax and liver for signs of 
secondary growths. 

Swelling in Pregnancy and Lactation is normal and physiological. Both breasts 
are enlarged equally, and feel tense and nodular. The superficial veins are usually 
prominent., and on gentle squeezing a few drops of milk are discharged from the nipple. 

True Hypertrophy of one breast is rare*. It may be found in nursemaids who have 
put chilelrcn to the breast. The enlargement in the majority of so-called cases of hyper- 
trophy is really due to the presence* of one or more libro-adenomata. 

Acute Mastitis occurs usually during lactation, occasionally during pregnancy, and 
is most often due to infection with pye>genie organisms which have gaineel entrance through 
cracks in the nipple. At the beginning e»f the* illness there is shivering, followed by fever 
and a feeling of weight anel pain in the* breast ; the pain se>e>n becemics very acute ; in 
the* e*arlv stage's the* swelling is limiti*d to eme* part e>f the breast, which feels more resistant 
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than normal : tlie skin is not reddened at first, nor arc the lymphatic glands enlarged. 
Pressure over the swelling may cause extrusion of a drop of pus from the nipple, and this 
is distinguished from milk by its viscidity and yellow colour. Later, fluctuation may 
become evident, and, as the inflammation approaches the skin, this becomes red and 
(edematous, and ultimately an abscess may point and burst through it : at the same time' 
other foci of suppuration form, until the breast may be nothing but a bag of pus. I he 
presence of fever and the intense tenderness of one portion of the breast are sufficient to 
distinguish acute mastitis from the physiological engorgement. 

It is not uncommon to find a small alveolar abscess , the size of a hazel-nut, in \iigins. 

Soon after birth and at puberty, a diffuse- enlargement may occur in both sexes, and 
a small quantity of milk may be secreted. If the breasts are handled or squeezed this 
congestive condition mav pass into true inflammation and suppuration. 

Chronic Mastitis may attack numerous lobes of the breast, so that the whole orpin 
has a granular feel (chronic lobular mastitis), or the inflammation may be confined to one 
segment and form an inflammatory swelling of considerable size, difficult to distinguish 
from carcinoma until microscopical examination has been made. 1 he attention of the 
patient is usually first called to the breast by the presence of vague pains and tenderness. 
If the lump is picked up with the tinkers it is easily palpable, but if pressed back against 
the chest wall the induration is much less distinct than is carcinoma or fibro-adenoma . 
The swelling is elastic, and its outline quite diffuse, more so than in the case of carcinoma. 
The axillary elands mav or may not be enlarged : il they are, they are generall\ numeioiis. 
not so hard as in cancer, and arc met with at an earlier period in the disease. 1 he opposite 
breast is very liable to be diseased in a similar manner. In cancer the tumour is densely 
hard, and at an earlv period adhesions form so that the skin puckers on attempting to 
move it over tin- swelling. A further difficulty arises from the fact that a cyst may form 
in connection with chronic mastitis. If this is lax. fluctuation may be detected, but it is 
usually so tense that it feels hard and solid. 'Phis again may be mistaken for a carcinoma 
or a fibro-adenoma. Where there is tin* least doubt as to the nature of the swelling and 
any possibility of the presence of a carcinoma the right course is to make an cxploiatoiv 
incision and cut microscopic sections from the suspected area. 

Multiple Cystic Disease of the Breast. This condition may follow on chronic 
lobular mastitis. One breast sometimes both becomes filled with cysts, some mieio- 
scopic. others as large as walnuts, with all intermediate sizes, so that the organ has a boss\ 
appearance. The whole organ is often painful, the pain radiating from the breast and 
shooting down the arm. There are epithelial changes in the lining membrane of the eNsts. 
and some authorities think that these are precursory stages in the formation of a cancer. 

Cysts, unless in connection with chronic mastitis or fibro-adenomata, arc rare. A 
simple serous cyst is described, due to lymphatic obstruction. (• abn tonic, a cyst 

containing milk, is formed by dilatation of one of the larger lacteals owing to obstrue- 
*;.,n : galaetoeclos occur only during lactation : they form movable, fluctuating swellings, 
lid on pressure milk can be squeezed out of the nipple. 

Tuberculosis of the Breast is not so uncommon as might be supposed, and a certain 
number of cases of chronic mastitis and chronic abscess are really tuberculous. The 
disease is insidious, starting as a painless irregular swelling, the periphery of which is 
hard and the centre soft. Later, the skin becomes reddened, and an abscess forms which 
mav burst and leave a sinus. It differs from an acute- abscess in that the duration is 
much longer, then* is little or no pain or fever, and the pus. if examined, reveals no 
organisms on culture unless there has been secondary infection : direct examination of 
stained films of the pus may show tubercle bacilli. The facts that the history is a long 
one, that tin* swelling or the edges of it arc* hard, and that tin* axillary glands are enlarged, 
render this condition liable to be confounded with carcinoma, of the ordinary form, or 
one in which suppuration has occurred. The various clinical pathological tests for tuber- 
culous disease may be applied, but the best method is to cut into the swelling and remove 
a portion of tin* wall for histological examination. 

Chronic Submammary Abscess causes a projection forward of the whole breast ; 
it is due to tuberculosis of the underlying ribs, or in rare instances to post-typhoidal 
periostitis which may have remained latent. The diagnosis is made by opening the 
abscess and examining the pus from it baetcriologieally. 
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Innocent Tumours. Pure fibromata , ti/mmala , and cuchoariromala art* of rare occur- 
rence, and merely edl for mention. Fil/ro-atJcnoma is tin* only coinnion innocent tumour, 
and though there art* many pathological varieties, and some contain cysts and some 
intracyst ic growths, for tin* purposes of this article all may he classed under one heading. 
A jibnt-adnioma is an encapsulated tumour, generally single, sometimes multiple, varying 
from the si/.e of a nut to that of an orange. Because it is encapsulated, the surrounding 
tissues are not infiltrated : therefore, if superficial, the outline is clearly defined, and the 
mass is freely movable under the skin, over the pectoral muscle, and, most important 
of all. in the breast substance. The axillary glands are not enlarged. The tumour causes 
no pain, and is usually discovered accidentally. (Generally it occurs in women between 
the ages of twenty and thirty. After attaining a certain size it remains more or less 
stationary, unless it is cystic, when it may go on growing as the result of dilatation of the 
cysts by fluid. The diagnosis is geneially easy, but if the breast is fat and the tumour 
deep-seated, it may not always be quite easy to distinguish a fihro-adcnomn from an 
early carcinoma without operation and microscopical examination. A fibro-adenoma is 
elastic rather than hard like a carcinoma. f'rom chronic mastitis it is distinguished bv 
being less intimately associated with the breast than is the ease with the inflammatory 
nodules, and by its sharper definition. No definite diagnosis or prognosis should be given, 
however, until the tumour has been removed and a pathological report on its character 
received . 

Malignant Tumours of the breast are mark always primary: sarcoma is rare, 
carcinoma common : and the latter is the most important tumour that affects tin* breast. 
It is essentially a disease of the female, only about one per cent of the eases occurring in 
males; most patients have been married, and are between the ages of thirty-five and 
sixty. In advanced eases the disease is obvious; the tumour is large and hard, fixed to 
and often fungating through the skin : the axillary glands are enlarged and hard, and 
the patient is often cachectic. What is sought for is a diagnosis in the early stages, 
while the patient still looks and feels in perfect health, before secondary deposits arise in 
the axillary glands, and while successful treatment is still possible. 'Too much insistence 
cannot be laid on this. I siially the patient feels no pain, but discovers a lump in the 
breast accidentally during ablutions ; therefore its duration must generally be a matter 
of doubt. Clinically, it is felt as a small tumour which, unless the patient is very fat. can 
be palpated easily with the flat of the hand. Its chief characteristic is that its outline* is 
not sharply defined, and that it is hard stony hard. In the very early stage the tumour 
is freely movable over the pectoral muscles and undci the skin, but it is not so movable 
in the breast substance as is a fibro-adenoma. Very soon bands of fibrous tissue that 
connect the breast with the skin become involved, and by their contraction prevent free 
movement of the skin over the swelling, and cause dimpling and puckering. If the 
tumour is situated anywhere near t he centre of the breast, milk-duets become involved 
m the growth, and as they contract cause retraction of the nipple. If a nipple*, previously 
well formed, becomes retracted, this is a very important sign, though it is to be remem- 
bered that nipples are often permanently retracted. Many cancerous tumours, even 
when extensive infiltration has occurred cause shrinkage, so that the affected breast may 
appear smaller than the healthy one. and in the atrophic form the gland may almost 
disappear. In the* ordinary form (seirrlms) it will be ran* to find any discharge from the 
nipple ; a blood-stained discharge often indicates a duet carcinoma. (Set* Discii arc.i-: 
i how tin-: Ni i*i*i. i ., p. ' I'll . ) After the disease* has lasted six months the axillary’ glands 
are usuallv enlarged and hard, the first affected being those running along the lower 
border of the pcetoralis minor. Too much attention must not be given to the absence of 
palpable glands, because, first, it is hoped that the diagnosis may be made before they 
are enlarged ; and secondly, if the patient is at all fat, it is exceedingly easy to overlook 
t hem . Attention is to be centred on the lump itself. Its stony hardness may alone be 
sullieient ground on which to bast* a diagnosis. The two main conditions which have to 
be distinguished from an early carcinoma are fibro-adenoma and chronic mastitis. In 
the former, the swelling is well defined, elastic, and freely movable : in the latter, a 
tumour cannot be felt distinctly with the flat of the hand, it is soft, the whole breast is 
often nodular, and the other breast may give a similar feeling. 

The dillicult ics in diagnosis are great and the sources of error numerous : none of the 
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swellings may be typical ; they may he obscured by the obesity ol t lit' | >nt ic'ii t : a fluid 
swelling may be so tense* as to simulate a solid one. The course* to adopt, whenever the 
slightest doubt arises, is to incise the swelling and submit a portion to microscopical 
examination. Owing to the vital importance* of avoiding mistakes in this eonne*etion there 
is a growing feeling among surgeons that all tumours of the* breast, whate*ve*r the* belief 
as to their character, sheuilel be removed, or at least e*ut inte>, se> that their true* histological 
constitution may be ascertained early and with aecurae-y. 

Sarcoma of the breast is rare. It generally occurs in wome*n unele*r the* age* of thirty. 
In the early stage* it is not distinguishable easily from a fibro-adenoma, particularly erne* 
which is enlarging rapielly on account e»f a cyst e>r intraeystie growth. It is soft, grows 
quickly, infiltrates the tissues, and forms a large fungating tumour. It disseminates 
rapidly, both via the* lymphatics and by the blood-stream. George E. Gash. 

SWELLING, PELVIC. -There are so many swellings which may rise* up emt e>f the* 
pelvis into the abdomen, and also which may appear to be pelvic whe*n the*v are* really 
primarily abdominal, that a list in tabulated form may be e>f value : 

Bladder. — Simple distention. New growth. 

Vagina. — Hrematocolpos. 

Uterus. — Pregnancy: ne>rmal or abnormal, or associated with tumours of the uterus 
e>r ovary. 

New growths : Fibrornyoma. Aelenomyoma. Sarcoma. Carcinoma. 
Cliorion-epithelioma. 

Ha*matometra. 

Ovary. — Cysts. Soliel new growths. 

Fallopian Tubes.— Hydrosalpinx Carcinoma 

Pvosalpinx Tubal gestation 

Salpingo-odplioritis Progressive extra-uterine gestation. 

New growths 

Pelvic Peritoneum. — Encysted peritoneal fluid 

Ha*matoeele elue to extra-uterine gestation 
Ha*matoeele elue to haemorrhage from a corpus luteum 
Pelvic abscess | Hydatid cysts 

Ascites j Retroperitoneal lipoma. 

Pelvic Cellular Tissue.— Cellulitis. Pelvic hsematnma. 

Appendix Vermiformis. — Abscess 

Appendicitis with pregnancy. 

Pelvic Bones. — New growths. 

Omentum. — New growths. Cysts. 

Phantom Tumours. 

Pancreatic Cysts. 

Kidney. — Turn o u rs . II y d ro neph ros is. Py o n eph ros i s . 

Gall-bladder. — Distention . 

Spleen. — Enlargement. 

Urachus. — Cyst. 

It is obvious that many of these lesions are not pelvic at all ; but they are included 
in the list, because they are liable to be mistaken for pelvic tumours. Thus pancreatic , 
renal , splenic , and gall-bladder tumours may reach the pelvic brim, but the history ought 
to show that they have grown down from above, not up from below. Further, renal 
tumours may be associated with urinary changes, or absence of urinary secretion on the 
affected side, as detected by the eystoseope. Splenic enlargements may be associated with 
blood-changes, and gall-bladder distention with icterus. Pancreatic cysts are the least 
likely to be mistaken for pelvic swellings, but they have been difficult to distinguish from 
ovarian tumours with long pedicles. 

Naturally, the commonest difficulty which arises in the diagnosis of pelvic swellings 
is to differentiate between the distended bladder , pregnant uterus , ovarian cyst , and uterine 
fibrornyoma, and the commonest mistakes are made between these swellings. The 
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distended bladder is clearly the easiest- to dispose of, because the passage of a catheter 
will settle the question ; and yet the neglect of this simple procedure has led to more than 
one abdomen being opened. 

The history is of value in differentiating the other swellings, for amcnorrhtca is the 
rule in pregnancy, menorrhagia in tibromyoma, and no change in menstruation in ovarian 
tumours. These assumptions are correct in almost 99 out of every 100 cases, but 
exceptions do exist. The cardinal point in diagnosis is not to think of the possible 
fallacies until the common rule has been considered thoroughly. Normal menstruation 
during pregnancy is almost unknown, but it is believed that menstruation is possible up 
to the third month. This is physiologically unsound, for menstruation represents the 
failure of the uterus to receive a fertilized ovum, and should not be even possible if 
conception does occur. That luemorrhages occur during the early months of pregnancy 
is true ; but in most eases these lucmorrhages represent threatened abortion, and not 
menstruation. Further, fibroids art* associated with lucmorrhages. This is true in the 
case of interstitial or submucous growths : but there may be no disturbance of menstrua- 
tion in subperitoneal libroids. Ovarian tumours only disturb menstruation when they 
are double and destroy all ovarian tissue. As long as a small piece of ovarian 
tissue remains there is no reason why menstruation should not occur normally. 

Palpation of these tumours may be fallacious, although there is no difficulty in distin- 
guishing ftctal parts when the feet us is big enough. In the early months the pregnant 
uterus may fluctuate like a cyst ; a softened fibroid may do the same : whilst on the other 
hand a tense ovarian cyst may feel so hard as to be mistaken for a fibroid. Whilst the 
presence of the fcetal heart is characteristic of pregnancy, its absence cannot be taken as 
evidence of a fibroid or of an ovarian tumour. It is not always possible to hear the fcetal 
heart even in advanced pregnancy. If’ the pedicle of a tumour can be felt definitely 
attached to one uterine cornu it is strong presumptive evidence of an ovarian tumour. 
It is useful to pull down the uterus with a tenaculum, at the same time pushing up the 
tumour so as to make tense the pedicle, which might then be palpated by the vaginal 
touch. When small tumours are in question the* first point which arises is: Can the 
tumour be separated from the* uterus bimanually ? If so, it can be neither a tibromyoma 
of the 1 uterus nor a normal uterine pregnancy. This point can only be made out by 
careful bimanual examination, and undoubtedly may require considerable skill in some 
eases. 

Ktirhf pregnancy in a retruverted uterus should not give rise* to diagnostic* difficulties 
if it be remembered that the soft, boggy fundus is felt through the* posterior fornix, that 
the cervix looks down the vagina or forwards to the* symphysis, and that the posterior 
mass is continuous with the cervix. If the retroverted uterus is associated with vesical 
distention the picture is usually clear enough. The history of constant dribbling of urine 
(distention with overflow), amcnorrhcra. other signs of pregnancy, the presence of two 
tumours -one in front, tense and elastic, the other behind, soft and boggy and. finally, 
the passage of a catheter, will settle the question. The diagnosis of solid ovarian tumours 
is not always possible*, for the* pedicle is often short, and the* tumour is then so close to the* 
uterus that the* two cannot be separated. They are* therefore* likely to be* mistaken for 
fibroids of the uterus. The*v do not often cause menorrhagia, however, anel this may be 
remembered as a cardinal point. 

Large tumours arising in the pe*lvis are not often difficult tc^ differentiate from one 
another, bearing in mind that ovarian tumours, uterine fibroids, pregnancy, and ascites 
are the* common conditions which are* met with. In this connection, it cannot be* repeated 
too often that amcnorrhera stands for pregnancy, and occasionally for ovarian tumours 
when double. Menorrhagia goes with uterine* fibroids except in the ease of subperitoneal 
tumours. Exceptions to these* general statements are uncommon, and mistakes in 
diagnosis will occur but seldom if they are* borne in mind. Ascites has to be elifferentiated 
from ovarian cysts, anel occasionally from liydrnmnios. In general, ascites gives dullness 
in the flanks on percussion, with resonance over an area somewhere about the umbilicus, 
whilst ovarian cysts give* dullness e>ver the front of the abdomen, with resonant areas 
in the flanks and epigastric angle. When ascites exists along with ovarian tumours the 
free fluid may be se> large in amount that the tumour canned be felt ; as a rule, however, 
it can be touched on dipping through the* fluid. Ascites with an ovarian tumour does 
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not necessarily mean malignancy, hut it may do so. Fibroma ol tin* ovary, and simple 
ovarian cyst, with a twisted pedicle, will always be* accompanied by some fluid. 

When pregnancy is associated ivith tumours, the diagnosis may be of great dillieultv. 
This does not lie in the recognition of the pregnancy : amenorrha a, breast changes, hetal 
movements, and the hetal heart will usually make that clear enough ; it lies in deciding 
the nature, or even the presence, of a tumour along with tin* pregnant uterus. In the 
early months, when the presence of two tumours can be demonstrated, the diagnosis is 
easier, but in the later months the great size of t he abdomen, and the* way in which the 
swellings merge into one another, may obscure the picture. The relation to the uterus, 
whether a part of it, or attached to it by a pedicle : the feel of the tumour, whether solid 
or cystic, soft or hard : and the previous history, will always be of assistance in making 
out the nature of the growth. Fibroids arc* extremely likely to soften and degenerate 
during pregnancy, so that they are liable to be mistaken for ovarian cysts. 

In the ease of ovarian (amours , it is often impossible to be sun 1 of the exact nature 
of the growth, and this has to be decided microscopically after removal. It is, however, 
important to distinguish malignancy in growths of the ovary, ami certain points will stand 
out in favour of this. Thus, fixation of the growth in the pelvis, obvious ascites, 
emaciation of the jxatient. and rapid growth in size of the abdomen, are points in favour 
of malignancy. 

In the ease of definitely uterine tumours, the diagnosis of malignant growths is not 
often difficult , but mav have to be settled by microscopic examination of curetted 
fragments. Fibroids arc* only likely to be mistaken for malignant growths when they 
product* constant bleeding as a result of extrusion, infection, and sloughing. Rapid growth 
of a libroid is more likely to be the result of degenerative changes, such as formation of 
cysts or necrobiosis, than to the development of a sarcoma or other malignant growth 
along with it. 

With small tumours confined to the pelvis, or rising only a little above the brim, 
diagnosis is often a matter of extreme difficulty. In practice, however, e.vtra-uterinc gesta- 
tion and its resulting blood-tumours stand out pre-eminently as swellings which must be 
recognized at once, if successful treatment is to Ik- adopted. Re-fore* rupture or abortion 
has occurred a tubal gestation is essentially a small tumour in one postern-lateral corner 
of the pelvis, attached to the uterus, indefinite in consistence, and perhaps though not 
always -associated with amenorrlaea of short duration, and attacks of pain in the pelvis 
of an acute nature. Definite signs of pregnancy may be entirely wanting. It may be 
mistaken for a chronic salpingo-obphoritis, a small cystic ovary, a small pedunculated 
fibroid, or a small ovarian dermoid. The differential diagnosis may be absolutely impos- 
sible ; but attacks of pain unassoeiated with menstruation are not likely to occur in any 
of the latter conditions. The attacks of pain are usually the result of over-distention 
and stretching of the tube from luemorrhage into its wall or lumen around the fertilized 
. um. When tubal abortion lias occurred, or tubal rupture, the signs of internal bleeding, 
accompanied by sudden pain and collapse, with hiemorrhage from the uterus, usually 
make an unmistakable picture. I hemorrhage is more commonly severe and copious in 
tubal rupture* than in tubal abortion. If the patient recovers from the* initial bleeding the* 
clinical picture may be* that e>f a retro-uterine Invmatocclc , e>r e>f a peritubal lurmatoccle. 
In this form the uterus is pushed forwards and upwards against the symphysis pubis, anei 
the* mass e>f blood-clot can be felt peisteriorly bulging the* poste-rior fornix anei also the* 
anterior wall eif the* rectum. The* tumour is usually partly rcsemant in front, because 
intestine* adheres to it. Tubal abortion is me>st likely te> be mistaken for an e>rdinarv 
uterine abortion : but the* presene*c e»f a mass on euic side of the ute rus, with a cle>se*d 
cervix, and the* absence e>f uterine contractions e»r e*xtrusion e >t any pre>elue*ts of conception, 
should make the e*ase* e*Ie*ar. 

Progressive extra-uterine gestation is a rare eiccurrence, anei is the result of continued 
growth of an embrye> after a partial separation from the tube as a re*sult eif rupture*, e>r 
extrusion from the fimbriated e*nel (abortion). The continued enlargement of a mass 
besiele the uterus, with amcnorrhceu and progressive signs of pregnancy, are* the most 
charae'teristic points. The* eliagnosis, heiwever, is eliflicult, because there* is always some 
effused bloeal which is like*ly to obscure the outlines of the* uterus, and make* it appear to 
be a part e>f the pelvic mass. 
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The swellings due to salpingo-oophoritis arc usually quite easy to distinguish. They 
form fixed masses in the pelvis, seldom of any definite shape, but occasionally presenting 
the characteristic retort shape, with its narrow end near the uterus, which the tube assumes 
when distended with fluid. The history is usually that of an acute illness at some period, 
with pain in the pelvis, rise of temperature, and peritoneal irritation. It is preceded, 
as a rule, by uterine discharges and menorrhagia. This inflammatory disturbance in 
married wome n is associated with long periods of sterility, owing to the sealing up of the 
tubes. The diagnosis of suppuration with salpingo-odphoritis is often difficult, but is 
always important, because correct treatment depends on it. Constant rises of tem- 
perature 1 of the* hectic type, leucocytosis. wasting, and daily sweating, are the usual 
accompaniments of suppuration here as elsewhere. 

A large pelvic abscess may accompany salpingo-odphoritis. or may occur alone w ithout 
infection of' the tube's, as we see occasionally in puerperal septic infections. When it docs 
occur, it is of course pe ritoneal : it fixes the' uterus in a central positie>n. bulge's inte> the 
posterior fornix and rectum, te-nds to rupture into the* rectum, is acute in onset, and accom- 
panied by signs e>f local peritonitis. It is likely to be* confounded with pelvic cellulitis , 
in which the- uterus is fixed in a laterally displaced position. This bulge's e>nc lateral 
fornix, t e 'lie Is t o burrow along the* round ligament te> the greiin, is slow in onset, chronic, 
and riot accompanied by signs e>f local peritonitis. It always follows labour, whereas 
pclvie* abscess of peritoneal origin may eiceur with salpiugo-oophorit is epiite* apart from 
pregnancy. IVlvic (-(*11 til it is newer bears any relation to salpingo-odphoritis. 

Encysted peritoneal fluid. hydatid cysts, and retmperitane<d tipomuta are* generally 
diagnosed as ovarian cysts. and their true nature* is only eliseeivered at operation. There 
are* no definite signs by which the*se* conditions may be* diagnosed, and as they all reejuire 
operative* treatment, post -operat ive* diagnosis meets their requirements. 

Distention of the vagina by menstrual fluid is not likely t < > be* mistaken for anything 
else*, if only on account of t he* absolute closure of the* hymen which gives rise to it. 

1 hrmutocolpos is practically the only central tumour met with between the rectum and 
the* bladde r reaching from the* hymen to the* pelvic brim. The uterus can usually be felt 
like* a e*ork movable* upon its upper e*xtre*mity. 

I'raehtd cysts oe*eur in front of the' uterus and in cle>sc re*lation te> the* bladder: but 
in spite* of this thev are* usually mistake'll for ovarian cysts. It is te> be' remembered, how- 
ever, that ovarian e*vsts emly ge*t in fremt of and above* the* uterus when the*y are' large. 

I 'radial cysts rarely attain a large' size'. 

Appcntiicitis with pregnancy occurs occasionally, and may be mistaken lor such a 
cemelition as torsion e>f an ovarian pe'diele. The* swelling elue to appendix inflammations 
is, howe'veT, in close relation to the anterior superior spine of the ilium, and apparently 
adherent to the* iliac* fossa. The lump is ill-dcfincd. and rarely fluctuates unless there is 
a large* absc ess. The acute* onset may be similar te> that of torsion of an ovarian pedicle. 
There* is usually a definite fluctuating tumour when an ovarian cyst is present, and some 
interval between it and the iliac crest can usually be felt. 

l*huntom tumours art* due to diaphragmatic contract ion. causing the abdominal wall 
te> bulge. They art' usually mistake'll bv patients for pregnancy, but are ne>t accompanied 
by any e>f the* signs e>f pregnancy. Amenorrhera must be expected from this, however, 
because these ease's usually occur about the menopause. Their true nature can usually be 
eliseeivered by making the patient breathe normally, relaxing the diaphragm : but if any 
doubt exists, the* protrusion will disappear under an ana*sthetic*. 

Growths of the pelvic bones are very rare tumours, usually cartilaginous or sarcomatous. 
The y are emly likely to be* mistaken feir adherent inflammatory masses elue to salpingo- 
eiopheiritis. Thev will be found te> be continuous with the bones forming the pelvis, and 
when growing fremi the sacrum may have* the rectum in front e>f them : all either tumours 
have the- rectum behind the*m. They may, heiwever, bear nei relation to the rectum at 
all if the*y oe*cur on the right side eif the* pelvis. In most eases of this nature the uterus 
and adnexa can be* palpated bimanually, and shown to be free from disease and 
unconnected with the mass. When complicated by the presence of a pregnant uterus 
their true* nature* may be very difficult- to determine. Bearing in mind that they are 
absolutely fixed and continuous with the bones of the pelvis, the diagnosis ought not 
to be uncertain. T. G. Stevens . 
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SWELLING, PERINEPHRIC. (Sec Kidnkv, Enl wuu.mknt or, p. FIT.) 

SWELLING, POPLITEAL. Popliteal swellings may be divided into : 

1 . Fluid Swellings : — 

Bursa Baker's cyst Varicose veins Abscess Aneurysm. 

2. Solid Swellings not connected with Bone : — 

Enlarged glands | Malignant tumours ; Innocent tumours. 

;j. Solid Swellings connected with Bone: 

Exostosis Sarcoma Periostitis Separation of the epiphysis. 

1. Full) SWKLUNUS. 

Bursa. - The bursa underneath the insertion of the* semimembranosus muscle into 
tile posterior aspect of the inner tuberosity of the tibia is often enlarged. When the leg 
is extended it stands out as a tense fluctuating swelling on the inner side of the popliteal 
space : on flexion it disappears completely. It may lie found enlarged in young athletes 
and cause no symptoms whatever. On account of its frequent communication with the 
knee-joint it is often distended when that joint is the seat of osteo-art lint is. and the changes 
found in the synovial membrane of the knee are found also in the synovial membrane 
lining the bursa, for the two are continuous. When much fluid is present, fluctuation 
can be detected between the joint and the bursa. The cyst does not always communicate 
with the knee-joint, and it may not Ik* reducible at all by pressure. It is enlarged occasionally 
in acute rheumatism in children, and may then be very tender : the swelling does not then 
disappear rapidly, as the joint pains do, on the administration of salicylates, but only 
gradually as acute rheumatic infection passes off. 

The bursa under either of the two heads of the gastrocnemius muscle may be enlarged 
similarly, but this is rare. 

Baker’s Cyst occurs in connection with chronic inflammatory affections of the knee- 
joint : it may be formed by the extension of a chronic tuberculous abscess which spreads 
along a plane of fascia, and such an abscess may point in the popliteal space. The condition 
of the knee-joint will indicate the disease. 

Varicose Veins are often present in the popliteal space: the diagnosis presents no 
difficulties, as the veins in the lower part of the leg will be varicose also. 

Acute Abscess is recognized by the signs of acute inflammation ; the skin is red and 
(jedematous, the pulse* and temperature are raised, and the swelling is very painful. The 
knee is kept Hexed in order to minimize the tension of the* part. The* abscess may be* 
niM*d by suppurating lymphatic glands e>r by suppurative periostitis or necrosis of the* 
over end of the femur. In the former case the absee\ss will be* superficial, and in the* latte r 
deep to the popliteal vessels. 

Aneurysm of the Popliteal Artery (fVg. <>44)) give*s rise* to an expansile pulsating 
tumour, the pulsation being synchronous with the heart's beat. Pressure on the femoral 
artery above* will cause a diminution in size of the* swelling and cessation of pulsation. 
The pulse at the ankle on the affected side may be smaller than that on the opposite, and 
dclaye*d. If a stethoscope be placed over the swelling a distinct bruit can be heard. The 
complaint of the patient will probably be of pain, which may be referred down the leg if 
either popliteal nerve is pressed on, or in the site of the swelling if the bone is eroded. 
Varicose veins are almost always present also, on account of pressure* on the popliteal vein. 
Owing to its pulsatile character an aneurysm is not often mistaken for anything else, but 
every swelling that pulsates is not an aneurysm. A soft vascular sarcoma growing from 
the end of the femur may be pulsatile, and over it a bruit may be heard, but the tumour 
is not as compressible as an aneurysm is, and the effects on the distal pulse are not so marked. 
A skiagram will usually settle the question at once. Distinction must also be drawn 
between a tumour that pulsates and a tumour to which pulsation is communicated. For 
instance, an abscess or a solid swelling lying over the popliteal artery may appear to pulsate, 
but the movement is heaving in character and not expansile. In the rare event of an 
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aneurysm having heroine filled wil h clot it might he taken for a solid tumour growing 
either from the soft parts or from the hone. I ’infer this impression a leg has hern 
amputated for sarcoma. 


Solid Swilllinos not connkctkd with Honk. 




' 


Enlarged Glands. It is not common to find the popliteal glands enlarged from anv 
cause. It is possible that they may become infected with pyogenic organisms from a 
sore on the hack of the leg. 

Tumours are rare. 'They may he innocent, c.g., lipoma : or sarcomatous, starting 
in the connective tissue of the popliteal spare, or attached to one of the muscles. The 
innocent tumours are of long history 
and well defined : the malignant, rapidly 
growing and infiltrating. 

d. Solid S\n i;i. linos i'onni.c ii:d 
with Honk. 

In all eases of bony tumour a 
skiagram is of immense service and 
should alwavs he obtained if possible. 

Innocent Tumours. ( 'anee/lons c.ros- 
los< s ma\ be found. g'-neralh in children 
and \oung adults, growing from the 
region of the epiphysial cartilage of the 
femur ( Fii*. hdd, p. S*JO). There may be 
others in other parts of the skeleton, 
and sometimes several members of tin* 
family are affected similarly. 'The swel- 
ling is of slow growth, well defined, and 
rarely gives any trouble. It is most 
often found at the inner side of the 
popliteal space. There is one tiling that 
may be confounded with it, namei\ . 
nssificat am of the i nsert ion of a tendon 
or muscle. The adductor longus muscle 
is the one most commonly affected 
( rider's I >< me ). 

Malignant Tumours are endosteal 
and periosteal sarcoma. Central sarcoma 
in its early stages resembles chronic 
osteitis and periostitis so closely that it 
may be impossible to come to a correct 
conclusion without the aid of a skiagram. 

With this help the difficulty vanishes, 
for a myeloid tumour is seen clearly as 
a well-defined tumour causing enlarge- 
ment of the bone (Fills. (>.*W (ill. pp. 

X'2'2. 

Periosteal sarcoma (compare Figs. 
bda, (>dt>. j). 8‘Jl) causes a general en- 
largement of the whole of the lower 
end of the femur or upper end of the 

tibia, not swelling in the popliteal space only, it is mentioned here bee: 
occasional confusion with periostitis and popliteal necrosis. 

Periostitis. 1 ’oplitcal necrosis with abscess formation may give rise to a big swelling. 
The signs of inflammation will usually be wadi marked and accompanied by constitutional 
symptoms and leucocytosis. Chronic periostitis, or chronic abscess of the bone, or central 
necrosis, may be extremely difficult to distinguish from a periosteal sarcoma. A skiagram 



/'nj. r.L*. Am-unr-in of tin- popliteal artery. 


uise of its 
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should be taken, and if necessary an incision made down to the* tumour lor a piece to Ik* 
removed for histological examination. (See Swkmjnu on a Honk, p. 817.) 

Separation of the Epiphysis. In the somewhat rare accident of separation of the 
lower epiphysis of the femur the lower fragment becomes displaced backwards, forms a 
prominence it) the popliteal space, and presses on the vessels, sometimes to a dangerous 
extent. (ieorgv E. dash. 

SWELLING, PULSATILE. When a tumour can be felt pulsating, the first point 
to decide, if possible, is whether the pulsation is expansile or wind her it is merely trans- 
mitted by a noil-expansile tumour which is in direct contact with large pulsating vessels. 
The distinction is sometimes obvious, especially when the tumour has developed in a place 
where there are no particularly large blood-vessels to transmit pulsation, for instance in 
the foot, or in direct connection with a Jong bone at some spot not immediately adjacent 
to the main artery of the limb. The chief difficulty arises when the mass is either in the 
root of tin* neck or in the abdomen, and. to a less extent, when it is in the axilla, the inner 
aspect of the upper arm, in front of the elbow, in the groin. or in the popliteal space. 
Careful palpation is probably the best means of determining whether or not there is actual 
expansile pulsation : in the cast* of the abdomen it is important to examine the patient 

not only when la* lies on his back, but also in 
the knee-elbow posture, for sometimes a tumour 
which is in contact with the aorta in the 
former position falls away from it and ceases 
to transmit pulsation in the latter. 

If it can be decided definitely that the 
tumour is itself pulsating, most probably it is 
cither an anntrtfsnt of an artery or else a very 
vascular growth, especially nstrusarroma. The 
existence of coo-shell crackling with pulsation 
in a tumour would surest osteosarcoma, though 
it is conceivable that it might also be felt over 
an aneurysm that had eroded adjacent bones 
extensively. Aneurysm will he the probable 
diagnosis when the markedly pulsatile swelling 
occurs directly along the course of a known 
artery. Absence of pulsation does not, how- 
ever. exclude aneurysm, for the latter may 
either be situated too deeply for the pulsation 
to be felt, or else the sac may be filled partly 
or wholly by organized or organizing clot . 

Sometimes there may be doubt as to 
whether or not there is really pulsation when 
digital examination alone is relied upon : in 
such cases direct application of the ear to the 
part in such a way that tin* pinna is in uniform 
contact with the patient's skin will sometimes 
bring pulsation to the notice very clearly when 
its amount, appreciable to the sensitive membrana tympani. is too slight for the hand 
to detect ; this applies particularly to deep-seated intrathoraeie aneurysms. 

It must be remembered, on the other hand, that marked pulsation may surest 
aneurysm without any bring present, particularly at the root of the neck and in the 
abdomen (Fig. (>50) ; a normal subclavian artery may sometimes seem to be abnormal, 
particularly if it is pushed forward or displaced by a mass below or behind it, for instance 
an accessory cervical rib. I ndue pulsation of the abdominal aorta, especially in women, 
is also to be remembered as a possible source of erroneous diagnosis (see IVlkation, I ndi i: 
Abdominal Aortic, p. 0012). 

It should also be remembered that normal arteries- cause violent pulsation in east s of 
marked aortic regurgitation, and in severe cases of exophthalmic goitre, in which the whole* 
neck, including the enlarged thyroid gland, may be seen pulsating vigorously. 



I'm. I Mint nj.TM] iti ilhistratinicf tin- difhrulty 

ma\ arise in diaL'lios-inr between abdominal 
. .' iiivsm and raremoma of tin- stomach. I hi" 
patient hail :i laivr rounded e| Utru’-.l lie tumour 
(demarcated hy jiamiiiii/ with ink before the photo- 
graph wa" taken: whirl) | nilgai r<l forcibly, and tin- 
pulsation Seemed to he expan-ile. Aneurysm of the 
recline axis was diagnosed, hut po^f-mortrm examina- 
tion revealed a la nm e uvmomn of the stomach, and 
no aneiirx -m. 
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AN c need not here discuss in detail the differential diagnosis between one kind of 
aneurysm and another, though one might mention in particular the* so-called cirsoid 
aneurysm of the scalp ( h tial ), which is rather a conglomeration of many abnormally 
dilated arteries in the lorm of an arterial ihcvus than a true aneurysm. Its position on 
the scalp will at once suggest the diagnosis. 



ft</. iin-oiil ani’urv^iii. 


A pulsatile orbital tumour will generally be due either to an osteosarcoma or to an 
arteriovenous aneurysmal communication between the internal carotid artery or its oph- 
thalmic branch and the cavernous sinus. The presence of a loud bruit would be in favour 
of the latter. 

It is important not to mistake for the ordinary pulsatile tumours those which 
may move synchronously with respiration, for instance hernia pulmonalis, hernia 
cerebri, and certain congenital abnormalities of the brain and spinal cord, such as 
meningomyelocele. 

It is unlikely that a pulsatile liver will be mistaken for any other kind of pulsatile 
tumour. It occurs in eases of chronic failure of cardiac compensation, generally from 
mitral stenosis and tricuspid stenosis, with (edema of the legs, Jividity, orthopiuea. and 
perhaps ascites. It is not, howe ver, every liver, seemingly pulsatile, that really presents 
expansile pulsation : an impression of pulsation is often given by the movements trans- 
mitted directly to the liver by the labouring hypertrophied right heart. 

Karcly the cardiac pulsations may be transmitted direct to fluid contained in a pleural 
cavity, so that the bulging intercostal spaces may pulsate synchronously with the radial 
artery and simulate some more serious pulsatile tumour. The history and the physical 


84S 


SWELLING, 1M LSAT1LE 


signs, including displacement of tin* lu-art towards the- opposite side, will generally indicate 
the correct diagnosis, though there- may he some trepidation on tin- part of the operator 
who decides to insert the exploring needle into the pulsating swelling. Herbert French. 


of swelling of the- salivary 


SWELLING OF THE SALIVARY GLANDS. 

Epidemic Parotitis Mumps is the commonest cause 
glands ; it is bilateral as a rule, and is discussed on p. 7 bib 

Infective Parotitis is characterized by a sudden, acute, and generally unilateral 
enlargement, and is accompanied often by a rise of temperature or a rigor. It is not an 
uncommon complication in certain specific fevers, c.g., typhoid fever and pneumonia : and 
in surgical practice it may complicate any septic ease, but especially abdominal, pelvic, 
and genito-urinary operations, puerperal infection, and pya-mia. Resolution usually 
occurs, but suppuration may ensue. 

Salivary Calculus. A calculus may be found in Stcnsoifs duet, but is more common 
in tin- duet of the submaxillary gland. In the early stages such a calculus gives rise to 
sudden intermittent swelling of the affected gland at times when the stimulus of food gives 
rise to active secretion of saliva. As the result of long-standing distention and chronic 
inilammation the gland may become permanently swollen. The diagnosis of stone may 

be made with the linger in the mouth, by pricking 
the calculus with a needle through the buccal mucous 
membrane, by passing a fine probe up the duet and 
feeling the grating on the stone, and by the use of 
the X rays ( Fin. (i,VJ). 

Parotid Tumours. Roth innocent and malig- 
nant tumours arise in the parotid gland. The 
innocent tumours ( (ibromy xoma. endothelioma, tera- 
toma) are eneapsulcd, grow slowly, press aside the 
rest of the parotid gland, shell out freely, and if 
removed do not recur. If left alone they may attain 
a large size in the course of years. The malignant 
tumours (sarcoma and carcinoma) grow rapidly , soon 
affecting the whole gland, extending deeply among 
the important structures behind the ramus of the 
jaw, and soon involving the facial nerve, causing 
facial palsy. The diagnosis has to be made from 
simple enlargements of the gland, and from enlarge- 
ment of tin- prc-aurioular lymphatic* glands due to 
infection with pyogenic organisms, tubercle, or 
syphilis. 

Salivary Gland are similar to but rarer than those 
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Tumours in the Submaxillary 

which occur in the* parotid gland. 

Bilateral Salivary Swelling Miculicz’s Syndrome. This condition is characterized by 
a chronic bilateral swelling of the parotid, submaxillary , and sublingual salivary glands, 
together in many eases with simultaneous swelling of the lachrymal glands (Fin. M», p. 
and it is sometimes associated with enlargement of the spleen and lymphatic glands, and 
with changes in the blood. The general appearances of the face are those of persistent 
mumps, so to speak. The syndrome is not a disease in itself, but results most often 
from lymplnnlenoma or lymphatic tcnkwmiu ; less often from some infection, including 
tuberculosis and secondary syphilis. A few eases have been attributed to “out. Each 
case should be investigated for any source of pyogenic infection from the mouth or gums, 
for syphilis by the Wassermann test, for leuka-mia by blood examination (p. ibJ), and for 
any ev idence elsewhere of tuberculosis. Georoe F. Gash. 


SWELLING, SCROTAL. It is first essential to prove that the swelling is really’ 
limited to the scrotal region, and this is best done by grasping the root of tin- scrotum 
between the fingers and thumb, and thus ascertaining if the swelling does or does not 
extend into the inguinal region along tin- cord. Failure to take this obvious precaution 
has led to the tapping of a hernia, with disastrous results. 'True scrotal swellings may 
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arise in any nl' the f‘< >1 1« »\vi n <4 tissues : (1) Skin ; (2) The various connective-tissue coverings 
of the testicle: (It) Tunica vaginalis; (I) Te*sticlc : (a) Kpididy mis : (G) The lower end 

of the spermatic cord ; (?) The urethra : (8) The hones of the pubic arch. 

1. Swellings affecting the Skin. The nature of these is usually obvious. The only 
common ones are : Hoils. soft sores and chancre , sebaceous cysts, warts, and epithelioma. 
'The latter soon ulcerates, commonly occurs in sweeps, or in those who work in tar. 
tar-produets, or petroleum, and tin* groin glands soon become enlarged. 

2. Swellings of the various Connective-tissue Coverings are very ran . but occasion- 
ally a fibrosarcoma may occur. These swellings arc movable upon the testicle. The 
symmetrical enlargement called elephantiasis scroti {Fig. Gail), due to the Filaria sanguinis 
tuaninis , is limited to the tropics; though sometimes a similar 
state of scrotal distention and overgrowth results in this country 
from lymphatic obstruction due to pelvic cellulitis or to con- 
genital abnormality. The enlarged scrotum resulting from acute 
generalized (edema in Height's disease is seldom difheult to 
recognize : the penis and prepuce are generally distended hv 
odeum at the same time as are the legs, loins, eyelids, and 
other parts; and the diagnosis is afforded hv the albumin and 
tube-easts in the urine. 

It. The Tunica Vaginalis may become distended with fluid 
the ordinary vaginal hydrocele. Kxeept in late cases this is 
translucent, and thus (list inguished from a hainatocele of the 
same cavity, though a hydrocele with thick walls may fail to 
give t ra Uslueenev . When proved to be translucent, it has to be 
distinguished from encysted hydrocele of the epididymis and 
encysted hydrocele of the cord. Vaginal hydrocele occupies 
the lower part of the scrotum and envelops the testicle, which 
cannot be fell as a separate object. Fnctfstcd htfdrocc/e of the 
epididymis is placed behind and above the testicle, from which it 
is distinct, although attached at the upper and posterior part. 

Moreover, this variety of fivdrocele never attains a large size, 
rare K getting larger than a Tangerine orange. It is not tightly 
distended, but is usiiallv flabby, and it contains a characteristic 
milkv fluid in which eholesterin ervstals (Fig. 2GI1. p. 111?) are 
present. Fnctfstcd hifdmeclc of the cord is placed (dene the 
testicle, which can be felt as a separate object. It rarelv attains 
a large si/.e. and is often elliptical in shape, extending upwards 
along the cord. All the hydroceles fluctuate. To test for this 
it is neeessarv to fix the swelling against Mime hard object. 

Hlecding mav occur into any of them as a result of injury or 
constitutional disease. It is almost impossible to distinguish 
between an opaque hydrocele and a hainatocele without tapping 
the swelling. In syphilitic disease, w it i irregular adhesion 
between the parietal and the visceral walls, a loculated hydrocele mav occur. 

t. Swellings of the Body of the Testicle may be inflammatory or neoplastic. 
Acute inflammatoiv swellings rarely attain a large' size', and they are usually associated 
with enlargement of the epididymis, and occur as a part of acute' epididymo-orehitis due' 
to urethritis . enlarged prostate, or pyelitis. or to mumps, or as a ftost-typhoidal phenomenon. 
Chronic inflammatoiv swellings give rise to more* difficulty. They are usually either 
tuberculous or syphilitic . or else* due to chronic torsion. In the* former disease, swelling 
of the epididymis is practically always primary and more advanced: but in infants the 
body of the testis becomes involved at a ve*ry early stage. 'The' enlarged epididymis can 
be felt enveloping the posterior border and the upper and lower poles of t he testicle. The*rc 
is often a little hydrocele which may obscure' the shape of the' te'stiele*. If there* is adhesion, 
with perhaps an abscess or a sinus at the posterior and lower part of the scrotum, it is 
characteristic of suppurativa' disease' of the* epididymis, usually of a tuberculous nature'. 
Moreover, in tuberculous disease the' vas is thickened, usually in a nodular manner. It 
is important to examine all the* palpable part of the* vas, for sometimes the nodule's are 
l) 54 
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limited to the inguinal region. Von Pircjuet's tuhereulin reaction is a valuahle aid if its 
limitations are remembered. In striking contrast with this, syphilitic enlargement of the 
testicle leaves the epididymis unaffected, and is limited to tin* testicle, which enlarges 
unevenly, often affecting the tunica albuginea and the tunica vaginalis in a nodular manner. 
The syphilitic testicle rarely attains three times the natural size. It is curiously devoid 
of pain. The testicular sensation is often lost, and there is little or no thickening of the 
cord. Its anterior surface is uneven and may become adherent to the coverings, which 
may later ulcerate, and ultimately give rise to a hernia testis on the front of the swelling. 
This contrasts with the postero-infcro-lateral position of tuberculous sinus or hernia testis. 
Chronic torsion of the testis is generally the result of a blow, or of an injury in the saddle ; 
the symptoms may be obscure until the testicle begins to swell. Operation is generally 
resorted to with the idea that the condition is tuberculous or malignant, and even then 
the diagnosis may be in doubt until microscopical examination of the organ has been 
made. 

It is often diflicult to distinguish syphilitic enlargement of the testicle from that due 
to growth ; but a course of large doses of antisyphilitic remedies and the Wassermann 
reaction may settle the matter. Malignant new growth nearly always grows steadily, 
and being entirely within the tunica albuginea it maintains the shape and smooth surface 
of the testicle until it reaches a size much larger than that of a syphilitic testicle. 
Moreover, it causes much more pain, and usually some thickening of the cord, with later 
enlargement of the glands in the pelvis. In some eases the diagnosis between syphilitic 
testicle, growth, and lucmatoeele may be so difficult and so urgently necessary as to 
demand an exploration. 

Malignant growths of the testicle can be divided into four varieties : (a) Carcinoma ; 
(b) Sarcoma ; (r) Embrvonm ; (d) Endothelioma. 

Carcinoma is far more common than sarcoma, although the contrary has been 
believed for many years, owing to the fact that many carcinomatous growths with small 
alveoli have been wrongly labelled sarcoma. 'Idle average age of patients with carcinoma 
testis is 43, and of those with sarcoma testis 34. Sarcoma advances more rapidly and 
kills earlier than carcinoma. The former disseminates through the veins, whereas the 
latter travels along the lymphatics and infects the lumbar glands. Embryoma is, according 
to Nicholson, “the commonest new growth of the testicle, but it is often overlooked". 
It can be shown to contain structures derived from all the three blastodermic layers of 
the embryo. The average age at tin* time* of operation is the average known dura- 
tion before operation is 54 years. " Although not necessarily malignant, it may produce 
metastuses composed of all the tissues of the* primary growth, or one tissue may become 
actively malignant, in which ease the deposits will be* formed of that tissue alone*." It 
may spread along the lymphatics or disseminate through the* veins. Precise diagnosis 
depends on skilled liistologieal examination. 

5. The Epididymis may become enlarged as the result of : (a) Inflammation ; (ft) Ne w 
growth ; ( c ) Cystic degeneration. 

a. Inflammatory swellings are characterized by being elongate*d in a vertical direc- 
tion ; by their relation to the testicle, which they overlap at its posterior borde r, and its 
upper and lower poles ; and by being flattened from siele* to side se> that the* anteroposterior 
diameter is greatly increased. Inflammatory swellings may be : (i) Gonorrheral : (ii) 

Septic, secondary to some other form of urethritis ; (iii) Tuberculous. 

The gonorrhoeal variety is distinguished by its acuteness, gre*at te*nde*rncss, the* surround- 
ing oedema, and the bacteriological examination e>f the urethral discharge*. Its onset is 
usually between the seeemd and tenth week. Occasionally a subacute form develops 
later, at any time during the course e>f gleet. This is very diflicult to distinguish from 
the tuberculous variety. Most eases of tuberculous epididymitis end in suppuration, 
but the* gonorrhoeal variety very rarely bre*aks down. 

The inflammation of the epididymis following other varieties of urethritis (such as 
ulceration near a stricture or due to impacted calculus, pyelitis, cystitis, prostatitis, 
instrumentation, or prostatectomy) is often sufficiently indicated by the history if care 
is taken to go into this thoroughly. The swelling, following prostatectomy is apt to 
suppurate. Some of these can be mistaken easily for tuberculous disease. 

Tuberculous epididymitis , as a rule, is more insidious and painless in its ( nset than 
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other forms of epididymitis ; but early subacute or even acute attacks of inflammation 
may accompany this disease, and these often draw the patient’s attention for the first 
time to a disease which has been going on insidiously for some months. It has frequently 
been said that tuberculous nodules are limited to the globus major, and that those left 
after gonorrhoeal urethritis are confined to the globus minor. It is more true to say that 
the latter are limited to the globus minor, whereas tuberculous disease may attack any part 
of the epididymis. YYdiercvcr tin* tuberculous disease starts, the inflammatory products 
soon spread through the thin fibrous capsule of the epididymis and then gravitate towards 
the postero-infcro-laterul corner of the scrotum, where adhesion occurs, followed later by 
an abscess and a sinus. In the diagnosis of tuberculous from other forms of epididymitis 
the general state of health, and especially the presence or absence of other tuberculous 
lesions, art* of great importance. Nodular thickening of the vas deferens and of the 
vesicula* scminales and prostate art* also valuable signs when the disease is well advanced. 
The disease travels upwards along the vas, so that in its early and hopeful stages the upper 
part of the vas and the vesicula* scminales are not enlarged. 

b. Primary nac growth of the epididymis is excessively rare, so that it need not give 
rise to much concern in diagnosis ; it will generally be regarded as tubercle until after 
operation and microscopical examination of the tissue excised. 

c. ('ystic disease of the epididymis may occur in the form of: (i) Solitary cysts (see 
above): (ii) Multiple cysts. The latter condition rarely occurs except in men past middle 
age, and is analogous to cystic degeneration of tin* breast. The condition is almost painless 
and harmless. These swellings are translucent. 

<>. Swellings of the Lower End of the Cord. The most important swelling of 
the lower part of the spermatic cord is varicocele. It is apt to be mistaken for omental 
hernia, but this mistake should never be made, because of the characteristic feel of the 
varicocele, and the reappearance of the swelling after it has been completely reduced and 
the linger is (irmly pressed on the external abdominal ring. 

7. Urethral Conditions. Occasionally a peri-urethral abscess mav form a swelling 
in the scrotum. Tenderness, (edema, and fluctuation, together with the history and 
evidence of urethral disease, serve to make the diagnosis clear. Primary epithelioma 
of the urethra is distinguished by the great pain and urethral obstruction that it 
engenders. 

H. Diseases of the Pubic Bones. Inflammatory products may travel into the 
scrotum from disease of the bones of the pubic arch, especially from the neighbourhood 
of the symphysis pubis. Acute necrosis of these bones is sufficiently indicated by the grave 
constitutional symptoms which always accompany it. ('aries gives rise to more difficulty. 
The writer has known a ease of tuberculous caries of the lower part of the symphysis pubis 
in which the inflammatory products gravitated backwards and to the left, so as to form 
a large firm swelling in the left half of the scrotum, where it gave rise to much difficulty 
in diagnosis, and was thought to be either a sarcoma arising from the fibrous covering of 
the crus penis, or possibly a gummatous mass in the same situation. Sufficient attention 
was not paid to the fact that the man had chronic phthisis. George E, Cask, 


SWELLING OF THE TONGUE is a condition the nature of which is generally 
obvious on inspection and palpation, if the history is taken into account at the same time, 
and many of the causes given in the following list need little detailed discussion : — 


1 . Causes of Acute Swelling of the Tongue : — 


A bite or sting --wasp-sting for example 
Injury, for instance by a fish-bone, or by 
biting (luring an epileptic lit 
Angina Ludoviei 

Corrosives or acute irritant applications 
Acute (edema, secondary to : — 

a. Inflammatory conditions within 

the mouth Stomatitis (p. (Mil) 

b. The effects of certain drugs, 

especially mercury 


c. Erythema bullosum or pemphigus 

(P- 125) 

d. Variola 

e. Serum injections and other con- 

ditions liable to cause giant 
urticaria 

/. Angioneurotic; erdema 
g. Raynaud's disease 
I hemorrhage into the substance of the 
tongue, as in scurvy, leukiemia, and other 
causes of purpura (p. (175). 
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2. Causes of Chronic or Persistent Swelling of the Tongue : 


a . Where the swell ini! * s general : - 

Maoroglossia JMy\a l (k'm:i 

Cretinism Mongolian idioey 


Acromc galy 
Chronic dyspepsia. 


h. Where the swelling is loeal nr asynnnefrietd : 

Irritation by a tooth- (iumnia 

plate or decayed j Tuberculous intilt ration 

tooth Actinomycosis 

Epithelioma Calculus in a sublingual 

Leukoplakia (chronic salivary gland 

superficial glossitis) 


Kamila 

Suprahyoid cyst 

Angioma 

Sarcoma. 


If the nature of the tonsiue enlargement is not obvious Irom the hislorv and simjile 
inspection and palpation as will probably be the ease when it is due to a bite. sling. injur,,, 
corrosive or irritant applieation. after the use of mercury. scrum, or other drills, variola or 
pemphigus it mav be so from the eoneomilant symptoms, as in the ease id cretinism 
(p. •_'!)<>). arromeguil, (p. mongolian idiocy (p. •_>:«!). or my. rode, in, (p. 50). The swollen 

tomme of dyspepsia is seldom verv larjre. thousrh it may cause the patient diseomlorl at 
times from the sense of its bcinj; too bio for the mouth : it is seldom dillieult to rceo-m/e 
from its pale flabby look and its marginal indentation by the teeth. 

Simple maeroglossia is rare : when it does occur the history is that it dates Irom youth 
or childhood, and the patient may otherwise be perfectly normal, unless he also has some 
other congenital peculiarity, such as macrochcilia (bluhber-lips). 

The chronic loeal lesions associated with swelling are in many eases associated with 
superficial ulceration, and the dillieultics that may arise in distinguishing syphilitic. 

and epithelium atous trouble are discussed under I i.i i'.n vnoN or Tin: Tum.i i. (p. *!*•>)• 
Tuberculous and actinomycotic lingual mischief are both rare, and on that very account 
may be mistaken for malignant or syphilitic disease unless bacteriological or histological 
methods of diagnosis are resorted to. Haniilu and sublingual salivary glanil calculus or 
cyst both cause swellings that are beneath the front part of the tongue rather than in its 
substance, generally bulging up one side ol the lloor ol the mouth near the Ira num lingua . 
A ranula is a distended mucous gland, and after enlarging slowly to the size of a chestnut 
perhaps, it often ceases to grow further: it does not fluctuate in its dimensions in 
relationship to meals, as a salivary gland swelling often does. 

A sujiraliyoid n/st is situated in the root of the tongue posteriorly, where it arises Irom 

remains of the obsolete thyroglossal duet. It is sold large : its nature may be suggested 

by its situation. 

An anxionm of the tongue is rare: sometimes, bo\ve\er. after remaining latent lor 
t ars, it grows with rapidity and necessitates an operation. Tbe diagnosis may be sugge s- 
ted by tbe colour of tbe tumour, but histological examination subsequent to removal mav 
be required before one can be sure whether the tumour is a simple angioma, whether 
it has taken on the malignant characters of an angiosarcoma, or is a pure sareoma. 

] hemorrhage in the substance of the tongue, with consequent great swelling of the 
organ and inability to use it for speaking or eating, may result from many of the 
different blood conditions that produce purpura. Only in very exceptional eases would 
such spontaneous bleeding he confined to the tongue, though conceivably this might be 
the first symptom in a ease of acute lymphatic leuka-mia. for example, or of purpura 
haanorrhagica. Other hicmorrhagcs would follow, however, and indicate the need ioi 
blood-counts and other measures that are discussed under the heading ol 1*1 iuu H v (p. <u,>). 

Raynaud's disease (p. :120) affects the lingers and toes more commonly than any other 
parts ; it may, however, involve other distal tissues in a similar way, including the penis, 
the ears, the nose, and the tongue. In the latter it sometimes produces acute attacks of 
purple or almost black cyanosis, followed occasionally by local necrosis and subsequent, 
scarring ; acute swelling of the tongue may ensue when the paroxysm of vasoconstriction 
is passing off. It would be unique, however, for the tongue alone to be affected, and when 
the fingers and toes are attacked at the same time as the tongue the diagnosis is easy. 

There remain for discussion acute u-dema of the tongue due to severe stomatitis , angio- 
neurotic oedema of the tongue , and angina Ludoviei. Tlic latter is an acute, virulent, and 
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generally fatal condition, in which streptococci or other organisms attack the floor of the 
mouth and root of the tongue and without producing much pus, or even any at all 
spread almost like wild-fire through the deeper structures of the mouth, throat, and neck, 
and cause extreme swelling of all the tissues in the* neighbourhood. There is high fever, 
often a severe rigor, the patient is soon in a state* of being hardly able* to breathe, and 
e xtreme oedema of the glottis is apt to cause* de ath from asph> xiation even when multiple 
incisions have* been made* into the brawny swollen parts. I he* condition is almost 
unmistakable ; fortunately it is rare*. It may be simulated by similar wide-spread eedema 

that result > from infee-tie m of* the deeper parts secondarily to one* or othe r of the types ed 
stomatitis diseusse-el on p. <><H : indeed, such stomatitis, when it has spread to the* deeper 
tissues in this way, has virtually led to a secondary angina Jaidoviei ; the latter name, 
however, is applied as a rule* only to e*ase*s in which the acute overwhelming infection 
described above arises withemt any obvious preceding inflammation of the* tongue or mouth. 

Angioneurotic eedema of the* tongue is rare, but it is of great importance because it is 
one of the* purely functional conditions which may kill the* patient. As a rule* there is a 
history of similar attacks in other parts of the body previously (Fi£. 107. p. aid), and other 
members of the* family may be* familiar with acute* eause-less swellings from pe rsonal experi- 
ence, fur it is a familial affection. Should it involve the tongue* during a first attack, 
however, it would be* mistaken for angina laidovici very easily, especially as the* patient 
nuiv have* pyre xia or a rigor notwithstanding the* functional nature of the* malady. Trache- 
otomy has bee n re sorted to as the* only me ans of sav ing the* patient s life*, and the* diagnosis 
lias only be-emne elesir when the* eedema of the* tongue and adjacent parts has subsided 
almost as rapidly as it came on. and the* patient has had similar neurotic eedema. probably 
in other parts, on subsequent e iccasimis. Herbert breach. 

SWELLING, VULVAL. The differential diagnosis of vulval tumours must necessarily 
include* not only true* swe llings of the* vulva, but also swellings which appear at the* vulva 
as a result of the displacement of other structures, such as occur in prolapse and eystoeele, 
and in addition lesions like* kraurosis vulva-, which are not strictly swellings at all. The 
le-sie >ns of the v ulva may be* tabulated under various headings, as set fe>rth in the* following 
scheme : - 


Inflammatory Lesions. 

Simple vulvitis 
( rimorrherul vulvitis 
Soft chancre 
Papillomata 

Syphilis : 

Hunterian chancre* 
Condyloma 

Tertiary le-sions 
Tuhere*ule)sis 

Furunculosis 

Leukoplakie vulvitis 

Kraurosis vulva? 

Pseudo-elephantiasis 

lvsthiornene. 

Cystic Swellings. 

Ilvdroeele e>f the 

canal of Nuek 

Sebaceous cysts 

Mucous eysts 

Implantation cysts 

Dermoid cysts. 

Blood Cysts. 

Varicocele 

j Rupture of a varicose* vein 

Traumatic hamatoma. 

New Growths. 

Caruncle 

Fibroma 

Lipoma 

Angioma 

Neuroma 

Fihroinyoma of round liga- 
ment 

Kndot helionia 

Sqiiamous-celled carcinoma 

(epithelioma) 

Columnar-eelled carcinoma 
Sarcomata of various kinels. 

Hcrni®.- 

Inguinal 

Posterior lahial 

| Perineal. 

Displacement. — 

Prolapse of urethral 
mucous membrane 
Prolapse of uterus 

Cystoccle 

Inversion of the* uterus 

Fihromvoma of the vaginal 
wall.' 


Unclassified. — Simple* anasarca. 
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Certain of these lesions stand out pre-eminently as present,^ d.fl.ru t.es ,ha P nos,s. 
The general principles bv «lueh solid tumours are distmgu.she.l Iron, cys ,«• , ,( a, nmatory 
swellings from new growths, or new growths iron, henna- need not he ,ns,ste,l upon 
here. Perhaps the commonest difficulty which arises in practice is he < mg > ;ms of gom.r- 
rliceal vulvitis from simple vulvitis, and also between tin onma so ' . 

syphilitic condyloma, the latter differentiation being of much more practical importance 
than the former as far as the patient is concerned. In the a<ut< s «M o a L<>nii inn 
vulvitis there is a chance of recognizing the gonococcus in the disi l.ugt, 1 1 ms min < rom 

it are suitably stained. Practically, all acute forms of vulvitis appear alike clinical y. 
so that the recognition of the gonococcus becomes a matter of importance (see p. -111. 
In chronic gonorrhoeal infections with vulval swelling, as a rule th< organism cannot >< 
found in the general vulval discharge, but might be found in the urethra or in the cei\ix. 
A gonorrhoeal infection may be suspected if the patient gives a history of an acute onset, 
accompanied by scalding on micturition, and when there are redness of the orifices of 
Bartholin's glands, and much redness and swelling of the caruncuhe myrtiformes. Papil- 
lomata or warts of the vulva may occur also in chronic gonorrhoal infections, and there 
is no evidence of a reliable nature to show that they occur in any other kind ol infection. 

The soft chancre, from which Ducrcy's bacillus may be recovered baeteriologieally , 
may be mistaken for the condyloma of secondary syphilis but as a rule this difficulty should 
not occur. The soft chancre is a typical punched-out ulcer with a somewhat red base and 
clean edges, discharging pus. The condyloma, on the oilier hand, is a raised, flat-topped 
excrescence, with sodden, epithelium-covered surface. Soft chancres an* not very 
numerous, as a rule, and are generally limited to the vulva, Condylomata art* numerous, 
and may occur all over the labia, around the anus, and even on the skin of the thighs and 
gluteal region. Condylomata are from the start, or very soon after, accompanied by a 
sore throat and a typical papular skin rash, for they are secondary syphilitic lesions. Soil 
chancres clear up with antiseptics : condylomata persist for long periods, hut clear up in 
two or three weeks as a rule under mercurial treatment or salvarsan. It must not he 
forgotten that soft sores and condylomata may occur together in the same patient, in 
which case the diagnosis may he still more dillieult. 

Another practical differentiation which gives rise to anxiety is that between the 
Hunterian chancre, or primary syphilitic* sore, and squamous epithelioma of the vulva. This 
is a question which is of vital importance to the patient if valuable time is not to he* lost 
in the treatment of a malignant epithelioma. The two lesions look much alike* at first ; 
they form raised hare! indurated masses in the skin, which may ulcerate quickly as a re*sult 
of necrosis of the superficial portions. Both give* rise to a thin watery discharge, and to 
enlarged glands in the inguinal region which do not suppurate at lirst, hut may do so later 
in the case of an epithelioma. It must not he forgotten that a primary chancre is ve ry 
seldom actually seen in women, whilst squamous epitlu*lioma is directly visible*. Of course 
l he chancre will he followed in due course by secondary le*sie>ns, hut it is not safe* to wait 
for these te> appear in a doubtful ease. The einly reasemable wav to deal with such a ease 
is to excise the doubtful swelling at once and submit it to microscope examination by an 
expert. A squamous epithelioma is detected easily in this manner in quite early stages, 
anel does not in the least resemble a syphilitic lesion microscopically. The* Spirochata 
pallida may be reeognizcel in scrapings of a hard chane*re* by the Ineliari ink method, e»r 
when fixed anei stained by (iie*msa's or Levaeliti's method, 
spiroehiete may he demonstrated, hut it must he reme*mhere*el 
the excised growth must he lixeel in 5 per cent formalin solution 
test may assist the diagnosis. 

Tertiary syphilitic lesions are by ne) means common on the vulva. When the*y elo 
occur they give rise to spreading ulceration with great destruction of tissue, and scarring 
in the older healed portions. Here, the only likely lesions to he mistaken are souk* forms 
of epithelioma, and tubercle. Obviously, in such conditions the only reliable method of 
diagnosis is by excision of parts of the lesion and microscopic examination of sections 
made from them. The disease known as esthiomene is probably a tertiary syphilitic 
affection. 

Pseudo-elephantiasis of the vulva is usually a syphilitic affection of the labia minora, 
giving rise to great enlargement, with a rough and thickened appearance of the skin. It 


In sections, too, the 
that for this purpose* 
Wasserma nil's serum 
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could only be mistaken for real elephantiasis due to lymphatic obstruction by the Filaria 
sanguinis hominis (Fig. IHKl, p. 77h), a disease which is practically never seen in this 
country. 

Unilateral irdcma of a labium minus is a fairly common condition, and is usually 
associated with an infected wound or with a primary syphilitic chancre. Bilateral oedema 
is almost always associated with general anasarca, the result of renal disease, pregnancy 
kidney, cardiac disease, or pressure upon pelvic veins. It is not likely to be mistaken for 
any other disease. 

Leukojdakic vulvitis and kraurosis vulvrr have certainly been confounded with one 
another clinically, and also in the published descriptions of the lesions. In the former 
the labia majora and minora and the prepuce of the clitoris are affected, whilst the 
vestibule always escapes. In the latter the lesion affects the vestibule, the orifice of the 
vagina, and the labia minora. There is much greater contraction of the vaginal orifice 
in kraurosis. Leukoplakia often precedes a squamous epithelioma ; kraurosis is said not 
to do so. Leukoplakia occurs at all ages, whilst kraurosis is a disease of post-menstrual 
life. Lcukoplakic* vulvitis appears as a white sodden hardening of the skin, witli flattening 
and shrinkage of the labia. Kraurosis at first looks red and swollen, but later takes a 
yellowish tinge. Leukoplakia causes intense itching : kraurosis gives rise to great pain 
and tenderness, with a very severe form of dyspareunia. 

Apart from a cyst developing in Bartholin's gland or duet, cystic swellings of the 
vulva arc not common. A Bartholin i<m ei/st is recognized by its position on one side of 
the vaginal entrance, distending the posterior part of the conjoined labia, and also within 
the hymeneal ring. As a rule the orifice of the gland can be* seen on the inner side of the 
cyst. The contents of this form of cyst may be glairy mucoid fluid, or pus. In practice, 
a Bartholin cyst is not likely to be mistaken for anything else : but it is wise to remember 
that jiostcrinr labial hernia occurs in the same situation, and that new’ growths ot the 
vulva may occur there as elsewhere. Bartholin cysts are alw’ays the result of infection, 
and as a rule a history of vulval inflammation can be obtained. 

Varicocele of the vulva occurs practically only in connection with pregnancy, and is 
unmistakable. It has the same ‘bag of worms' feel as has a varicocele in a man, and as 
the veins arc close to the skin a bluish colour is always to be noted. It is attended by 
much aching pain, cspceiallv on standing. The veins are degenerate and liable to rupture 
as a result of labour or traumatism. 

IBrmatnma of the vulva is recognized as a blue or violet -coloured swelling covered 
by tense shiny skin, and often spreading up into the pelvis by the side of the vagina. The 
history alone will often decide the nature of the swelling, but the appearance is quite 
typical as a rule. ] hematoma of the vulva may occur apart from pregnancy, and then is 
always traumatic. 

Urethral caruncle and prolapse of the urethral mucous membrane may be mistaken for 
one another. The former, however, is always a pedunculated or sessile new formation, 
invariably springing from the posterior wall of the urethral orifice. It bleeds readily, 
is often, but not always, exquisitely painful, and is usually the result of infection. 
Prolapse, on the other hand, appears as a raised projection with rounded margins, and 
with the urethral canal in the centre as a dimple. The prolapsed portion may not neces- 
sarily include the whole ring of the mucous membrane. It may give rise to pain, and 
being always more or less strangulated, it is prone to bleed, much in the same way as a 
caruncle. It occurs as a result of some straining effort, or may accompany pelvic floor 
prolapse ; it is not the result of infection. 

The differential diagnosis of the new growths of the vulva presents no points of 
difference* from their diagnosis in other parts of the* body. The only common benign 
tumour is the judunculatcd Jibroma , whilst squamous carcinoma (epithelioma) is the only 
malignant growth which occurs at all frequently. 

If the general characters of a hernia art* borne in mind, there should be no risk of over- 
looking or mistaking any of the varieties which occur in the vulva. The resonance on 
percussion if tlu* hernia contains bowel, the reducibilitv of the contents, and the protrusion 
through a pre-existing opening, will usually suffice to distinguish hernia* from other 
swellings. An obstructed or strangulated hernia is not so easy to recognize, but the accom- 
panying acute symptoms and the previous history usually suffice to make the case clear. 
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Hydrocele of the canal of Xuch\ an uncommon condition, may he mistaken for an 
inguinal hernia ; but as a rule it is irreducible, definitely fluctuating and circumscribed, 
and has no obvious neck running into the inguinal canal. When the canal ol Muck has 
a patent peritoneal communication the swelling disappears as the* patient lies down, but 
it is not reducible* in the characteristic manner of a hernia. Such a condition is very rare. 

The displacements included in the* list above are all dealt with under the heading of 
Prolapse or the Uterus (p. (>57). T. (». Stevens. 

SYNCOPE. - (Sec Com \ , p. 15.‘{ ; Faintinc. p. USMi.) 

TACHE CEREBRALE is the term used to denote* that condition in which, after 
the linger has been drawn with moderate lirnmess across the patient s skin, the line* along 
which it has passe*d bcce>mcs of a bright re*d ce>le>ur from dilatatiem < > ! the- superficial 
arterioles and capillarie»s : the phenomenon develops within thirty seconds nr a minute e>f 

the* linger stroke*, and the* red mark 
remains evident for two or* three* minutes 
or more. If lette rs or figures are* marked 
out on the- skin in this way, they appear 
as though they had been written in red, 
but the* e'ondition differs from factitious 
urticaria or derma I ogra phia (Fig. <>5 I ) in 
that in the* latter the* central part of the* 
local vasomotor reaction is white* and the* 
margins are* red. as in a wheal, instead 
e >f the* whole* reaction being reel as in 
tache* e-e rebrale. It is se en charact e rist ic- 
ally in eases of tuberculous meningitis, 
but it is not pathognomonic, for not only 
is it sometimes absent in eases e>f the* 
latte r, but it is also present occasionally 
in a number of other different condi- 
tions, and sometimes in perfectly healthy 
people. All forms of me ningitis may give 
rise* to it, so that it is not even a means of distinguishing one* type* from another. A 
similar condition is observed sometimes in the* later stages of* severe febrile* illnesses in 
general. Herbert French. 

TACHYCARDIA, e>r abnormal rapidity e>f the* heart's action, might. strie*tly speaking, 
be held te> include every condition under winch the* pulse-rate is faster than the* normal ; 

; by common conse*nt it is restricted for clinical purpose's to ease’s in wliieh the*rc is no 
p\ re*\ia. Nearly all fevers produce undue rapidity of the heart's action, though some*, 
such as typhoid fever, tuberculous me ningitis, cere bral abscess, ye llow fever, and influen/.a, 
do so te> a much less extent than othe rs. The* rapid heart -act ion of fe ve rs, howe ve r, den s 
not generally conic into one's mind when one uses the* term tachycardia : indeed the* latter 
is chiefly employed for conelitions in which the pulse is rapid without the re* be ing anything 
which at first sight would seem to be* a sufficient cause*. Probably the* best example* of* it is 
to be found in e*ase*s of proneamced (i raves ' disease. The* following is a list including this 
and some* other causes of tachycardia : - 

(naves' disease* or exopht halmie goitre 
Paroxysmal tae h veardia 
Nervous exeitement 

Kxertion, especially when the* patient is eiut 
of training or amende 
Tobacco heart 
Mitral stenosis 
Pncurnogastric irritation by 

Caseous glands; Thoraeie* aneurysms; 

Mediastinal fibrosis ; Thoraeie new grow th. 


Ptuinnogaslrie 'neuritis' after 

1 )ipht he*ria, inlluen/.a, and other niie*rohial 
affect ions. 

Drugs : 

1 )igit alis 

belladonna 

Alcohol 

Thyroid e*x tract. 

D.A.II. (disordered action of the* heart), or 
soldier’s heart. 
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Tlic four classical symptoms of draws' disease arc : A staring appearance of the eyes, 
generally spoken of as exophthalmos, though there need he no actual protrusion of the 
eye-halls ( /*7g. 501, p. (>b‘t) ; moderate and almost symmetrical enlargement of the thyroid 
gland : a pulse-rate between 1*20 and ISO per minute usually about 140 when the attack 
is moderately severe: and extreme nervousness, with tine tremor of the outstretched 
lingers. When all these symptoms are present at the same time there can he little doubt 
as to the diagnosis, hut very often some of them are absent, and it is possible for tachy- 
cardia to be the only symptom of the disease : indeed, in a patient, particularly a woman 
between twenty and forty years of age, a persistent pulse-rate of over 120 would arouse 
serious suspicion that the ease was really one of Graves' disease, even il the* other three 
classical signs were absent. Then* is a tendency nowadays to subdivide Graves' disease 
eases into two groups, viz. : (1) Parenchymatous goitre or true exophthalmic goitre; 

(2) Toxic adenomatous goitre. The lines of distinction between these two groups are not 
absolutely clear: but the more generalized the thyroid gland enlargement and the more 
pronounced the exophthalmos, the more does the ease fall into Group 1 ; whilst on the 
contrary the more the goitre is asymmetrical or local, and the less classical the other 
s\mptoms. the more may the condition be classed as of toxic adenomatous type. In 
both there is tnehvcnrdia. but the pulse-rate is more steadily maintained week alter week 
in eases in Group I. whereas in eases in Group 2 the pulse-rate may vary day by day, 
tending alwa\ s to be last . but var\ ing bom 1.10 or more on some days to 00 or 100 on others 
in a wav that is clinically different from what occurs in the well-defined parenchymatous 
exophthalmic goitre eases ; the exophthalmos, moreover, is more* pronounced and more 
constant in eases of Group 1 than it is with cases of Group 2. in many of whom there is 
often but a recurrent stare with almost normal-looking eyes most of the time*. It is 
difficult, however. to define exact In where the division comes between the two groups, 
and this even when basic metabolism researches have been carried out ; lor although the 
basic metabolism figures may some day serve to distinguish one group from the other, the 
vagaries in each group are too variable for any constant deduction to lx* drawn from them. 

Ibmt.i i/sinal taehifeardia should be distinguished at one** from Graves disease in which 
tachycardia alone has developed, by the fact that tin* tachycardia is not persistent, but 
recurs periodieallx with intervals of normal pulse-rate ; the patient is more often a woman 
than a man, and max have long periods of perfect health. Almost suddenly, the result 
sometimes of a fright or shock, sometimes without apparent cause, there is a sense* of some- 
thing being the matter in the* preeordial region, amounting as a rule* to little mote than *i 
fluttering or palpitation, together with a feeling of faintness and lack of strength, and 
perhaps of numbness or of pins-and-ncedles in the* extremities. \\ hen examined the patient 
may present no abnormality other than a pulse-rate of perhaps 1 GO or even 200 to the 
minute (/7g. 055). The attack may last a few minutes, or an hour or two, or for days, or 
more rarely for weeks ; it is apt to cease as suddenly as it began, and a similar attack is 
almost certain to recur after a longer or shorter interval the main symptom of the 
complaint being summarized by the title paroxysmal tachycardia. 

Tin* very rapid heart action that may be produced by nervousness , eseitement. or 
by some ordinary exertion such as eom.ng rather rapidly upstairs when one is out of 
training . or when the patient is suffering from amewia . or during eoni'uU s(( u<( after an 
illness, or after the* ove r-use of tobaeeo , is a familiar phenomenon : the tae*hye*ardia 
disappears rapidly when the patient rests, and the diagnosis is not as a rule* difficult. If 
ordinary re*sting for a while* doe*s not e*ause* the* rate of the* he*art-beat to return ne*arly oi 
ejuite* to normal there may be* doubt as to the* diagnosis, unle*ss the* patie*nt e*an be 
re -e xamined on another oe*e*asion : if the*re* is pe*rsistcnt tae*hve*ardia a suspie*ion e>f Graxes 
disease will be* aroused, or there* may have been aeaite* overstrain of a weakened fatty, 
fibroid , rheuntatie . alenludie, eu* si/fdn/itie myocardium, fdllewved by long-cont inued tae*hy- 
earelia without bruit, but pe rhaps with aurieu/ar fibrillation : elect re»carelie>grams may be* 
ivepiired be fore* an e*xae*t eliagneisis can be* arrived at in many of these e*ase*s. 

Mitral stenosis is of all the* valvular lesions e»f the heart the nmst liable to lead te> 
rapidity of the heart's ae-tion : but it scleleim happens that the pulse-beat is fast until there 
has be en othe r evidence of failure* e>f the cardiac compensation. The diagnosis will gener- 
ally be* obvious frenn the* history e>f ae-ute rheumatism e>r eluirca, the typical facies and 
malar flush, and the cardiac bruits. 
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It is difficult to hr certain of a diagnosis of irritation of a pneinnogastne nerve within 
the thorax unless the existenee of a mediastinal new growth , aneurysm, nr fibrosis is already 
known on account of the abnormal physical signs, the X-ray appearances, the visible 
tumour, or the varicose distention of the superficial thoracic veins: if an int rat boraeie 
abnormality is known to exist and tachycardia becomes a prominent feature of the ease 
it will probably be due either to mechanical interference with the heart's action or to 
similar interference with one or other vagus nerve, ('aseoas glands irritating the pnetimo- 
gastrio nerv e are still more difficult to be sure of : but occasionally one ventures upon 
this diagnosis when a child who has been fed on untested or unsterilized cow's milk 
develops obscure ill health associated with persistent tachycardia. Such diagnosis would 
be still further suggested if there were at tin* same time enlarged glands in both sides of 
the neck, if there were pyrexia without any obvious explanation of it. or if there were any 
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evidence of obstruction to the right bronchus, for the right bronchial gland is enlarged 
far more often than is the left. An X-ray examination may serve to confirm the suspicion 
; 7g. 155, p. 187). 

Diphtheria, influenza , and possibly other microbial infections, art* occasionally followed 
by marked and persistent tachycardia during convalescence, or even for weeks, months, 
or years afterwards. After diphtheria the condition is generally fatal. Influenza is always 
a dangerous diagnosis because it is so difficult to establish, but in certain cases in which 
the original diagnosis has been influenza, tachycardia to the extent of J00 heart -beats per 
minute may be present for months without the patient's suffering from anv severe cardiac 
symptoms, and the condition ultimately terminates in recovery with a return of the heart- 
beat to the normal rate. Precisely what is the nature of these eases it is impossible to 
say, but it has been thought by some that the symptom is due to inflammatory changes 
in the pneumogastric nerve, produced by whatever one means by the toxins of the disease. 
Whether this he so or not, the fact that persistent tachycardia may arise out of febrile 
illnesses should Ik* borne in mind. 

There are certain drugs which cause the heart's beat to be very rapid, the best known 
perhaps being digitalis , belladonna, thyroid extract, and aleohol . Certain patients suffering 
from cardiac symptoms seem unable to bear digitalis, the heart being driven into the 
condition spoken of as delirium cordis, though the reverse* effect slowing of the heart, 
bradycardia is to be expected in persons who take digitalis well over a long period. 
When aleohol is the cause of the tachycardia the fact may be obvious, the only dillieulty 
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arising in patients, mainly women, who may he regarded by all as entirely above reproach, 
but who nevertheless may be addicted to secret drinking, Belladonna in small doses slows 
the heart, but there arc great variations in the degree to which different patients tolerate 
this remedy, even pharmaeopceial doses sometimes producing toxic symptoms of which 
tachycardia is one. Widely dilated pupils and dryness of the tongue will help to point 
to the diagnosis in eases in which the belladonna is taken otherwise than medicinally. 
Tachycardia is the chief symptom bv which one recognizes that a patient for whom thyroid 
extract has been prescribed is receiving too large a close*. 

Cordite and allied substances may cause persistent, tachycardia ; it is one of the means 
employed by malingerers to simulate organic heart trouble ; unwilling recruits may chew 
and swallow cordite to ensure rejection on account of the tachycardia it produces. 

Soldier's heart used to be regarded as something mysteriously confined to soldiers, 
but it is now recognized as being a thing that occurs in every walk of life*, though its effects 
may be more apparent when there is physical stress to bring out the shortcomings of the 
heart, as in soldiers enduring the stress of campaigns. It is now more generally calk'd 
D.A.II. (disordered action of the heart), to distinguish it clearly from organic disease of 
the heart, valvular and otherwise. The symptoms may suggest serious heart disease 
precordial pain, breathlessness on exertion, palpitations, fainting attacks, tachycardia, 
ready fatigue, and a sense of being ‘done up : but the patients do not die ; the heart 
is not increased in size, as verified by X-ray measurements ; and electrocardiographic 
records are normal. The trouble seems to lie in the sympathetic nerves and not in the 
heart itself; steady graduated training is the treatment and not the precautions generally 
adopted in organic heart disease* east's. The* cause of the trouble is primarily an unstable- 
ness of the* nervous system ; secondly, exhaustion of the nerve forces by excessive fatigue, 
by terrorizing fear, panic, or nerve shock ; and thirdly, the* effect of mierobie toxins, such 
as long-continued slight sepsis from dental infections, nasal infections, trench fever, and 
so on, or more acute or recent infections such as influenza or a common cold. The dia- 
gnosis is made by first excluding all positive evidence of organic heart disease by ordinary 
physical examination. X-ray examination, and electrocardiographic investigation, and then 
by clinical gumption, based upon experience of past cases. Ilerltert French. 

TALIPES. (See ( i.rn-i oot, p. l tll.) 

TASTE, ABNORMALITIES OF. Abnormalities of taste may be grouped under 
three main headings, namely: (1) Impairment or loss of ordinary taste sensations ; 
(2) Perverted taste sensations; (d) Sensations of a foul taste in the mouth. I he following 
conditions may produce these: 


1. Impairment or Loss of Taste (Ageustia) : 


a. Due to nerve lesions : 

Paresis or paralysis of the lingual 
branch of the fifth nerve 
Paralysis of the facial nerve, including 
the chorda tympani 


(Jlosso-pharyngcal nerve paralysis 
Pulbar paralysis 

Cerebral tumour, especially of the uncinate gyrus 
Hysteria. 


h. Due to affections either of 

A common cold 

Hay fever (coryza e feno) 

Atrophic* rhinitis 

Hypcrt rophie rhinit is 

Nasal polypus 

Adenoids 


the mouth or nose : 

Other varieties of nasal obstruction 

Hromism 

lodisin 

Mercurial and other varieties of 
(p. <»(n) 

Streptococcal superficial glossitis. 


stomatitis 


e. F'ehrile conditions , especially when associated with coating of tin* tongue. 

d. After destruction of the nerve endings in the tongue by corrosives taken acci- 
dentally or with suicidal intent. 


2. Perverted Taste Sensations (Paragcnstia) 

Pregnancy j Hysteria ; Epileptie aura Insanity ; Streptococcal glossitis. 
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;3. Foul Taste in the Mouth (Caeogeustia) : 


a. Local conditions of the mouth or nose : 

Caries of the teeth Septic stumps under tooth-plate 

Intention of food particles between Gumma « »t* the tongue or palate 
healthy teeth Kpithelioma of the tongue or mouth 

Furred tongue from any cause Stomatitis from any cause ( p. <><>!) 

Fxecssivc smoking Septic infection of the antrum of Highmore, or 

Mouth breathing at night an ethmoid, sphenoid, or frontal sinus. 

Gumboil 


b. Severe fevers associated with dryness of the mouth and coating of the tongue, 
especially in : 

.Pneumonia Typhoid (ever Peritonitis 1 Septic;emia, etc. 


c. Septic lun<* conditions , especial ly : 

Phthisis, with secondary infection of 
eavit ies 
Bronchiectasis 
Bronehiolectasis 
Fad id bronchitis 


Gangrene of the lung 
Fmpyenia ruptured into the lung 
Liver abscess ruptured into the lung 
Subdiaphragmat ic abscess ruptured into 
the lung. 


d. Certain drugs or poisons , especially : 


Mercury 

Copper 

Arsenic 

Lead 

Iodides 

Bromides 


Sulphides 

Paraldehyde 

Asafudida 

Creosote 

Guaiaeol 

Valerian 


e. Certain foods , such as : 

Garlic I Leeks 

Onions j 


Cod-liver oil 
Castor oil 

Garlic (suceus allii) 
Salol. 


Shallots. 


/. Hysteria and functional conditions . 

From a diagnostic point of view impairment of taste sensations is of importance only 
in rare cases. When the impairment is unilateral, it is almost certainly due to a lesion 
involving either some portion of the third branch of the fifth nerve , the chorda tympani. 
or the glosso-pharyngcal nerve. It is not often difficult to distinguish between these three. 
If the chorda tympani is involved it is almost certain that the facial nerve will also be 
affected upon the same side, and this will be evidenced by paresis or paralysis of tin* face, 
of the intranuclear type (p. 604) ; there may be excessive watery secretion from the sub- 
maxillary gland upon the same side ; the commonest condition to cause these symptoms 
is disease of the middle ear extending to the Fallopian canal, if it is found that taste is 
paired only in the posterior third of the tongue upon one side the lesion probably affects 
the glosso-pharyngcal nerve, and it is very possible that there may lx* paresis of the* same 
side of the palate or partial paralysis of the pharynx at the same* time. When the lingual 
branch of the fifth is involved the impairment of sensation is in the anterior two-thirds 
of the tongue on the same side, and furring of the tongue may be localized to the* same 
part. The lesion may be a tumour or an injury affecting the lingual nerve in the mouth ; 
or it may be part of a more general affection of the fifth nerve of that side with corres- 
ponding interference* with cutaneous sensibility of more or less of the skin of the face 
according to the extent to which the different branches of the* fifth nerve are involved ; 
if the motor root is affected the fact can be ascertained by feeling the massetcr and tem- 
poral muscles, which, when the patient clenches his teeth, do not harden so much on Un- 
affected as the sound side. 

When sensation on both sides of the tongue is affected it is possible that tin* lesions 
described above may be bilateral ; but it is much more likely that tin* defect is then not 
primarily nervous, unless it is due to bulbar paralysis* the progressive labio-glosso-pharv ngo- 
Jarvngeal weakness of which is pathognomonic. 

When the cause of impaired sensation is in the nose, as in the case of coryza , rhinitis, 
polypi , or adenoids , it will be found that some substances can be tasted easily and others 
not at all. This depends upon the fact that taste consists of two parts, flavour and savour. 
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Savour (Upends upon sensation transmitted by the olfactory nerves the so-called taste 
of roast beef for instance ; savours will he defective 1 when the nose is the cause* of abnormal 
taste-se-nsat ions ; while flavours, such as the- taste- of su«?ar, gentian, or salt, which arc 
transmitted by the gustatory nerves of the tongue, will still be- fully preserved. 

The different ial diagnosis of the- other conditions enumerated in the* above list need 
not be de tailed, for the conclusion come* to will depend upon the- result of careful inepiirv 
into the history, investigation of the- abnormal physical si<»ns, and the other symptoms 
in the ease-. One would only emphasize the possibility of caries, or decomposing food 
be tween te e th that superficially look sound, or se-pi ic infection of the accessory sinuses of 
the nose-, hein^ lon<? overlooked, though in each case abnormal taste* sensations may be 
promine nt . 

Before- assuming that abnormal or foul taste- is due to hysteria it is important to fa- 
sure- that the patient is not suffering from chronic streptocoeeal glossitis (Figs. 4 55 400, 
pp. r>0‘2. 5t>d). a condition which may eivc the patient the- most intensive suffering, ve-t 
with little- that is objective* to account for it. This condition is analogous to strepto- 
coeeal prmitus am : the tongue sufferings may be as intense with the one as is the 
itching with the other. In some cases there- may be- almost nothing to be- seen wroii" 
with the tongue even on close- inspection: but if* the case* is watched, curious patches 
of acute reddenin'? will be noticed, developin'? slowly, spreading slowly, disappearing 
after davs or weeks. When the condition has been present for months there is a 
te-ndenev for the surface- of the* tongue t e » e-xlubit multiple- shallow fissures, often detected 
only when the surface is stretched laterally by the lingers (Fig. 457. p. 51)2): it is only 
in exceptional eases that more decided exudative lesions are- seen : but the nature of 
all these cases seems to be- the same they are not hysteria e>r neuralgia of the tongue, 
but superficial streptococcal glossitis yieldin'? streptococci in pure- growth on culture. Not 
only is there the- perverted taste-, but there is also pain in the- tongue, varying in severity, 
sometimes very acute, preventing the patient from cut in'? in comfort, and sometimes 
prohibiting certain foods altogether, especially vinegar, spices, hot substances, and acid 
fruits. Herbert French. 


TEETH, GRINDING OF. (St-e (.mxiuxe; oi Tin: Ti.i.tii. p. :j :i5.) 


TENDERNESS IN THE CHEST implies that pain is felt when some part of the 

chest wall is touched or pressed. It is a common symptom : in some instances the* pain 
felt is a dire-et pain, due- to stimulation of sensory nerves actually in the- diseased area : 
in others perhaps the- majority the pain, is a referre-d pain (‘somatic pain ), felt in the 
skin and subcutaneous tissues that are tender, but due- to a visceral lesion re-mote from 
the tender area. 
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r rhe-se- may be classified accordin'? to the- situation of the- lesion to which it is due. 


1. Lesions in tin Chcst-W all : the pain is for the most part direct : 


1 nllanmia t ions of 
the- skin and un- 
derlyin'? tissue 
Intercostal myositis 
Myalgia 
Pleurodynia 


Affections of the- rihs and Intercostal ne-urahna 
sternum Hysteria 

Blood diseases Herpes zoster 

Intercostal neuritis Pleurisy 

Injury of the intercostal Mediastinal disease* 
ne-rve-s Pericarditis. 


2. Lesions of Thoracic and Abdominal \iscera : the pain is usually a referred pain, 
the result of lesions of the* : 

Blinds Diaphragm I Bivcr. 

Heart and aorta Stomach and (esophagus | 

1. Lesions of the Chest-Wall. Tenderness in the chest is probably the chief complaint 
in superficial inflammatory lesions of the chest wall, such as bruises, burns, cuts, mastitis, 
and superficial infections of all sorts, the diagnosis of which will probably leap to the eye, 
and need not be discussed further. 



TENDERNESS IN THE CHEST 


Hfr> 


Vain will be the chief complaint in intercostal myositis* often vaguely called rheumatic, 
that occurs after chill or strain of the intercostal muscles ; but the affected muscles will 
also be tender on pressure, the tenderness being in the deeper structures, not in the super- 
licial tissues. The condition is also known as intercostal myalgia or pleurodynia \ it has 
t° be distinguished from pleurisy by the absence of iriet ion-sounds on auscultation ; and 
from disease of, or pressure on, the intercostal nerves. No doubt the tenderness is due 
to irritation of the sensory fibres in the intercostal muscles. Similar, but more transient, 
pain and tenderness may be met with in the stitch to which the untrained athlete is 
prone. 

tenderness in the chest may result from disease or injury of the ribs or sternum , when 
it will be localized to the injured spot : fracture, inflammation, tuberculosis, or new 
growth may be the immediate cause. If fracture is present, a history of injury should 
be obtainable ; the X rays may show* the fracture ; or crepitus between the fragments 
on movement, or deformity may be made out. Sternal or costal ostitis , or periostitis , may 
follow injury ; or occur in the course of such diseases as enteric, tuberculosis, pyiemia 
or septico-pyiemia : the local signs of inflammation (pain, redness, heat, swelling) and 
the general condition of the patient should make the diagnosis fairly simple. Tenderness 
in the chest due to new growth in the ribs or sternum -such as hydatid, sarcoma, secondary 
deposits from carcinoma— is generally a late phenomenon, hydatid or malignant disease 
being known of already in some other part. Tenderness of the ribs and sternum, as well 
as <>*' the long bones of the limbs, is not rare in certain blood diseases , such as pernicious 
anaemia or leukaemia, in which hyperplasia of the red marrow, or excessive accumulation 
of white cells in it, may occur. The diagnosis depends on examination of the blood, 
the tenderness is deep, and due to irritation of the sensory nerves of the periosteum or 
bone ; the pain felt on pressure is a direct pain. 

Tenderness at certain [joints of, or all along, the course of an intercostal nerve is 
common in various affections of these structures. The particularly tender spots are three 
in number, and correspond to the points at which the posterior primary, the lateral 
cutaneous, and the anterior cutaneous branches are given off, near the spinal column, the 
mid -axillary line, and the sternal margin, respectively. Such tenderness may be marked 
in intercostal neuritis , which is rare ; in intercostal neuralgia , which is often diagnosed when 
some more serious intrathoracie disorder is really present, such as pneumonia or pleurisy ; 
and in cases of pressure on an intercostal nerve, such as may be set up by abscess about tin* 
spinal column, aneurysm of the descending aorta, or new growth invading the spinal canal. 
Whenever a patient complains of severe or obstinate pain and tenderness in the side, 
careful and repeated physical and X-ray examinations should be made, the possibility 
that some such deep-seated disease may be present being kept in view before the diagnosis 
of intercostal neuralgia, or of functional nervous disease (hysteria), is made. In excep- 
tional eases of hysteria , zones of tenderness in the chest, possibly, too, Charcot s spasmo- 
nic zones, may be found. 


I ain and tenderness along an intercostal nerve are common in herpes zoster , and 
may be present before, during, and after the appearance of the characteristic rash. The 
tenderness often has the three spots of maximum development mentioned above ; it is 
particularly when it occurs in the second half of life that herpes may be followed by a 
long period of pain and tenderness along the course of the affected nerve. Until the rash 
has appeared, or in the comparatively infrequent cases when the rash leaves no scarring 
behind it, the diagnosis of herpes may be difficult ; the rash, once seen, can hardly be 

“• Lesions of Underlying Viscera.- Tenderness in the chest is very frequently a 
symptom of disease in the underlying viscera, thoracic or abdominal, when the pains to 
which it gives rise are m most cases referred pains. The tenderness is therefore as a 
rule superficial, confined to the skin and subjacent areolar and fatty tissues ; if these can 
be drawn aside, pressure can be made on the deeper tissues that* normally underlie the 
tender area without provoking pain. Properly speaking, ‘tenderness in the chest’ can 
only refer to tactile* hyperesthesia, or the eliciting of pain on pressure, whether light or 
heavy. Such tactile hyperesthesia, or the production of unpleasant sensations or pain 
by the very lightest touch, is common in neuralgia and in neuroses, or in cases of referred 
pam. But a similar hyperesthesia for cold, or less often for heat, sometimes occurs in 
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tlu* chest in tabe tic patients, for example ; this may perhaps be regarded as a special 
form of ‘tenderness'. In the same way hypera sthesia for pain, or hyperalgesia, in 
which a normally painless stimulus e>r impression becomes transformed into an acutely 
painful sensation, is to be regarded as a form of ‘tenderness’ in the chest. Further, 
perversions of sensat ion sometimes occur in organic* nervous dise*ases, such as syringo- 
myelia or tabes. Thus, tenderness may be elicited by the* continuous application of a 
pressure* that is painless if applied only for a short time (summation of painful stimuli) ; 
or the* pain may be* first felt, some* little* time* after the* application of the stimulus to the 
tender area (retarded sensation). 

Tc‘iide*rne*ss of the* e*hest. is a coinimm e*omplaint in pleurisy. The physical signs, 
particularly the* friction sounds when the* patient takes a really deep breath, should suffice 
to make* the* diagnosis simple* if a careful physical examination be made. The tenderness 
is dee p as a rule*, and not in the skin and loose* subcutaneous tissues. 

'the sternum may be* tender as the* result of mediastinal inflammation , tumour , or 
aneurysm . 'the* diagnosis in these* eases must be* made* on the* results of the physical and 
X-ray examination. 

Tenderness with pain over the* prccordia is fairly common in pericarditis , diagnosed 
by the canter rhythm and the* perie-arditie* rub. It may be* so e*xtreme* as to preclude 
peTcussion or a satisfactory physical examination. Similar pain and tenderness have also 
be*e*n found at the* epigastrium and the* upper e*ostal angles in the*se* cases— due, perhaps, 
to involvement of the diaphragm in the inflammatory proce*ss. 

( best tende rne ss is not rare* in e*ases of acute or chronic disease of the lungs, partieu- 
larlv tuberculosis ; in these*, it is hard t o be sure* that one is not dealing with referred 
pains due to old or recent pleurisy or pleural adhesions. The tenderness may be either 
superficial or de*e*p : sometimes it is so markeel as to be* elicited even by the pressure of 
the- e*lot he*s. It is generally felt most about the region of the* apices of the lungs, the curve 
of the* shoulder, or the scapula. It is otten a very chronic trouble, vanishing during 
pe riods of general improvement, returning again when the patient's health is lew or the 
pulmonary lesion is progre ssing. Similar tenderness is often met with in acute bronchitis , 
nr with chronic bronchitis and emphysema : the diagnosis must be made on general lines. 
It must be remembe red that identical areas of referred chest -tenderness may be observed 
in disorders of sue*h various organs as the* heart, lungs, liver, and stomach ; and that a 
patient may be* long treated for ‘rheumatism* of the shoulder. for example, when he is 
re*allv suffe ring from sue*h widely different disorders as tuberculosis, gall-stones, gastritis, 
carcinoma mamma*, or ee>ronarv arte*ry sclerosis. Tende*rne*ss along the lower chest wall, 
corresponding to the* attachment. e>f the diaphragm, is a relatively common symptom in 
any ease* in which the re* is recurre nt e>r exe*essive* cough ; it is the result of the straining 
the* diaphragm suffers in the* coughing paroxysms, and is particularly frequent perhaps 
in ease's of chronic bronchitis , mediastintd neu' growth , anei pulmonary tuberculosis ; the 
distribution of the* tende*rne*ss and the history serve te> indicate the* nature* of its cause. 

Direct tcnde*rne*ss about the* pre(*ordia is sometimes prominent in heart disease ; as a 
rule, however, the* te nde rness is eluc to hvpenesthesia e»f referred origin. It is most marked 
in angina pectoris , and ofte*n persists alte r the anginal pains have passed e>ff. Both the pain 
and the tenderness are* felt within the* area e>f distribution c » f the first to the eighth dorsal 
ne*rve-root.s ; the* mots usually receiving the first and most intense impressions are the 
second dorsal. The le ft ventricle, the commonest primary seat e»f pain, is in relation with 
the* second te> the lift h dorsal nerve-roeits ; the auricle with the fifth te> the eighth : the 
asecneling aorta with the* thirel and fourth cervical and the first to the* third dorsal. These 
nerve-connections explain the e xtensive radiation and wide distribution of the tenderness 
and pain in the superficial tissues that may form such prominent symptoms of heart 
disease*, especially when there is coronary artery sclerosis from atheroma, or syphilitic 
disease of myocardium, aortic* valves, and aortic* areli ; lor the* chest, neck, anel arm may 
all be* affect eel. The tenderness of angina pectoris commonly occupies the same areas as 
the pain, takes the* form of a soreness, smarting, or of hyperalgesia to touch, and may last 
for days after the* pain is ove*r. In some eases, touching or stimulating the hvperalgesic 
area on the* chest, arm, or neck, may re flexly induce an anginal attack even the pressure 
of a stethoscope applied for auscultation may sufliee which is a strong argument for 
regarding the tenderness as a viseero-sensory reflex or a referred tenderness. Such anginal 
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attacks and tenderness are commonest in coronary sclero-.i.s. aortic uncut \sm. aortic reflux, 
and acute aortitis ; they may also lie seen in any lonn ol heait disease in which hyper- 
trophy and dilatation have taken place, and the heart has to do more work than it can 
manage, for example with raised blood-pressure and arteriosclerosis, or with adherent 
pericardium. In well-marked cases the cardiac origin ol areas of tenderness in the chest 
should not be ditlieult to diagnose owing to their association with severe anginal pains 
on the one hand, and with the fact that tin* pain is brought on by exertions or emotions 
that increase the work of the heart. Identical areas of tenderness may be found in pleurisy 
or chronic pulmonarv tuberculosis: but here the pain will be connected with respiration 
or coughing in an unmistakable manner, and there will be tin* history and sinus of 
pulmonary rather than of cardiac disease. Identical areas of chest tenderness may lx* 
found in diseases of the stomach, in tin* areas of distribution of at any rate the fourth and 
fifth dorsal nerves ; the diagnosis here will turn on the history of nostro-intestinal disorder, 
and on tin* radiation of the pain and tin* discovery of tenderness in the epigastrium. 

Tenderness in the chest may result from injuries or inflammations of the diaphragm, 
the lower eosto-ehondral margin being affected. 'The diaphragm is innervated by the 
phrenic nerves mainly, and so is connected with the third, fourth, and fifth cerv ical nerve- 
roots : accordingly, referred diaphragmat ie pain and tenderness may also be felt in the 
top of the shoulder, an area innervated by the fourth cervical nerve. In most instances, 
the tenderness of these areas will be due to diaphraiimntie /i/eiinsif. 

Diseases of the stomach. particularly gastric nicer and flatulent difspepsia. may give 
rise to pain and tenderness in the chest that may he very hard to distinguish from those 
due to cardiac disease. As a rule, the history of gastric disturbances should he of great 
assistance in cumin" to a correct diagnosis: though flatulence and temporary gastric 
upsets an* not infrequent in true angina pectoris. Port tier, the pain and tenderness due 
to diseases of the stomach arc* mainly abdominal, arc in the epigastric and left hypo- 
chondriac regions, and in th(‘ lower half of the back of the chest ; whereas in cardiac 
disorders they arc characteristically situated higher up in the chest and back, tending to 
radiate down one or other arm. the left in particular. Fleet rocardiograms may be required 
to show whether the heart, action is normal or not. 

It is possible that disease or painful stimulation (as by hot drinks) of the oso/ihailus 
may produce an area of referred tenderness in the chest, over the lower third of the 
sternum and in the middle line, in correspondence with the pain that is felt here in these 
conditions. 

Tenderness in the right side of the chest, near the costal margin is not rare in diseases 
of the liver and ^all-bladder, corresponding to the cutaneous distribution of the seventh, 
eighth, and ninth dorsal nerves : for the most part, howeve r, the pain and tenderness arc 
in the epigastrium and the* right hypochondrium. The light phrenic nerve (third to 
fifth cervical) sends twigs to the liver and gall-bladder, so that tenderness and pain may 
also be felt in the right shoulder, just as they may be in disorders of the diaphragm. It. 
is particularly in cases of gall-stone or biliary colic that these areas of tenderness arc likely 
to be found. In patients with hepatic abscess the spread of inflammation to the chest 
wall may give rise to direct pain and tenderness in the chest, with the development of 
characteristic local and general symptoms and signs ; the diagnosis here* will have to be 
made from such things as axillary abscess, empyema making its way through the chest 
wall, or abscess arising in the chest wall. A. ./. Jcjr-lllnh r. 

TENDERNESS IN THE EPIGASTRIUM. (Sc *r Pun in tin; Ken; vsTim vi, p. 586.) 

TENDERNESS IN THE HYPOCHONDRIUM. (See Pain in tuk 1 1 vrot iion i uci r m , 
p. r>r>:j.) 

TENDERNESS IN THE ILIAC FOSSA. (Sec Pain in tuk Ii.iac Fossa, p. 555.) 
TENDERNESS IN THE JOINTS. (See Joints, Affkctions of tuk, p. 428.) 

TENDERNESS IN THE LIMBS. (Sc *c Pain in tin-: Levins, p. 56 S ; and Sknsation, 
Somk Ahnoiimai.itiks of, p. 747.) 



TKN I >KI! N ESS OK T1IK SCAM* 


H65 


TENDERNESS OF THE SCALP occurs in two main varieties — 

1. Direct Tenderness, due to injury or disease, such as: 

bruising nr infected wounds Lupus cry! hematosus 

Inflammation or suppuration compli- von Recklinghausen's disease 

eating pediculosis, ringworm, favus, Seleroderniia. Hroeq's ‘ pseudopelade ’ 
eczema, pruritus, acne, etc. Diseases of the skull rickets, syphilis, 

Herpes, dermatitis herpet ilormis. cry- tumour, 
sipelas 

*J. Referred Tenderness, either due to disease elsewhere, or functional: — 

Meningitis, increased intracranial pres- Neuralgia, major and minor, whether 

sure, intracranial tumour or abscess. primary or due to disease of the eyes, 
concussion of the brain. otitis ears, teeth, or viscera 
media Neurasthenia and hysteria. 

Fig. (lob exhibits the cutaneous nerve-supply of the scalp and face, indicating the 
areas in which tenderness and pain are to he expected when disease or disorder of the 
various nerves is present . 

If tenderness in the scalp is due to bruising or wounds, it should not In* difficult of 
diagnosis when the history has been obtained. A similar tenderness is naturally to be 
expected when inflammation or suppuration occurs as a complication or later stage of 
any of the numerous skin diseases to which the scalp is liable, such as jiedieulosis , ring- 
worm a suppurating ringworm is known as Kerion 
seborrlueie < lermutitis . joi ns ; the itching of eczema or 
/ iruritus may he so severe as to lead to scratching 
which breaks the skin, with the result that impetigo 
ensues. In young men and women acne may spread 
hack to the scalp from the forehead, face, or neck: 
acne dcculvuns is a mild staphylococcal infection of 
the hair-follicles that creeps slowly across the scalp, 
and leaves it bald by destroying the hair-follicles. 

Furunculosis of the scalp, and inflammation of a 
sebaceous ei/st . need only he mentioned in this con- 
nect ion. 

In herpes ophthalmicus . or herpes zoster of tin 1 
area supplied by the ophthalmic or first branch of 
the trigeminal or tilth cranial nerve, extreme tender- 
ness over the affected area may be noted while t he 
eruption lasts : and after it has disappeared, especi- 
ally in patients over fifty years of ace. tenderness 
and itching may be left behind for many months or 
years, sometimes with abnormal pigmentation. 

Dermatitis herpetiformis (p. <>1K) is a somewhat similar grouped vesicular or bullous 
eruption, with mured and other erythematous lesions, but characterized by a much more 
extensive distribution than herpes zoster: when it involves the scalp much tenderness 
may ensue, although the chief complaint will be of itching, and the course ot the disorder 
is lonir and uncertain. Frifsi pclus of the face and scalp is usually diagnosablc at sight. 
Lupus en/t hematosus of the scalp may cause tenderness while progressing actively, when 
it may resemble even a severe persistent erysipelas : as a rule it is a very chronic, slowly 
progressive disorder, commoner in females than in males, starting between the ages ot 
twenty-live and forty-five, producing smooth depressed areas of complete permanent 
baldness, reddened by abundant injected venules. In von Recklinghausen s disease sub- 
cutaneous neurofibromas art* found all over the body in association with freckling and 
pigmentation: occurring on the scalp, these tumours will make it tender, whereas the 
tumours of molluseum fibrosum ( Fig. (».*>?), a disorder at lirst sight resembling von 
Recklinghausen's disease, art* not sensitive* to pressure. Sclcroderm iu ol the scalp may 

occasion much tenderness, particularly in its early stages ; it is a chronic diffuse infiltration 
of the skin that ends in atrophy, and by many is supposed to include the ' pseudopelude 
of Rrocq, an atrophic indurative affection of the scalp giving rise to depressed areas of 
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absolute and permanent baldness that adhere to the underlying skull, and eonneeted by 
Broccj with alopecia areata. 

Tenderness of the seal]) is common in rickets, and is the main cause of tlu* head-rolling 
and restlessness of the* recumbent rickety child. It can often be diagnosed at si <rht by 
the thinness of the hair or positive baldness of the occipital region to which the head- 
rolling leads. A similar tenderness of the cranial bones is seen in congenital sifphdis , and 
is caused by the rarefying (eraniotabes) or hyperplastic (hot -cross-bun skull) osteitis present. 
In adults the skull may be tender from seeondarif st/philitic /xriostitis or Itrliarp gamma : 
besides the tenderness, pain is present, and is characteristically worst* at flight. Tumour 

of the cranial bones may give rise to tender- 
ness of the overlying scalp or periosteum ; in 
adults such tumours art* usually secondary to 
malignant disease of tlu* breast, thyroid gland, 
testis, or prostate. In children they are often 
secondary to sarcoma of the suprarenal gland, 
and may be the first clinical evidence that 
anything is amiss. 

Tenderness in tlu* seal]) may be due to 
organic disease that is not in direct connec- 
tion with it. In meningitis, whet her sy phi lit ic. 
tuberculous, or dm* to pus-producing microbes, 
local or general tenderness of the seal]) may 
be a marked feature : and tlu* same is true in 
cast's with increased intracranial pressure due 
to any cause whatever. The chief complaint, 
however, will be of Hi.ad.u m: (p. IMih). With 
intracranial tumour tlu* seal]) and perios- 
teum are sometimes tender to pressure in the 
neighbourhood of tlu* growth ; the associated 
signs, such as vomiting on change of position, 
slow pulse, optic neuritis, and local paresis or 
paralvsis. should aid the diagnosis. Tender- 
ness of tlu* seal]) in tlu* occipital region and 
below it has often been noted after concussion 
of the brain , whether mild in degree or severe. 
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Tenderness of the* seal]) is often marked in neuralgia , a \ ague term 
severe pain that follows, or seems to follow, the distribution of a nerve. 
neuralgia, neuralgia major, or tie douloureux, the pain and tenderness often spread back 
to the vertex and parietal eminence, in correspondence with the cutaneous distribution 
of the first or ophthalmic* branch of the fifth nerve. Pressure over the tender area will 
often bring on a paroxysm of pain : yet while the pain is raging, the patient often gains 
some relief bv firm pressure over the painful part. When the paroxysm is recently past 
pressure does not have any obvious effect in some cases. Identical neuralgic pain and 
tenderness may be met with in the ran* eases where a tumour presses on the trigeminal 
nerve or its roots, as may happen in patients with meningeal new growths. Definite loss 
of sensation occurs if the nerve is involved in a tumour, whereas in tie douloureux there 
is no anaesthesia : in addition, tlu* other signs of intracranial tumour should be looked for. 

In another group come the eases of neuralgia minor , in which pain and tenderness in 
the seal]) form a visceral reflex, and are due to disease in the eyes, teeth, ear, or thoracic* 
or abdominal viscera. A referred visceral pain usually brings with it superficial tenderness, 
and both the pain and the tenderness arc* found over -segmental' areas, or arras that 
do not correspond with the distribution of the* peripheral nerves, but follow a central distri- 
bution {Tigs. 658, In other patients, however, the same lesions produce areas of 

pain, and less often of tenderness also, that do follow distributions corresponding with 
those of the peripheral nerves ; and these are described as eases of neuralgia minor proper. 
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To give examples ol* reflex neuralgia, disease of the -upper bicuspids may cause pain and 
tenderness in t lie* temporal region ; disorders of the rye, particularly astigmatism and 
hypermet ropia, iritis, and glaucoma, may eause headache and tenderness spreading from 
the fore I lead to the vertex and to the temporal area; suppuration in the middle car may 
make the whole side of the head tender. Certain areas on the head are scgmentally united 
with other areas on the laxly ; the temporal area of the scalp is connected thus with the 
seventh dorsal segment, and so diseases of the heath futtgs\ or stomach may all bring about 
temporal pain and tenderness, associated with the segmental area of cutaneous tenderness 
about the level of the epigastrium that directly represents the seventh pair of dorsal 
nerves. It is probable that a number of patients with undetected disease of the teeth, 
eyes, ears, or viscera, are treated for ‘neuralgia* for long periods, when a more 
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examination of their history and investigation of their physical condition would 
once to the proper diagnosis. 

In a certain number of eases "'7^” — 

pain and tenderness in the ■ ,1 / /-'£■' (*V 

sealp are due to general V \ \-A 

diseases such as diabetes -\ j i 

mellitus, malaria, and rheu , V ' y) 

mutism a fact that leaves Or. V * 

room for much latitude in 
diagnosis. \ 

In both neurasthenia and j 

hifstcria complaints of pains / 

and tenderness are common, 
and the scalp may be affected 
just as any other part of the 
body may. The neurasthenic 
often has occipital tender- Ft , „ j i 
ness, with pain referred to 
the hair ; brief mental effort f-'tj'- 

may bring on pain and ten- 
derness in the sinciput or vertex. The 
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be prostrated by head- 
organic disease of everv 


hysterical patient may 
ache, with extreme tenderness of tlx* scalp : but care to exclude 
sort should be taken before the diagnosis ol neurasthenia or hysteria is made in a patient 
complaining of tenderness in the scalp. Any conditions tending to build up the strength 
and improve* the nutrition of neuralgic, neurasthenic, or hysterical patients are likely to 
lessen the pains and areas of tenderness of which they so often complain; conversely, 
these persons are always much worse when their health is low, and particularly when 
thev are amende. F. Fart/uhar Buzzard. 


TENDERNESS IN THE SPINE occurs in two different sets of conditions. In 
the first it is due to local disease of the skin or subcutaneous tissues, fascia*, muscles, bones, 
or nerve-tissue in the immediate neighbourhood oi the spine ; and the pain felt when the 
tender spot is touched is a direct pain. In the second there is no local disease, and the 
pain felt on stimulation of the tender area is a referred pain, due in most eases to 
organic disease of one or other of the viscera, in a few to some obscure nervous 
disorder. The tenderness varies widely in degree. In the severest eases, whether direct 
or referred, the pain may be such that the patient cannot endure even the light pressure 
of the clothes ordinarilv worn, and is in agony the moment a linger is laid upon the 
tender place. 

When clue to Local Disease, the tenderness is usually associated with rigidity of 
the spine* in the tender section, a protective reflex designed to give rest to the diseased 
part. This is particularly well marked when it is bom the vertebral column that is 
diseased. A similar but less complete and more extensive rigidity will be noted when the 
local disorder is in the muscles or fascia* ol the back. Should the local disease or injury 
be so extensive as to involve or compress the* spinal cord, special symptoms (girdle-pain, 
paresis, amesthesia, etc.) will be added. The chid morbid states in which such tenderness 
of the spine occurs are summarized in the following table : 
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Diseases of the skin ami subcutaneous 
tissue 

Diseases of the muscles. fascia'. or nerves 

Diseases affecting the vertebra' 

Traumatic neurasthenia . with local lesions 
that are not demonstrable 


! Injury, iufe*e*te*d wounds, akse*e*ss-formation. 
| actinomycosis, etc. 

Coul rheumatism, injury, herpes, etc. 

/ Tuberculosis and other infections 

Caries sicca, spondylitis deformans, and 
'typhoid spine' 
j Krosion by aortic aneurysm 
Invasion by malignant disease 
\ Injury 

' Railway spine.* 


To consider these lesions in detail : Obviously the skin and subcutaneous tissues may 
be tender over the spine after falls or blows on the back, infected wounds, m acne and 
furunculosis, in abscess-formation, whether the infection is derived from without, or Iron, 
within as in pya’inia ; a psoas abscess may point and discharge on tin bat k o\ ( r t u 
vertebral column. Tenderness in the spine due to affections of the faseur and muscles may 
be experienced by any ill-trained person who over uses or strains his spinal muscles : it is 
also common in gouty patients : and frequently it is associated in the rheumatic with attacks 
of lumbago. Deep-seated inflammations in this region arc not rare, and are seen usually 
in connection with sjiinal caries ; less oltcn the inflammation mu\ lx dut to pijanna , 
empyema perforating spontaneously, triehiniasis and other ver\ rare hums of myositis , 
when tiles chance to attack the spinal region. In a few instances, no doubt, disease of the 
spinal nerves , particularly when their posterior primary divisions are affected, gives rise to 
tenderness in the spine as well as along the course of the nerves themselves : this ma\ 
occur when pressure on the nerves or their roots exists, and m eases of herpes zoster or 
neuritis. Most of the causes of spinal tenderness enumerated above should not be difficult 
of diagnosis if a careful examination of the' patient be made*, and his other signs and 
symptoms of disease be noted. 

Tlu* cases in which the tenderness is due to disease of the vertebra* are more serious 
from the point of view both of prognosis and treatment. Excluding spinal trauma, which 
usually declares itself obviously and is considered below, the three mam disorders which 
affect the vertebra* in this connection are tuberculosis . invasion by malignant disease, and 
erosion by an aneurysm . In other rarer instances they may be affected with similar sym- 
ptoms and results by actinomycosis. piprmie abscess , the spread of infection from adjoining 
parts (retropharyngeal, mediastinal, siibdiaphragmatie, perinephric, or pelvic abscesses), 
hip tat id disease , spondi/litis deformans , and vertebral arthritis due to typhoid bacilli, the 
gonococcus. and other microbes. When caused by vertebral tuberculosis . the spinal tender- 
m ",s is local, and is gcnerallv accompanied by more or less angular deformity of tlu* spinal 
column, collapse of the diseased and softened anterior part of the vertebral body causing 
abnormal projection of its dorsal spine at the same time. If it is the posterior part of 
the affected vertebra that collapses, the spinous process will sink inwards : it must be 
remembered, however, that congenital defect or deficiency of a spinous process is not v ery 
rare, and may be mistaken for the result of injury or disease. Whether deformity accom- 
panies spinal caries or no, rigidity of the diseased part of the spinal column is sure to be 
present. It is maintained by involuntary contraction of tlu* appropriate muscles, and 
becomes conspicuous when the patient is encouraged to bend his hack in any direction, 
or to rotate the body on tlu* pelvis. In addition, pain will be felt in the hack when the 
patient's vertex, shoulders, sacrum, or legs are jarred : his gait, too. and nut hod of 
holding himself and turning designed to relieve the diseased part of tlu* spinal column 
from shock or strain, will lx* characteristic. In children who are not well looked after 
this spinal te*nde*rne*ss and deformity may be unnotiexd and tlu* diagnosis of spinal e*arie*s 
not established until a psoas abse*e*ss has formed and has declared itself by pain in the* 
leg, or lameness. The importance here of early diagnosis cannot be* ovcrstate*d : spinal 
tuberculosis is commonest, in children, but may exe-ur at any age*. It often happens that 
rickety ediildren are* suspected of "spinal disease' by their parents ; they present marked 
spinal curvature*, due to flabbiness of the muse*lcs, and, like* all tlu*ir bones, their spines 
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may Ik* tender on pressure. Hut there is no localized spinal tenderness in rickets, there 
is no annular deformity, tin* spinal curvature vanishes when the child is suspended by 
the* head or arms, no pain is caused by jarring or rotating the spinal column, and there 
is no rigidity of the* hack : the other ordinary evidences of rickets will be present. In 
adults, however, and particularly during the second half of life, it may often he difficult to 
determine whether a persistent tenderness over stum* part of the spine, associated with 
pain and rigidity, is due to tuberculosis , aneurysm , or malignant disease affecting the 
vertebral column, or merely to myositis or infect it'c Jibrositis of the soft parts over the 
spine. The occurrence of angular curvature, due to softening and collapse of the vertebral 
body, would argue in favour of tuberculosis, being comparatively rare in aneurysm or 
malignant disease: evidence of tuberculous mischief in the patient's joints, lungs, or 
larynx, a history of cough or blood-spitting, or a marked family history of tuberculosis, 
would all point in the same direction. Aortic aneurysm, eroding the vertebral column 
and causing pain and tenderness by pressing on the nerves in its vicinity, would be 
sugge sted if the* patient we re* a middle-aged man giving a history of syphilis. Kxamination 
unde r the* X rays and testing for Wasse*rmann‘s reaction might he* of gre*at assistance here ; 
deep abdominal palpation, under an anast bet i<* if ne*ccssnry, might reveal the* expansile 
pulsation of an aortie* aneurysm. Secondary ele*posits of malignant disease*, invading or 
encompassing a vertebra, may occasion marked spinal tenderne*ss and pain in the* bae*k of 
the* severest dcseript i< >n : in rare* rases the* malignant gre»wth may be* primary. The* ver- 
tebra* are* the* hemes most often invaded by secondary malignant growths: t lie* primary 
growths most frequently responsible* tor secondary deposits in the* bones are* carcinoma of 
the* thyroid. testis. prostate*, and mamma, primary sarcoma of bone*, and melanotic sarcoma. 
Me re* again the* diagnosis may be* very difficult, in the* e*arlie*r stage's of the* disorder particu- 
larly. because the* primary growth may be* small and deep-seated, and may have* given rise 
to nee signs e>r symptoms leading tee its dise*ove*ry. see that the* pre*sene*e* eel secondary deposits 
is n< et suspected. In the* la t e*r stages the* growth often burgeons into the* spinal canal and 
causes symptoms eef paraplegia lev compressing the* spinal cord. When this occurs the 
diagnosis is easie r, for the* site* of the* compression may be* inelie*ate*el by a girdle-pain and a 
zone* eef hypenest licsia : while* anast hesia. with paresis e>r paraplegia, is found below it. the 
sphincters are* affe*e*te*el, the* knee-jerks are* ii»e*re*aseel, anel anklc-clemus and Habinski's 
extensor plantar reflex e*an be* el ieit eel . Hut it may be* impossible* tee line! any definite* 
physical signs in a patient e*e eiiiplaining eef very severe* anel int raetable* pain anel tenderness 
in some part of his spinal column : anel most physicians must have me t with saei eases 
where* such patients have* be*e*n treated as hysterical or as malingerers, the* honesty of 
their complaints tailing te> win recognition until a carcinomatous or other pathological 
basis lor them has been established at an autopsy. 

Little* more* ne*e*d be* said about most of the* other local diseases that may make the 
affe*e*te*el region of the* spine* both te*nele*r and painful. Caries sicca is the* name given te> an 
obscure* rare fying osteitis of chronic course*, non-suppurative*. that may attack the vertebra*. 
The* signs and symptoms of vertebral actinomycosis resemble those of tuberculosis. In 
chronic pyantia a ve rte bral abscess may arise, anel in patients with abscesses in the spinal 
region such as yet vie. perinephric , subdiajdmtgnudic . mediastinal , or retropharyngeal 
a spread of infection to the* ve*rte*bra* may conceivably occur, giving rise to tenderness in 
the* affected part of the* spine : hydatid disease of the* spinal canal e>r vertebral column may 
eh) the* same* in persons exposed to echinococcus infection. Hut in all these* instances the 
tenderness in the* spine will he* but a minor symptom of a serious anel more* or less acute 
disorder, with other features that are me>rc charae*t eristic. Tenele*rne\ss in the spine is often 
marked in spondylitis deformans {Figs. U21. (»2*J, p. 7tM>). the* name* given te> practically any 
chronic lion-suppurative form of vertebral arthritis. It is no doubt an infective preieess, anel 
occurs after gonorrlnea, influenza. e*nte*ric fever (the '’typhoid spine*'), tonsillitis, anel either 
bacterial disorders, or may be* due* to microbic-toxic absorption from septic te*cth. It is 
e*harae*te*rize*el by stiffne*ss in some port ie>n e>f the* ve*rte*bral column, with irregular deposits 
e>f new heme* in the* ael joining ligaments, particularly the* anterior common ligament, seen 
by the* use* of X rays. The* chief sign is stiffness in the back, anel in a few of the eases 
oste*o-art hrit is e»f some* joints of the* limbs occurs as well : in instances where the hip or 
shoulder is thus involved the* disease has be*e*n name*d ‘ spondylose rhizometiyue' by Marie. 
Men are* a fleet cel four or live* time's as often as women, and the elisease usually begins 
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between the ages of twenty and fifty. Its diagnosis may be diflieult, because* the* chief 
complaint may be of pain in the hips, legs, abdomen, or thorax, or of ‘sciatica' or 
‘lumbago', so that disease of the vertebral column may be* neither suspected nor looked 
for. In most patients, the affected region of the spine is tender ; much spasm of the dorsal 
muscles is found in the more acute eases, while in those of long standing, atrophy from 
disuse will be found. The* typhoid spine is a rare sequela of enteric fever, usually occurring 
early in convalescence. The patient complains of tenderness and the most acute pain in 
the lower part of the vertebral column, after an initial stage of backache. Fever is present 
at first in half the eases, and no doubt the condition is commonly due to vertebral periostitis 
set up by the Bacillus typhosus . The symptoms last for many months as a rule, and defor- 
mity of the spine is left in half the patients : but suppuration of the affected vertebra* seems 
to be unknown. Men are affected more often than women. In milder eases no physical 
signs of vertebral disease appear, and so the affection has been described as hysterical, the 
spine as an irritable spine ; in yet other instances, the spinal cord appears to Ik* involved, 
as if the periostitis affected the spinal canal, loss of control over the sphincters being 
observed, with paresis of the legs, and changes usually increase in the relieves. 

Tenderness in the spine due to injury may be the expression of either organic or 
functional disease resulting therefrom, and the precise diagnosis may be extremely difli- 
cult. The trauma is usually a railway, motor-ear, or other accident of locomotion (‘railway 
spine'), a fall, a sudden shock or concussion ; in another group of eases it is either a single 
sudden muscular overstrain, due to over-exertion or the effort to avoid an accident, or 
the more chronic overstrain to which rowing men, football players, and the like are exposed. 
A gross injury may produce fracture of a vertebra, with or without displacement of the 
fragments such as can be demonstrated by the use of X rays, subperiosteal or subdural 
hremorrhage, luvmorrhage into the spinal canal, hirmorrhage into or bruising of the cord, 
all of which will give rise to localizing cord-symptoms (girdle-pain at the level of the lesion, 
varying degrees of paresis and anesthesia below it) when the lesion is marked. At the 
other end of the scale are found the sufferers from traumatic neurasthenia , who have been 
exposed to identical injury or overstrain, but present no definite signs of disease in the 
spine or cord, although quite incapacitated for months or years by weakness and severe 
pains in the injured region. These patients often have increased knee-jerks : but definite 
evidences of organic disease are wanting, the sphincters are unaffected. Habinski's extensor 
plantar reflex is not obtained, muscular wasting is not found unless from disuse, and the 
various pains and tendernesses of which complaint is made have a neurasthenic or even 
a hysterical distribution and character. Traumatic neurasthenia may follow surgical 
operations or comparatively slight injuries to the head, back, or testicle, in addition to 
the severer traumas and strains already mentioned ; and it must be noted that a delay of 
one or more weeks, an incubation period, may intervene between the receipt of the injury 
and the development of the* neurasthenic pains. It would be unfair to take such a delay 
as evidence of a hysterical factor in the* ease, or of malingering. 

It is clear from the foregoing paragraph that traumatic neurasthenia includes eases in 
which it is not possible to say for certain whether a local organic lesion of the* spine exists 
or not. Such instances form a natural transition to those in which there is: 

Tenderness in the Spine due to Functional Disorders or to Disease in Other 
Parts of the Body. In very few of these* is there any deformity of the spinal column : 
it is flexile and not rigid ; and pain is rarely produced when it is carefully bent, twisted, 
or jarred, so long as direct stimulation of the tender part is avoided. As a rule the tender- 
ness is superficial rather than deep, and it is often associated with other areas of tenderness 
in the side or front of the body. In hysteria , complaint of pain and tenderness in the* spine* 
and back is not rare the ‘hysterical spine*'. The tenderness over the* vertebra* is often 
accompanied by tenelerne*ss on either siele of them ; in e*xte*nt it may change from time* to 
time, involving a single vertebra or even most of the* vertebral column. In neurasthenia the* 
spine may be* tender from top to bottom, anel more or less rigidity is often found also. When 
the tenderness is localized to a small part e»f the back, it may easily be taken as e vielence* 
of loe*al organic disease ; but the presence of other neurasthenic symptoms headache, 
irritability, fatigability after brief exertion anel the absence of signs of definite local 
disease or involvement of the e*ord, should help in the diagnosis. To distinguish e*le*arly 
between neurasthenia and hysteria is often difficult, and particularly so in t he* milder cases 
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of traumatic neurasthenia, because they may develop hysterical features such as areas of 
anaesthesia, a craving for sympathy, a tendency to exaggerate the symptoms, and so forth. 
The harmful effects of mental worry on neurasthenia, of the uncertainty attaching to an 
impending law-suit in which, perhaps, damages for injury are being claimed, are well 
known. 

Tenderness in the spine is very commonly a rctlex from disease in one or other of the 
thoracic, abdominal, or pelvic viscera. The tenderness is characteristically superficial in 
these eases, and acute pain may result from light pressure on the area involved: and if 
the tender tissues can lx* pulled aside sufficiently, it will be found that pressure on the spine 
itself causes no pain whatever. The differ- 
ent viscera produce this tenderness with 
some regularity in different and definite 
spinal areas, a scheme of which is given in 
Fi<!. two. 

The organs and diseases most often 
giving rise to this referred tenderness and 
pain in the spine are as follows : The am fa. 
in aortitis, arteriosclerosis, and aneurysm: 
the heart. in coronary sclerosis particu- 
larly, myocarditis, myocardial fibrosis, acute 
dilatation, and failing compensation : the 
s ;t(nnaeh. in gastric ulcer, malignant disease*, 
gastritis ; the liver, in cholelithiasis, cholan- 
gitis, new growth, and the venous congestion 
of tricuspid reflux : the intestine and reetmn. 
in acute inflammatory disorders, constipa- 
tion. and carcinoma : the uterus, in labour, 
menstruation, inflammatory affections, and 
new growth. It would appear that the 
lungs, whether inflamed or wounded, do 
not give rise to a referred tenderness : on 
the other hand, the whole or any part of 
the thoracic spine may become tender in 
disorders of the pleura such as pleurisy, 
pleural adhesions, or new growth. To illustrate the frequency with which pain and ten- 
derness of the spiru* occur, the axiom of many hospital out-patient departments may be 
quoted, that there is no woman in London who has not got a pain at the bottom of her 
back a libel on the sex, one may hope. 

The referred pains and lendcrncsscs disappear or are relieved with the curt* or relief 
of the cardiac, gastric, hepatic, uterine, or other disorder to which they are due. The 
diagnosis of the cause of tenderness over the fourth dorsal vertebra, for example, which 
may be due to disease of the heart, pleura, or stomach, must be made on general lines, 
and by consideration of the other signs and symptoms exhibited by the patient. 

E. Fan/uhat Buzzard. 

TENESMUS signifies frequent and painful inclination to go to stool, associated 
generally with straining and griping but with very little evaeuant result. A precisely 
similar condition affecting the bladder is spoken of sometimes as vesical tenesmus, but a 
better known term for this is Sthanci uv ( j » . 71*7). 

The severest examples of rectal tenesmus are afforded by acute dysentery, in which, 
after the acute onset of the disease, copious loose fieeal motions arc passed to start with, 
then smaller and smaller quantities at a time, and after this, when there is practically 
nothing left to conic away from the bowel, the desire to defalcate urgently and repeatedly 
may still recur perhaps every ten minutes with painful straining, causing the patient to 
groan or cry out, but with practically no evaeuant result beyond a little fluid with mucus 
and blood. The diagnosis in these* eases is generally based upon tile fact that the patient 
is or has been reside nt in some part of the* tropics where elysentery is endemic : the nature 
of the* dysentery itself, whether due to the amerba of dysentery, or to Shiga's dysentery 
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bacillus, or to other less well known bacilli, is made upon the results ol bacteriological 
investigations of the stools. 

Similar tenesmus may also occur in acute cholera when the stage ol rice-water stools 
has been reached ; here again the diagnosis depends upon the fact of residence in a part 
where cholera is endemic, or where cholera has recently broken out in epidemic form ; 
it is confirmed by the discovery of the comma bacilli of cholera in the stools. 

In this country there are various types of acute infective diarrluca which may simulate 
cholera to such an extent that, although not cholera at all, they have been grouped together 
under the heading of cholera nostras, and in such eases tenesmus may be extreme. Tempo- 
rary acute diarrluca with much tenesmus may arise in school-boys and others from the 
eating of unripe apples or other fruit ; after a brief but acute illness and perhaps a 
drastic purge, rapid recovery is the rule. More serious an* the acute attacks ol vomiting 
and diarrluca which are familiar under the name of ptomaine poison ini’, the cause being 
bacilli allied to (iaertner's bacillus ingested along with some article ol diet. Cases of 
ptomaine poisoning may be sporadic, but occasionally as the result of many persons 
eating the same cold pork pie perhaps, or something of that kind at a public function, 
acute epidemics are recorded, some of the eases ending fatally. The bacteriology 
of the condition is complex: different micro-organisms, including not only (iaertners 
bacillus, but also Morgan's bacillus A, Morgan's bacillus H. and probably others, are at the 
root of different outbreaks. The diarrluca is at first painless though frequent, but severe* 
tenesmus ensues after the bowel has become empty of practically everything but a little 
fluid together with mucus and exuded blood. 

Chronic dpsenterp is less often associated with tenesmus than is the acute form, but a 
considerable degree of tenesmus may none the less he complained of by those who have 
suffered from dysentery in th(* tropics and. having returned home not yet cured, still suffer 
from repeated diarrluca to the extent of perhaps twelve or fifteen motions a day. The 
same applies to cases of colitis, whether muco-mcmbranous or ulcerative, arising at home. 
It may be very diflicult in some cases to exclude malignant disease of the bowel unless 
the history is too long for this. In cases of doubt much may be learned by passing the 
sigmoidoscope and actually seeing the inflamed or ulcerated mucous membrane of the 
lower part of the bowel. 

Intussusception will only cause tenesmus when the* lower end of the intussusception 
has reached the pelv ic colon or the anus. The symptoms will be those of intestinal obstruc- 
tion, and when the intussusception is felt per rectum or seen protruding per aiiiun the only 
difficulty will be to distinguish it from a rectal polypus or prolapse of the rectum. The 
condition is very much commoner in infants about nine months old than in any other 
class of patient, and at this tender age tenesmus will not as a rule be obvious. In older 
patients a subacute or chronic intussusception is fortunately rare, and it is seldom diagnosed 
accurately previous to operation. 

Acute summer diarrluca and vomiting of infants is allied to ptomaine poisoning and 
is similarly due to one or more of the entcritie micro-organisms ; tenesmus may lie very 
severe in infants as well as in adults. 

Another malady allied to ptomaine poisoning, to tropical dysentery, and to acute 
summer diarrhoea and vomiting of infants, is so-called asplum dpsenterp , ol which the 
symptoms and results arc similar to those of tropical dysentery : asylum dysentery 
also has a bacterial cause, and the micro-organism producing it has been the subject of 
considerable investigation. The difficulty of deciding the precise nature of the infecting 
organism in all these cases depends upon the similarity between the different possible 
bacilli and the ordinary bacillus eoli which always abounds in the evacuations. 

Acute tenesmus may In* a marked feature in some eases of jnnsotiing bp arsenic ; the 
diagnosis of this cause may be obvious either on account of the patient having taken an 
over-dose with intent to commit suicide, when choleraic diarrluca and much tenesmus 
may conic on subsequent to the initial vomiting and collapse ; or because, in less acute 
eases, the patient is known to be taking large doses of arsenic in his medicine for instance, 
in the treatment of chorea or of pernicious anjcinia : indeed, the occurrence of diarrluca 
with griping rectal pains and tenesmus is one of the difficulties that presents itself in con- 
tinuing the arsenical treatment of pernicious amemia and other blood disease's to the extent 
that one would like. On the other hand, even when arsenic is the cause of diarrluca and 
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tenesmus it may sometimes he dillicult to make certain of the fact although sonic suspicion 
of it may have arisen in the mind of the physician. Accidental contamination of the 
water or of some food may have occurred ; or, still more important, some member of 
the household may he administering arsenic surreptitiously, perhaps as weed-killer, either 
with a view to getting rid of the individual concerned, or occasionally even without any 
particular object for instance, in the ease* of some* hysterical servant girls who have 
been known to administer poisons in a household in this way apparently without any 
material object at all. The circumstances of the ease* may make one suspicious and lead 
to a careful watch being kept, or perhaps an analysis of the water-supply e>r of some 
suspect e*d food will lead to the detection of the* arsenic. In e*ase* ed‘ doubt e>ne* might have 
to icseirt to the* expedient of taking the* patient entirely away from the* house* in whie*h 
she- has bee n living, and from amongst the indivieluals with whom she* has bee*n associated, 
in order to se*e* whe*the*r the* symptom persists when she* is secluded in a nursing hemic or 
e lse vv 'here, or whether it disappears the*re* te> re*turn again when she* geies home. Analysis 
ed' the* hair for arsenie* in e*ase*s of t his kind will seldom be* available* as a test ed' the* diagnosis, 
because it is emly in the hair that is growing during the time* arsenie is being administered 
that e xcess ed arsenie* is stored, and whe*n sullicient deises te> produce tenesmus have been 
administered they i 1 1 generally have* been large*, and therefore have* be*en given e>ve*r 
only a she»rt period. 

Besides arsenie*. edhe*r irritant drugs may produce* tenesmus. especially perhaps 
cantharidcs, calomel in repeated ele»se*s, ndoripith , gamboge, and indeed most e »f the* more 
powerful purgative's, The* eliagneish depends upon a knowledge of the elrugs that are 
be ing nelministcrcd. 

Rectal Conditions. The*re* remain for elisenssiem a number of either conditions which 
may produe-e* painful and freepient but fruitless straining at stool, the* cause being either 
irritation <d’ the* rectum or edist rue*tiein te> it or within it. These* may be* e*nume*rate*el 
as follows : 


1. ( 'oases \eithin the Lumen of the Keetum : 

1 in] >:ie*t i*e 1 faces A foreign heiely that has be*e*n 

inse*rte*d 


‘J. I'hings in the li e/// of the U eetum : 

( are iimma Adeneiina 

1 {octal prolapse* I hemorrhoids, especially if 

Polypus or polypi t l»re»mbe>se*(l 


3. Thi mis Outside the Heetum : 


Knlarge-el prostate* 

I Yripmst at ie* al isecss 
IVripnctal abscess 
Ise*iiiore*e*tal abse*e*ss 


Vesical e*ale*uhis 
Ovarian cyst 
l’te*rine* libroiel 
Be t reiver* e*d graviel uterus 


Cemeretiems 

Worms. 


Fissure 

Proctitis. 


l'elvie luematoeek* 
Ketopie* gestation. 


The* eliagnosis ed' all the* abeive elcpcnds upon careful examination ed‘ the* anal regiem, 
the* rectum, anel the* vagina, by inspeetiem -direct, eir t lire mgh a speculum, proeteiseope, eir 
sigmoidoscope* —or by palpation with tlu* finge*r. 

Impacted /frees may. from their symptoms, simulate rectal carcinoma closely : but 
when there* is carcinoma of the* rectum one's linger when insect e*d se*l<le)in comes upon a 
mass of face*.-;, whereas with facal impact iem the mass is generally well within reach ed‘ 
the* linger, The* eliagnosis will lie* ceinfirmce! by removing the mass itsedf pie*e*emeal with a 
spoon, followed by enemata or edhe*r loe*al me*asures, after which tlu* patient receivers 
complctedy . 

Ifeetul concretions differ from impacted face's emly in the* material ed’ which they are 
composed : for instane*e*, instcael e»f being ordinary facal material they may consist e>f 
hard lumps e if bismuth, magnesium , ehfdk, e»r either drug that has been given by the mouth, or 
of the* busks eu* products of some unusual meal as ail example* ed‘ which erne may mention 
the ease of a hoy whei. having stolen a bundle e if rinntimon sticks. che*wcel them up anel 
swallowed them, and a elav or twe> afterwareis suff creel extremely freun tenesmus as 
the result of a mass e it* undigested bits e if cinnamon stie*k that hud been impacted in his 
rectum. Iinir hulls have* caused similar tremble, though they are even rarer in the rectum 
than they are in the* stomach. 
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Adenomata , or long linger-shaped noil-malignant polypi of tiu* rectum, occur sometimes 
in such a way as to produce a kind of entanglement in which isrees become impacted higher 
up than the finger can reach, and the patient will be thought to be suffering from carcinoma 
of the sigmoid colon or of the pelvic colon ; there will, however, as a rule be much less 
wasting than there would be with malignant disease, though both conditions produce their 
symptoms at a similar age. The diagnosis will depend upon examination with the procto- 
scope or the sigmoidoscope, and perhaps upon excision of such polypi as can be reached, 
followed by microscopical examination. 

Another condition which may simulate rectal carcinoma very closely is peri prnctal 
inflammation followed by the formation of an abscess round the pelvic colon. The tenesmus 
which results, the constant painful straining, and the unsatisfactory evacuations may be 
associated with obvious ill health, aiucmia from loss of sleep, and loss of weight : so that 
malignant disease will frequently be thought the almost certain diagnosis. The condition 
is by no means so easy to detect as might be supposed : sometimes it is not until the patient 
has been anaesthetized with a view to further examination with the proctoscope* and sig- 
moidoscope that the nature of the condition is indicated by a sudden gush of pus escaping 
past the instrument as the result of the bursting of the abscess. The cause of such a 
condition is generally some previous local inflammation in the rectum, associated, for 
instance, with piles, or a polypus which has hitherto produced no symptoms at all : in 
some cases there may be both carcinoma and abscess, the latter the result of the former. 

A vesical calculus causing tenesmus will generally be one situated in a pocket of the 
bladder posteriorly : it is a very rare cause of tenesmus, and generally there is or has been 
hjpmaturia to indicate the need for examination of the bladder either with the sound or 
the cystoscope. 

The remaining conditions in the above list need not be discussed in detail ; they will 
be diagnosed by rectal or vaginal examination or by a combination of the two. 

There remains still one other very important cause of tenesmus, namely, tabes dorsalis 
with rectal crises. The symptom is not so uncommon as might be supposed. Not a lew 
cases of tabes dorsalis complain that they arc* unable to go about their duties as early in 
the morning as they woidd like, because after going to the closet in the ordinary was after 
breakfast they find that at intervals of perhaps half an hour they suffer from repented 
urgent and painful re-calls, extending over perhaps two or three* hours before the* bowels 
settle down to comparative comfort for the rest of the* day. Not much is passed afte r the 
first one or two visits to the closet, but the patient (hires not be* far away whilst the* recur- 
rent crises continue, for the call is urgent and very painful : but as a rule*, after two e>r three* 
hours of suffering of this kind he finds that he is free until the* ne xt day. The condition 
is quite distinct from the incontinence of fa*ces which may result at a later stage of 
the malady : it is an example of purely nervous tenesmus, which, however, may simulate 
carcinoma of the bowel. It may last for months e>r years, anel then cease te> trouble the* 
patient spontaneously, just as the lightning pains of tabes may. The* patient's complaint 
is generally of diarrheea, but upon careful inquiry it is found that the eliarrheea in the 
sense of fluid evacuations is much less pronounced than tin* tene smus that is te> say, the* 
recurrent painful call to ste>ol without mate rial evacuation. The diagnosis depends upon 
detecting the absence of knee-jerks and the existence of Argyll Robertson pupils. 

Herbert French. 

TESTES, ATROPHY OF. (See Atroimiy, Tfstkii.au, p. 8.7.) 

TETANIC CONTRACTIONS.- (Sec ( <>ntha< tions, p. ins.) 
THERMO-ANjESTHESIA.- (Sec Sf. ns ati on, Somk Aunoicwai rm:s of, p. 717.) 

THIRST, EXTREME. Cases of extreme thirst may be subdivided inte> two main 
groups : namely, those with and those without polyuria. To the former belong such 
conditions as diabetes mellitus, diabetes insipidus, and hysteria, which are discussed under 
Polyuria (p. b.VJ). To the other group belong such conditions as are tor the most part 
so obvious as to require no more than simple enumeration as follows : - 

1. Prolonged abstention from drinking: purposeful, or the result of necessity. 

2. Fevers and febrile states. 
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9. Excessive loss of fluid : (a) From the skin by profuse perspirations, natural or 

pathological ; (b) From the stomach, from repeated vomiting ; ( r ) From the bowel, from 
excessive diarrluca : (d) Into serous membranes, as in acute peritonitis. 

4. After severe hsemorrhage : (a) External, e.g., post -part um, haunatemesis, lurmo- 
ptysis ; (b) Internal, e.g., from duodenal ulcer, ruptured tubal gestation, leaking 

aneurysm. 

f>. East rectasis due to pyloric stenosis, owing to the fact that the stomach absorbs 
little fluid as compared with the intestines. 

(». Poisoning by such drugs as dry up the secretions of the mouth, notably belladonna 
and its allies, or astringents such as alum, gallic acid, tannic acid, or pcrchloridc of iron. 

7. The exhibition of excess of various salts, particularly sodium chloride, either as 
such, or incorporated in various food-stuff's. 

8. The rapid accumulation of (edema fluid in the subcutaneous tissues : for instance, 
when extensive swelling of the legs occurs for the first time in a case of failing heart, 
there may be intenseSthirst for the first few subsequent days, until the patient develops a 
fresh balance of his tissue fluids. 

It is clear that in sonic eases more than one factor at a time may be causing extreme 
thirst. Herbert French. 

THORACIC VARICOSE VEINS. (See Yf.ins. Vahkosi: Tiiokacic, p. 910.) 

THRILLS, PRECORDIAL. In order to arrive at a diagnosis of tin* cause of any 
thrill which is felt over the prsrcordiu. two facts must first be ascertained, namely : (1) The 
situation of the thrill : and (2) Its rhythm . Having discovered a thrill over the mitral area, 
that is. in the region of the apex beat, and found that it is presvstolie in rhythm, it is 
obvious that it is due to mitral stenosis . The valvular lesion will be confirmed by the 
presence of a presvstolie bruit, as it is rare to find the thrill without a bruit being associated 
with it. On the other hand, if the thrill be systolic in time, and mitral regurgitation be 
present, the thrill is due to this valvular lesion. A systolic thrill at the cardiac apex may 
also be caused by pericardial friction fremitus, or pleuritic fremitus : auscultation, and the 
relation of the thrill to respiratory movements, will serve to distinguish these from mitral 
valvular thrills. 

A systolic thrill in the second right intercostal space close to the sternum may be due 
to aortic stenosis , thickening of the (untie valve, atheroma . or dilatation or aneurysm of the 
ascending portion of the thoracic aorta, and the diagnosis of the cause of the thrill can 
only be made by the other physical signs which indicate the morbid condition present. 
Thus, if there be dullness in the second right intercostal space, over which the thrill is felt, 
there is probably dilatation or aneurysm of the arch of the aorta. The likeliest cause of 
a pronounced systolic thrill to the right of the upper part of the sternum is aortic stenosis : 
and it is dangerous to diagnose real aortic stenosis without this thrill, for many systolic 
bruits in the aortic area are due to minor changes in the aortic valves or in the aorta itself 
without any real stenosis. 

A diastolic thrill may also be felt in the second right intercostal space close to the 
sternum, but it is rare ; when present, it is due to aortic regurgitation , and is accompanied 
by the characteristic diastolic bruit and water-hammer pulse. More often the thrill, like 
the bruit, is most marked in the third left space close to the sternum. 

In the pulmonary area, vi/..« in the second left intercostal space near the sternum, 
systolic thrills air dm* to congenital affections of the heart, (‘specially pulmonary stenosis , 
patent interventricular septum , and patent ductus arteriosus. An extensive thrill over the 
base of the heart in voting children is nearly always due to congenital malformation. The 
apex beat is generally near its normal position. The cardiac dullness usually extends to 
the right of the sternum as the result of enlargement of the right ventricle, and there is 
commonly a loud universal systolic bruit, having its point of maximum intensity over the 
bast* of the heart to the left of the sternum in the second space when there is pulmonary 
stenosis, in the second and third spaces with patent ductus arteriosus, and in the third 
and fourth spaces with patent interventricular septum. With pulmonary stenosis one 
expects cyanosis, either continuously present or occurring at intervals, dyspiura, especially 
upon exertion, clubbing of the lingers and toes, and polycvtlurmia ; but with patent ductus 
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arteriosus, or with simple perforation of the interventrieular septum, there may he no 
symptoms accompanying the abnormal physical signs. 

Rresystolic and systolic thrills sometimes, hut very rarely, occur to the right of the 
sternum in the tricuspid urea, due to stenosis and incompetence of this valve. 

Ilerficrt French. 

THROAT, SORE. (Si •v Som: Tiihoat. |). 757.) 

THYROID GLAND ENLARGEMENT. An enlarged thyroid gland gives rise to 
a swelling in the front of the neck, internal to and under the sternomastoid muscles and 
internal to the carotid vessels, which, if the swelling is large enough, an* pushed outwards. 
The gland is eonneeted intimately with the larynx so that it list's and falls with the 
larynx and trachea during deglutition. This sign alone is generally sufficient to establish 
the diagnosis of enlarged thyroid gland, but there are two sources of fallacy: (1) A 
swelling not thyroid in origin but lying above it or in front of it, such as a subhyoid 
bursa or sebaceous cyst, or a suppurative or syphilitic perichondritis of the thyroid 
cartilage', may present the same sign : (2) A thyroid swelling, if fixed, as it may be by 

inflammation or malignant growth, may not present it. In most eases, however, a swi lling 
in the position of the thyroid gland which moves on deglutition indicates an enlargement 
of that gland. 

Varieties of Enlargement and their Differential Diagnosis. During menstruation and 
prcguancfi the thyroid becomes enlarged, but seldom sufficiently so to cause symptoms: 
if the gland happens to be the seat of pre-existing disease the increase of swelling may be 
sufficient to induce respiratory difficulty. 

Parenclnfmatous Goitre, or a general hypertrophy affecting the whole gland, is the 
commonest form of enlargement. All parts of the gland are affected more or less equally : 
the tumour being bilateral, the normal shape is preserved. 'The swelling is freely movable, 
painless, and soft. It is rarely congenital, and more often appears about puberty. Its rate 
of growth is usually very slow, and it may attain an enormous size without causing any 
other symptoms. When' simple* parenchymatous goitre ends ami (haves' disease begins 
it is difficult to say, for that which is a simple thyroid overgrowth at one* time without any 
collateral symptoms may later become associated with typical Lravcs* disease' phenomena. 

('fistic Goitre is a loose term used to cover any form of enlargement of the thyroid 
which is caused chiefly by the presence of one or more cysts. If the cyst is large and lax 
fluctuation may be made out. The cysts, however, are often small and tense, and difficult 
to distinguish from solid adenomata. Cysts are rarely present without some enlargement 
of the rest of the gland. 

.Adenomatous Goitre. The common cause of unilateral enlargement is the presence 
of an adenoma, a definite encapsulcd tumour which may contain cysts and grow to a large 
si/.e. A luemorrbage into one of these cysts may cause a very rapid enlargement, and so 
• 1 i v f * rise to a suspicion of malignancy ; cases have even been reported in which an intra- 
• roid lucmorrhage has been followed by acute dvspmca and death. Adenomata may 
ne single or multiple : when present in both lobes the enlargement may be difficult to 
distinguish from the parenchymatous form. 

Fibrous or Ligneous Goitre is a rare condition, due to a primary chronic inflammation 
of the whole gland, and resulting in a firm dense enlargement. 

( arcinoma is not often met with. It occurs with equal frequency in both sexes, 
and is rarely seen before the age of forty. In the early stages, while still confined within 
the capsule of the gland, it may be difficult to differentiate from the other forms of goitre. 
It should be recognized by its rapid growth, its hardness, and irregular bossy outline. When 
the neoplasm has penetrated the capsule and invaded surrounding structures the diagnosis 
has become obvious. The tumour may become fixed, no longer moving on deglutition : 
often one or other vocal coni is paralysed, a condition rarely seen with innocent goitre ; 
and involvement and ulceration of the trachea are common. The cervical lymphatic glands 
may be enlarged, but as those first implicated are placed deeply, defying detection, not 
much help is gained from this source. There is a special liability for metastatic secondary 
deposits to occur in bones, particularly in the vertebra* and cranium. 

Ld'ophthalm tc Goitre (Lravcs disease, von Rasedow s disease) is far more common 
in girls and women than in men {Fig. 217, p. 292), and rarely occurs before puberty or 
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21 ft c*r middle life. The most prominent features of the disease art*: (1) Exophthalmos ; 

(0) Tachycardia with palpitation : (IS) Enlargement of the thyroid gland, oltcn pulsatile ; 

( I) Tremulousness of the hands and general nervous excitability : (a) Breathlessness on 

exertion. The vision is normal, but when the eyeball is moved downwards the upper lid 
does not follow as in health (von (irael'c's sign). The palpebral aperture* is wide r than in 
health, owing to retrae-tion of the* upper and lower lids (Stcllwag's or Dalrymplcs sign). 
Pigmentation of the* skin may be intense ( Fig. .>01, p. (»b‘S) and simulate* Addison s disease*, 
but the* niueeuis membrane of the* mouth is not a fleeter! as in the* latter malady. There is 
ofte n great enlargement of the* thymus gland in Graves' disease e*ase*s, clinical e vidence of 
the* fact be ing afforded sometimes by the* X rays (Fig. 2111, p. 2 1-8). 

A well-marked ease* is quite* characteristic*, but there* are* others extre-mely hard to 
se parate* from simple* parenchymatous enlargement, for with this, especially in veiling girls, 
amemia is often associated, anel with it the* symptoms of tachycardia, palpitation, anel 
bre*athle*ssness. It often heroines a matter of opinion whether a given e*ase* should be styled 
simple* parenchymatous goitre* or ine*ipie*nt Graves' elise-ase. Some authorities dilTere*ntiate* 
Graves' elise-ase into various types. e>f which two are* cle are r than the* rc*st . These* are* : 

(1) True* exophthalmic goitre*, with general hy pert rophy of the whole* thyroid glanel. in- 
e*lueling the* isthmus; (2) Toxic adenomatous Grave's* elise-ase*. in which the* enlargement 
of the* thyroid glanel is uneven, anel often only slight, one* < >r more* adenomatous masses 
be ing palpable* on erne siele* or the* < >t he r ; in both conditions there* may be* tachycardia, 
exophthalmos, anel tremor, but the* variability in the*se* classical symptoms is greater in the 
toxie* adenomatous type* e>f the malady than it is in the simple* thyroid hypertrophy variety. 

'fhe* above* are the* commonest forms of enlargement. Others much rarer are : 
Enlarge went due to pyogenic infection, eit tier acute or e*hronie : in pya-mia the* thyroid 
mav lie* the* se at of multiple* abscesses. Tuberculous anel gummatous disease may also cause* 
enlargement . and a slight degree* of goitre* has been noted in typhoid fever, acute rheumatism, 
malaria, variola, cholera, anel secondary syphilis. Hydatid cysts ot the* thvroid gland ha\e 
been noted on a lew occasions. Simple* hypertrophy of the* glanel. even to the e xtent ed 
simulating Grave s' disease*, may re*sult from long-continued mental strain, fear, or fright : 
and from certain debilitating infections, such as trench fever. 

Pressure Si^ns. It having be*e*n ascertained that the* swelling in the* ne*e*k is dcfinitcK 
thyroid in origin anel its nature defined, it remains to note whether there are pressure 
signs on the* surrounding structures. 

Pressure on the Trachea. Dyspncea is one* of the* symptoms that may be* produced by 
enlargeme nt of the thvroid gland. It may be* the* only thing complained of by a patie-nt 
not even aware- of the presence of a goitre*. The* size* apparently is not so important as 
the shape* and situation, for one* reaching to the* waist may cause no obstruction, and one 
the* size* of a cherry, if situated bet we*e*n the* sternum and trachea, may give* rise* to intense 
elxspnu-a. If the goitre* is unilateral the trachea is pushed over towards the opposite side* 
;ind llattened : if bilate ral, as in the- parenchymatous form, it is compressed laterally. The 
dyspneca may be* constant and distressing, or only noticeable on exercise* or on lying elown. 
Most of these- patients like* to lie* high in bed. propped up on pillows. 

Tressure on Serves. I nle-ss malignant, a goitre* rare ly causes much pressure on nerves. 
Those that max be* involved are*: {a) The recurre-nt laryngeal, resulting in paralysis of 
one or both vocal cords and alteration in voice. brassy enugh. or stridor ; (h) The cervical 
s\ input h e * t i e * . shown bv emit rae*t ion of the pupil on the affected side and ptosis: (c) The 
vagus ; (d) Bare lv the* nerve s of the* brachial and ccrvie-al ple xuse s. If any ol these nerves 
are involved suspicion must arise* as to the* malignancy of the tumour. 

Pressure on the (Esophagus. Being placed behind the trachea, the* (esophagus generally 
escapes pressure* bv a goitre, though this is to be remembered as a rare* cause ot dysphagia. 

Tressure on Veins is common, particularly on the internal, external, and anterior 
jugulars The* pressure* is rarclv more than sullicient to make them stand out prominently. 
■’ ' George E. (disk. 

TINEA, VARIETIES OF. (See Fi ncoi s Affections of tiif. Skin, p. IJOb.) 

TINNITUS is a symptom which occurs in a large proportion of cases of disease of the 
car and occasionally when there is no obvious lesion of the auditory mechanism. The 
sounds complained of are usually subjective, but they may occasionally have an objective 
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origin. Tinnitus may be continuous or intermittent. Its intensity and character vary 
greatly in different, patients : to some it is an intolerable annoyance, and occasionally lias 
even been the cause of suicide. The character of the sound may give some clue to the 
cause. Thus a pulsatile or rhythmical sound may be produced by the Mow of blood 
through an atheromatous internal carotid artery, which in its course through the carotid 
canid is separated from the tympanum only by a thin plate of bom*. The symptom is 
common in eases of atheroma, arteriosclerosis, plethora, granular kidney, especially if 
there is a high blood -pressure* : it may also be a great trouble when there is severe* amentia, 
especially in pernicious amentia. A creaking noise may be produced by cerumen, or a 
foreign body, in the external auditory meatus. A bubbling noise may be due to the 
presence of catarrhal exudation in the middle ear. A cracking or clicking sound may 
be caused by spasmodic contraction of the dilatator tuba* and salpingopharyngeus muscles 
which are attached to the Eustachian tube. When the character of the sound is 
described as humming, hissing, roaring, whistling, or musical, it is practically always 
subjective, and due to some irritation of the auditory nerve, usually at its terminations 
in the labyrinth. In rare eases the tinnitus may be associated with an intracranial 
murmur which can be detected on examination of the head with the stethoscope. An 
audible intracranial murmur associated with tinnitus may be due to the following causes : 
(1) Possibly venous murmurs associated with increased intravenous pressure due to 
excessive pulsation of the brain : (2) A bruit dr (liable in the jugular bulb which may 
occur in amemia, plumbism, syphilis, cachexia ; (l\) Intracranial aneurysm. The sudden 
explosive sounds in the insane and others may be due to similar causes. 

A distinction must, be made between tinnitus and hallucinnt ions of hearing, the latter 
usually taking the form of hearing voices, and indicating mental trouble, usually of a serious 
nature. Tinnitus, however caused, is usually influenced markedly by the general health 
and environment of the patient. Thus, sometimes the noises art* less marked when the 
patient is in the open air, when his attention is occupied by other matters, or when 
the sense of hearing is occupied by listening to objective noises. Similarly, the trouble 
may be present only at night, but may appear in the day-time if the* patient closes the 
external auditory meatus with his finger. Generally speaking, tinnitus becomes less 
marked and more bearable when the general health of the patient is good, and increases 
when the sufferer is out of health or overworked, either mentally or physically. Working 
in (*lose, stuffy rooms, or in proximity to noisy machinery, over-indulgence in alcohol, and 
excessive smoking, have a bad effect ; in women the trouble may be increased during 
pregnancy, menstruation, or the menopause. Toxic gases are apt to cause tinnitus 
temporarily if it is a question merely of staying too long in a stuffy room, persistently if 
the conditions of life lead to the inhalation of such things as small quantities of coal 
gas escaping from a leaky gas-pipe, or the exhaust gases from engines or motor-cars 
for instance, in the cabin of a motor-boat, or in a bedroom over a garage*. Severe 
unit us, with or without vertigo, may be due in a similar way to the effects of gases 
or fumes inhaled in the course of occupation in certain trades in which, for instance, 
carbon bisulphide, selcniurct ted hydrogen, sulphuretted hydrogen, or other unusual 
chemicals are employed in solvents ; in a recent ease lacquering tables as a hobby 
was the cause. 

Rapid changes of atmospheric pressure may cause tinnitus rising to heights, for 
instance in an aeroplane, or going to depths, as amongst miners or divers. 

Though tinnitus is very common in diseases of the ear, yet- serious lesions of the middle 
are, internal ear, or auditory nerve may be present without this symptom. There is no 
constant relation between tinnitus and deafness. The former may lx* present with perfect 
hearing, but when long continued the hearing nearly always becomes impaired. The 
sounds, too, may persist when the patient has become totally deaf. 

Tinnitus may occur from the following diseases of the ear : — 

1. The presence of cerumen , aural polypi, or a foreign body in the external auditory 
meatus. Removal of the offending body will in this case probably lead to the cessation 
of the tinnitus. 

In any inflammatory disease , acute or chronic , suppurative or nonsuppurative , of the 
middle ear. In catarrhal inflammation of the middle ear, the noise frequently has the 
character of bursting bubbles, and is due to movements of the viscid exudation in the ear 
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itsi 1«. In otosclerosis, tinnitus is a very prominent and usually early symptom. It may 
occur before any alteration in hearing is present. 

;j. In diseases of the internal ear tinnitus is especially liable to occur in a severe and 
intractable form. Thus it is especially likely to be present, in Meniere's disease , stfphilitic 
disease of the internal ear, and in those lesions of the internal ear which may arise in the 
course of hfphoid and other specific fevers. Extension of suppuration to the lahprinth from 
the middle ear is also an important cause ; and it may be present, usually associated with 
deafness, after a fracture of the base of the skull. 

Persist cut unilateral tinnitus with progressive internal-ear deafness and vertigo must 
raise a suspicion of acoustic nerve tumour. 

Noises in the ears' may be complained of in a considerable number of general 
diseases, cither with or without a lesion ol the ear. I hus. they are iretpiently present in 
amentia, and in diseases such as teulaemia or pernicious amentia , in which ansrmia is a 
prominent symptom. 

Some cardiac lesion . especially aortic regurgitation, may be found in the pulsatile 
variety of tinnitus, (tout, chronic nephritis . anemia . and arteriosclerosis with high blood - 
pressure, may also be responsible Idr tinnitus, and it may occur during attacks of migraine. 
Sometimes it has apparently a reflex origin, being associated with neuralgia or digestive 
disturbances, especially dyspepsia. Malaria may also be a cause, though here the trouble 
is likelv to be the result of large doses of quinine. Other drugs likely to cause the trouble 
arc saticqlatcs. antipqrin . the excessive use ol tohaee o, and alter amesthet tes such as 
chloroform or ether. 

In persons who constantly use the telephone tinnitus may occur, associated with pain 
and some deafness a condition known as -telephone ear '. Herbert French. 


TONGUE, PAIN IN. (See Pain in ink Toxiiri:, |>. 5!MI.) 

TONGUE, SORE. (Sec Pain in i hi: Tonim i;. ji. 5!K>.) 

TONGUE, SWELLING OF. (Src Sw ki.i.im; of tin. Toni.fk. j>. 851 .) 

TONGUE, ULCERATION OF. (Sec l ic f.iiation of tiif. Tonoi k, p. «» 5 .) 

TREMOR occurs when the normally continuous contractions ol a muscle at work, 
or the normally uniform tone of a muscle at rest, art' replaced by a succession ol separately 
perceptible muscular twitches. In these circumstances a movement which is normally 
uniform becomes tremulous: a position that can be maintained steadily under normal 
conditions is now kept unsteadily or shakily. 

Tremors are of very various periods, amplitudes, and general characters in diflcrent 
eases. Their physiology and pathology are not at present fully understood, so that it 
is not yet possible to classify them etiologieally . From a clinical point ol view they* may 
be classified roughly in accordance with their more obvious physical characteristics 
their fineness, periodicity, regularity, and the circumstances that favour or inhibit their 
production ; but an unbroken series of graduated tremors can be traced in various 
diseases, passing by imperceptible degrees from the rapid and minute oscillations observed 
in paralysis agitans to the coarse and irregular movements composing the intention-tremor 
of disseminated sclerosis. A similar variety of regular tremors may be observed sometimes 
in a normal person as the temperature of his body falls from exposure 1 to cold, or during 
the occurrence of a rigor. Hence* a rigid clinical classification ol tremors is impossible. 


Fine Tremor. 

Kxposure to cold 
Nervousness, emo- 
t inn 

Muscular fatigue or 
weakness 
( onvalesetaiee 
Congenital and fam- 
ilial tremor 
Senile tremor 


Ci.assii K vrieiN. 

Post -eneephalit ie Parkinson- 
ism 

Paralysis agitans 
(■e*neral paralysis of the 1 in- 
sane 

(haves' disease 
Occupation neurosis 
Chronic intoxications. c*.g., by 
Alcohol Coeaiinc 


Tobacco Mercury 

Absinthe* bead 
Morphia Manganese 

High pyrexia 
Hysteria 
Neurasthenia 
Railway spine 
l ra*mia. 
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Unilateral Fine Tremor. — 

Cerebral tumour (lironic hemiplegia 

Coarse Tremor. — 

Exaggerated degrees i Familial and hereditary 

of line tremors | ataxias 

Intention Tremor. — 

Disseminated selero- i Hysteria 

sis i Congenital eerehral diplegia 


I t ester in. 


j ('lironie hemiplegia 
' Chorea. 


Some cerebral or cerebellar 
lesions. 


FINE TREMOR. 

Fine tremor consists of regular oscillations of small amplitude due to alternating 
contractions in antagonistic muscles or groups of muscles, repeated from three to 
nine times per second. It is usually most marked in the extremities, but may also as 
in old age and in paralysis agitans affect the bead and neck. It may occur only when 
some movement is attempted : or it may continue also when the patient is at rest. Fine 
tremors cease almost invariably during sleep; (‘motion habitually increases them. They 
are not purposive, and should be distinguished from the fibrillar contractions (see Con- 
tractions, p. 1<>8) of individual muscle-fibres or muscle-bundles seen in some* muscular 
degenerations. 

Fine tremors occurring in consequence of cold , nervousness, excessive emotion, cnnvalcs- 
cenec , and muscular fatigue or weakness, are matters of common daily observation. They 
tend to pass off as the patient's condition of mind or body improves, and should occasion 
little trouble in diagnosis. 

Congenital and familial fine tremors occur mostly in children or young adults, mainly 
in the hands and arms, face, or tongue. The oscillations art* often absent while the patient 
is at rest, but make their appearance whenever movement is attempted, and are increased 
by nervousness or emotion. They can often be suppressed for a time by a strong effort 
of the will, and in many instances they disappear as the patient grows older. They cause 
practically no inconvenience, and an 1 not accompanied by any other abnormalities in 
the neuromuscular apparatus. Their diagnosis should be made plain by t lie patient's 
personal and family histories. 

Senile tremor and paralysis agitans may be considered together. Senile tremor comes 
on with old age in the form of fine regular or irregular oscillations affecting the arms and 
the head. Doth sides of the body are involved, the head early, and the tremor ceases 
during repose and in sleep. The muscles of the affected parts are neither rigid nor weak. 
These senile tremors must be distinguished carefully from the tremors of paralysis agitans, 
or Parkinson's disease a progressive and more serious disorder: in this the tremors an* 
of several varieties. A fine oscillatory to-and-fro tremor, with from three to six excursions 
< r second, affects the extremities and bead in some cases. In others, the tremor is coarser, 
rhythmical, slower, and to some extent purposive : in typical instances it produces the 
alternating movements in the thumb and index finger described as * bread-crumbling ' 
or ‘cigarette-rolling’. 'These* may be combined with more irregular movements of flexion 
and extension at the wrist, pronation and supination of the forearm. 'The progressive* 
development of these tremors and movements is often characteristic; almost invariably 
they affect one half of the body before the other, beginning in one band, spreading to the 
leg of the same side, and, after an interval of months or years, involving the opposite limb 
in a similar manner. As a rule, the movements continue when the patient is sitting or 
lying at rest ; in severe cases they may persist even during sleep. In most instances 
they can be lessened by an effort of the will, and diminish also on passive or voluntary 
movement. If. on the other hand, they increase on voluntary movement, a tolerable 
imitation of an intention tremor may result. 'They are augmented by emotion or excite- 
ment. In cases of some duration a well-marked coarse shaking of the arms may be a 
noticeable feature, while contractions alternating in the flexor and extensor muscles of 
the legs may cause the feet to clatter when they are placed on the floor; the thighs arc 
commonly held in adduction. The tremor in posl-encephal itie Parkinsonism closely’ resembles 
that of paralysis agitans, and is generally accompanied by the rigidity characteristic of 
that disease. 
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Paralysis agitans is characterized by other signs that facilitate its diagnosis, and the 
ehief of tlu-se are: ( a ) Muscular rigidity, causing a fixed, expressionless facial aspect, 
(see Fve ii:s. p. 2TJ). a monotonous voice, a hent and rigid carriage, and a shuffling, hesi- 
tating gait, with lest mat ion, propulsion, and ret ropulsion. Kest illation implies that the 
patient, in walking from one point to another, starts with slowness and difficulty, hut 
accelerates as he goe*s along. much as if he were running after his own centre of gravitv, 
and at the end he may even fall forwards unless there is some object at hand for him to 
natch hold ol. Propulsion, ret ropulsion. ami the rarely observed lal eropulsion, arc terms 
meaning that the patient, sent off with a vigorous push to walk forwards, backwards, or 
sideways, exhibits the same acceleration and proclivity to fall down at the end for- 
wards, backwards, or sideways. ( h ) Muscular weakness of t Ik* tremulous or rigid parts. 
(c) I'ara sflu sia\ such as aching pains about the limbs or body, flushes of heat or cold. The 
sphincters and mental faculties are not affected, while the deep reflexes are usually normal, 
but ma\ be increased. Cases of Parkinson's disease occur in which tremor is absent : 
the presence of the other signs mentioned above, however, should suffice for its recognition. 
liilalcral eta heal degenerat am . with its slowly increasing rigiditv and muscular weakness 
and its set facial expression, may resemble paralysis agitans : but it is accompanied by 
progressive mental failure, increase of the deep reflexes, and sphincter troubles. 

The tremor ol certain types of general paralysis of the insane is a fine, irregular oscilla- 
tion, often with a twitching character. It first appears about the lips and tongue, often 
associated with some blurring of articulation, and later spreads to the hands. For the 
most part this tremor occurs on exertion : it varies in extent, and may almost disappear 
during periods of general improvement . In t Ik* later stages of the disease a coarse universal 
tremor sets in. combined, perhaps, with grinding of t I k* teeth. lit these patients the moral 
and i 1 1 1 ellect ual changes, tottering naif, alterations in the tendon- and pupil-reflexes, and 
other phenomena of general paralvsis. will probably not escape attention. 

In (i raves' disease a line, regular, and rapid tremor, about e*ight to the second, on 
exertion, is one of the cardinal signs. It affects the outstretched (infers most, the hands 
and arms much less. ;ind least often the le*gs : it is increased by movement or bv excite- 
ment. In addition, attacks of trembling that affect the whole bodv may occur. It is 
onlv in aggravated eases, however, that these tremors are so severe as to interfen* with 
the customary employments of the hands. The tremors of (braves’ disease are likely to 
be associated with t hv mid enlargement, exophthalmos and the other ocular phenomena, 
taehveardia. attacks of palpitation, wasting, sweating, or mental changes, so that the 
diagnosis ought not to be diftieult. 

fine tremors are observed frequently in many of the ehnntie i nto,cications, particularly 
those due to alcohol, absinthe*. lead, mercury, manganese, antimony. nicotine. carbon 
bisulphide, morphine, cocaine, and certain other organic compounds that may be taken 
into the system in the course of modern trade processes which involve the use of complex 
solvents, reagents, or dyes. .tlea/udi< tremor is line, regular, and rapid : it is well shown 
in t he outspread finders of the extended hand and in the feet. In many cases it can be 
felt by the observer's hand more readily than it can be perceived by his eye: or it may 
he rendered more conspicuous by laying a sheet of paper on the backs of tin* outspread 
pronated finders and hand. It is absent during rest, and is increased by movement, 
excitement, or fatigue. It may also affect the tongue. lips, and facial muscles, taking 
the lorm of a rapid and rather irregular twitching. increased on exertion. This tremor 
is an e arly sign of alcoholism, and is often more marked in the morning hours, when it 
is due. perhaps, to fatigue and want of alrolmlie* st iinulat ion : it ran be* controlled to seune 
e xtent by the* will. Assoe*iate*d with it is a certain general nervousness and jumpiness ; 
in addition, the* patient will no doubt exhibit some of the other signs of chronic alcoholism 
- venous stigmata or acne* rosacea on the* nose* and fae*e, rcstle*ssness. insomnia, gastric 
disturbance's particularly the* morning vomiting e>f mucus on an empty stomach, and 
loose* motions parast he*sia and weakness of the* extremities, mental and moral elctcriora- 
tion. If the* main facts of the* case can be* made out, tre*me>rs eluc te> alcoholism should 
not be hard to diagnose. A history e>f chronic alcoholism should always be inquired after 
most care*fully, both from the* patient, who may deny it in toto . and from the patient's 
friends, who may hasten to admit more than the facts warrant. This is e>f importance, 
because* mere* nervousness at the* prospect eir re*ali/.at ion of an interview’ with a medical 

i > 50 



THKMOH 


HH2 

man will often bring on a line but temporary tremor, indistinguishable, for the time be i tier, 
from the lasting fine tremor of the drinker. If such a tremulous, but teetotal, patient, 
has indigestion and aene rosacea. and repudiates any veiled suggest ion of alcoholism with 
apparently unnecessary warmth, there is some danger lest these evidences be taken as 
confirming the erroneous diagnosis of alcoholism. 

The tremor of mercurial poison i ng* a very rare* complaint nowadays, is at first line, 
but later coarse and even choreiform. It is met with amongst workers in lurs, lint -makers, 
and others who use skins that have been cured with mercurial compounds. It begins in 
the face, hands, and arms, and may spread to all parts of the body. At first it is brought 
out only by excitement, or on attempted movement. Later, it may persist even during 
sleep, and speech may be interfered with from involvement of the muscles of the tongue, 
pharynx, and larynx. Other prominent symptoms of mcrcurialism that should not be 
absent are profuse salivation, stomatitis, amemia. and cerebral symptoms ol various kinds. 
Mercurial tremors mav have to be diagnosed from those ol paralysis agitans or disseminated 
sclerosis. 

Tn lead poisoning a fine tremor of the affected limb is sometimes met with in eases 
marked by paralysis. The oscillations may also be seen in the tongue and lips, particularly 
in the rarer instances of chronic plumbism that exhibit cerebral symptoms and simulate 
general paralysis of the insane. The diagnosis ol these unusual eases would be difficult 
unless a suspicion of lead poisoning were aroused, cither by a history ol exposure to the 
intoxication, or by the occurrence ol* other signs and symptoms ol plumbism (see p. fa). 

Manga note tremors are met with mainly in those who have worked in manganese 
mint's: there may be coarse tremors of hands only, or ol hands, arms, feet, and legs, 
increased by attempts at voluntary movement : more often there are also nystagmus, 
ataxy, changes in the reflexes and in the intellectual faculties indicative of gross changes 
in the central nervous svstem. Tremors due to atdnnony are similar to those caused 
by manganese, and their nature will be suggested by Hit* patient's occupation. 

In hysteria the clinical picture of any or every disorder of movement or sensation may 
be more or less closely reproduced : and tremors of every variety may lu* met with in 
hysterical patients. The diagnosis may Ik* extremely difficult until hysteria is suspected, 
when it may be confirmed by the discovery of signs and symptoms that, singly or together, 
are pathognomonic (p. 570 ). The diagnosis of hysteria should never be made lightly or 
without finding some cause for its presence. It is as important to discover the psycho- 
pathology of a hysterical symptom as it is to determine the morbid process at work in 
a case of organic disease. 

Unilateral Fine Tremor is but rarely seen. It may be a hysterical manifestation, 
functional, or may be* significant of an underlying lesion of the central nervous sys- 
tem. Unilateral tremor may occur in tumour of the frontal region of the brain : if present, 
it occurs in both arm and leg. and only on the same side of the body as the tumour. 

he patients will often exhibit mental changes, such as inattention, incoherence, loss of 
memory, alterations in character : sometimes, too. irritative phenomena occur. 

Unilateral fine tremor may develop on either the same or the opposite side of the body 
in a ea'-e of tumour of the mid-brain and sidnthalamie region . The general symptoms 
of cerebral tumour will be present, and in addition certain localizing signs may make their 
appearance. The chief of these would be paralysis of the third nerve, loss of sensibility 
over the area supplied bv the fifth nerve, eccentric position of the pupil, defective reaction 
of the pupil to light, and weakness of the upward movements of the eyeballs. 

It may be added that fine tremors occasionally occur in the paretic limbs after hemi- 
plegia. 'The history of tin* ease and the presence of other signs characteristic of hemiplegia 
should make the diagnosis here a comparatively straightforward matter. Fine tremor 
may be seen in chorea , and may be unilateral in such eases. 

COARSE TREMOR. 

Coarse tremors may develop as temporary exaggerations or later developments of 
the fine tremors occurring in several of the morbid states already considered. Thus, 
when the body is thoroughly chilled or fatigued, or when a patient is in a rigor, the initial 
fine tremor will often pass on into a very coarse tremor, as the amplitude of the involuntary 
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muscular contractions increases, their rhythm remaining much tin* same. The fine tremor 
of paralysis agitans or general paralysis may similarly grow into a coarse tremor : coarse 
tremors are seen not infrequent ly in hysteria. The diagnosis in all these eases must be 
made on the lines already indicated. 

( oarse tremor is met with sometimes in the various forms of familial and hereditary 
ataxia. Thus in Friedreich's disease (p. (>2t), in addition to intention tremor, irregular 
involuntary motions, described as coarse tremors in some eases, as choreiform in others, 
take place in the arms while the patient is at rest. Irregular nodding or tremulous move- 
ments of the head and trunk also occur in advanced eases; the muscles of articulation 
and of the face may exhibit irregular purposeless contractions or quiverings when conversa- 
tion is attempted. In spinocerebellar ala.ria , irregular choreiform movements, or constant 
tremors, large and small, may be seen in the head, trunk, and limbs whenever the attempt 
is made to hold them steady, but unsupport ed. Similar disturbance's have been recorded 
in cerebellar ala, rift and in the oHvo- panto-cerebellar atrophp of Dejcrinc and Thomas. In all 
these conditions the ataxia is the prominent symptom, the coarse tremor being no more 
than an occasional cpiphcnomcnon : the diagnosis between them must be sought in 
special manuals, and also under the* heading Ataxy (p. 7.‘0 

The coarse tremor of the affected limbs seen in patients with chronic or spastic hemi- 
plegia or diplegia* and in some oilier cerebral disorders, is a variant of the athetoid or 
choreiform movements that are characteristic of those conditions. They art' considered 
under the heading ( ontk notions ( Faratnijotlonas tnn/hple.r, p. 17t). It is practically 
impossible to draw any hard-and-fast line between the grosser fine tremors and the finer 
coarse tremors. In the same way, coarse tremors merge insensibly into tilt* lesser degrees 
of athetotic and choreiform convulsions. 


INTENTION TREMOR. 

Intention tremor known also a^ aefitni or i'olitional Iremor has been defined as 
tremor produced, or if not produced at least exaggerated, by voluntary movements. 
These tremors affect the upper extremities, and sometimes the head and trunk also: the 
limb is quiet when not in actual use, but as soon as voluntary movement is attempted 
irregular and involuntary to-and-fro motions begin in it. and are superndded to the 
intended movement. These to-and-fro motions become more marked, and sometimes 
more rapid, the more nearly achievement of the 
desired movement is reached. The greater the 
amount of precision demanded by the voluntary 
action, the greater becomes the amplitude' of 
these involuntary excursions. Wishing to drink, 
the patient may lift the cup from the table 
steadily enough ; but as the cup approaches 
his lip, the involuntary movements appear and 
rapidly increase* till the contents are jerked 
wildly in all directions as it reaches his mouth. 

The tremor may spread from the muscles that 
are being put into action and cause extensive 
jerky movements of the head and trunk. In- 
tention tremor is often present in eases of dis- 
seminated selentsis. The arms art* affected most 
frequently, but careful observation will often 
show that none of the voluntary muscles escape. 

The head may oscillate when the patient is 
holding it up : the trunk may exhibit jerky 
movements when lit* sits or stands : the legs when he stands or walks, after the disease 
has made* some progress. Disseminated sclerosis is a protean disorder. Typical examples, 
however, may be recognized by the occurrence of intention tremor ( Fig. <>(>]) muscular 
rigidity, nystagmus, pallor of the optic discs, and staccato or scanning speech. The deep 
reflexes are increased ; the gait is spastic or ataxic : Habinski's sign is present ; subjective 
sensory signs art* far commoner than objective; and control over the sphincters may 
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sometimes be impaired fairly early in the disease, though as a rule their involvement comes 
on late. The diagnosis of disseminated sclerosis, however, does not depend upon the* 
presence or absence of any particular sign or symptom, but upon a careful and detailed 
history : this will indicate the occurrence of lesions in different parts of the* central 
nervous system at various intervals of time. In hysteria . intention tremor ma\ occm in 
just the same way as a line or a coarse tremor may : and other points of correspondence 
between hysteria and disseminated sclerosis may often be found in the* age and sex ol 
the patient, in the remittent course pursued by either of the' disorders, in the* Ireepient 
occurrence and partial rcc*ove‘ry of various paralyse*s and of amblyopia with eont motion 
of the visual fields, and in exaggeration of the* deep re*lle*\cs. Hut distinct dille*rence , s 
between the two are. fortunately, not wanting. In hysteria, the* obje*ctivc sensory signs 
are well marked, the optic* discs are not affected, nystagmus is absent. Habinski's sign 
never occurs, and control over the* sphinefers is not lost. Attention to these* points 
should sullicc to clear up the diagnosis between hysteria and dissc-minated sclerosis; but 
in the* earliest stages of the* latter it may be* nce*cssary to keep the* patient under 
observation for some little time before a definite* opinion can be* prone>une*ed . 

An intention tremor is not very rare in the familial and hereditary atarias. e*spe*cially 
Friedreich's disease and cerebellar ataxy : but the disturbance of movement in these* 
disorders is characteristically an Ataxy (p. It also oe-e-urs in some* rases of congenital 

or unpt i red cerebral diplegia e»t bae*kwarel or mentally e!<*fe*et i\e* e*hil<lre*n. oce*asionall\ appe ar- 
ing as a familial dise*ase*. anel e*harae*te*ri/.e*d by bilateral spastic paralysis alfeet i 1 1 L*. the* limbs, 
or limbs and body. It is athelosis that is characteristic* of these* eases: but disordered 
movements of all sorts oc-our in them. In addition, the* sphincters are* commonly affe*c*ted. 
the deep relieves are increased. optic atrophy or ine*epialit\ of the* pupils is tre*<|ue*nt : 
and if the patie*nt is able* te> ge t about, a spastic or *se*issor e*ross le*ggcd gait is to be* se*e*n. 
Congenital cere* bra I diplegia in which the* spastic* we*akne*ss is most marked in the* le*gs is 
deseribe'd as Little's disease. The intention tremor oc*curring in birth palsy or in infantile- 
hemiplegia has, unfortunately enough, been described under the* name* eharea spastica. 

Intention tremor has also been recorded in a few instances of lesion of the* superior 
cerebellar peduncle, corpora yuadrigem ina , or optic thalamus . particularly when the* teg- 
mentum. red nucleus, and rubrospinal tract are* involve*el. It may Ik* noted in patients 
with cj'tracc rebel la r tumours growing in c*onne*ction with the* eighth nerve*, anel occupying 
the* posterior fossa of the* skull between the* pons and e*e*rebe*llum. It is seem in a certain 
proportion of eases of c*crcbellar atrophy, whether the* ele*ge*ne*rat ion is primary paren- 
chymatous, progressive and due* to interstitial and vascular lesions, or acute* and following 
some acute specific* fe*ve*r. Intention tmnor is also present in some* patients with ohvo- 
ponlo-ccrrbcl/ar atrophy. r Fhe* diagnosis of these* rare* instancies will naturally depend upon 
the development of other general and localizing signs of the* intracranial disease*. 

K. Fan/uhar Huz'ord. 

TRISMUS, e >r lockjaw, signifies a maintained closure* of the* jaws by tonic muscular 
spasm so that the* mouth cannot be opened. It is se*e*n best in te tanus. r l he* te*rm eloes 
neit include mechanical inability to open the jaws owing te> such affect ions as mumps, 
alveolar abscess with surrounding inflammatory eidema, angina Ludovie i. quinsy or seve*re 
tonsillitis, an odontoma, epithe lioma of the* mouth, myositis ossificans, and so forth ; but 
tbe*re‘ are at least two me*e*hanieal conditions that may not at first sight be* obvious, but 
which may loc*k the jaws together and simulate* true* trismus impaction of a nisdom tooth. 
and arthritic changes in the tern poro-ma.rillary joint . The*sc will be* diagnosed as the* result 
of a e*are*ful loe*al examination of the* teeth and of the joint respectively: in the* latter ease* 
t he* re* mav be ostee»-art hritie change's in other joints also. X-ray e*xaminat ion may be 
re*ejuire*el to de*tc*ct the joint changes or the* impacted wisdom tooth {Fig. bCd). 

Circumstantial e*vide*nee will generally serve* te> distinguish trismus due* to hysteria 
or to facial neuralgia : and if the*re* is any doubt at first this will elisappear if the* patient 
can be watched for a while*. If there are convulsive seizures in a hysterical patient with 
trismus they can generally be distinguished from those due to tetanus or to strychnine 
poisoning by their polymorphous eharae*te*r, and by the* fact that touching the* patient, 
and other similar stimulation, does not bring them on se> c*crtainly as would he* the* case* 
with strychnine or tetanus. 

The rigidity of the face musc les in certain east's of tuberculous or jmsfenor basal or 
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cerebrospinal meningitis newer occurs by itself 1 , and is a minor symptom amongst others 
that point to the correct diagnosis. The same applies to epilepsy and to anemia. 

Exceptionally, trismus may be met with in the course of severe general toxaemias : 
in f upland / ever , for instance, or cholera ; or sepficrvmia. The nature! of the illness will 
have been diagnosed before l lit' trismus sets in, and the symptom in these eases is 
quite an adventitious phenomenon. 

Malingering mav sometimes take the form of lockjaw, and it may be a little* while 
before the fraud can be detected : sleep is sure to come in time, and as the result of 
fatigue the malingerer's muscles relax completely. 

Catalepsy may include trismus amongst its varieties of maintained muscular con- 
tractions ; tin* general mental symptoms will assist the diagnosis, and as a rule there are 
no convulsive seizures. 

Trichinosis is verv rare nowadays, but if infected pork is eaten raw, or insufficiently 
cooked, the larva* of the parasites find their way to many different muscles, and they show 
some predilection for those of tin* tongue, mouth, 
and jaws. The resultant irritation, pain, and stiff- 
ness cause trismus whose* nature mav be difficult 
to determine unless the history points to pork as 
the origin. The patient is very ill in the earlier 
stages, with high fever, and the condition is often 
fatal. There mav be an epidemic of the malady. 

The blood exhibits cosinophilia. The final criterion 
of the diagnosis is the discovery of the typical 
parasites coiled up in their little oval cysts 
amongst the affected muscle fibres. In a certain 
proportion of acute eases it lias been stated that 
the embryos can be detected in films prepared 
from the cent rifugalized de posit f rom .*5 c.c. of the 
patient's blood after the red corpuscles have been 
laked . 

Hydrophobia and Tetany seldom exhibit 
trismus as a prominent symptom. The former, 
though it is almost unknown in (heat Britain now. would suggest itself if any con- 
vulsive illness developed after a definite* bite by a eleig, wolf. e>r either similar animal, 
particularly if the spasmoelic muscular eliflicultv was markedly increased by efforts at 
swallowing. 'The* symptoms may ne>t de ve*le»p for weeks or months after the bite, se> that 
the* patient may fall ill when he has come* heime after being bitten abroad. Tetany, also 
rare*, is at once distinguished by its typical carpeepcdal contractions (Fig. 1, p. ‘^) ; 
trismus, almost constant in tetanus, is nearly always absent in tetanv . 

Strychnine poisoning gives rise* t<> generalized twitehings and conv ulsions King 
before* trismus, the lateness of the* development e»f the* latter serving te> distinguish it 
from tetanus. There may be* evidence e»f strychnine* having been taken or administered , 
either bv the* mouth or hype iele*rmie*all> : the symptoms develop very acutely, and are 
apt to be* rapidly fatal. 

Tetanus is the* cause* par excellence ol trismus : the eliagneisis is eiften obvious if tile 
illness develops steadily in an eithcrwisc healthy person e>r new-born infant, starting with 
stiffness of the* ne*ek muscles, spreading to theisc e>l the face* and jaw, and thence tei the 
re st e »f the* trunk and limbs, with a tendency to e xtremely painful exaeerbat iems em the 
slightest stimulation, even by a streike with a feather eir the banging of a door: risus 
sardonieus ; eipist heiteuios ; nei eeimplctc relaxation eil the* stiffening muscles unless c*hleirei- 
form is giveai : a eluratiein of elavs rather than hours, and a termination in eleath meire* 
often than in re*e*ove*ry : e*spe*eially il all the*se things feilleiw a fe*w elavs, eir a vve*(*k eii more, 
after infection eif the umbilical e-eirei e»r a small penetrating weiunel with a rusty nail, 
a pie*e*e* eif stick, eir either similar lieiely that may have been cemtaminated with tetanus 
bae*illi freim the* seiil. It may be* possible* te> demonstrate the presence eif the elrum-stiek 
bacilli in films prepared freim the eleeper parts eif the wounel. The chief diflieulty 
arises when there* is nei e*lear histeiry, eir when the wound has been sei small that it has 
healed en* cannot be found. Hve-n then, meist eases are sei typical that they can be 
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diagnosed as tetanus without much difficulty. I nnecessary anxiety arises chicflx in 
east's of impacted wisdom teeth, or of hysteria, where tetanus may he suspected at fiist , 
the subsequent course of tilt* malady soon servos to exclude this. 

Trismus may be simulated by sclcrodcrmia of the iaee : but hen* the condition is 
rather one of fixation of the skin than of the muscles : the skin becomes like parchment, so 
that one cannot pick it up between the lingers : it feels firm or almost hard, and the patient 
becomes unable to open the* mouth properly because the skin will not bend in the i i h t 
wav. The disease is of slow onset and gradual progress, so that there is seldom dillicultx 
in diagnosis, but occasionally there are acute exacerbations in the sclcrndcrmia process, 
with rapid increase in the local pain and stillness, and then there max be difficult x in dis- 
tinguishing it at the moment from true trismus. The same remarks apply to a still rate! 
state of things in which the sclerosing process is not confined to the skin, but alleets, in 
varying degrees, the muscles, mucous membranes, and ncrx'cs as well, producing stillness 
and pain, the nature of which max escape recognition until the patient has been watched 
for days or weeks in anxiety. Trichinosis may be simulated by these east's ol subacute 
or acute dermato-nnfositis. muco-ilermalo-mifositis. or ncuro-m uco-dennato-m posit is (big- ooh, 
p. 702), which are fortunately uncommon. As a rule the infect ixe processes in the skin, 
muscles, and mucous surfaces in these east's are not confined to the lace: there will 
generally be painful muscles and stiffening skin-patches on the trunk or on the limbs 
as well, to assist in the diagnosis. Herbert breach. 

TUMOURS. (See also Swia i.iNos. p|>. HOI to K.">»>.) 

TUMOURS OF THE SKIN.— (S, . ako Nom i.i.s. p. .*>00.) 

Malignant Tumours which affect the skin include carcinoma, c/nttnlinma. Hands 
disease, sarcoma , mycosis fnngoidrs. and .n rmierma pigmentosum . 

As a rule cancer cn cuirassc (Eig. 001) and nodular (lenticular) cancer are secondary 
to cancer of the breast or other parts, and their diagnosis is sell-evident. In melanotic 
carcinoma the tumours differ greatly in size, and also in colour, varying from a slate tint 
to bluish-black ; they appear more frequently on the genitalia and the extremities than 
elsewhere. The only condition from which melanotic cancer requires to be distinguished 
is pigmented sarcoma, and for this histological examination is neeessarx . Kither max 
result from a relatively small primary growth, for instance in the retina ol one eye. or 
in a pigmented mole : the eye max haxe been removed for the primary growth many 
even ten or twenty years previously. 

Epithelioma begins usually as a single growth, superficial, deep-seated, or papillary : 
but all the forms alike are marked by peripheral extension, inlilt rat ion and destruction 
of neighbouring parts, central ulceration, and (except in rodent ulcer, lor which see 
Ulckkation or tui: Faci:, p. 8<jg) a tendency to the formation of secondary growths in 
uphatie glands or in viscera. Kpithcliomata have a predilection lor the natural orifices, 
>: such moist parts as the glans penis, for exposed regions, and parts exposed to friction 
and trivial injuries. A wart, a mole, an ulcer, lupus vulgaris lesions, or an X-ray cicatrix, 
may lx* the starting-point. If the tumour begins in the skin it appears first as a papule ; 
if in a gland, as a nodule. In the former, the more frequent case, the papule becomes 
firmer and extends laterally : infiltration is evidenced by the hard, raised, pearly border. 
Ulceration occurs in the centre of the growth while extension is proceeding in the depths 
and at the sides. If the necrotic process inxolxcs the vascular tissue, there is more or 
less ha*morrhage. If the lateral extension predominates, the discoid type of epithelioma, 
as in sweep's cancer of the scrotum, is the result ; the surface is raised, with a steep 
border, and is bright-red, with a firm, granular surface. If the granulations are of large* 
size, the growth is of the papillary type. The chief diagnostic features of epithelioma 
are : the origin as usually a single growth, the site, the starting-point, the slight discharge, 
the characteristic border, the secondary growths in glands and elsewhere, f rom a wart 
or a mole epithelioma in its early stages can be distinguished conclusively only by micro- 
scopical examination ; should ulceration or erustation appear, epithelioma should be 
suspected. The so-called tubercular ulcerating syphilides are, as a rule, multiple, and not 
rounded, but rather segmental. (For the diagnosis of epithelioma from lupus vulgaris, 
see under Nonui.r.s, p. 500.) 
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Panel's disease* occurring chiefly in women niter the age ol forty, begins ns a reddening 
of a patch of skin, usually on or around the nipple, followed by branny desquamation. 
Infiltration soon produces a bright-red, granular, indurated surface, with a sticky, yellowish 
discharge, which by forming crusts may obscure the nature of the lesions, save at the 
border, which continues to be characteristic sharply defined, indurated, and sometimes 
distinctly raised. After a period, which is usually about two years but may be much 
longer, deep-seated parts may become affected, this extension of the disease showing itself 



on the breast by retraction and induration of the nipple and the formation of a tumour 
in the substance of the gland. In the early stage Facet's disease has to be distinguished 
from ehronie eezewa* which it resembles closely. Its differentiating features are the bright- 
red, granular surface exposed after removal of the crusts, the induration at the well-defined 
edge, the intractability, the age of the patient, and (later) the retraction of the nipple. 
The diagnosis may be made certain by microscopic examination of scrapings in iodized 
serum or liquor potassa*. when the bright, oval, nucleated bodies previously thought to 
be psorosperms will be seen, some still contained within the host-cells, others surrounded 
by distinct capsules. 
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Sarcoma of the skill is most frequently secondary to growths commencing in the 
lymphatic glands or the deeper structures. Sarcomata vary considerably in colour, from 
reddish to brown or bluish-black, and also in consistence ; those of the spindle-celled type 
are fairly tirm, the small-celled ones soft, with all intervening grades ol density. They 
may appear in any part of the body, but are often found in connection with moles, 
warts, or ulcers. The diagnosis usually depends upon histological examination, and it 
must suffice to say that a tumour which arises in previously healthy skin, or in a mole 
or wart, or at the site of an injury, which is soft and reddish from the vascularity that 
is a marked feature of this kind of tumour, or bluish from pigment, and which, alter a 
period of slow growth, enlarges rapidly, projects above the surface, and readily ulcerates 
and bleeds, is probably a sarcoma. 

In the early stage of mycosis f Magnifies the lesions are dull-red or livid patches, some- 
times slightly tinged with yellow, varying in size from the area of a finger-nail to that of 
the palm of the hand, with border sometimes well marked, sometimes fading oil. most 
frequently raised or thickened, but occasionally Hat. At first tin* patches are smooth and 
dry, afterwards they become scaly, and later still they may be moist or covered with 
crusts. Presently the surface becomes infiltrated, and tumours as small as a pea or as 
large as an apple, firm and tubulated, broader at the free than at the attached end, and 
somewhat resembling tomatoes, project above the level of the skin (‘fungoidcs ). As 
a rule, progressive thickening occurs, leading on to fungation. The lymphatic glands 
may be enlarged throughout the body. In the premycotic or eczematous stage which 
is sometimes absent the diagnosis may hesitate between mycosis fungoides and an 
eczematous or urticario-eezematous condition, and in some eases it may be impossible 
at this stage to distinguish definitely between the two : but in mycosis fungoides the 
lesions will make little response to therapeutic measures with the exception of X rays, 
the red of the patches may be slightly tinged with yellow, and they are more persistent 
than those of eczema. The only malignant condition which mycosis fungoides in the 
mycotic stage at all resembles is sarcoma, but there is seldom any difficulty in distinguish- 
ing between the two. 

The initial lesions of j'erodermu pigmentosum (Kaposi's disease) are small spots 
resembling freckles, but rather darker, which appear chiefly on the face, neck, arms, and 
legs, and generally begin within the first two years of life. I'sually they disappear in 
winter and return in summer : but after a time they become permanent, and often quite 
black. At first, the condition suggests nothing but excessive freckling, but presently amid 
the ‘freckles’ appear white, glazed, atrophic spots, telangiectases, and superficial ulcers 
discharging pus which dries into yellow crusts. After some years, small, warty-looking 
growths develop on the * freckles’. Tumours now form and ulcerate, producing fungous 
masses, and the process extends both widely and deeply, and destroys c*very tissue* it 
encounters, not excepting bone. It is only in the* earliest stage that there* can be any 
i.ilieulty in recognizing this very distinctive disease. In that stage* it may be* mistaken, 
as is sugge*sted above, for simple lentigo, from whic*h there may be* nothing but the more* 
extensive distribution to distinguish it. With the appearance of the* later le*sions lentigo 
will be dismissed from consideration, and it should be not less easy to rule* out 
sclerodermia. 

Benign Tumours of which the* diagnosis may be, in ve ry different degre es, open to 
doubt, are sebaceous and dermoid cysts , jib mm a moUuscum , ncuro/ibromrda . myoma 
cutis , myxoma the xanthomas, rhi noseferoma . molfuscunt conta<jiosum . colloi *t milium, 
benign adenoides ( ysticum , and keratosis follicular is. 

Sebaceous cysts , seen most frequently on the* scalp, the* face, and the back, rounded, 
ofte n somewhat flattened on the top, and sometime s as large as an orange, are* distinguished 
from fatty tumours by the absence of lobulation and the fact that the sebaceous e*ontents 
can be squeezed out when there is an opening ; in Dcrcum's disease (p. 50!) ) the deposits of 
subcutaneous fat may be less well defined, but the diagnosis is ge*ne*rally obvious from the 
alcoholic history. Dermoid cysts may resemble fibromata , but if they are incised a 
sebaceous-looking material escapers. Fibroma moUuscum , a pear-shaped or rounded fibrous 
tumour, usually covered by smooth skin and pedunculated, varying in size from a pin's 
head to an orange, and nearly always multiple* ( Fig. 057, p. 800), differs from a sebaceous 
cyst by its solid structure, and from a fatty tumour by its usual peduneulation and the 
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absence of lobulation. .V e u rofi hro m a l os is or von Recklinghausen's disease, of which the 
lesions consist of nodular tumours, sometimes associated with patches of coffee-coloured 
pigmentation, is differentiated from ordinary fibroma in that the tumours are composed 
of fibrous and nervous, and not simply of fibrous, tissue. There is also a perceptible 
thickening of the nerves of the arms. The tumours, which have their origin in the sheaths 
of the nerve-fibres, and range in size from a pin's head to very large dimensions, are 
sometimes mistaken for rheumatic nodules, hut instead of specially affecting the region 
of the elbows and the scalp, they occur on the trunk and extremities generally, nor is 
there (except from coincidence) a history of rheumatism. 

Superficial myoma cutis occurs in the form of nodular tumours on the arms, hack, 
chest, and face: the deeper kind, originating in the subcutaneous muscular structures, 
occurs as a solitary tumour, commonly on the breasts and genitals. The former growths 
are soft and elastic, and, like the latter, are often painful. The distinctive clinical feature 
of myoma cutis generally is that it contracts under the influence of cold. This, with tin* 
pain, the absence of any tendency to ulceration, and the aspect and slow course of tin* 
growth or growths, should enable the affection to be identified. 

My.roma. when it arises in the skin most frequently in the loose skin of the scrotum 
and labia usually forms rounded, pedunculated, translucent tumours, which tend to 
enlarge slowly. They have to lx* distinguished from molluscum contagiosum . This begins 
by the formation of small growths that have been likened to tiny mother-of-pearl shirt- 
buttons. 'Ibex are usually flattened at tin* top, where as a rule there is a depression in 
which can be seen a small aperture leading into the interior of the tumour. Through this 
orifice a whitish material, or sometimes 
a milky fluid, can be squeezed out. 

When they are very small the tumours 
resemble the vesicles of varicella . but a 
microscopic examination of the contents 
will obviate* the confusion. A mollus- 
(-iiiii body on the genitals may resemble 
a hard chancre, but similar growths 
will be found elsewhere. 

.V anthonut /dunum, often associated 
with jaundice and migraine*, and charac- 
terized by the formation of yellow or 
yellowish-white plaques (rarely nodules), usually in the upper eyelid and sometimes 
affecting also the lower lid, is easy of recognition, the* appearance of the yellow patches 
embedded in the curium, and almost imperceptible to the touch, being absolutely dis- 
linetixe. Xanthoma multiple, r. howexcr. is not identified quite so easily. Here the 
lesions are nearly always nodular, and often observe a linear grouping, and the colour 
xarics, a blackish or reddish pigment being mixed sometimes with the yellow, t’sually 
the nodules occur in connection with hepatic disease. 'Pile condition lias been con- 
founded with urticaria pigmentosa, but there is no itching, there an* no wheals, and 
it is impossible to produce factitious b -sinus. The tumours may be indistinguishable 
from multiple dermoids of the skin until microscopic examination is made. Xanthoma 
diabcticm'um (Rig. bba) differs from other forms of xanthoma, inter alia, in the presence 
of a raised red area around the yellow spots. 'Phis feature has led, in the early stages of 
the affection, to confusion with acne, but if the lesions are punctured they will prove to 
be solid. In the same stage the lesions max simulate those of lichen planus, but the 
resemblance soon disappears. 

Hhinosderoma begins, usually before the age of forty, in and around the nostrils as 
nodules in the cutis, and in the deeper layers of the mucous membrane. These coalesce 
to form a hard, smooth, glistening growth which spreads inwards from tlu* lip, and 
downwards to the pharynx from the posterior nares. The growth does not break down 
spontaneously, but is generally slowly progressive. It is not likely to be mistaken lor 
anything but epitheliotiut, which is prone to ulcerate, generally has infiltrated edges, seldom 
attacks the upper lip, and usually begins later in life. In rhinophyma. pustules are often 
present, the growth is soft, and there is vascular dilatation. 

In colloid milium , small, yellow, cyst -like formations containing a gelatinous substance 
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appear in tlx* skin, chiefly on the upper part of the tact*. They may become depressed 
in the centre and he absorbed slowly, or may inflame* and dry lip. The only condition 
from which colloid milium needs to be distinguished is epithelioma adenoiilcs < ifsfieum , in 
which the tumours, shining and translucent, contain one or more white, brightly refract inn, 
milium-like bodies. 'Flic lace is the part attacked most frequently, but the growths may 
appear on almost any part of the body. They are not yellow, like* the growths in colloid 
milium, nor are they soft. 

Keratosis J'ollicularis (I)aricr’s disease) begins as small brown or yellow crusts, hard and 
dry. whie*h. when detached from tlx* underlying tissue, are* found to pre*scnt on their 
under surface* a sottish prolongation which dips into a follicle*. At first discrete, the lesions 
may become confluent, ami there is thickening of the* affected parts until nodular masses 
are* fornx'd from whie*h ooze*s an offensive discharge*. 'Fix* affection is slowly progressix e. 
At the* outse*t the* (‘ondition may be mistaken for keratosis pilaris, but it is not confined 
to the* situations affected by that dise*ase*. Fix* prolongation into a follicle gives it some 
re*se*mblane*e to molluseuin contagiosum. but it has a less limited distribution, nor ha\e* 
the* growths the* pe*arlv appearance of the molluseaun bodies, while the aperture in the* 
individual lesions is larger. Ernest Pan. 

TYMPANITES. (See Mi/n:<>ms\i. p. 4S5.) 

ULCERATION OF THE CORNEA. 'Fix* course* of all eorneal ulcers conform*, to a 
general type*, though the* clinical varieties may vary. The process begins with an infiltra- 
tion in tlx* substance of tlx* e*orne*a. either central or periphe ral ; the result of this infiltra- 
tion is a loe*al le>ss of transparency, though in early stages the surface* of tlx* cornea may still 
retain its polish. The* infiltration proeee*ds to suppuration, which is followed by a loss <>f 
substance, the* corneal surfae*e being dull and irregular, and. in tlx* centre of the nicer, 
depressed below the surrounding lc’xcl. The base of the ulcer is grey or yellowish, and the 
surrounding portion of the cornea may be opaque with more or less grey infiltration. 

The suppuration is followed, in cases which have a favourable termination, by 
vascularization, superficial vessels from the surrounding conjunctiva encroaching on the 
cornea and invading the suppurating area. 'Fix* vascularization is followed by cicatriza- 
tion, the surface of the cornea again becoming polished hut flattened and opaque. Tlx* 
opacities resulting from corneal ulcers are localized, well defined and opaque, in contrast 
to the diffuse indefinite haze which follows such noil-suppurative forms of inflammation 
as interstitial keratitis. Corneal ulcers may not heal, but occasionally lead to perforation 
of the cornea, prolapse and adhesion of the iris, anterior polar cataract, or panophthal- 
mitis. Iritis. iridocyclitis, and pus in tlx* anterior chamber (hypopyon) may also be 
associated conditions. The usual subjective symptoms are pain, photophobia, and lachrx- 
mation. Tlx* presence of corneal ulcers is demonst rated most satisfactorily by the 
instillation of a drop or two of fluorescein, which stains necrotic corneal epithelium or 
m »sed corneal substance green. The brightly-stained ulcer shows up in well-marked 
► ntrast to the surrounding clear cornea. 

Corneal ulcers may occur in the following clinical varieties : 

Catarrhal, or simple infect ire ulcers. These usually occur as minute grey infiltrated 
spots in the centre or periphery of the cornea. They heal rapidly as a rule. They may 
follow injury to the corneal epithelium by foreign bodies, or may lx* associated with acute 
conjunctivitis or rhinitis. 

Phi ifcfen alar ulcers art* associated with phlyctenular conjunctivitis, tlx* ulcer forming 
after the epithelium on the top of a phlyctenule has been rubbed off. They art* usually 
marginal, but may occasionally make their way cm to the cornea, a leash of conjunctival 
blood-vessels trailing after them. Similar ulcers may lx* associated with new' rosacea. 

II i/pojHfon ulcer , or ulcus serpens. This is a shallow ulcer affecting chiefly the super- 
ficial layers of tlx* cornea in or about its centre. The middle* layers of the cornea are com- 
paratively unaffected, but at tlx* posterior surface the infiltration again becomes dense, 
with much fibrin and debris, associated with the* formation of more* or le*ss pus in the anterior 
chamber (Fig. 2.‘ it, p. 287). The* ule*ers often perforate* ; they are usuallv due* to infection 
with the* pneunxK*oe*cus. The* pus in the anterior chamber is always sterile*, unless there 
is perforation e>f Dcseemet's membrane. These ulce rs do not react to ordinary methods 
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of treat merit as a rule, hut require cauterization, either by pure earbolie acid or by 
the ifiilviimecautcry. The hypopyon then disappears rapidly. 

Mooren's ulcer* or rodent ulcer of the cornea , K a chronic ulcer, usually affecting the 
eyes of elderly people. It begins at the margin of the rornra and spreads slowly over the 
whole surface, the advancing edge being much undermined. r rhe uleer is always shallow, 
and perforation never occurs : the ulcer may heal in places, but this is seldom permanent, 
and the ulceration usually spreads over the whole surface of the cornea whatever method 
of treatment may be employed to arrest its progress, though radium has been used 
with some success. No specific organism has yet been discovered. 

A dendritic u/cn is characterized by its peculiar shape a long central stem with small 
linear ramifications. It is not really an ulcer, but an infiltration under the corneal epithe- 
lium. which in the later stages mav become necrotic and break down. It is best treated 
by rubbing off the affected corneal epithelium with a pointed stick dipped in absolute 
alcohol . 

Corneal ulcers may occur in association with pannus in trachoma , their usual site* being 
at the* margin of the vascular area. Occasionally they penetrate more deeply into the 
corneal substance. 

Corneal ulcers frequently follow i>ownrh<r<d and diphtheritic conjunctivitis. They 
spread rapidly, and often lead to perforation of the cornea and panophthalmitis. The 
diagnosis depe nds on bacteriological methods ami the discovery of the causative micro- 
( irganisms. 

Keratomalacia , a disease of childhood, is associated with night blindness and xerosis 
or dryness of the conjunctiva. Characteristic foamy white pat (dies are seen on both sides 
of the cornea. 'The cornea becomes dull, grey, and cloudy, and ultimately disintegrates 
from purulent infiltration, associated with very slight signs of ocular inflammation. Tin* 
ocular condition is associated with marasmus and malnutrition. The prognosis, both as 
to ( y e and y ision, is bad. 

Keratitis c lago/dit/udmo is associated with paralysis of the seventh nerve. Owing to 
the failure of the orbicularis palpebrarum the eye cannot be closed, and docs not remain 
closed during sleep. The lower part of the cornea is exposed, becomes dry , and the corneal 
epithelium dies, with consequent ulceration of the cornea. The condition can be curia! by 
diminishing the palpebral aperture by sewing the eyelids partially or completely together. 

Similar exposure of the cornea and consequent ulceration is seen occasionally in cases 
of Kxocimi y i.mos (p. * 28 .‘f). for instance in severe (i raves' disease. 

Keratitis ncnro/utraltflica : in paralysis of the fifth nerve, or as a result of excision of 
the (iasserian ganglion, the cornea becomes dull and cloudy and necroses in the centre, 
only the periphery remaining clear. A hypopyon forms, and in some eases the whole eye 
is destroyed, though occasionally the keratitis may lead only to a permanent opacity. 
'Hie condition is due to arrest of lachrymal secretion and absence of corneal sensation, 
which is followed by abolition of the winking reflex. Foreign bodies lodge on the cornea 
and are not removed. The prognosis is bad, and is little affected by treatment. 

Corneal ulcers may be associated with herpes frontalis* vesicles forming on the cornea 
simultaneously with the vesicles on the kin. especially along the course of the supra- 
orbital nerve. 'The ulceration is often severe and may lead to perforation and destruction 
of the eye, and is apt in any case to be followed by considerable corneal opacity. The 
cornea is usually insensitive, and the intra-ocular tension may be raised. 

Tuberculous ulceration is fortunately not common, but it should be borne in mind 
as a possibility in chronic or resistant cases. The diagnosis depends on the history , the 
presence of tuberculous glands or other similar lesions, positive reaction to the various 
tuberculin tests, and, most conclusively of all. upon the detection of tubercle bacilli in the 
discharge from the ulcer itself. Herbert E. Eason. 

ULCERATION OF THE FACE. The ulcers most often met with on the face are 
lupous, scrofulous, syphilitic, or malignant. In lupus vulgaris* the ulceration is extremely 
chronic. The lesion begins as a papule, develops into a nodule, and after a while, in the 
majority of eases, the lupous tissue breaks down and forms a granular sore covered with 
greenish-black crusts : but around the ragged edge will still be seen the characteristic 
‘apple-jelly " nodules in different stages of development. The ulceration may extend 
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through tlir whole* thickness of the* skin and may become* t lie* se*at of warty vegetations. 
In the nose, where the internment is tliin, it may cause necrosis of cartilage. The course 
tiie pathological process runs, from the papule onwards, as here described, and the frequent 
presence of the different lesions simultaneously, shed sullieient light on the character of 
the ulceration. The nicer of lupus, however deeply it may extend, never erodes bone. 
This alone is sullieient to differentiate lupus from the ulcers of syphilis and cancer. It 
nearly always her ins before the arc of twenty. 

In the ulcers of scrofula, though they have no absolutely distinctive characters, it 
will often be noticed that the edge* is undermined and the surrounding skin blue and of 
low vitality. Their occurrence in children of strumous aspect, or in elderly persons who 
bear the stigmata of scrofulous lesions dating from childhood, and their tendency to 
become chronic* owing: to the* feeble resistance offered by the* tissues to morbid pioccsscs. 
leave no room for doubt as to their true* nature*. 

It is in the* late secondary and the* tertiary stage's of syphilis that cutaneous lesions 
on the* face, as e*lse*wlie*re\ are* prone* to ulceration, instead of to the* re-solution to which 
typical secondary syphilidcs tend. The whole* structure* of the skin, or mucous membrane, 
is freepicntly involved, the* ulceration is deep, and the ule-ers, while* healing in the* centre, 
are prone* to extend at the* margins, and so assume the* characteristic* circulate* or se rpiginous 
form. The appearance* of the* ule-ers, with the* history, and the marks of earlier* syphilitic 
lesions, will supply all the guidance* the* diagnostician needs: Wasscrmanns serum test 
and the* effects of mercury and iodide of potassium or salvarsan may serve* t<» clinch t lie- 
diagnosis. 

As a rule* rodent ulcer or basal-ccllcd carcinoma occurs in persons <>l more* than middle 
age, and its favourite* points of attack are* the outer edge of the orbit and the* side of the 
nose. It begins as a small, eireumseribe*d nodule*, dull brownish-red in colour, Hat. 
depressed in the* ee*ntrc. and firm to the touc h. After, it may be*, years, tin* cuticle* co\ering 
it is broken, and an ulcer is formed with depressed granular centre and infiltrated border. 
Very slowly this extemds, both in circumference* and in depth, infiltrating and destroying 
the subjacent tissues, including bone*, t’sually the* destruction of the* underlying parts is 
more marked in the centre, so that the ulcer bmmirs crutcriform. Its invariable feature s 
the inconsiderable suffering it inflicts, the singular slowness of its progress, its depressed 
centre, the firm, raised, rolled edge* ( Fig. H71 . p.H!)5). its failure to affect neighbouring glands, 
and its incurability except by extirpation or by physiotherapy are* so characteristic as to 
leave little scope* for alternative diagnosis. It differs from s(/uanious epithet iontu in that the* 
latter is more exuberant in its growth, has a very hard and everted edge*, and a foul base* 
roughened with granulation, is often attended by severe* pain, is much more rapid in its 
course, and affects the* glands in its vicinity. It differs from lupus vulgaris in its mode* of 
onset, ill the absence of the* ‘apple*- je lly ' nodules, and in not be*ing a disease* that starts 
in childhood. It may be* diagnosed from tertiary syphilitic ulcers by the* characters 
-scribe-d above, and also by its usually solitary charae*ter and its resistance* to treatment. 

Leprous ulceration of the* fae*e* will be* suggested by geographical ee»nside*rat ions, and 
distinguished from syphilis, tubercle*, rodent u!ce*r, or epithelioma by micmscopicnl 
examination : particularly by elemonstrat ion of leprous bacilli in parts e xcised and 
examined histologically. 

Actinomycotic ule*e*ration is seldom e*onf‘me*d to the* skin alone* : the* proe*e*ss starts in 
the* ele*eper structures and affects the* skin iatcr : infiltrating it, reddening it, and le-arling 
to multiple* chronic* sinuses. especially ove*r the* jaw or down the* neck. Syphilis, tubercle*, 
or epithelioma may be* simulate el, but the* diagnosis is elccide-d when the* typical ray 
fungi arc found microscopically in the* discharge* (Fig. (>1(). p. 779). Ernest Dure. 

ULCERATION OF THE FOOT. The* ule*e*r which attae*ks the* foot spe*eially. though 
not exclusively, for the* hand may be affccte-d in the same* way, is that known as jurfora- 
tin* l ulcer (Fig. b(>0). r rhc exciting cause is pressure* upon or injury to a foot in whieh 
there* is interference with the* nerve-supply, e*ithe*r from peripheral le*sion, as in peripheral 
ne-uritis, e>r from damage to the nerve-trunk, as in leprosy, syphilis, e>r diabetes mellitus, 
or te) the* nerve-centre, as in tabes elorsalis, ge*ne*ral paralysis, or syringomyelia. The* 
commonest situation of the* ule*e*r is at the* point of great e*st. picssure* the* under aspect 
of the* me-tatarsophalangeal joint of the big or little toe. The* ulcer, whieh is more* a 
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sinus than a true ulcer. usually painless, may Ik* simple or multipit*, anti both leet mav 
ht* a Meet ei I . It often begins by suppuration under a torn. When the horny covering 

is east off, a traek is seen whieh extends downwards until the bone is exposed. 1 he proeess 
is usually very slow, and if the pressure from walking is eontinued the thiekened epidermis 
forms a kind of corn-shield around the opening. The more essential symptoms of the 
disorder of which perforating ulcer is but an incidental mamfestat ion will disclose the true 
nature of the lesion. The only malady with whieh 
it can he confused is a suppurating corn, from this 
it is distinguished by the absence or small decree of 
pain, and by its irresponsiveiicss to the simple surgical 
treatment to which a suppurating corn yields readily. 

I deaeration of the foot is also apt to arise as the 
result of rubbing, irritation, or other injury to parts 
whose nutrition is impaired, for example in eases ot 
talipes from nerve disorders or when sensation is 
impaired, as in eases of syringomyelia, or paraplegia. 

Mifcctomn is a fungous disease that is known 
alternatively as Madura foot, because, endemic in 
Madura and other parts of India, it usually alleets 
the foot or the leg, though sometimes the hand, and 
in rare eases the shoulders or the scrotum. The 
affection appears in several forms, according as they 
are due to different species of / >/ scorn tfci s and . ts/ier- 
oillus . 'fhc* lesions may be black ( * melaiioid ) or 
pink ( ’ oehroid *)• The disease begins with slight 
swelling and redness or local induration, and as 
it progresses the loot swells and the surface becomes 
dotted with small nodules, each containing the* open- 
ing of a sinus which discharges a viscid, syrupy, 
sli^htlv purulent, sometimes blood -st leaked fluid, 
in which are suspe*nde*d rounded greyish, yellowish, 
or black granules. As the foot e*nlarges. tlu* leg, from 
disuse. atrophies. The onl\ condition from whieh 
lnvcetoma nee<|s to be dise*riminate*d is ad i nom ifcosis . 

This affection usually begins in the bone* or othe*r 
deep structures of the jaw, face, or neck, may thence spread to the surtace, and may 
involve the viscera. In tlu* discharge the ra\ fungus may be* found in the form of tiny, 
friable, yellowish or greyish bodies, though microscopical methods and ttie discovery of 
the characteristic* ray fungi ( /'Vg. <>10. p. 770) will generally be recpiired before the nature 
of tlu* case can be confirmed. 

I deflations of the* foot resulting from frostbite, excessive chilblains , barns, or injurif 
arc* generally self-evident : similar changes due to vascular spasm (Haijnuud s disease : 
intermittent claudication), or actual arte rial occlusion by atheroma, thrombosis, or embolism. 
need to be diagnosed from the* collateral evidence of vascular derangements. Ernest Dare. 

ULCERATION OF THE LEG may be classified under three headings: (1) Xon- 
infeetire ulcers ; these* include* those* that are* not due* to any spe*c*ific infection, but whie*h 
aie* eause*d by various fae*tors which interfere* with the* Natality of the part by injury. lae*k of 
circulation. or de*ficie*nt innervation of the* tissue*. (2) Infective ulcers lvsulting from the* 
dire*e*t action of a definite* specific* infection. e.g., t ube*reulosis or syphilis. (!J) l leeratini * 
tumours: the*se* are* malignant tumours, which have* originate*d in e >r invaded the* skin. 
Non-infective Ulcers: Varieties and Causes. 

\ arieose l leer. The* pre*se*ne*<* e > f varicosity in the* ve*ins e >f the* le*g diminishe*s the* lrc*c* 
return of blood nnel so leads to congestion and intc*rfe*rc*nce* with nutrition, and thus to 
ulceration. In most ease*s the* ulce r is on the* inner siele* of the* leg about three incdies above* 
the* ankle*. It mav be* small, or may e*ncirele* the* limb. For some* distance* round the* ulce*r 
the* skin sufTe*rs from the* e*ffe*e*ts of passive* congestion : it become*s indurate*el and ol a 
purplish-brown colour, and numerous small varie*ose ve ins or te*langie*e*tase*s may be seen 
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in it. .Any slight injury mav cause abrasion ol this weakened skin and thus another 
ulcer. The presence of varicose veins associated with an ulcer will usually lead to the 
conclusion that the tatter is dependent on the former, and that view will probably be* 
correct, but it may not be the whole* truth, for syphilitic and varicose ulcerations may 
be present at the same time. Wussennunn's test for syphilis should be carried out in 
nil eases. 

Lymphatic Obstruction also leads to loss of nutrition, and ulceration may result. The 
best instance is seen in elephantiasis due to Fitaria sanguinis horn inis. In this country 
elephantiasis is rare. Other instance's that may be cited are swellings of the ley following 
a badly united fracture*; the* cicatricial e*e>nt ructions of exten- 
sive burns ; phlegmasia alba dole*ns, or white* leg, during 
prcgnanc*y e >r afte*r labour. 

Attic nan a of the Artcncs leads to a fee*ble or impe*rfee*t ^ 

eireulatie)ii of the* blooel. anel so to loss of nut rition. I ’lecrative* 
conditions of the* le»we*r part ot the* le*g are* e*ommon in sue*h 
eases, anel even gangrene* may re*sult. 

Old Age. Owing to a weaker condition of the* tissues, 
ulcers are mue*h more frequent in olel people* than in the* 
young. 

Cold. — A similar e*e>nelition is brought about b\' e xposure* 
te> e*e)lel, especially’ in persons whose* nutrition is imperfect. ^ ik' i ' >4 «r L 

whether fre)in bad or insutlieient food. The first c fleet of colei ^ 

is to produce a e*hilblain : this if rubbed or irritated may 
degenerate* into ulcer. 

Trauma. In a normal inelividual. any lesion of Hie* skin 
of the* leg, s ue*h as that caused by a kie*k. a scratch, or a e*ut. 
will heal quickly. anel no ulcer result. Circumstances may 
arise which interfere with the* healing process. Perhaps the* 
most frequent cause which leads to the* formation of an ulee*r 
is infection with pvogc*nic* organisms, and the prevention of 
the discharge* from the* wound. Occasionally there is also 


is infection with pvogc*nic* organisms, and the prevention of 
the discharge* from the wounel. Occasionally there is also 
accidental contamination of the* wound with some specific* 

organism, such as that of diphtheria or phagedana. mm 

An important cause of want of healing of an ulcer is fflk 

interference* with its e*ontraetion. If contraction is 
impossible. as when a sore* is situated over and 
adherent to a bone, healing may come to a standstill. 

Deficient Innervation leads to loss of nutrition. 

Example's are* se*e*n in infantile* palsy : rubbing of the* yv . jUgg 

><>t or pressure of an instrument is 

prone* to be* followed by an obstinate* : Br 

ulcer, in eases of hcmiplc'gia, eve*n _ ■ - 

when the patient is lying on a wate*r- ^ 

bed, ulceration in the* form of bed-sores jf' 

will occur much more* rapidly on the* 

paralysed side* than on the other. Per- 

foratin K ulcer of the foot Hint) is u nr ^n. "Ilo 

we*Il-known sequel of tabes dorsalis ; its I 11 " a " " l,fl ho i. 

othe*r common cause is diabetes mel/ifus — 

ulceration and Ganorknk (p. 317) are prone* to occur be*e*ause* the re*sistanc*e* of a diabe tic* 
individual to micro-organisms is Iowe-red, also because the* arte*rie*s are often atheroma- 
tous, and possibly because the* innervation of the* whole* body is interfered with. 

Varicose or syphilitic* ulceration of the* Je*g may be* simulated by a malingerer who 
wishes to escape* conscription or for some* other reason desire s to make* out that he* is ill ; 
nitric acid or other corrosive may have be*e*n rubbed into the le*g, and the* diagnosis mav 
be* obscure* unless the e*ireumstane*e*s of the* case* arc* known we*ll. Somc*time*s tlie* diagnosis 
is suggested by the rectangular or other definite shape of the* ulcer itsedf ( Fig. (i(»7). 
Infective Ulcers. The legs may be* attacked by any form of acute infective ule*e*r. 
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such as authra.r or glanders. hut such an event is rare. The chief ulcers that belong to this 
group arc chronic, and Hue to syphilis or tuberculosis. 

St/phi/itie Fleers arc the result of gummata which have formed in the subcutaneous 
tissues. These ulcerated gummata are almost always circular, and present a punched-out 
appearance (Ftp,. ; they an* generally multiple and tend to run into each other, so 

that the ulcer 1 has a serpiginous outline. They tend to heal at one side while they progress 
at another. The sears are thin and supple, and if 
in the lower part of the leg, usually pigmented round 
the edges, white and slightly depressed in the centre. 

Gummata are often found with varicose veins or 
ulcers, and it seems probable that the low state of 
nutrition of the tissues caused by the obstruction of 
xenons return is favourable to their formation. Dia- 
gnosis ran in most eases be made on the distribution 
and shape of the ulcer, especially if it is on the 
outer aspect of the lower third of the Irg : on the 
presence of other signs of syphilis ; and on the effect 
of giving iodide of potassium or salvarsan : or by 
finding a positive Wa^crmann’s reaction. 

Tuberculous l iens usually follow the formation 
and bursting of tuberculous abscesses, starting either 
in the subcutaneous tissue or in a bone, and the 
history may help materially in diagnosis. 'Flu* ulcer 
is very chronic, and is characterized by undermining 
of the skin for a considerable distance from the edge 
( F ig. 'Flic surface is pale, the granulations are 

small, with here and there small areas of caseation. 

Primary tuberculosis of the skin, or lupus, is not often 
found on the leg. though it may occur there as in any 
other part of the skin. A useful guiding rule is that 
lupus never starts later than the age of twenty and 
lasts for years, whereas a gumma starts at a later 
period and tends to heal spontaneously. In lupus the 
chief characteristic is the presence of minute, semi- 
transparent nodules at the margin of the ulcer and 
in the skin around resembling apple jelly. If further methods of diagnosis are required, a 
diagnostic injection of Koch s old tuberculin may bo used, or von Pirquct's skin test 
applied. A particular variety of tuberculous ulcer of the legs is described on p. 51)2 
under the heading of Buzin's disease, or erythema induration serofulosorum. 

Ulcerating Tumours. Fjtithelinma may develop in a simple varicose ulcer that has 
existed for many years. The change may be very slow, or rapid. The ulcer spreads, the 
edges become heaped-up, everted, and indurated ( Fig. 070). The femoral lymphatic 
glands become enlarged, and if the disease is allowed to progress, the bone is attacked. If 
any doubt arises as to a change in the character of an ulcer, a piece from the edge should 
be removed for histological examination. 

Undent Fleer (Fig. 071) usually attacks the face, though it may be found on any part 
of the body. 

Sarcoma, starting in the deeper tissues, may fungatc through the skin and give rise 
to an irregular breaking-down mass, which is obviously malignant, but may be mistaken 
for epithelioma unless there is previous knowledge of a malignant bony tumour or unless 
histological examination is resorted to. George K. Gask. 

ULCERATION OF THE THROAT. (Si ‘c Son I*. Tiihoat, p. 757.) 

ULCERATION OF THE TONGUE. T<> <n able a good view to be obtained of the 
affected part the patient should be seated in a strong light and the protruded tongue gently 
wiped with a piece of soft linen to remove moisture. The presence of an ulcer being 
ascertained, its nature may be considered under the following heads : (1) Carcinomatous ; 
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As regards t h<* ulcer itself, 1 he typical appearance, when fairly developed, may he 
described as irregular, deep, foul, sloughy with raised nodular everted edges. and a sur- 
rounding area of induration. The lymphatic glands are enlarged and hard, and they may 
he fixed. The submaxillary set is generally tin* first affected, hut the disease sometimes 
misses these and infects the carotid and even the supraclavicular glands. Kxamination, 
therefore, should not he concluded before the whole of the neck has been palpated. The 
diagnosis should have been made, however, before the disease has developed thus far : in 
its earliest stages an epithelioma may be represented by a superficial ulcer no more than 
a sixtee nth of an inch in diameter, by a crack or a small lump, without any enlargement 
of the glands. In all these conditions, however, the ulcer is already hard and very resist- 
ant to anv form of treatment. Any ulcer of the tongue occurring in a middle-aged man. 
and lasting for more than two or three weeks, should awaken suspicion. (Figs. 072, 07.‘J.) 

Diagnosis from Syphilitic ( leer. This may be a very real difficulty, owing to the fact 
that the two conditions may exist side by side, and that the syphilitic leueoplakia or 
leucomie wart mav be the actual precursor of a cancer. A positive* Wasscrmann's reaction, 
therefore, is not proof that an epithelioma is not present. If a well-formed gumma is 
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jiresent, ant isyphilit ie remedies soon make a great change in its appearance, and a dia- 
gnosis may be made* in this way, but not more than ten or fourteen days should be allowed 
to pass in uncertainty. There are many cases in which the cleverest surgeon is in doubt, 
and seeing the rapid course this disease runs, and the vital importance of securing an early 
diagnosis, it is urged with great insistence* that the only certain method, and the* one 
to be employed early, is that of taking out a piece of the ulcer, or. if small, the* whole ulcer, 
and submitting it to histological examination. (Figs. (»7 t, (>75.) 

Diagnosis from Dental (leer. The ulcer in this case is caused by a bad tooth, and 
therefore is in a position on the tongue corresponding to the* latter. Further, the ulcer is 
soft to the touch, and heals rapidly when the offending tooth is stopped or extracted. 
There is seldom difficulty in differentiation except when the ulcer is of very long standing. 

2. Syphilitic Ulcer. This may be primary, secondary, or tertiary. Primary syphilis 
or chancre is certainly rare on the tongue, and, owing partly to its rarity and partly to the 
fact that it is unexpected, it is frequently missed. It is more common in men than in 
women, but it may occur even in children. It starts as a small pimple which ulcerates 
and becomes indurated, though the induration is not so marked as when it is situate on 
the glans penis. The appearance of a secondary rash with general enlargement of the 
lymphatic glands would indicate the diagnosis with certainty, which might be confirmed 
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by Wassmniinii s scrum reaction, and the detection of spire>e*ha*ta- in serum from the 
sore. Furt hermoio the son* heals rapidly under the influence of salvarsan. 

Secnnriartf Syphilis manifests itself by the formation of mucous patches and superficial 
ulcers. The latter are almost always multiple', and situated along the e*dge*s and tip of 
tin* tongue, and with them are also found similar sort's on the mucous membrane of the 
check, lips, palate, and tonsil, and at the edges of the mouth. The ulcers are small, round, 
painful, with sharply cut edges and a greyish lloor. Other secondary symptoms will be 
present to make the diagnosis clear. 

Tertian/ St/j'fnhs or (iinnamtoas T/cemtions. Idlest* are divided into superficial and 
deep. Superficial gummata begin as small round-celled infiltrations in the mucous and 
submucous tissue. The ulcers are usually shallow, often irregular and associated with 
chronic glossitis, fissures, and Icucoplakia. They are extremely important, for such a 
condition is often followed by epithelioma. They art* also very resistant to ant is\ philitic 
remedies other than salvarsan. The ulcers themselves are not at first indurated, but if 
surrounded by interstitial fibrosis may appear hard: a histological examination is very 
desirable if there is the least doubt. A dee/) gumma starts as a hard swelling in the sub- 
stance of the tongue ; later it softens, breaks down, and shows itself, genera II v in the 
middle line, as a deep cavity with irregular, soft, undermined walls, and a wash-leal hcr- 
like slough at its base {Fig. (>7(>). It is not painful, and dot's not increase progrcssivelv in 
size. The important thing is to distinguish it from epithelioma and tuberculous disease. 

I nlike epithelioma, it is not hard, and its history is short. Furthermore, it vields very 
rapidly to potassium iodide or salvarsan. 

•b Dental Ulcer is due to repeated small injuries from the sharp edge of a decayed 
tooth. It is therefore situated in such a position, generally on the side of the tongue, that 
it is opposite the tooth. The ulcer is single, small, superficial, and not indurated unless 
it is of long standing. It is therefore not easily mistaken for any other kind of ulcer, 
or if doubt arises it is allayed by the healing of the ulcer on stopping or extracting 
the tooth. 

I here is a form of dental ulcer which is found on the fr;enum of the tongue in children 
suffering from whooping-cough : during the violent expiratorv spasms peculiar to tin* 
illness, the under surface of the tongue may suffer from rubbing over the lower incisor 
teeth. 

4. Tuberculous Ulcer of the Tongue is rare, but it occurs at that period of lift* during 
which tuberculous disease* of the lung is common, that is to say, between the ages of fifteen 
and thirty-five. It is due to infection with tubercle bacilli brought up into the mouth, and 
if a patient is found to be suffering from tuberculous disease of the lungs or larvnx and also 
from an ulceration of the tongue* there is a strong probability that the latter is of the same 
nature as the* former. The ulcer itself may be situated on the tip or side of tlu* tongue ; 
d has an irregular outline*, and the* base* is nodular, sloughy or caseous {Fig. (>77). It has 
"Hen bce*n mistaken lor e*pit hclioma or gumma. The fact that it is not hard, and that 
phthisis is present, should put one* on e»ne*'s guard. As against gumma, a \\ asse niiann's 
reaction would be* negative : me>re*ovcr, the ulcers are often small and multiple*, more* 
ne*arlv resembling dyspeptic ulcers, though they may be* single*, e>f fair size*, with raised 
eelge*s, ineleilent base*, anel ehremic course*. A von Pirepjet's te*st or a eliagnostie* injection of 
Koe*h s old tuberculin might be employed, but a more reliable method is the* removal and 
microscopical cxaminatiein e>l a piece* of the* ule*e*r, when the histological appe*arance*s of 
tiibe*rcle* will be* seen. The* tube*re*le bacillus {Fig. (>07, p. 77ft) is not always found. 

5. Dyspeptic Ulcer, as the name* applie s, is connected with disorders of digestion. The 
ule*e*rat ion is ofte*n multiple*, e*ach ulcer being round, small, often e*ove*red with a gre*vish 
slough, and with a bright ring e>f inflammation round it. They are* situated on the dorsum 
and edge's e>l the* teingue* near the* tip. The*re* may be* similar iile*e*rs on the* gums or on 
the inne r aspects of the lips and checks, and the* e-ervical glanels may be* e nlarged. 

(>. Ulcers in connection with Stomatitis (Ulcerative Stomatitis). Septic infe-ction e>f 
the mouth elue* te> a variety e>f causes, such as irritation from elee*aye*el te*e*th, alkalis, 
aciels, or mercury, may be ae*e*ompanieel bv the formation of small vehicles which, on 
bursting, give rise* to superficial ulcers. They are* ne»t limited to the tongue, but appear on 
the* mucous membrane e * f the che*e*ks anel gums as we*Il. Aphthous stomatitis commonly 
occurs in eemjune’tion with the* fe*brile* elise*ases of e*hildhoe>el. It, is e*harae*te*rize*el bv the 
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formation of whitish spots on the buccal mucous membrane, and by the shedding of 
(*pit helium small superficial ulcers may he formed. 'Flic ulcers of the tongue are here, so 
to speak, accidental, occurring in the course of a general inflammation of the mouth, and 
will hardly he confounded with any other form of ulcer except so-called dyspeptic ulcers, 
and there is no real line of demarcation between the latter and the stomatitic variety. 
One type that may he resistant to treatment is produced hy Vincent's angina organisms ; 
bacteriological tests yive the diagnosis, but it may be suyyested by the extreme fVrtor 
of the l>reath. (ivnrfiv K. (infix'. 

UMBILICAL REGION, PAIN IN. (Sec l’.MN IN Till: l ' Mill 1, 1C W. UlllilON. p. ;■>«:$.) 
UNCONSCIOUSNESS. (S,« ( O.M \ . p. If>:t ; F.uvjim;. p. 

UNEQUAL PULSES. (So- l*i i.si.s. I M.^i u.. p. 

UNEQUAL PUPILS. (See I*i i*n.. Aii\(iiim \i,itii:s or. p. 

URATE DEPOSIT IN THE URINE. A precipitate of urates is often recognizable 
at once by its pink colour, due to their carrying down with them the uroerythrin pigment 
of the urine. I rates themselves are white, however, and if. as is sometimes the east 4 , there 
is no uroerythrin present for them to carry down they form a white precipitate which 
may be mistaken for mucus, phosphates, oxalates, or pus. They may be distinguished 
at once, however. I>\ warming the urine back to body temperature : they re-dissolve 
lony; before boiling-point is reached. They are also soluble in liquor potassax unlike 
ph osphates. Microscopically they are nearly always amorphous, thotiyh in rare eases 
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they assume the form of small spheres with irregular project iny spicules the so-called 
‘thorn-apple or ‘ hcdii'choy * ervstals ot ammonium urate (E/y. f»?8) when the* urine lias 
become alkaline: or analogous striated brown spherules or dumb-bells of sodium urate 
(Fii*. (>?h) in an acid urine. 

Their onlv significance from a clinical point of view is that they indicate a concen- 
trated urine. It dors not follow that a urine is not concentrated if no precipitate 1 of urates 
occurs, but the fact that the urates re-dissolve on warminy serves to show that, although 
there mav be cnouyli water to keep them in solution at body temperature, the urine becomes 
supersaturated with them as it cools, and precipitates them out. The reason for tin* urinary 
concentration has to be learned from collateral evidence. It may be that there has been 
much sweating, and in hot weather a precipitation of pink urates is a very common physio- 
logical condition, which is apt to alarm some patients when they first notice it. On the 
other hand, the concentration may be due to pathological conditions, of which the 
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commonest nrc fevers, elironie valvular disease with heart failure, and maladies which 
lead to loss of fluid by vomiting, sweating, or diarrhoea. r Fhe urates themselves afford 
hardly any clue to the cause of the concentration, and their appearance is just the same 
whether their deposition is due to physiological or pathological changes. 

The most marked examples of uratic deposits are to he seen in cases of acute rheumatic 
fever, lobar pneumonia, and elironie heart disease with failing compensation. It is a 
general rule, moreover, that when the kidneys are themselves affected there is decidedly 
less tendency for uratic deposits to form than when the primary disease is in the heart or 
lungs ; thus when one may be in doubt as to whether a given case of chronic heart failure 
is due to primary renal disease or primary heart disease an abundant urate deposit affords 
some evidence in favour of the latter and against the former. It is no absolute rule, 
however, and almost anv concentrated urine may precipitate urates. 

Students are a little apt to confuse the significance of urates with that of uric acid, 
though the two are entirely independent from a clinical standpoint. Herbert French. 

URETHRA, DISCHARGE FROM. (See Disciiahoi:, I’ltn intAi., p. 2*27.) 
URETHRA, FASCES PASSED BY. (See F.kcks Passi.d ei.it I'm/iimAM. p. 29(>.) 

URIC ACID DEPOSIT IN THE URINE. The most typical form taken by a pre- 
cipitate of uric acid in a urine is the cayenne-pepper deposit, seldom voluminous, of 
characteristic light-brown, prismatic crystals (F/g. <>80), arranged either as separate ‘whet- 
stones', or in overlapping bundles, or ‘rosettes' ; occasionally crystallization is imperfect 
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Fig. Uric acid crystals. 


and they appear as ‘dumb-bells’. Intrinsically, they are colourless ; but they differ from 
all other urinary deposits in that they carry down with them the ordinary yellowish- 
brown urochrome pigment of the urine. For clinical purposes the best test for them is the 
microscope. 

Resides the cayenne-pepper deposit uric acid crystals may be present in considerable 
numbers in the midst of other precipitates, such as mucus, or oxalate of lime ; in which 
case they may not be discernible without the use of the microscope ; or, again, they may 
become aggregated together into small pellets or calculi, which the patient may be conscious 
of as ‘gravel* on micturition. 
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A deposit of uric* acid is generally found in a decidedly acid urine of high specific 
gravity ; hut it may occur in urines of almost any reaction or specific gravity. A great 
deal more importance than it deserves has been attached to the supposed relationship 
between this uric acid and gout. A cayenne-pepper deposit by no means indicates gout ; 
indeed, it may be perfectly physiological, occurring abundantly sometimes in healthy 
young persons, particularly boys. It does not even follow from its occurrence that then* 
is excess of uric acid, either in the urine 1 or in the tissues ; for the precipitation depends 
nearly as much upon the relative proportions of phosphates, cldorid<*s, and inorganic 
sulphate's to uric acid, and upon the absolute and relative amounts of sodium, potassium, 
and other base's in the urine*, as upon the absolute amount of uric acid. The* greater the 
tendency of the* base s to form phosphate s, by mass action eir e>the*rwisc (se*e* Uhoscii ati'KIA , 
p. (»;{(»), the* less the* te*ndcne*y lor the* soluble* epiudriuratcs, anel the* greater the liability for 
less soluble* hiurates, to be* preiduced, the* relatively inseiluhlt* uric acid be*ing liberated from 
the* latte*r anel elcpeisitcd in crystalline* form. 

( onside*rable e*are* has to be* e*xe*reise*el, therefore*, before any useful clinical deductions 
can be* elrawn freun the* fact that a urine* contains a deposit of* urie* acid. It is true that a 
pe rsiste nt tcnde*ncy t e » it is often associated with gout : but the* latter should be* eiiagnoseel 
freun the* collateral e*vielene*e* rathe r than from the* uric aciel crystals in the urine. Many 
gouty subjects precipitate no urie* ae*iel in their urine* at all. Naturally there will be a 
grvater te*nele*ne*y te> such ele*j >e>sit ie)ii when the* t e >t a 1 amount of urie* ae*iel present is greater 
than normal. Urie* ae*iel in the* urine* is ele*riveel freun two se>ure*e*s e*xe>ge*ne>us anel endo- 
genous. The* e*xoge*neuis are sue*h foodstuffs as are* rie*h in nucleo-preitcin, anel in the so- 
e*alle*el xanthin bases. e>r purin e >r alle>xurie* bodies' — xanthin. guanin, hypoxanthin. adenin, 
hctcroxanthin, paraxanthin, episarkin, epiguanin, methylxanthin, and earniit ~~ ■ whie*li are* 
mainly de*ri\e*d freun nue*lcin. Analyses «»f the* various foodstuffs as te> purin bases ne*eel 
ne )t be* given here, for it is easy t e > remember that broadly speaking the*se* substances are* 
e*< uit aine el in large st quantities in the* richest fond. A considerable* proportion of the xanthin 
base s are excretcel as urie* ae*iel. anel it is e*e>mme>n knowledge that rie*h fnoels tend to increase* 
urie* ae*id in the* urine*. Endogenous urie* aciel. e>n the* other hanel, is derive*el freun the* 
patient's own tissue* metabeilism. Birds e*xe*re*te nearly all their nitrogenous waste* as urie 
ae*iel : man excretes his mainly as urea, anel only to a mineir extent as urie* ae*iel. Somc- 
time*s. he»we*ve*r, toe) mue*h eif his nit reige*neuis metabeilism stops short at the stage* e>f urie* 
acid, instead of the* latter being convert eel intei urea ; he* them excretes an abnormal total 
e instill it y eif urie* aciel. with the* result that it may be* precipitated in crystalline form. 
One* repeats, that this does neit necessarily constitute gout, heiwcvcr : it e>ccurs in e*e*rtain 
healthy subjects, in le*uk;emia. in pernicious anmtnia, during the* course eif e*ertain fevers, 
anel in seune* cases eif chronic* heart. disease. Perhaps erne* ol* the* best ways e>f avoiding 
too narreiw a c*onc*c*pt iem in regard to this uric aciel is tei remember that in some respects 
the human body is a lire ; lires may burn the*ir coal well eir badly : if we*U, the residue 
is but a little* ash ; if badly, the* residue is neit ash, but clinker : urie acid is the clinker 
ed the* human body, anel many eliffe*re*nt things that make human nitrogenous metabeilism 
incomplete* may cause a elcpositiem of this clinker in the urine, (hint is erne* such thing : 
but excessive* eating, deficiency of exercise, biliousness. and various chronic imperfections 
of the* circulation eir digestion may elo se> : and the same may occur in apparently healthy 
subjects who have* never had any untoward symptoms at all. Oxalate of lime (see 
Oxam iua, p. .VJd) is possibly de*rive*d in part freun similar imperfect combustion of carbo- 
hydrates or fats, and it is noteworthy how often crystals eif uric ae*iel anel of oxalate 
of lime* occur either together, eir alternating with one another. Still further, error eif 
metabolism may produce glyeeisuria in association with uric aciel crystals, so-called gouty 
glyeeisuria. 

Re*siele*s being evide*ne*e of overloading, eir eif imperfect ceimbustion in a general sense, 
the* occurrence* of a uric-acid ele*peisit may be eil* particular clinical importance in certain 
eases of frequency of micturition, of urethritis , and of renal calculus. Necessity to mictu- 
rate frequently, only small quantities eif urine being passed at a time, is a symptom that 
in young people suggests ceili-bacilluria, pyelitis, cystitis, possibly tuberculous trouble in 
kidney eir blaelele*r ; e nlargement eif the prostate in men over sixty ; or some uterine or 
other pelvic* malady in women. It is important to remember, however, that undue acidity 
of the urine, with a tendency to deposit crystals of uric acid, or oxalate of lime, may 
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produce tht* saint* symptom in considerable degree. It is sometimes spoken ol as irrita- 
bility of the bladder ; the highly aeid urine irritates the vesical mucosa, and it may 
produce actual cystitis. The same irritation may inflame the urethral mucosa and 
produce a 'gouty' urethritis : and, perhaps, epididymo-orehitis. which may be mistaken 
for the gonococcal form, unless pus films can be shown to contain no gonococci. 

If the patient has suffered from renal colie, hamaturia. or vesical pain, suggestive ol 
calculus in the kidney, ureter, or bladder, the discovery of abundant uric acid crystals in 
the urine affords confirmation of the diagnosis of a uric-acid stone, particularly if they arc 
obviously aggregated together into tiny calculi : then* are generally red corpuscles, excess 
of leucocytes, and tailed epithelial cells from the renal pelvis, or pyriform cells from the 
deeper layers of the bladder mucosa, at the same time. 

The danger of diagnosing glycosuria in the absence of sugar when uric aeid is abundant 
in a urine needs special mention. Trie aeid has considerable power of reducing Kchling's 
solution. It seldom gives the copious brick-red or orange-yellow precipitate* that is charac- 
teristic of abundance of sugar, but it may give just enough reduction or change of colour 
to make it doubtful whether sugar is present or not. More than a few proposers lor lib* 
insurance have suffered unfairly on this account : no such partial reduction should lx* 
regarded as due to sugar until the presence of glucose has been confirmed by other means, 
particularly the pheny (hydrazine and the fermentation tests. Herbal French . 

URIDROSIS. (See Swi.atim;. A»noiim.\i.it i i :s or. p. SOU.) 

URINE, ABNORMAL COLORATION OF. Phis may be due to : (1) The presence 
in abnormally large quantities of certain normal urinary pigments, such as uroerythrin : 
(2) The presence of pigments which tin* formed normally in the organism, but which are 
not normally excreted in the urine, such as ha rnoglobin and the pigments of the bile ; 
(15) The presence of pigments formed in the organism only mirier special or abnormal 
conditions, such as alcapton, melanin, porphyrins ; (4) The presence of pigmentary sub- 
stances derived from drugs or foods, or administered directly by the mouth. 

Urines of unusual tints may be classified conveniently according to the colours 
which they exhibit, as follows: (1) Yellow mid orange urines ; (2) Fink and red urines : 
(J5) Hrown and black urines , including such as are of normal tint when passed bid darken on 
exposure to air ; (4) (ireen and blue urines . 

1. Yellow and Orange-coloured Urines. The normal yellow tint of urine is wholly 
due to uruchrome , for other urinary pigments are present in traces so minute that flair 
presence has no obvious effect. However much it be diluted, normal urine remains yellow 
as long as any tint is visible. In some cases of diabetes insipidus the urine is almost 
, airless, and the abundant urine of diabetes mellitus usually exhibits a peculiar pah*, 
bright, greenish-yellow tint. 

Urobilin, when present in large amount, imparts a rich orange-yellow colour : and 
when seen in very thin layers, as near the apex of a conical glass, urines rich in urobilin have 
a pinkish tint, due to selective absorption in the middle of the spectrum. Such urines, 
when examined with the spectroscope, show a dark absorption band near the solar E line 
( Fig. 2.‘5, p. 115). Urohilinuria the excretion of excess of urobilin may result from 
widely different causes, and as a consequence its clinical significance is not so clear as 
might be expected. The symptom is met with in connection with luemolytie diseases, 
such as pernicious munniu , malaria , in diseases of the liver , such as cirrhosis , and in eases 
in which excessive bacterial action is going on in the intestine. It may also result from 
(he use of certain drugs, for instance, picric aeid . The bulk, if not the whole, of the 
urobilin of urine is derived from the intestine, when* the allied stercobilin is formed 
by the action of the bacteria present upon bilirubin. Stercobilin is present in abundance 
in normal faces, and urobilin in traces in normal urine. The test for it is given on page 107. 

Uroerifthrin —the highly unstable' pigment to which the colour of pink urate sediments 
ts due when abundantly present in solution in the urine imparls to it a rich orange-red 
colour, which may even be mistaken for that due to blood. The colour is changed to a pale 
greenish-yellow by addition of an alkali. Hepatic derangements of almost all kinds, includ- 
ing the most trifling functional disturbances, may lead to the appearance of uroerythrin in 
the urine ; but the most intensely pink urate sediments are seen in cases in which the* liver 
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is tlu* scat of pronounced morbid changes, such as cirrhosis, or the passive congestion due 
to cardiac disease. 

('hoturia. Trine which contains bilirubin has a rich orange colour with a greenish tint 
at the edge* of the meniscus. The* foam formed by shaking it has a yellow colour, whereas 
that of bile- free urine, even when deeply pigmented, is colourless. The colour of the urine 
may be much modified bv the presence of hiliverdin, in addition to bilirubin, and may 
approach to black or dark green. 

The presence of bile pigment may Ik* demonstrated by Gindin's test. This is best 
carried out by allowing the* urine to llow gently on to the surface of some nitric acid in a test- 
tube ; on gently shaking, the familiar play of colours is seen at the junction of the liquids 
( F/g. T.M, p. !()!►), and the urinary layer often retains the green tint of hiliverdin for a 
considerable time. Again, a green ring is observed when diluted tincture of iodine is 
allowed to llow on to the surface of the urine in a test-tube (F/g. T20. p. 400). 

When the* quantity of bile pigment present is very small, the above tests may fail to 
reveal its presence, and Huppert's test may then be* re*sorte*d te>. A precipitate is formed by 
the* addition, to a much larger volume of urine*, of a solution of barium chloride* and baryta 
wate r or of calcium e*hle>ride* and lime*-water ; the* precipitate, whie*h e*arrie*s down any bile 
pigment, which may be present, is filtered off and washed into a test-tube with alcohol ; 
elilute* sulphuric acid is the n added, and the* test-tube is heated in a beaker of boiling 
water ; if bile pigment be* present, the ae*idulate*d alceihol acquires a rich green tint, 
due* to hiliverdin. 

Choluria is merely a symptom of jaundice, but the* appearance of bile* pigment in the 
urine* may pre*e*e*de* any yellow coloration of the* conjunctiva* or skin: or, as in eases e>f 
acholuric Jumily jaundice, the* skin may be tinted although the urine* is fre*e* from bile* 
pigment. In the* very rare* eases in which a fistula exists between the* biliary and urinary 
tracts, choluria of* pronoune*e*el degree has been observed, apart from any jaundice. 

Certain (trues impart to urine a tint which, although yellow, is abnormal. This is seen 
when santonin is administered, or chrt/sophanic acid , which is a constituent of rhubarb and 
senna. In e ithe r case*, the* urine* turns pink e>n addition ed an alkali, but the pink colour is 
far more* brilliant after santonin than after chrysophunic aeiet has been taken. Fright 
yellow urine* may also result from the* use*. exte*rnally or internally, of picric acid 
( t r in i t rophenol ) owing to the* formation of picrmnic acid (di-nit ro-aminophcnol ). 

2. Pink and Red Urines. The* conditions which haul to the* excretion of a pink or 
red urine* may be* classified as follows : {a) 1 hematuria, in erases in which the blood pigment 
appears in tlu* urine* mainly as oxyhicmogiohin : {!>) Ilsemoglobinuriu usually in cases 

which do not belong to the* paroxysmal e*lass ; (c) Porphyrinuria : (d) Administration 

of rosaniline as a drug : (e) Mating of swee*tme*ats coloured with ceisin : (/) Presence e»f 
chrysophunic acid in an alkaline* urine* : (g) After the aelministratiem e>f phenedphthalein. 

Ihnnatuvia and lunnoetolnnuria . Tor the signifie*ance* of these symptoms, anel the* 
defection of blood pigment in urine*, the* special articles dealing with them may be referred 
to (p. .‘5 1? and p. df>7). 

Ibn jthipinuria. Trine* of a pink or port-wine* colour may owe* its tint te> the presence 
in it of pigme nts of the* porphyrin group. e>f which luematoporphyrin, formed by the action 
of powerful re agents upon lucmatin, is the* nrnst familiar example. Several such pigments 
are me*t with in the* exe*re*ta, differing somewhat widely in their chemical composition though 
resembling eaeh othe r closedy in the*ir absorption spe*e*tra. That which is prese*nt in large 
(piantities in the la*ces of some* porphyrinuric patients, the* coproporphyria e>f Fischer, or 
steivoporphy rin, is also found in small amounts in the* urine, and the trae*e of porphyrin 
found in normal urine* is of this nature*. The chief pigment of the red urines is the uro- 
porphyiin of Fischer. 'There is found also a dark pigment with no characteristic spectrum, 
called umfuscin. 

Penphyrin in urine* is rccogniy.ed by means e>f the spectroscope. The condition is 
most liable* 1 < > be* mistaken for ha*me>gle>binuria, anel the abnormal pigment, sometimes 
shows a spectrum like* that e>f oxyhaMiioglobin. If there is ne> albumin present, hannaturia 
or liaMiioglobinuria is e*xcluded, anel the aelelitiem of hydrochloric acid brings out the bands 
of aciel penphyrin anel ne»t those e>f hiematin. 

The penphyrin is be*st cxtraetcel frenn sue*h urines by the* aelelitiem e>f 5 e.e. of glacial 
ae etic ae*iel te> 100 e.e*. e>f the* urine*, after which the porphyrin is precipitated em standing. 
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The several porphyrins mav be distinguished hy measiinaueut of their absorption hands, 
or bv preparation of the methyl-esters of the preeipitated pigments and determination of 
their melting-points. 

Aeute porphyrinuria may result from the administration, usually over eonsiderahle 
periods, of sulphonal or allied elrugs. It also oeeurs apart, from the use of drills, usually 
in assoeiation with abdominal pain and a form of ascending paralysis. In some eases 
the eondition is congenital. The red urine may he jmssed from birth onwards, and the 
presence of porphyrins in the tissues renders them peculiarly sensitive to light ; lienee the 
observed assoeiation of persistent porphyrinuria with hydroa astivale vcl vacciniforme. 
In such eases the bones become stained deeply brown, and occasionally the teeth {Fin. 
Ill, p. 12(>). 

The acute toxic porphyrinuria, due to sulphonal and its all it's , is almost confined to 
female subjects, but the congenital form, which is extremely rare, is, like other inborn 
errors of metabolism, chiefly seen in males, and sometimes in several members of a family. 

Coloration by constituents of foods and drugs, Itosaniline , which was at one time em- 
ployed in the treatment of albuminuria, imparts a pink colour to the urine which, provided 
that it be known that tin* drug is being taken, offers no diagnostic difliculty. Aniline dyes 
have also, ere now. been deliberately added to the urine for the purpose of simulating 
haematuria. 

Eosin lias been employed extensively for the coloration of pink sweetmeats and lozenges, 
and the urine of those who eat such sweetmeats in considerable quantities acquires a rich 
pink colour and shows a brilliant green fluorescence. The nature of such pigmentation 
can hardly be mistaken by anyone' who is aware of the fact that eosin is so employed. 

Drugs which contain chrysophanic acid are used so frequently as aperients that this 
compound may rank as a common constituent of urine : and if, from any cause, the urine 
he alkaline, it acquires a pink or red colour, which may easily be misinterpreted. However, 
the history of the taking of rhubarb or senna, and the fact that the addition of an acid 
changes the colour of the urine to a bright yellow, renders the diagnosis easy. The pink 
colour which alkalis impart to the urine of patients taking santonin is so fugitive* that it 
does not call for consideration here. 

,‘h Brown and Black Urines. The urine may be brown or black in the following 
conditions : (a) .Jaundice ; (b) 1 hematuria : (c) Hiemoglobinuria : (d) Porphyrinuria ; 

(e) Indicanuria ; (/) Melanuria ; (g) Aleaptonuria ; (b) ( arboluria ; and (/) After the 

administration of certain other drugs, such as salol, salicylates, resorcin, gallic acid, and 
uva ursi. 

In some of the above conditions the urine has such coloration when passed ; but in 
others, such as melanuria and aleaptonuria, the urine is usually of normal tint when freshly 
passed, and only darkens on standing in contact with the air. 

Brown and black jaundiced urine is met with chiefly in cases of long-standing icterus, 
in which the skin has acquired a dull greenish tint, and the urine contains bili verdin as 
well as bilirubin. 

In some of the early recorded cases of black urine, the colour was certainly due to blood 
pigment , and the smoky colour of many urines which contain blood pigment in the form of 
metluemoglobin is familiar to all. In paroxysmal furrnog/obinuria also the urine is not 
infrequently almost black. The ordinary tests for hirmoglobin, together with microscopic 
and spectroscopic examination, serve to reveal the nature of such cases ( Figs. 17 et sen 
p. Hi). 

The urine of porphyrinuria may approach to actual blackness, owing to the abundant 
presence of purple pigments which have no characteristic spectra. 

Indicanuria. — I Tines which contain much indican may show no abnormality of tint : 
but occasionally, and especially in extreme cases, there are present in the urine, in associa- 
tion with the colourless indoxyl sulphate, other and higher oxidation products of indol. 
which impart to it a brown colour, intensified or developed on exposure to air. This varietv 
of brown or black urine is recognized less than it should be, and it. is probable* that, the 
condition has been mistaken not infrequently for melanuria. Such urine* is not blackened, 
as that of melanuria is, by the addition of ferric chloride, nor by nitric acid in the colei, 
but does blacken when heated with nitric acid. The ordinary tests for inelican reveal its 
presence in large amount. Thus, if a specimen of the urine be* heated with an espial volume 
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of hydrochloric acid, and a drop of a dilute solution of bleaching powder, or a drop ot 
nitric acid, it becomes black. If, after cooling, the dark-coloured liquid he shaken with 
chloroform, the latter takes up indigo-hlue and -red and acquires a deep purple colour ; 
hut the supernatant, liquid remains black. If the chlorolorm extract, he separated and 
evaporated to dryness, the indigo-red may he dissolved out ol the residue with alcohol, 
whereas the indigo-hlue, which is insoluble in alcohol, may he taken up afterwards with 
chloroform. 

Indieanuria signifies abnormal protein decomposition in the alimentary canal, brought 
about by intestinal bacteria ; hut it may also have its origin in collections of putrid pus. 
such as putrid empyemata. 

Melanuria [Fig. OKI ). This is a symptom met with in some eases of melanotic sarcoma. 
The urine, when freshly passed, contains a colourless chromogen, rnelanogen, and usually 
has a normal tint. On exposure to air, it darkens quickly, owing to oxidation of the melan- 
ogen to melanin, becomes brown, and eventually quite black. When nitric acid is added 
to such a urine, it causes prompt blackening, even in the cold, and 

immediate blackening also follows the addition ol a solution ol ferric . j 

chloride. This is the most characteristic of the tests for melanuria. j 


Bromine water produces a yellow or brown precipitate which quickly 
blackens. As a rule, melanuric urines, when treated with liquor 
potasssr and sodium nitroprussidc, yield a dee}) Prussian blue on 
acidification with acetic acid, but this reaction is not due to the 
rnelanogen as such, is yielded by some other urines, and cannot be 
taken as diagnostic of melanuria. 

It is stated that melanuria may he met with apart from 
melanotic growths, in eases of wasting and other diseases. Some 
of the eases quoted in support of this contention, and which were 
recorded before the more distinctive tests for the condition were 
known, were, in reality, examples of indieanuria. such as ha\c been 
described above, and the writer has never met with true melanuria 
save in eases of melanotic sarcoma. Kvcn in such eases it is not 
seen so long as the tumour is confined to its primary seat, but only 
when it has invaded the viscera, and especially the liver. Indeed. 



the quantity of rnelanogen excreted is apparently dependent upon 

the extent to which the liver has been invaded, and the amount of pigmentation in the 
growths of which it is the seat. Hence it happens usually that the diagnosis of the ease 
has already been established before the peculiar pigmentation of the urine is developed. 

Aleapton aria is the outward sign of a very rare anomaly of metabolism which is almost 
always congenital, and persists through life without any serious detriment to the health 
of its subjects. The peculiar properties of the urine are due to the excretion in it of an 
aromatic acid, homogcntisic or hydroquinoncaeetie acid, a product, of katabolism of tyrosm 
and phenyl-alanin. It is, in all probability, a produet of normal metabolism, which in 
normal individuals undergoes complete destruction. 

Aleapton urine seldom exhibits any abnormality of tint when passed : but darkens 
quickly on exposure* to air, undergoing changes through brown to black, which resemble 
in the closest manner those seen in melanuric urines. Howe ver, the two conditions are 
distinguished readily by means of simple tests. When a dilute solution of ferric chloride 
is added to aleapton urine, a deep blue colour appears for a moment, and reappears after 
each subsequent addition of the reagent, until oxidation of the homogcntisic acid is com- 
pleted. I iiless the reagent be very dilute, oxidation occurs too rapidly and the blue colour 
is missed. 

The addition of an alkali causes very rapid darkening, with absorption of oxygen, 
and heat increases the rate of blackening. 

As homogcntisic acid is a powerful reducing agent, aleapton urines give some ot the 
reactions of glycosuria. Folding's solution is reduced freely with the aid of heat, but the 
blackening effect of tin* alkaline reagent gives a peculiar appearance to the reaction. No 
black precipitate is obtained with Nylander's reagent, but the alkali therein causes con- 
spicuous darkening. The safranin reaction is not obtained, and aleapton urine is optically 
inactive. An ammoniaeal solution of silver nitrate is reduced rapidly even in the cold, a 
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reaction which is made use of for the quantitative estimation of homogentisic aeid. It is 
because alcuptonuria is so rare, rather than because its recognition presents any special 
dilliculty, that its pre>pertie*s an* not widely known and not infre(pi(*nt ly fail ol recognition. 

('arbolmia . A darkening of the* urine, increased by exposure to air, is seen frequently 
alter the administration of certain drugs which contain phenol, in carbolic acid poisoning, 
and as the result of outward application of carbolic acid. A carbolic aeid compress applied 
to the head of a child for the destruction of pedieuli quickly induces earboluria, and the 
taking of salol is another common cause. The urine has a smoky tint, or in east's ol carbolic 
aeid poisoning may be actually black. In the slighter eases it is best described as brown 
with a greenish tinge, and the meniscus, when seen from the side, appears black. 

There is no direct chemical test for earboluria, and the diagnosis is usually based upon 
the knowledge that phenol, or some derivative or compound thereof, has been administered 
nr applied. After boiling the urine for some time with Folding's solution, a slight reduction 
is observed : but this is in no way comparable with that seen with aleapton urine. Indirect 
evidence is obtained by the addition of a solution of barium chloride, which in eases of 
earboluria produces a very slight precipitate or none at all. If. however, t lie urine be first 
boiled with hydrochloric aeid, a precipitate is obtained such as is yielded by normal urines. 
This is due to the fact that, in the presence of abundant phenol and oxidation derivatives 
thereof, the sulphates of the urine art* for the most part, or even wholly, combined as aro- 
matic* sulphates, which yield no precipitate with barium salts, whereas when the* aromatic 
sulphates are broken up by hydrochloric aeid a precipitate of barium sulphate is thrown 
down. 

The diagnosis of the other varieties of brown or black urine which have their origin in 
the administration of drugs is based upon the* fact that salicylates, or other drugs capable* 
of producing such pigmentation, have been taken. 

I vi some early cases of the condition called ochronosis characterized by blackening of 
cartilage's, dee*]) pigmentation of re*gions of skin, a bluish-black coloration in the* hollows 
of the ears, and pigment spots in the sclcroties black urine of uncertain nature was 
passed, but in all more rc*e*ent ease's the ochronosis has been the* outcome* of aleapton- 
uria on the* one* hand, or of the* applie*atie>n of carbolic aeid to chronic ulcers over long 
periods on the* other. In the latter case* the urine may. or may not, show the* dark 
tint of earboluria. 

1. Green and Blue Urines. In some* cases of jaundice the* bile* pigment e*xe*re*te*el is so 
largely in the form of biliverdin that the* urine has a dark green cedour : but with this 
exception, practically all green urines met with in practice owe* the ir colour to the taking 
of me'thylene* blue*, cither as a drug e>r in swe*e*tme*ats. When the* dose is small, the* tint may 
be a rich green ; but after larger ele>se*s, the* urine is frankly blue*. It is not always easy to 
account for the origin of sue*h coloration e>f urine*, for the* patient may be* quite* unaware* 
that, he* has taken me*thyle*nc blue* in any form, although examination of his urine* may 
leave* no doubt that he* has done se>. Sweetmeats are* sometimes e*e)le>ure*el with this pig- 
ment, as they are with eosin, and it is sometimes use*d to e*orre*e*t the* colour e>f white* sweet- 
meats. Again, a pill e>f methylene* blue* has before* now fbunel its way, e ithe r by accident, 
evr design, into a supply of pills of anothe*r kind. Abse*nee* of a known cause* ele>e*s not. there- 
fore, by any means e*xclude* this kind of pigmentation : and e*xpe*rie*ne*e* shows that unless it 
can be shown, by careful examination, that the* eolexir of the* urine is ue»t due to me'thylene* 
blue*, it is ne*e*elle*ss te> search tor any e>thcr causation. 

Howe ver, records are te> be found of ease's in which gre*e*n urine* was passed in elays 
when the taking e>f methylene blue* ran be* exe*lueled, and the* nature* of the pigment in tlu*se* 
is uncertain. 

Although the green urine which follows the* taking of methylene blue* may appear per- 
fectly limpid, the* blue pigment is not he-ld in solution but in suspension, and is, to a large 
extent, removed even by a single* filtration. The* green colemr of the* filtrate* is greatly 
reduceel, and the* filter paper shows a blue stain. The pigment upe>n the* filte r yie lds a blue* 
solution in chloroform, and if the chloroform solution, or the blue* extract obtained by 
shaking the* urine* with chloroform, be shaken with liquor potassa* in a te st-tube*, the* chlom- 
form is decolorized and the supernatant alkaline* liepiiel acepiires a pink tint. The original 
urine, e>r the chloroform extract, shows an absorption band in the* reel of the* spectrum 
which may be mistaken for that of indigo-blue. 
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There is no reason to think that indigo-blue ever produces a green or blue coloration 
„(■ urine similar to that due to methylene blue; by 1 he spontaneous breaking down ol 
indoxvl-glvcuronic acid, usually in alkaline urines, indigo-blue may be set free, and may 
form a dark blue sediment, or may impart a blue colour to the surface of a phosphatie 
deposit ; and when, in the earlier years of the last century, indigo-blue was employed some- 
what f'rcuucnt Iv as a drug in the treatment of epilepsy, a dark purple colour of the urine o 
patients so treated was observed : but under no circumstances are indigo pigments formed 
spontaneously in tpiantities sufficient. to bring about such a result. A. E. bVinW. 


URINE, ACETONE IN. (S <•(* A( I.TOM IMA. p. o.) 

URINE, ALBUMIN IN. (See Ann mini iua. p. t.) 

URINE, ALBUMOSE IN. (See Ann mom iua. p. m) 

URINE, BACTERIA IN. (See Hunan. iua. p. **•) 

URINE, BENCE-JONES BODY IN. (See Ai n. mum iua. p. *>■) 

URINE, BILE-PIGMENT IN. (See I iiim.. Aunoumu. ‘ ‘"oitviioN or. p. IMfJ.) 
URINE, BLACK AND BLUE. (Sec I him:. Aiinohmai. < oi .ok vi .on of. P- f *°- > 
URINE, BLOOD IN. (See IIa.mvuiua. p. :!I7.) 

URINE, CASTS IN. (See Ann mini iua. p. !•) 

URINE, CHYLE IN. (See tnvu iin. P- 
URINE, CYSTIN IN. (See Cystinmu \. p. *>3.) 

URINE, DIACETIC ACID IN. (See At i ioni m \. p. X) 

URINE, DI AZO-REACTION IN. (See Diazo-iu.u iaon. p. U17.) 

URINE, EXCESS OF. (See I’oi.m iua. p. «M.) 

URINE, F/ECES IN. (See K n it a s Passki. mat Ciu-vriut \m. p. 

URINE, FAT IN. (See < u viaau \. p. 1 to.) 

URINE, GAS IN. (See I'm:i mati im. p- 
URINE, GLUCOSE IN. (See Oi.ycosi iua p. XJ(».) 

URINE, GREEN. (See Kiuni.. Aiinok.mai. ( oi oit vi ioN or. p. bd-d 
URINE, H/EMOGLOBIN IN. (See II.iimoui.ohina iua. p. 357.) 

URINE, HAIRS IN. ( Sro Pll.lMH HON. p. 

URINE, INCONTINENCE OF. (See Kni-kkkis. p. *270 : and MicTf«iTU»\. Aiinoh 
mamtiks or. p. -MM).) 

URINE, INDICAN IN. (See Inuk-am iua. p. :!!».■>.) 

URINE, METHjEMOGLOBIN IN. (See fliMouioniN. iua. p. :tr» 7.) 

URINE, MUCUS IN. (See Met i s IN Tin: Kiuni.. p. M»(i.) 

URINE, OXALATE DEPOSIT IN. (See Oxaia iua. p. M3.) 

URINE, OXYBUTYRIC ACID IN- (See At i/ioni iua. p. :i.) 

URINE, PHOSPHATES IN- (See Piiosimiati uu.\. p. «3«.) 
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URINE, PUS IN.— (S«- i’vi in.A. j.. T I r».) 

URINE, RETENTION OF.- (S*-i- IMk h imtu.n. Ahnohuai.itiks or. |>. lito.) 
URINE, SUGAR IN. - (Sc ‘C (il.VCOSl IIIA. |). 82(h) 

URINE, SUPPRESSION OF.- ( Sec Am .ua. p. -vt.) 

URINE, URATE DEPOSIT IN.- (See I’katk Dki-osit in rm. I him:. p. NfMI.) 
URINE, URIC ACID DEPOSIT IN. (See I'kk Acid Dkiosit in tin; Ihini., p. 1M>0.) 
URTICARIA. (See Wjikai.s, p. 98 1.) 

UTERUS, BLEEDING FROM. (See Mi :noiu{|| \<;ia. ]>. tN2 ; Mkthokimi w;i \. 

p. J86 ; and Mktkostaxis, p. 488.) 

UTERUS, PROLAPSE OF. (See I‘|U)I ai-si; oi mi: I ri.iu s, p. 

VAGINA, BLEEDING FROM. (See Mknohhii \< ; 1 a . p. 182: Mkthoiikiixci \ , p. t8G : 
and Mkthostaxis, p. 188.) 

VAGINA, DISCHARGE FROM. (See Disi'iiAitni-:. Yaoinaj.. p. 281.) 

VARICOSE ABDOMINAL VEINS. (See Vkins. Yaiikoni: Aiukimiv u . Iulnw.) 

VARICOSE THORACIC VEINS. (Si ‘c Vkins, Vakicosi: Thoh.m u . p. 910.) 

VEINS, VARICOSE ABDOMINAL. Till* point at which distention of veins becomes 
varicosity is arbitrary : most conditions that produce undoubted varicosity of the veins 
of the abdominal wall in some eases merely dilate them in others. When this dilatation 
is considerable (F/g. 082) it nearly always lias much diagnostic significance. part ieularlv 

if the direction of blood-flow is reversed. Vein-., 
however, may seem to be dilated when thev are 
but unduly visible nwin^ to wasting of the sub- 
cutaneous fat : or tli<*v may. in very rare cases, 
be simply varicose, like veins in the leg. owing 
to idiosyncrasy or hereditary predisposition. In 
neither of these cases, however, is the blood- 
current in them reversed. To test the direction 
of blood-flow, part of a vein should be chosen 
where there are no side branches, and the blood 
should be expressed from it by means of two 
tinners pressed down on the vein close together 
and then drawn asunder, whilst pressure over the 
vein is maintained by each : when a length of 
the distended vein has been emptied in this way, 
one of the two lingers is taken off, and the time 
taken by the vein in refilling is noted : the pro- 
cedure is repented, the other finger heing taken 
off this time; it is then generally easy to decide 
whether the vein fills from below upwards or from 
above downwards. Normally, the blood flows 
from above downwards in the ve ins of the lower 
two-thirds of the abdominal wall ; whe n the 
blood-flow is from below upwards there is almost 
certainly obstruction to the inferior vena cava, 
the blood which is unable to return by it find- 
ing a collateral circulation via the superior vena cava. 

Obstruction to the inferior vena cava is due to one or other of three main groups of 
conditions, namely: — 



Fit). r.S*j, V aricose t hor.wii- ,-unl ;xl >< it>m i n:i I 
\<-ins in ;i o>' !- vphi.'it i« * I in -t i n it is <>l sour- 

yi-iir-c’ liuriAiion. j». i»lo.) 


VEINS, VARICOSE A ROOM INAL 


MALIGNANT CLOT IN 
' INTERIOR VENA CAVA 


1. Great general increase in the intra-abdominal tension, owing to such conditions 
ns : ascites : ovarian cyst. : great splenic or hepatic enlargement. 

2. Thrombosis without exte rnal obstruction. 

Obstruction by local compression, specially by secondary growths in the retro- 
peritoneal glands. . . 

When the obstruction of the inferior vena cava is due. not to the vein itsell being 
thrombosed or invaded by new growth, but to the general intra-abdominal pressure 
becoming so great that the vein is. so to speak, flattened out, the varicosity of the veins 
upon the abdominal wall is but a late symptom, and the diagnosis will be made from the 
cause of the great abdominal distention, generally Ascitks (p. oO) or a big tumour. 

If there is marked varicosity of the superficial veins early in a ease of ascites the 
probability is that both are due to malignant 

disease. t ucusp'd valve 

When tli inferior 

simple thrombosis , heapt 4-"^ 

started there, but will have extended to 
either 

AREA OR MALIGNANT 

nel\ is. (Kdema of tin* legs will be a cior forming an 

GHsroucnON at 

prominent svmptom, and d a history 

thrombosis tl |( ‘ 

saphenous or femoral veins of one side. the 

other leg becoming affected W 

later wlien the clot has spread | 

Up -J 4 m L mo*\enacava 

t 

up * M 

have been reached, / jMpF « 

albuminuria, with tube easts, / j ^JppL 

and even haanaturia. may 

ensue. Ascites may also be malignant clo: in 

present. Distention or vari- 

eositv of the veins of the * 

abdominal wall will be of in i.:»i -n.xoi. .-Moniini' into tin* inferior \en.i <*uvu ami 

assistance in distinguishing ri.iit auncL ;i nd vrmnri. . 

such a ease from out* of 

acute or subacute nephritis, besides which there will be no <edema of the eyelids or iaee. 

II there is no very tense distent I' the abdomen : if I lie way the ease began docs 

not suggest 1 1 1 combos is in one leg. or in the pelvis, ext ending upw ai ds . and it . n< \ (. i tlu U ss. 
there is marked varicositv of the veins of the lower part of the abdominal wall, with the 
hlond-llnw in them reversed, so as to be from below upwards, the history being a relatively 
short one the probabilitv is that the inferior vena cava is being obstructed by something 
that is in immediate contact with it. There will very likely be symmetrical .edema ol the 
legs, and possible albuminuria and hainatiiria. It is surprising how seldom an aortic 
aneurysm or other lion-malignant mass obstructs a large vein sufficiently to produce this 
collateral varicosity : hence, the presumption is that such varicosity indicates malignant 
iliscasr. It is worthy of note that carcinoma of the kidney is prone to extend into the 
renal veins and thus into the inferior vena cava l>y a process of direct extension (Fig. «83) 


in’ into tin' nilr 
; 1 1 1 < 1 ventricle. 
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--■sometimes tin* malignant clot rcjiclics as far as the ri<»ht auricle, and produces a pedun- 
culated polypus in the latter. In such eases then* has generally l>een laematnria or other 
renal symptom helore evidence of inferior vena eaval obstruct ion arose, whereby easts of 
growth in the- kidney invading the inferior vena cava may be (list burnished from east's of 
secondary growth in the ret mpcritemcal *»lands. which if they produced hamaturia at all. 
would do so by lirst t)bst meting the inferior vena cava, and thence involving the renal 
veins. In such eases there are often other symptoms pointing to primary growth in 
some or*»an whose lymphatics drain into the retroperitoneal glands: the testes and 
ovaries should not be overlooked in this respect. 

It is often said that cirrhosis of the liver leads to varicosity of the veins around the 
umbilicus the so-called copul medustv. It is a very rare condition indeed, the ercat 
majority ol east's of cirrhosis of the liver causing no distention of the superficial abdominal 
veins until such time as the general intra-abdominal tension has been greatly increased 
by the tenseness of the ascites which occurs late. Not even the telangiectases that occur 
so commonly in men past middle' a**c around the lower part of the chest, in a lint* with 
the attachments of the diaphragm, indicate cirrhosis ; they are quite as common in eases 
of emphysema without cirrhosis. 

In short, varicosity of the superficial abdominal veins generally indicates either 
thrombosis of the inferior vena cava, secondary to direct spread of thrombosis up to it 
from veins in the pelvis or in the lei», or else stenosis of the vena cava by secondary 
malignant disease. Herbert French. 


VEINS, VARICOSE THORACIC. Much of what has been said above about varicose 
abdominal veins applies also to those of the thorax. The veins on the chest wall may 

me rely be unduly visible : but if they are really 
distended there is probably obstruction to one 
or othe r innominate vein or e lse' to the* superior 
ve*na eava : and the' suspicion that this is so 
becomes a certainty if the' blood current in the' 
distended wins can be- shown to be' from above- 
eleiwnwards instead of from be*low upwards. If 
the- distention is bilateral, and associated with 
eedema of both arms and both side's of the- neck, 
hue. and lieael. it is the* vena cava that is 
obst meted ; if the- distention is unilateral, with 
(edema of the corresponding arm, but little- if 
any of the neck or face, the* obstructed vessel 
is probably one* innominate ve in. The- supe rficial 
varie*e»sity may be- only slight ( Fin . 218, p. 2<>0), 
but sometimes it is extreme*. 

In arriving at a diagnosis of the cause of 
the venous obstruction, noil ignant disease within 
the- thorax will be uppermost in erne's mind 
especially mediastinal sarcoma, starting in the 
thymus e>r in the* lymphatic elands. It is only 
when the- history and course* are* too Ion*; for 
primary or secondary malignant neoplasm that 
other causes of venous obstruction will be 
regarded as more likely, such as thrombosis 
extending to an innominate* vein or to the 
supe rior vena eava from a whitlow, boil, or othe r 
inflammatory affection of the hand, arm, axilla, head, laec, neck, shoulde r, or front of 
chest: or chronic fibrous mediustinilis , sometimes tuberculous or gummatous (Fin. (182. 
p. HON : Fig. 0N4) but often rheumatic in origin, and resulting from repeated attacks of 
perie-arditis and pleurisy, with matting together, not only of the pleura* to the- diaphragm 
and pericardium, but also of all the structures in the superior, posterior, and anterior 
mediastina to one another : or. far less commonly, to aneurysm of the* thoracic aorta 
or a ttou-mufignan/ mediastinal tumour . such as a hydatid cyst {Fig. 298, p. ,*}(»(>). a 
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ele*rmoiel cyst, or a large* congenital fibroma, which may have been quiescent within the 
chest for many years before starting to enlarge and obstruct structure's in its ncighbour- 
hood ; the latter conditions, except aneurysm, arc rarities, and although an aortic 
aneurysm does sometimes obstruct the superior vena cava sufficiently to cause distention 
or varicosity of the veins upon the chest wall, such varicosity is so much more marked 
in a case' of int rat hurucic malignant elise-ase- that eme* may sav that when the* diagnosis lies 
between neoplasm and aneurysm the* presence* < >t* marked distention of“ tlie* veins eif the 
e*he*st wall indicates the* former rattier than the- latte r, though the* ce inverse of this is not 
true-. Herbert French . 

VERTIGO, popularly known as dizziness eir gieleline*ss, depeneis upon a elisturbance 
e if the- se-nse* e>f equilibrium. in slight cases the* trouble* is perceptible* t e » the sufferer 
citherns the- apparent movement e>f motionless eibjects (objective vertigo), eir his own 
boely may appear to be- moving in relation to surreiuneling fi\e*el structure's (subjective* 
ve-rtigo). In meire se-ve-re- cases it may le*ael tei re e ling eir staggering, and unless the patient 
e-an grasp some- fixed suppeirt he- may fall. 

The- e-ejuilibrium of the- body is maintained by the- eei-eireiinateel action of various groups 
of muse*le*s, anel the- ne-rveius mechanism for this co-ordination is situated in the cerebellum. 
Afferent impulses are- brought tei the* ecre-be-Ilar centre's freim the muse*le*s. skin, jeiints, eyes, 
anel the* semie*ircular canals. 'File* cerebellum is also connected with the* iue.it or centres 
of the* ee-re-bral he-misphe-re-, anel thus the* re-epiisite* contraction eif the necessary muscles 
is ensure-el. Disturbances of e*e|iiilibrium may therefore- fie* the- result of a lesion in the 
cere-he-llum itself or in one* of the- afferent trae-ts. True* vertigo depends mainly upon 
interference with the- affe rent impulses from the- semicircular canals eir from tlie eyes, anel 
it is ofte-n aecompanicd by nystagmus during attacks. 

Occasionally vertigei may be tlie* re*sult of altereel cutaneous impulse's due to such 
causes as ana-sthe-sia of the* soles o! the* feet. Some people experie-nee a slight feeding 
of gidelinc-ss on stepping on to some* soft material such as turf eir india-rubber pave- 
ment after walking on a hard road. I nusual cutaneous impulses are* the preibable 
explanation. 

Vertigo is sometimes divided into * general' vertigo anel 'special* vertigo. In the 
latte-r, objects appear to move, or the* patie nt tends to fall, in a definite elirectiein. Special 
ve-rtigo points to a lesion of a particular semicircular canal. Thus, if there* is a lesion of 
the- external semicircular canal, objects appear to move in a horizontal plane, anel the 
patient tends to fall towards the- affe*ete*ei side-. When the* superior canal is the* source of 
the- trouble-, objects rotate* in a vertical plane-, anel the patient falls forward. Temporary 
ve-rtigo. e ve n of a very se*vcre* nature*, may be produced readily in a healthy individual by 
preilemgcd movements of reitatiein e»r of swinging. In this ease the cause of the giddiness 
is probably uneejual pressure in the- endolymph in the etifferent se*mie*ire*ular canals. The 
dizziness with whie*h many jie-eiple* are* affected when near the eelge e if* a high e*liff is meist 
likely ocular in eirigin, anel depends upon the* sudden cessatiem of visual impulses from 
near objects. Seune* pe rsons are* e*xc*e*e*elinglv susecptible* t e > alterations in these impressions, 
anel travelling by train eir the* movement of a boat may be sufficient to cause considerable 
dizziness. 

Ye-rtigei may alsei be* e if to, vie origin. Alcohol anel tobacco arc familiar examples : the 
dizziness nsseciate-el with ptomaine poison i ng. in some e*ases of gastric disturbance, eir as 
the- re-sult e if ehremie* to.rainia freim dental sepsis , infected tonsils, or boiccl troubles is alsei 
probably of this nature*. 

Vertigo is neit infrequently eif ecrebral origin, either with eir without seime gross lcsiem. 
Thus it occurs in migraine, anel is alsei a frequent aura of an epileptic jit. Vertigo may 
depend upon alterations in the* blood-pressure, anel this is the* preibable explanation of its 
eiecurre-nec in arteriosclerosis anel nephritis. whe*re* the bleieiel-pressure is increaseei. It may 
also eiecur in e*ase*s whe*re the blood-pressure is eliminisheel, as in Addison's disease, some 
aninnic states , anel during eonvaleseenee freim any preilongeel illness. This may be due 
to defective nutritiein eif the* ecntral nuclei. Attacks eif vertigei eie*e*urring in elelerly people 
with atheromatous arte*rie*s eir suffering freim chronic nephritis eir arteriosclerosis must 
always be* re*garele*el as eif se*rieius import, since they may be the* precursor of cerebral 
laemeirrhage eir thrombosis. Severe vertigei may be one of the symptoms of a cerebral 
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tumour. It is more* likely to be present when tlie growth is in the* eerebelluni, especially 
if the middle lobe is involved. A tumour involving the auditory nerve* in its intracranial 
course* will also give rise to this symptom. A cerebral or cerebellar abscess may also cause* 
vertigo, but in this ease there may also be suppuration in the* middle ear, and the* giddiness 
may be of labyrinthine origin. Optic neuritis should be looke*ei for in every e*ase* of vertigo. 

Vertigo may lie e>f ocular origin. It is especially likely to occur whe n the*re* is some* 
lesion e>f the nerves or muscles leading to diplopia. 

Laryngeal vertigo is a very rare condition : spasm e>f the* glottis is accompanied by 
severe giddiness which causes the patient to fall down, and he* may lose* eonseieaisnoss for 
a few seconeis. Complete recovery ensues in a short time*, but the* attacks are* like*ly to 
recur. This trouble may be* of an e*pile*ptic nature*. 

Vertigo is. however, most commonly of aural origin, and is a fre*epie*nt symptom of 
eliseases e>f the ear. especially of the internal ear or labyrinth. In its most intense form 
it is one of the symptoms e>f Meniere's disease. Its onset is then sudden, and so severe 
that the patient may fall to the* ground and even lose* consciousness. Assoe-iatrd with 
the giddiness are* se vere tinnitus, and unilateral e>r bilateral deafness, while* nausea, vomit- 
ing, and pallor of the face lire frequently present. The vertigo passes off afte r a few hours 
or days, but impairment of hearing and tinnitus persist. The* attacks tend to recur. 
Meniere's disease is probably e*aused by a sudden increase in pressure in the* cndolymph. 
and, in some eases at any rate, appears to be* due* te> luemorrhage into the* semicircular 
canals. In some eases an embolism may be* the cause*. True Meniere's disease is very 
rare ; but the* e>ecurre*ne*e* of the symptoms, viz,., veTtigo, de*alne*ss, and tinnitus, in a le*ss 
acute and sudden form, is by no means uncommon. They may be pre*se*nt without any 
obvious lesion of the* middle or external ear, though sometimes the re* is some* abnormality 
in one of these portiems of the auditors apparatus. 

Vertige) may be traumatic in origin, <*.g.. after a fracture of the* base* of the* skull. 

Syphilitic disease of the internal ear may proelucc symptoms eleisely resembling those 
of Meniere's disease, in that giddiness, tinnitus, and labyrinthine* deal ness are* associated, 
the onset being ejuitc sudden. Vertigo is, heiwever. occasionally absent. The* trouble* is 
usually unilateral, and may e>e*e*ur in the secondary or tertiary stages. The* diagnosis will 
depend on the history of syphilis e>r other evidence's of the* disease. Similar symptoms 
mav occur in e*ongenital syphilis, usually be*twe*e*n the* ages of te*n and fifte*e*n ye*ars, though 
occasionally much later. Kustaehian-tube* obstruction is usually present also, but treat- 
ment e>f this fails to improve the* hearing, and other charaed eristic troubles, especially 
interstitial keratitis, may be found. Aural vertigo may also be* assoeiateel with some* lesion 
e>f the external e>r middle e*ar. Thus in the* former e*ase* there may be* a foreign body , or 
a plug of impacted cerumen , as the* exciting cause. 

Vertigo is not infrequently present in chronic middle-ear suppuration. This may be* 
due to labyrinthine inflammation or irritation, but a definite labyrinthine* lesion is not 
necessarily present. In many e*ase*s the giddiness is caused by pressure* on the stapes or 
the fenestra rotunda. Some patients with a perforation of the* tympanic membrane 
become giddy whenever the ear is syringed. Occasionally the use of unduly he>t or colei 
lotions produces this trouble. It is usually the result of pressure on the* stapes, though 
occasionally the vertigo may have the spe*e*ial e harae-te r associated with a lesion of the* 
external semicircular canal (vide supra). When this is the* e*ase* the*re* is probably some* 
erosion of the bony external canal. Similar giddiness may occur from a like* e*ause* on 
syringing the* ear after a radical mastoid operation. 

Vertigo may occur in otosclerosis , though it is not common in this disease, and is 
always of less importance than the* Di:ajm:ss (p. 205) and Tinniti s (p. 877). Gout and 
gouty dyspepsia, with e>r without evielenee of arterieiselcrosis, may also be* the* cause of 
attacks eif vertigo. 

When a patient complains of vertige), the ears should always be examined carefully. 
The hearing should be testeel, and if the cause of the tremble is in the* labyrinth, the deaf- 
ness will have the characters of nerve* deafness (p. ‘208). The emset of the trouble* must 
lie investigated carefully, and any assoeiateel symptoms ascertained. The eyes anel ocular 
muscles must be examined, and if nystagmus is present the* charae*ter of the movements 
should be observed. A general examination should alsei be maele for sonic general e*e>n- 
stitutional cause sued as gout, albuminuria, eir arteriosclerosis. E. Fartjuhar 11u?7ard. 
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VESICLES. One of the primary lesions, tin* vehicle may he defined as a circum- 
scribed epidermal elevation varying in size from a pin's head to a small pea, and containing 
serous fluid, which mav become scro-purulcnt or he mixed with blood. Serous elevations 
larger than a small pea are classified as Hii.i^: (p. 123). To bulla*, therefore, vesicles 
bear the same relation as papules be*ar to tubercles. They eliffer from bulla*, however, 
not, only in size, but in their mode of formation. They are* always the result of an inflam- 
matory* process, whereas in the* e*ase* of bulla* there is a veritable cleavage* of the epidermis. 
Vesiele*s, again, often contain a number of chambers, at any rate in the beginning, whereas 
bulla* are* from the* outset unilocular. They may originate as vesicles, or may develop 
from papules. Ve-siculation may be either parenchymatous or interstitial. In the one case, 
as in varicella, the* plasma accumulates within the Malpighian cells, and the unicellular 
vesicles which are* thus formed run into eae*h either. In the* either ease, as in eczema, the 
plasma accumulates between the Malpighian e*ells. 

In shape*, vesicle's are usually roundeel, conical, or acuminate : but they may tend 
te> the oblong form, as in se*abies, or they may be both oblong and irregular, as in dermatitis 
herpetiformis. The* larger ones are* occasionally umbilicatcd, as in variola, and instead of 
being tense*, as is usual with vesicle's, may he flaccid, as in herpes anel dermatitis herpeti- 
formis. At first the* liquid they contain consists almost invariably of pure plasma, and is 
quite* clear, or with the* faintest tinge of yellow : but exceptionally the fiuiel is freirn the 
beginning mixed with blood. After a time the clear fluid becomes turbid. In some condi- 
tieins, as^in varicella and miliaria, they remain discrete and few in number; but usually, 
as in herpes, eczema, and dermatitis herpetiformis, there is a plentiful crop e>f them, 
forming groups or closely-set clusters. As a rule they are of short duration : either they 
rupture and crust e>ve*r, as in eczema, or they dry up anel a crust is formed, as is usual in 
herpes ; or they e nlarge* into ble*bs, as fre*quently occurs in dermatitis herpetiformis ; or 
they are transformed into pustules, as in variola. On mucous membranes and the lips, 
anei in folds of the* skin, they break more quickly than in other situations, and leave 
excoriations. Since, as already stated, vesicles are the result of a more or less inflamma- 
tory process, they usually give rise* to much burning and itching, though in some 
conditions, as in hidroevstoma, the*se* symptoms are* absent. 

The most distinctively vesicular affeetiems are* herpes simplex anel herpes zoster. In 
simple herpes the face* and the* genital organs are affected chiefly. The characteristic 
lesion is a cluster of transpare nt vesicles varying in number from two or three to twenty 
or more*, seated on an erythematous patch, and surrounded bv a narrow red zone. First, 
a slightly red spot appears on the* skin : effusion quickly takes place under the epieiermis, 
and ^vesicles are formed; these* become opaque sometimes purulent shrivel up, and 
form ye llowish-brown e*rusts. which afte r a few days become eletached, usually leaving ne> 
scar, but a brownish stain that slowly fades anel disappears. These four stage's in the 
evolution of the* lesion are* styled the* congestive, vesicating, desiccating, anel macular 
stage's. On mucous me*mbrane*s the* lesion runs a rathe*r diffe*re*nt course. lle*re the 
vcsTclcs are epiickly reduced to a whitish pulp, which presents the appearance of a false 
membrane. When this becomes detached, it reveals a number of roundish excoriations, 
either scattered about irregularly or running inte> each other anel forming largish ulcers. 
The favourite* situations of the ve*sie*le*s in herpes genitalis are, in men, the prepuce, 
cspee*ially its inne*r surface*, the* meatus, the* sulcus, and the* glans ; in women, the labia 
anel the* cervix. In men, the* vesicles are usually discrete, and the patient complains only 
of the* itching and burning ; but if they are* neglected, or irritated by the application of 
caustics, there may he sev e re* anel exte nsive* ulceration, with swelling of the inguinal glands. 
In women, the vesicles tend to become confluent, and the perineum, the insiele e>f the 
thighs, anel the* mons ve*ne*ris may be* invaded. There* may be* a great deal ol swelling, 
excoriat ion, anel eliseharge. with intense itching anel burning, and, as in men, there may 
be enlargement of the neighbouring glanels. The vesicles of genital herpes are too 
characteristic te> be mistaken if they are* seen before their re*al significance is obscured by 
ulceration. If, however, the* ulceration is considerable, and especially if there is much 
suppuration, the herpes may be mistaken for chancroids. Generally, however, soft sores 
are multiple*, have a fouler base, excavate more deeply, and the healing process is much 
slower. Soft sores, further, are* flattened at the base, secrete very little liquid, and are 
auto-inoculablc. In some cases there mav be doubt as between herpes genitalis and true 
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chancre , especially as a chancre not infrequently develops in the midst ol a premonitory 
eruption of herpes. The points of differentiation are the absence, in herpes, ol induration, 
the less considerable and more; transitory gland-enlargement, the multiplicity, irregular 
form, and small size of the ulcers, and the intense burning and itching. 

In the crusted stage, facial herpes may resemble impetigo, but the rapid course it 
runs, its limited distribution, the facts that it is not auto-inoculablc, and that in impetigo 
the lips are seldom attacked, should suffice to obviate the confusion. The points which 
distinguish herpes facialis from vesicular eczema arc touched upon below. 

In herpes zoster (zona, shingles), clusters ol vesicles seated on an erythematous base 
appear in the region of skin distribution of one or more of the posterior spinal nerve roots, 
preceded or accompanied by neuralgic* pain and tenderness in the part. 1 he erythematous 
patches, more or less oval, with the long axis parallel to the underlying nerve, come out 
in crops, the number of lesions varying trom two or three to twenty or thirty. Soon the 
surface of the patches is studded with papules, which arc quickly transformed into vesicles, 
from ten to twenty* on each patch, generally discrete, sometimes running into each 
other to form bulla*. An important diagnostic feature of the eruption b, that in the great 
majority* of cases it is unilateral, and appears much more frequently on the right side than 
on the left. In rare cases, however, it forms a complete girdle round the body. The 
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usual limitation to one side of the body, the distribution in one or more nervous territories 
(Fig. (185), and the preceding or accompanying neuralgia with glandular enlargement, 
usually 7 suffice to distinguish herpes zoster from erythema multiforme and from dermatitis 
herpetiformis. Another important point in diagnosis is the history, for zoster is not a 
recurring disease. These various characters serve to distinguish it also from herpes 
simplex and herpes genitalis. The neuralgic pain may be mistaken at first for pleurisy, 
but the course the affection runs soon clears up the confusion. It should be added that 
in herpes zoster the forehead, the conjunctiva, and the eyeball are frequently attacked, 
and sometimes the mouth, especially the tongue. In rare oases the lesions on the tongue 
are associated with an eruption on the lips or the palate. 

Although the vesicular stage is not. as some authorities consider, a necessary* phase- 
in the evolution of eczema , the vesicle is undoubtedly' the most constant of all the primary 
lesions met with in that condition. Esuallv, following sensations of itching and burning, 
an erythematous blush appears, which is soon studded with numerous tiny vesicles. These* 
grow larger and often coalesce, but they* soon rupture or are broken by scratching, and a 
clear fluid exudes, the ‘ weeping 1 continuing as later vesicles break. In mild cases, the 
inflammation subsides gradually, and as the discharge ceases, scales or crusts arc formed : 
but much more frequently fresh crops of vesicles start up around the edge of the earlier 
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patches, while new centres are formed in other parts, until nearly the whole cutaneous 
surface may lx* involved. In some eases papules are the predominant feature; in others 
erythematous lesions ; in yet others pustules: and in extensive eases, the several kinds of 
lesions may he all present simultaneously. From herpes in general, eczema is distinguished 
by the charaeterist ie exudation, by tin* crowds of tiny vesicles, which coalesce without 
forming distinct groups, hy the slower evolution of the disease, and hy the fact that as a 
rule there is some inflammatory thickening. From herpes zoster it is differentiated by 
the peculiar distribution of the vesicles in that affection (see above). 

Acute vesicular dermatitis is precisely similar to acute eczema in its actual lesions, 
but differs from it in that a definite irritant cause exists and it does not recur, as does 
eczema, spontaneously, hut only if the external cause* is re-applied. The effect of 
certain plants, notably primula ubc(mica and rhus to.vicodcndron, are familiar in this 
respect : also the vesicular eruption produced in some individuals hy sugar (grocer's der- 
matitis). hy the use of certain soaps (soap dermatitis), hy the sawdust of satinwood, 
hy the use of lime in making mortar, by various chemical substances employed in the 
manufacture of munitions, hy the hairs of certain caterpillars, and hy various applica- 
tions and lotions (application dermatitis), including tincture of arnica montana, mesotan, 
essence of vanilla : and of course all the well-known vesicating drugs such as eantharides, 
croton oil. capsicum, mineral acids, caustic alkalis, strong iodine or turpentine, and so on. 
'The diagnosis is afforded hy a knowledge of exposure to any of these, and in obscure cases 
is sometimes suggested by the fact that exposed parts only are affected, or that the patient 
is ill only when living in certain places or doing certain work. 

Dermatitis due la P/auts. ltclow is given a list of plants which give rise* to derma- 
titis. varying in degree from a simple erythema, sometimes accompanied by staining and 
generally itching, to a papulovesicular or in some cases a bullous or (edematous inflam- 
mation of the skin, tin* severity of the cutaneous symptoms depending on the toxicity 
of the offending substance, the duration of contact, and the susceptibility of the patient. 
The hands, forearms, and face are the parts most often affected. Doubtless many of these 
reactions are anaphylactic* and in some cases hereditary. In a few instances, such as 
that of rose-picker's dermatitis, the symptoms may he due to slight, mechanical injuries 
followed hy septic infection, or to parasiticides such as carbolic acid, copper sulphate, or 
formalin, when they are more properly classed under occupational dermatoses. The 
diagnosis can generally be made hy the history of exposure to the irritant, the acute onset, 
and the fact that, generally speaking, only exposed parts are attacked. These points will 
serve to distinguish plant dermatitis from erythema and eczema due to other causes. 


Ahies Canadensis and exeelsa (Spruce) 

Aconitine napellus 

Actiea spicata 

Allium sativum ((.arlic) 

Anaeardium accident ulc and nricntalc (Cardol) 

Anaeyclus py ret hrum 

Anemone nemorosa (Wood anemone) 

Anemone patens (Pulsatilla) 

Angelica ( C ow- parsley ) 

Antiaris toxiearia (l 'pas tree) 

Alalia spinosa (Angelica tree, prickly elder) 
Arisa ina t riphyllum 
Asparagus officinalis 

Halsanium (blend (Halm of (blend) 

Horago officinalis (Ho rage) 

Hryonia alba (Tet terherry. Wild hops) 

( actus grandiflorus ( Night -blooming ccrcus) 
Calendula (Marigold) 

Capsicum fast igiat um (Ked pepper) 

( assinia aeuleata (Australian dogwood) 

Catalpa higuonioides (Indian bean) 

Ccpluclis ipecacuanha 
Chclidonium majus (C(*Iandine) 

Chimaphila umhellata 

Chrysanthemum 

Cinchona 


Citrus vulgaris (Hitter orange) 

Clematis Virginiana and creel a 
Colehieum autnmnale (Meadow saffron) 

Cot oneaster microphylla 
Croton tiglium 

Cypripedium caleeolus (Lady's slipper) 

Daffodil (sap) 

Daphne inezereiiiii 
Datura stramonium 

1 )clphiuium consolida and staphisagria 
l Digitalis officinalis (Foxglove) 

Direa palustris (Lcatherwood) 

Doronieum pardalianehes (Leopard's bane) 

, Drosera rot undi folia 

Krigeron Canadcnse (Flea-ham*) 

Eucalyptus hcmiphloia (Australian gum-tree) 
Eugenia pimenta (Pimento) 

Euphorbia (Spurge) 
resin if era 
eorollata 
ipeeaeuanha* 
lathy ris 

j Ferula galbaniflua 
Kicus (Fig) 

i Cielsemium sempervirens 
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Hedera helix (Common ivy) 

Helleborus niger (Black hellebore. Christinas 
rose) 

Helianthus (Sunflower) 

Heraeleum lanatuin (Parsnip) 

Hippomanc nianeinella (Manehineel) 

Hops 

Huinea derails 

Iris llorentina (Orris root) 

Junipcrus Yirginiana and Sabina (Savin) 

Lappa officinalis (Burdock) 

Laurel 

Leueanthemuin vulgare (Ox-eye daisy) 

Lobelia inflata 

Lycopcrsicum esculent um (Tomato leaves) 

Maruta eotula (May- weed) 

Mueuna pruriens (C'owhage) 

Myrcia aeris (Bay rum) 

Nasturtium armoraeia (Horseradish) 

Nerium Oleander 

Pastinaeea sativa (Parsnip) 

Phytolacca dcoandra (Poke. Garget) 
Pilocarpus permatifolius (Jaborandi) 

Piper nigrum (Pepper) 

Podophyllum pellatum (Mandrake) 

Polygonum avieulare (Knot grass) 

Polygonum punctatum (Smart weed) 


Primula obconiea and Primula sinensis and 
parinosa 

Pyret lirum roseiini, earneum, einaria folium 
Ragweed 

Ranunculus seeleratus, bulbosus, aeris 
‘ Reed dermatitis', from chemical action of 
powder in leaves of old reeds (Timpans) due 
to a fungus, parasitic upon Arundo donax 
(Gcrhaud ) 

Rhus inetopium (Coral sumac) 

Rhus toxicodendron (Poison ivy) 

Rhus venenata (Dogwood) • 

Rhus vernieifera (Lacquer tree). Lacquer cabi- 
net s, Mali .long sets, etc. 

‘ Rose-picker's dermatitis ' 

Ruta graveolens (Rue) 

Sanguinaria Canadensis (Bloodroot) 

Seilla (S(juill) 

Sedum acre (Stoneerop) 

Simploearpus fetidus (Skunk cabbage) 

Sinapis alba (Mustard) 

Sisymbrium officinale (Hedge mustard) 

Solidago (Golden rod) 

Stillingia sylvatica (Queen's root) 

Svringa vulgaris (Lilac) 

Thapsia garganiea 

Thuja oeeidentalis (Arbor vita*) 

Tropu'olum majus ((harden nasturtium) 

I’rtiea (nettle), several varieties 
Vanilla planifolia (Vanilla) 

Veratrum viride and album. 


Dermatitis due to Woods. 

Andira Araroba (Goa powder) Gunioinu Kamassi (S. African boxwood) 

Antiaris toxiearia (Cpas tree) 

Teetiona gravidis (Teak) 

('hloroxylon swietenia (East Indian sat in wood) 

Cocos wood, chestnut wood, and various species 
Dalbergia latifolia (Rosewood) of mahogany are also reported to have caused 

Diospvrus ebenum (African ebony) dermatitis. 


Occupation Dermatitis. A great many occupations may lx* the direct or indirect 
cause of cutaneous disturbances, generally as the result of repeated contact with some 
solid or gaseous substance which irritates the skin. In some cases there is a definite 
idiosyncrasy, in others excessive sweating inherited tendency, congenital susceptibility to 
the action of irritants as in ichthyotics, want of cleanliness and ol careful removal of tin* 
irritating material on leaving work, are predisposing factors. 

In many trades, e.g., laundry work, the dermatitis may be due to the general con- 
ditions of a hot. steamy atmosphere rather than to any particular chemical, such as 
bleaching powder : in gardeners it may be caused by exposure to the weather, moisture* 
of the soil, etc., as well as by irritation from plants. The dermatitis varies from a simple 
erythema to a papular, vesicular, pustular, or bullous dermatitis, and is sometimes 
followed by or associated with ulceration or tumour formation. Staining of the skin may 
be present.. 

Trade dermatitis varies according to tin* particular substance which acts as the 
irritant. It may Ik* due to one or several chemicals employed in the same trade. The 
hands, nails, and forearms arc the parts most often affected, but other parts of the body 
may be reached by the irritant, e.g., various powders used in the manufacture of explo- 
sives. The list of chemicals which may lead to cutaneous irritation is being constantly 
extended with increasing knowledge and the introduction of new processes the following 
list is far from complete. Such varieties of dermatitis as cotton-seed dermatitis, 
copra-itch (Tryoglyphus longior ), grain-itch (Pcdiculoidcs ventricosus) which are due to 
animal parasites have not been included, nor the bacillary infections, e.g., anthrax, 
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"landers, tuberculosis, acute pemphigus, which arc liable to be associated with certain 
oceupat ions. 


Trade, 

Acetylene workers - 

Asphalt c workers 

Bleachers and cleaners 

Barbers 

Barmaids 

Carpenters 

Chemists 

Chimney-sweeps 

Chlorine workers 

Confectioners 

Coopers 

livers 

Cish and poult ry dealers 
Has spinners 

h'reneh polishers 

( dass- 1 (lowers 
Croce rs 

I .eat her t aimers 
Masons 

Munition winkers 
Beat workers 
Painters 

Parallin and naplit ha worker 
Photographers 

Printers 

Buhher workers 
Shellac workers 
Silicate workers 
Si Ik- w inders 

Silver- and elect roplat ers 

Tanners 
Tar-w orkers - 
Washerwomen 
Wet -winders - 


( 'hemicat. 

Carbide of calcium 
Tar - 

Chloride of lime - 
Soap, alkalis, dyes 
Water, soda, etc. 

Sawdust : teak, sat inwood. etc. - 
Various substances. Phenyl- 
hydrazine hydrochloride 
Soot - 

Chlorine - 
Sugar, etc. 

Caustic soda 
Aniline d\es 
Various chemicals 
Sodium chloride, lime and calcium 
salt s 

Bichromate of potassium 

(.lease, resin, mechanical pressure 
Suejir - - - - 

Yellow* chrome 
Lime - 

(See below) 

Turpentine 
Crude oils 

Met oh pvrogallic acid, li\dro- 
(jiiinone, amidol, rodinal 
Lve, benzine 
Carbon bisul|»hide 
'rurpentine and arsenic 


Mercury and potassium cyanide - 

Various chemicals 
Tar products - 
Soap and soda 
Potash, alum 


Nature of Eruption . 

Eczema punched-out ulcers 
Acne and furuncles 
Eczematous dermatitis 
Eczcmaf ous dermatitis 
Eczcmat ous dermat it is 
Krzemataus dermatitis 
Eezemat ous dermatitis 

Eczema, warts, epit lieliomat a 
•Chloric* acne' 

Eczematous dermatitis 
Eczematous dermal i t is 
Stainin','. Irritant dermatitis 
( lironie derma* it is 
Eryt hemato-vcsieular eruption 

Staining'. Eczematous derma- 
t it is 

Hh agades. Callosit ies on hands 
Eczematous dermat it is 
Eczematous dermatitis 
Chronic* dermatitis 

Warts 

Irritant dermatitis 
Acne, pustular, ulcerous 
Eczematous dermatit is 

Eczematous dermatitis 
Eczematous dermatitis 
Eczematous dermatit is 
Eczematous dermatitis 
Ycsieo- pustular eruption. 

( ellulit is 

Vesico-pust ular eruption. 

( ellulit is 

Chronic dermatitis, deers 
Eczema, warts, epithelioma 
Chronic dermatitis, fleers 
Aero-asphyxia. 


The chief substances employed in the making of explosives and liable to cause derma- 
titis arc: Picric acid (lyddite, melinite), dinitrophenol. tetryl (high-explosive shells), 
hcxanitro-diphcnylamiiic (bombs), trinitrotoluene (ammonal), Eliminate () 1 meieury 
(detonators), barium salts (Verey lights), iliebloro-diethylsulphide (mustard "as). 


Dermatitis due to Loeal Application of l)r nos. The following list gives some of the 
drugs and chemical preparations mod liable to cause vesicular dermatitis: 


Drug. 


Aconite 

Antimony 

Arnica 

Arsenic 

Atropine - 

Balsam of Peru - 

Belladonna 

(antharidcs 

Capsicum 

Chlorine - 

Chrysarobin 

Eormalin 

Hydrogen peroxide 


Nature of Eruption. 

Eryt hemato-vcsieular crysipclatoid eruption 
Varioloid eruption 

Erythema, vesication, crysipelatoid eruption 
Eryt hemat ous dermat it is 
Sea rlat ini form erythema 

Erythematous, urticarial, or eczematous eruption 
Erythema, vesical ion 
Eryt liema and vesication 
Erythema 

Aciieiforin eruption and (edema with exfoliative 
ilcrmat it is 

Erythema and staining 
Criicaria, eczematous eruptions 
Erythema and vesiculat ion 
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Until. 

Iodine - 
Iodoform 
Mcrnirv - 
Mesotan - 
Mustard 
Oleum eadiui 
Oleum erotonis 
Orthoform 

Karaphrnylctic-diamim- 
Pyrogallic avid - 
Phenol - 

Phenol-hydrazine hydrochloride - 

Salicylic acid 

Sulphur - - 

Tar - 

Turpentine 


Suture of Erupt iou. 

Krvthema and staining, with dcsqiiamat ion 
Krvthema, vesication, purpura 
Krvthema. pustular folliculitis 
Kryt licina 

Krvt hema, vesiculat ion 
Krvt hema and folliculitis 
Krvthema, pustular folliculitis 
Krvt hema . gangrene 

Krvthematous and eczematous dermatitis 
Acute erythema and (edema 
Krvthcma, eczematous dermatitis, necrosis 
Krvthcma and vesication 
Vesicular eruption 

Krvthcniatous and eczematous dermatitis 
Koiliculit is 

Papular eryt hema, vesicles and bulla-. 


Doubt can seldom arise as between eczema and dermatitis herpetiformis. It is true 
that the earliest and perhaps the most characteristic lesion of the latter disease is a 
vesicular eruption, appearing on an erythematous base : but the disposition of the \ (‘sides 
in herpetiform groups should prevent confusion between the two conditions. I he \csiclcs 
soon dry up and form scabs, but later they tend to coalesce into bulla-, which scarcely 
ever burst spontaneously, but. as their contents thicken, slowly shrink, and finally, il left 
to themselves, shrived up to a thick brown scab. I he * weeping of eczema is therefore 
absent in dermatitis herpetiformis, of which, further, multiformity is a more pronounced 
feature erythematous, vesicular, pustular, papular, and urticarial elements being mingled 
in all stages of evolution. Kosinophilia is more pronounced with dermatitis herpeti- 
formis than it is with eczema (p. 

The vesicles of impetigo contagiosa arc distinguishable from those of eczema by flu* 
larger size and discrete character of the former, and by their tendency to dry and form 
yellowish crusts without breaking, or as soon as they have broken. Kvcn when the lesions 
run together and large crusts are formed there w ill be discrete vesicles and papules which 
will point to the true nature of the affection. 

Miliaria ruhra may sometimes resemble the vesicular stage of eczema, but here again 
the lesions, though numerous, remain discrete : they do not run together to form patches, 
they do not rupture, and there is no * weeping.* Miliaria of all forms is a very transitory 
affection, and instead of the intense itching of eczema, the patient describes his sensations 
as those rather of prickling and tingling. In the form of miliaria known as hidro- 
eystoma, or dysidrosis of the face, palms, or soles, small vesicles appear sit ual ed more 
in the substance- of the skin than on it, and so grouped as to form patches which show no 
tendency to spontaneous involution: they itch, and when scratched they discharge the 
retained sweat as a clear watery fluid. 

Scabies is another affection in which the vesicles, like those- of impetigo and of 
miliaria, are discrete. Sometimes the lesions, usually consisting of papules and pustules 
as w 7 ell as of vesicles, take on an eczematous character, but they are not localized as are 
those of eczema, and instead of being small, acuminated, or circular, they tend to lx- linear. 
In uncleanly persons the burrows between the lingers and elsewhere which mark off 
scabies from all other affections can hardly be overlooked. When they cannot be found, 
either because they have not yet been formed or because they have been laid open by 
scratching, the diagnosis of scabies must rest upon the irregularity of the lesions vesicles, 
bulla*, and pustules being mingled with the marks of the finger-nails and the results of 
secondary inoculations and upon flu- distribution, tlie parts most affected being those 
where the skin is least thick, namely, the webs between the fingers and toes, the front of 
the wrist, inside the umbilicus, on the lower abdomen, the genitalia, tin- nipples in women, 
and the axillary folds. The face nearly always escapes, except in infants in arms. 

Another vesicular condition in which the hands are specially attacked is chciropotn- 
jthohpr, in which numerous minute vesicles deeply imbedded in the skin, and showing 
through the epidermis like* boiled sago-grains, are distributed symmetrically on the 
palms and fingers, and frequently also on the soles and toes. The general features of 
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the affection the limit sit ion of the vesicles In the hands and feet and their proneness to 
unite and form bulla* which dry up. the tendency to recovery followed by repeated 
recurrence, and the constant association of the eruption with the 1 summer season arc 
sutheiently distinctive, and the diagnosis is seldom in doubt. In sonic slight eases there 
is a general resemblance to certain subacute and limited eases of eczema in which the 
lesions may present the sago-grain aspect ; but instead of rupturing and * weeping* . 
the vesicles in chciropompholy \ tend to run together into bulla*, which shrink and crust 
over. This formation of bulla* by coalescence of vesicles differentiates the condition 
also from pemphigus. 

In crpfhcmu m ufti Jurmc the vesicle can seldom be difficult of interpretation, even in 
criphcma iris . or as it is also styled, erpthemn icsiculusum . In one form of this affection 
a small red spot appears, upon which is formed a vesicle that is quickly surrounded by 
a zone of redness. When the central vesicle dries up it leaves a small scab, and a ring of 
secondary vesicles soon appears on the red zone. On the separation of the central scab 
the skin beneath has a blue, congested appearance. 'The whole process may be repeated 
time after time until the concentric rings of vesicles and reddened skin surest comparison 
with a target. In tin* form of erythema iris which sometimes is infelieit ously called herpes 
iris , a large central bulla is encircled by vesicles of considerable size. Outside the first 
rim: of vesicles another circle may develop, and outside the second sometimes a third. 
The symptoms of vesicular erythema multiforme are so characteristic that the affection 
can hardlv be mistaken for anything else. 

Lichen planus is so characteristically a papular affection that the absence of vesicles 
is one of the points which distinguish it from eczema. In some eases, however very 
rarely in adults, rather less infrequently in children vesicles appear, but never so as to 
contuse the diagnosis. In lichen urticatus a vesicle appears on the summit of the small 
wheal, and the condition may offer some resemblance to eczema; but the individual 
lesions do not tend to run together nor to spread cent rifugally, as in eczema, and the itching 
is usually more intense. 

'The vesicular form n\' sccntulun/ stf/thilis is so rare that by some authorities its existence 
is not recognized, and Stclwagon justly points to the possibility of its being due. at any 
rate occasionally, to drug idiosyncrasy. The vesicles are reported as occurring in several 
forms : they may be minute, cczcmatoid, disseminated and grouped, or larger, irregularly 
scattered, or disposed in herpetiform groups ; and easts have been reported which simulate 
herpes zoster. 'The vesicles in syphilis are usualiv associated with papules, and they have 
a papular base, the disappearance of which haves a long-persisting dark stain. The 
papular bast* and the slow evolution art* important diagnostic points; and usually other 
signs of syphilis will be present. 

Iik ////// phuniiimnu circumscriptum , even more than in vesicular syphilis, the significance 
of the vesicles can hardly be missed. In circumscribed areas of the skin there is an 
eruption of clusters of small, deep-seated, thick-walled vesicles, straw-coloured, some- 
times marked with red stria*, and filled with a clear alkaline fluid which contains a lew 
lymph-corpuscles. 'The affection, which consists in the over-growth and dilatation of 
lymph-vessels and the formation of new ones, is probably congenital, though not 
generally noticed until early childhood. 

I’uriccl/n to come to the eruptive fevers is an essentially vesicular affection ; only 
occasionally do tin* vesicles develop into pustules. They arc* usually preceded by reddisli 
spots of slight elevation, and the commonest situations are the face, chest, shoulders, back, 
and scalp, but they may also he found on the mucous membrane of the palate, mouth, 
or lips. As a rule the rash comes out within twenty-four hours. Often there is but 
trifling systemic disturbance. In the infrequent eases in which the variccllar eruption 
becomes pustular, it may possibly be confused with a pustular syphilide : belt in the* 
syphilide the lesions are pustular from the outset, or develop out of papules, and 
although the lesions of varicella start as papules, these are almost invariably small and 
evanescent. The absence of itching in syphilis is another point of difference. In 
exceptional eases of lichen urticatus the vesicle on tin* summit may develop until it 
becomes v isible macroscopicall v . and it may then he confused with varicella. 

It is with small pn.r that chicken-pox is most often eon fused. In small-pox the 
vesicles are usually multilocular ; in chicken-pox. unilocular. In small-pox they are 
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frequently umbilicatcd : in chie-kcii-pox they are ne ver umh.l.e-ate-el, and seldom exen 
dimpled. The differene-cs between the two exanthems in respect of the rash and the lesions 
generally, as summarized by Kicketts in - The Diagnosis of Small-pox/' are these: In 
variola the rash is most abundant on the face and limbs (Fi g. «Ht»), and least abundant 
on the chest and abdomen: in varicella the abdomen and chest are covered as thickly 
as the face, if not more thickly. In variola the rash is much more abundant on the 
back than on the abdomen: in varicella the abdomen and the back receive equal 
attention. In variola the rash is more abundant on the shoulde rs than across the loins, 

and on the chest than on the abdomen : in 
varicella the distribution as between these parts 
is indifferent . In variola the* rash favours the' 
limbs and is distributee! cent rifugallv (Fig. ; 

in varicella it tends to avoid the limbs, and when 
it invades them is centripetal. In variola the' 
rash, unlike that in varicella, favours prominences 
and surfaces e-xpose-el to irritation, and tends to 
nve>id protected surfaces and depressions. As to 
the lesions gene-rally, in variola they are- ele-ep- 
seate-d and have- an inlilt rate-el base-: are ge-nerallv 
e-ire-ular in emtline* and homogeneous in e-harae-te-r : 
whe-re-as in varie-ella they are- supe-rlie-ial and have- 
no infiltrated base, are- frequently irre gular in 
outline, eu* e-lse- oval or (longaled, and are- not, as 
a rule-, homogeneous. 

I’ttrcinal eruptions may e-onsist (1) ol tinv 
vesicles or small supe-rlie-ial papules, or of a com- 
bination e>f those- e-le-ments : e > r (*J) < > f a small 
papule- with a ve-sie-ular or pustular head. In the* 
se-e-onel e-ase- the- e rupt ie»n may simulate- modifie-el 
small-pox. but almost always the- vaccinal le-siems 
arc more supe-rlie-ial than those of the- milele-st e-ase*s 
ed‘ small-po\, and show a pre-fe-re-ne-e* lor the- trunk. 

In eruptieuis elue- to the- use- of bromides, 
iodides, and e»the*r drugs, the- ve-siele- is but one* e > f 

A'/v. »;se;. Mild lii-w-rt-Tu small lion iji:' t lx } s iUU \ the- nature of the- a fleet ieill is 

(list rihution **r tin- (-ni]ition. r ii»- !:n-«- Mini Jool »- 

being aiiVcic.i n.on* than tin < in.M ami mink: usuallv iiidicateel with sufficient distinctness by 

ovir tlm limb'- - (arm ) 1 1m pu-tulns t * ■ i n I in In- umn- . * .. , .. • il i .... 

numerous (li^eiliv tlian iTovimiilU - tin- , nnii'iiiiLol the- history e>l the- e ase*, t tie- re-nussion that eieeuis 
(liOribution oi tin- Mnaii-j'"'; m u|.i mnyn _ nm w | |( . n ( | l( . ,i m g is withheld, and the- re-e-u rrene-e- 

ili.-timf ion t«> Unit o! »<•// J 1 '- 11 ■ ■“> 

» that takes place* when its administration is 

re*sume*el. Vesicles that Iblleew the bites or stings 
of gnats, mosquitoes, e-te-., are- always easily recognizable fmm the history, anel from the 
central punetum to be- se-e-n in the- lesions; nor can there* he- any doubt as tei the- 
significance of those due to such accidental causes as frostbite anel pressure fmm splints . 

Ernes! Dare. 
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VISION, DEFECTS OF. ’ rfiis subject may be- cemsielcrcel in the* following e >r< le-r : 
(1) Xorrnal vision; (II) Amblyopia ; (III) Fortin! blindness; (II) Cnm/dete blindness; (I) 
Defeels in colour vision ; (17) Abnormal sensations of size ; (17/) Day- and X ig/it-b! indness. 


I. NORMAL VISION. 

1. Visual Acuity. The- act of vision comprises the- perception e>f fe>rm. colour, anel 
brightness ; and, in vision with twe) ey e s, the- perception e»f space* and distance*. These* 
faculties are- possessed by all parts of the* retina, though in varying degrees, anel they are- of 
varying importance. It is necessary to distinguish be twee n pe ripheral anel central vision : 
or, in other weirds, between merely se-e-ing a thing anel looking at it. An object is seen by 
any portion of the retina that has visual perception ; but an object is only looke-d at when 
its image falls upon a particular portion of the* retina, the yellow spot, which is situated at 
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the posterior pole of the globe* on the outer siele* of the* optic disc. The net of so directing 
the* eye that the image* of a given object shall fall upon the yellow spot, is te*rmed 'fixa- 
tion'. The* vision obtained by tlu fixation of the eye is termed "central vision’, and 
owing to the anatomical structure of the retina at the yellow spot, the vision here is the 
most acute of which the eye is capable, though its area is very limited. In the* normal 
eye, central vision is capable of distinguishing two points or parallel lines which are separ- 
ated by a space which subtends an angle of 1' approximate ly the diameter of a sixpenny- 
piece at 200 feet and it is on this basis that ordinary test-types are construct eel. Central 
vision, howeve r, though acute, is very limited in extent, and it is estimated that the field 
of acute* vision is only about the* size* of the* thumb-nail helel at arm's length, all vision 
outside' this area being cemipurat ively blurred and indistinet. This limitatieui of the field 
of ae*ute* eentral v ision is barely apprec iated unde r ordinary circumstances, owing to the 
rapidity with which the* retina receives ce»nse*eut ive visual impressions, anel the constant 
movements of the* eyes. Compared with the visual acuity of the* e*e*ntral portion of 
tlu* lie Id of vision, periphe ral vision is relatively peior. though it is e>f extrema* value in a 
different way. To appreciate' the impe>rtane*e* of peripheral vision it is only necessary tej 
try to walk about looking through a roll of music: though eentral vision is unimpaired, 
and the smallest object ran be* seen distinctly, loe-omotiem is almost impossible*, owing 
to the* inability to see* where one is going or to ascertain erne's position in relation to 
surrounding objects, the* periphe ral portion of the* held of vision being responsible for the 
automatic appreciation of these*. On the* either hand, a person from some* cause* deprived 
ot Central vision can sec* to get ahead epiitr well, and has useful vision for many purposes, 
(hough he* is unable* to read or write*, recognize* people- when looking directly at them, or 
do any weak in which line* vision is required. 

2. Colour Vision. A person with normal colour vision can recognize* six e>r seven 
elistinet colours in the* solar spectrum, and is able* to appreciate many hundreds of varieties 
of colour caused by mixtures of them, anel the* eolour perception of the normal person is 
most acute* in the* central portion of the field : hut the* tielet of vision for colours under 
eejual illuminat i< >n has by no means the* same* bouneiaries as the* tielel of vision for 
white*. The* lie-ids of vision feu* all eolemrs are* smaller than that tor white, and the 
Inlets for red, given, anel blue* vary in extent among themselves. The lie*lel for blue 
is the* largest, for red is next in point of size*, and the lield of vision lor green is 
the- smallest of all. being roughly only about half to a thirei the* diameter of the* field 
for white. 

d. Brightness Perception. 'The* central and peripheral portions of tlu* lie-let e>f vision 
vary very much in their pe-reept ion of brightness. In ordinary illumination the central 
portion of the lield is the* most cHicieiit. hut in a wry weak illumination the* peripheral 
portion has a highe r ellie*ieme*v than the central part : in other words, there* is in very dim 
lights a relative* eentral scotoma or loss of vision. This fact has long been known to 
ast rone mars. who have* founel that in counting stars of low magnitudes, visieui is much 
bette r if the* particular constellation or group of stars is not looked at directly, the Pleiades 
being a well-known example* ; more* of the-se* stars can he* counted when the vision is 
directed to a point a little* above* or below them or to one side*, whereas on absolutely 
direct vision they are* comparatively dim and confused: and the* same holds goed of 
vision for any obiect in a dim light. Walking along a country road on a dark night, it 
will he* found that a footpath or track e-an he seen more* easily if the* gaze* is directed 
forwards and not at the* ground itse lf. These facts e-onee rning vision may be* correlated 
with the* ac tual auatomie*al structure* of the* retina itself. It is found that in the region of 
the* yellow spot the* are*a of the* retina endowed with acute* vision the cones are very 
numerous, with few rods; towards the* periphery of the* retina, t lit' cones become fewer 
and the* rods more* numerous. It is now generally held that 1 1 it* function of the* cones is 
to work in light of considerable* brilliance, that they are capable of extremely acute 
vision for small objects, and are* also conecrncd in the* perception of eolour. The 
rods, on the* other hand, have no perception of colour; their perception of form 
is poor compared with that of tlu* cones ; but in very weak lights their visual acuity 
is greater than that of the* rnne-s. In support e»f this theory may be mentioned the 
fact that the retina* of owls and nocturnal animals are* more fully provided with rods 
than cones. 
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II. AMBLYOPIA. 

Amblveipia is thr term applied to ele*fe*e*t ive* \ isioii in which tlicrc is little or no ev idence 
of any ocular condition which might occouut tor tin* visual delect. It is not, therefore . 
employed where there is any obv ious iutra-oeular or intracranial lesion. I he commoner 
forms of amblyopia are: (1) Amblyopia ex anopsia : (2) l r.emie* amaurosis : (d) With 
nystagmus : (1) Din* to alcohol, tobareo, lead, (piinine. organie* forms ol arse nic such as 

ateixyl or salvarsan and its a 1 1 i t*s ; (.">) Migraine ; ((►) Cortical or crossed amblyopia : (?) 
From sev’crc luemorrhagc ; (N) W ith hysteria. 

1. Amblyopia ex Anopsia is usually associated with a se|iiint ing eye. which may or may 
not have* been put straight by operation. It is still open to discussion whether the* ambly- 
opia in such conditions is Hue* to the* leiss of use* by reason of t be* sepiint, or whedher the 
squint is elue* tei the* visual elded : but tbe* fact remains that in many sepiint in^ eyes the* 
visual acuity is very mue*h beleiw normal, though ohje*edive*lv the* e ye* e*\hibits no abnormal 
sympteuns. 

2. Uraemic Amblyopia, or Amaurosis, may be* recoin i/.<*d by its assoeiat iem with renal 
disease*, w’hcthcr eomplieate*el by pregnancy eu* ne >t . It is charuct eri/.ed by its compara- 
tively sudden emset. visiein failing either partially eu* eomph*tely within a few hours. The* 
failure* e >f vision may be* ae*e*ompanie*el by well-ma rkeel retinitis in both e yes : but in many 
e*ase*s this is absent and the* elise*s appear epiite* normal. 'The* failure* of vision lasts for 
from thirty-six to forty-eight hours, anel then slowly disappears, the whole* attack lasting, 
as a rule*, under a week. In the* majority of e*ase*s. unless there* is some* definite* injurv 
te> the* eiptie* ne*rve* or re*tina as the* result of retinitis, the* vision re*e*ove*rs entirely. In 
senne* e*ases e > f urainia the* blindness is complete*. 

JL Amblyopia with Nystagmus is usually associated with evieienee ed' visual aft'cetiems 
in ve*rv early life*. At birth, fixation is not develeiped. and the* higher v isual acuity is only 
aeepiireel after the* first lew months e>f infant life*. Any affection of the* eyes, t he*re*fore*, that 
obscures the v ision during the* earlier we e ks eir months e>f life. preveuits the* elue* de v e leipme nt 
ed‘ central vision and leaels tei a permanent amblyeipia, as a rule* associated with nystagmus. 
Such affections are eiphthalmia nceinateirum. which leaves more* e>r less corneal opacity : 
perforation of the* cornea with anterior polar eataract as the* result of this ophthalmia ; 
congenital de*fe*cts. such as a pe*rsiste*nt hyaloiel artery or macular coloboma : and any 
redinitis eir choroiditis a (feeding t lie* regiem eif the* yellow spot. 

1. The Amblyopia clue to Lead, Alcohol, Tobacco, Quinine, eu Atoxyl is usually 
described as a toxic amblyopia, anel the sympteuns are* somewhat similar in all the varie tie s. 
In tobacco amblyopia there* is a central loss eif vision for colours, green emlv in the* earlie r 
stage's, subseepie nt ly green anel re el, anel in e xtreme* e*ase*s e ve n a central scotoma feir white* ; 
teital blindness is practically unknown. The* patient alsei states that he* sees better in a 
dull than in a bright light, anel that he* is ine-apable* ed“ re*aeling e>r writing, eu* distinguishing 
>ilve*r from geilel coins. r Fl i e* oe*u!ar signs are* usually very slight, being limit e*H t < » some 
redness anel blurring of the* optie* elise* in early ease*s, eir pallor of the* oute r siele* of the* disc* 
ill later stage's. Alcoholic amblyeipia resembles in most of its sympteuns the* amblyopia 
elue* te> tobacco, though visieui for red is usually hist before vision for gre*en. Amblyopia 
elue* tei lead or ateixyl is rare*, but it is also usually e*harae*te*riy.e*el by a e*e*ntral se*otoma 
assoeiat e*d with some slight eiptie* neuritis or atrophy. In ejuinine* amblyopia the* retinal 
vessels are* extremely e*onstrie*te*d. the* elise* is pale*. and the* fielel of vision is diminished 
peripherally. 

5. r rhe* Ambylopia of Migraine is usually transitory, anel may eieeur e*ither in the* 
form of a central scotoma, hemianopsia, or monocular blindness. It is more* rare ly se*e*n 
in the* form ed a quadrant, hemianopsia eir a ring scotoma. In all e*ase*s the* diagnosis is 
fairly easy, as the* amblyeipia. seldom lasts more* than a few minutes, anel is followed 
later by the* eharaedcristic headache anel sie*kne*ss eif migraine*, sometimes with fortifica- 
tion figure's, flashes of light, anel other subjective* pheneunena in the* fielels of vision. 

(i. Amblyeipia has alsei been described as due* to Disease of the Visual Cortex, anel rare* 
ease s have been elcscribed of a Crossed Amblyopia or defect of v ision in euie* e ve* elue* to 
elise*ase eif the* v isual e*eirte*x of the* other. Tbe* leiss of v isiein is. however, usually associated 
with senne* slight el elect. of visiein in the* oppeisite* eye*, anel hemianopsia is mue*h more* e*enn- 
meuily the* symptom eif elisease* eif the* visual e*eirte*x. 
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7. Amblyopia due to Severe Haemorrhage is familiar to those, for instance, who have 
attended eases who have nearly died from post -part um ha-morrhage*, or blood loss from 
placenta pravia ; it may also result from any other severe hamorrhage* gastric or duo- 
denal ulcer. luemopt ysis. epistaxis the patient complaining that everything seems dark, 
though it may be broad daylight. 

N. Hysterical Amblyopia may. like other hysterical affections, take various forms such 
as loss of visual acuity, a loss of colour vision, or diminution in the visual held. The 
characteristic form of the visual held in hysteria is either a spiral contraction or an 
extreme concentric limitation. The symptoms, however, vary very much at different 
examinations, a point of much importance in diagnosis. In certain cases there mav be 
a functional loss of vision in one or both eves, which can be recognized as hvsterical by the 
employment ol Snellen s coloured types or some other device for deceiving the patient. 

HI. PARTIAL BLINDNESS. 

This mav be: (1) Definite; or (2) Indefinite. 

1. Definite, (n) Hemianopsia ; (It) (entnd scotoma ; (e) Peripheral constriction. 

a. Hem ianopsia . see p. 377. 

It. ( entnd Scotoma. A scotoma is a local defect in the visual held. and. from its 
position, mav be either central or peripheral : it mav also be negative or positive. A 
negative scotoma is one where the defect of vision exists, but where the patient has no 
abnormal visual sensation. Sight is merely absent over that area. The best example 
ol a negative scotoma is the blind spot in the field of vision caused bv tin* entrance of the 
optic nerve. This area is blind, but tin* individual is not conscious of any visual defects. 
Scotomata of this character exist where there is some injury of the visual layers of the 
retina itself, or of the optic nerve or tract. 

A positive scotoma is one in which the visual defect is noticed as a black or coloured 
spot or cloud which obscures the vision in some part of the visual field. Such positive 
scotomata are due to lesions of the retina, such as ha*morrhage*s or patches of pigment, 
which do not destroy the visual layers. Vision still remains, but is obscured by some 
unusual opacity in the retina itself or in the adjacent portion of the vitreous. 

Scotomata frequently exist in the peripheral portion of the field of vision without 
being noticed, as they are of little importance in direct vision, and are not discovered unless 
looked for carefully. A central scotoma, on the other hand, is noticed at once, however 
minute, because it affects direct vision and produces a considerable defect in the visual 
acuity. A central scotoma mav be either relative* or absolute*, and may exist for colours 
only or for objects. Central loss of vision for colours, more* particularly reel and green, is 
associated with tobacco and alcohol poisoning, 'flu* colours cannot be* re*e*ognize*eI in small 
objects when looked at directly, though a re*d or green object in the* peripheral portion of 
the* f i < * I < I of vision will be* recognized as sue*h. This scotoma is associated with greater or 
le ss diminution of the* gene ral v isual acuity, and vision in such e*ase*s is generally better in a 
dull t han in a bright light . 

Absolute ecntral scotomata are* met with in dissemimited sclerosis, in certain forms e>f 
hereditary optic atrophy (Lcbe*r*s atrophy), and may persist afte r the* acute* affee*tiem e>f the* 
optie* ne rve* known as retrobulbar neuritis . e>r in rare* e*ase*s afte*r seve*re* attacks of migraine. 
They are* also sometimes found in the* early stage-s of compression e>f t lie* e>ptie chiusinu 
by a pituitary tumour. Lead poisoning is also a possible* e*ause*. In nearly 25 per cent 
of all eases of disseminated se*le*rosis a central scotoma exists, anel the* diagnosis in such 
a e*ase* will be* confirmed by its association with the* ge*ncral symptoms of the disease, 
especially intention tremor, extenseu* plantar rellexes, e*xagge*rate*el knee-jerks without 
sensory disorder, and with other oe*ular symptoms. sue*h as e>ptie* atrophv, paralvsis of 
accommodation, paralvsis e>f the* extrinsie* ocular movements, or nystagmus. There is 
usually some* pallor of tin* opt ie disc, though this is no indication of the amount of visual 
defect. The* diagnosis of an hereditary optic atrophy (Leber's atrophy) depends to a gre*at 
exte*nt upon the* history of a similar affection among family relations and its usual period 
of incidence, namely, early adult life. It is associated with eitlu*r neuritis e>r, nmre cemi- 
monly. atrophy of the* e)ptie* elise*. itctrobalbar neuritis usually e>ccurs in veiling adults, 
commonly attacks one eye emly, anel is sudden in its emse*t , vision failing from normal to 
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no perception of light in a few hours. In the great majority of eases vision commences 
to return after the lapse of a day or two, and is ultimately restored in a toil night or three 
weeks. If any defect remains it is usually central, and is due to some injury to those axial 
fibres of the optic nerve which supply the macular region. Its pathology is obseuie, but 
it may be associated with infections of the ethmoidal or sphenoidal sinuses. Ventral scoto- 
mata after migraine are rare, but may In* ascribed to that cause when there is a definite 
history of sudden loss of sight associated with the characteristic hemicraitia and vomiting. 
It is to be noted that central scotomata arc not always easy to map out on a chart, owing to 
the patient's loss of power of fixation: a candid use ol the perimeter b\ an experienced 
observer is necessary. A small central scotoma may cause considerable failure of vision, 
even though it is too small to chart oil the ordinary perimeter. Scotomata max also be para- 
central, in the immediate neighbourhood of the fixation point, but not actually upon it, or 
may take 1 an annular or rim* form as in some eases ol choroiditis or earlx chronit glam oma. 

c. Peripheral Constriction. Peripheral constriction ol the visual field occurs com- 
monly in affections such as acute or chronic glaucoma . optic atrophy , disscm i nait ( hoi oido- 
retinilis , retinitis jngmentosa. and various functional conditions. 1 he constriction ol the 
visual field in glaucoma is usually most marked on the nasal side, and can be recognized 
from its association with the acute symptoms of glaucoma, the cireumeorneal injection, 
steamy insensitive cornea, dilated lixed pupil, hazy vitreous, and general symptoms such 
as trigeminal neuralgia, headache, and sickness. In chronic glaucoma it will also be 
associated with atrophy and cupping of the optic disc (Fig. 12N. p. .>20). (entral vision 
may remain quite good, even though the held ol vision is cxtremelv limited. I he field of 
vision is, as a rule, most limited in retinitis pigmentosa , where the failure ot sight will be 
found to be associated with night-blindness and characteristic ophthalmoscopic appearances, 
a small, ill-defined, waxv-looking disc, slender vessels, and diffuse superficial pigmentation 
of the periphery, the retina in patches resembling Haversian bone corpuscles. Ibis 
condition often occurs in two or more members of the same family, and may exist where the 
parents have been first cousins. A limitation of the field similar to that of retinitis 
pigmentosa is often met with in cases of disseminate ehoroido-retinitis (Fig. Ha, p. f>lS) 
and consequent optic atrophy: but may be distinguished from it by abundant evidence 
in the eye of deeper changes in the retina and choroid, ('oust rict ion of the field of vision 
max also occur in certain functional states, but may. as a rule, be recognized by its variable 
character and the absence of all evidence of organic ocular or general nervous disease. 

2. Indefinite. A defective visual acuity may e xist with no evidence of any ocular 
or nervous disease (see Avim.v oei.v, p. 922). Defective vision may also be due to errors of 
refraction, to opacities of the cornea, aqueous, lens, or vitreous, to affections of the choroid 
and retina, and to lesions of the optic nerve. Opacities of the cornea can easily be recog- 
nized on illumination of the eye with a strong light concentrated by a lens, and Ultra ocular 
causes of defective vision can be discovered by opt halmoscopic e xamination. Detailed 
differential diagnosis of all the ocular causes of diminished vision requires a special know- 
Edge of ophthalmology. 

IV. COMPLETE BLINDNESS. 

Total loss of vision, blindness, or amaurosis, may be : (1) Bilateral ; (2) Fnifateral. 

Bilateral Blindness. Total blindness in both eyes may be congenital or acquired. 
Congenital blindness may be due either to absence of the eyes themselves, congenital 
anophthalmos . or to congenital defects in the development of the eyes. A large proportion 
of all cases of total blindness in the Cnitcd Kingdom is due to ophthalmia neonatorum. 
Such cases as these can be recognized by the history of profuse inflammation or discharge 
shortly after birth, by the diffuse opacity on the surface of the cornea, associated, in some 
cases, with thinning and protrusion of the* anterior part of the eye, and more or less 
nystagmus. There is a peculiar congenital malady known as amaurotic familial idiocy , 
in which several members of a family suffer from complete blindness owing to bilateral 
optic atrophy associated with idiocy due to slow development of the brain. The* dia- 
gnosis is made from the family history and from the presence of optic atrophy dating 
from infancy . 

Total blindness may also be caused by bilateral inflammatory affections of the eyes, 
such as iritis with blockage of the pupils and consequent glaucoma or ultimate shrinking 
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of the eyes. bilateral primary glaucoma, optic* atrophy, or lesions of the optic chiasma. It 
is sclelom chic* to lesions of the optic tracts, as this would only be caused by a bilateral lesion 
totally destroying the* optic* tract on both sides. 

Total blindness of a transient nature* may also occur in renal disease*, and is termed 
imrmii amaurosis. This condition is recognized by its association with the* symptoms of 
renal disease, whethe r in pregnancy or not, and by its sudden onset and short duration, the 
whole attack as a rule lasting not more* than four or live* days. In the* majority of cases 
there* is some evidence* of renal retinitis, though in others the* eyes are* normal to the 
ophthalmoscope. The* pupils usually re*ae*t to light, though occasionally the* light reflex 
is absent. 

Anothe r form of transient blindness occasionally met with is apparently due* to spasm 
of the retinal arteries such as may result from (jainine. though sometimes it seems to result 
from arteriosclerosis. In these e*ase*s the loss of vision may last only a few hours, and 
during its continuance it will be* found that the* retinal arteries are* of a very slender 
calibre. It is to be* noted that no cataract ever causes total blindness: provided that 
the re st of the* eye* is normal, a patient with the* densest cataract can always pere*e*ive light, 
and also has the power of projection, or the rcce»gnit ion of the* direction from which the 
ray of light i* coining. 

Unilateral Blindness. It is evident that unilateral blindness must be* due to some 
lesion in the e ye* itse lf, or to one between the* eye and the optie* chiasma. Lesions of the 
optic tract above* the* chiasma do not cause me>ne>e*ulur blindness, but 1 1 k.m i a n e > i*si A 
(p. .*{??). Monocular blindness may be either sudelen e»r gradual. 

(iradnal blindness may be* due* to any e>f the* intlammatory affections of the* eye men- 
tioned above*, or to sue-h progressive disease's as optie* atrophy e>r glaucoma. 

Sadden blindness in one e ve* may be* due* to one* ed’ the* following e*ause*s : 


Detachment of the re tina {Fill. 427. p. 720) 
Lmholism <*f the* ee*ntral retina) arte*rv 
< /'/if. 420. p. 720) 

Thrombosis of the- central retinal ve*in 
( Fil!. 422. p. 719) 

\ it ret ms haanorrhaye* 

Acute- elaueoina {Fig. I2N. p. .720) 


Injury to the* opt ie* nerve* due* to an accident 
or fracture of the* base* of the- skvdl 
Compression of the* optie- nerve from hainor- 
rliajje* eu* dilatation of the* nasal sinuse*s 
Retrobulbar neuritis 
Migraine* 

1 lysteria. 


The diagnosis of the* majority <d these* e*ause*s is simple*, eiwinu to the* e*haraeteristie* 
ocular or e »pbt halmoseopie appearances. The only easts whie*h pre*sent any e»bse*urity arc 
those in which the re* is sudden leiss of vision without any visible* ocular changes. The*se 
eases are* usually elite* to retrobulbar neuritis, an ae*ute* affe*e*tion of the optie* nerve of obscure 
origin, e*harae*t e ri/.ed by rapid or even sudden loss of sight. with some pain and tenderness 
on mo\e*me*nt of the* eye*. 'The* loss of vision as a rule* lasts for not more* than t wenty-four 
or thirty-six hours, and coincidcntly with the* return e>f vision more eu* le*ss definite 
neuritis appears at the* optie* elise (Fig. 418, p. 71 S). In the majority e>f case's vision 
re turns entire ly, but if there* is a permanent eh*fe*e*t it usually take's the* form of a central 
se*otoma . 

Hlinelness e I ue * to compression of the* optie* nerve* by dilatation of the accessary nasal 
sinuses can only be* recognized afte*r a thorough examination of the* nasal passages : 
sinus disease* ed’ anv eluration is ae*e*ompanie*el bv well-eie*fine*ei a])pearane*es in the* nose* 
itself. 

Monocular hlinelness may also occur in migraine , but in these* cases it is of extremely 
short duration, seldom more* than ten minutes e>r a epiarter e»f an hour, and is fedlowcel by 
tlie* characteristic he*aelae*he*, sie*kne*ss, and fortification figures. 


V. DEFECTS IN COLOUR VISION. 

Defects in colour vision may be* either congenital eu* acepiireel. In congenital c*edour 
blindness the*re* is inability te> ree*ognize* in the* spectrum the* six or se*ven definitely distinct 
colours whie*h may be appare nt te> a normal eye. The commoner cases e»f colour blindness 
are* those whe> can se*e* only three* colours in varying shades of black and white, or people whe> 
can distinguish euily twe> colours, the spectrum being made up e>f yellow anel blue, the one 
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gradually passing into the other. Red, orange, yellow, and given are seen as one colour, 
blue and violet as the other. Scarlet and grass-green appear very similar to these persons. 

Cases ot congenital colour blindness can be recognized by examination with coloured 
wools, as in Holmgren's te*st, or with much more precision and certainty in a dark room by 
means of a lantern with properly coloured glasses. 

Acquired loss of colour vision may also occur in tobacco blindness or in optic atrophy. 

Colour Defects. 

ltainboxv l ision. ---Objects, especially lights, may be seen surrounded by a ring con- 
taining the colours of the spectrum. The causes of this are. as a rule*, cither conjunctivitis 
in which there is a thin film of mucus on the surface of the conjunctiva or glaucoma. The 
diagnosis in the two cases should present no dilhculty, because the rainbow vision of 
glaucoma will be associated with the other important symptoms of this disease, viz., 
steaminess or lack of brilliancy in the cornea, a shallow anterior chamber, dilatation of 
the pupil, some limitation of the field of vision, especially on the nasal side, and increased 
tension in the eyeball. 

Krythropsia . or red vision, occurs after prolonged exposure to white or violet light 
in conditions such as electric- or snow-blindness. It is accompanied by much inflammation 
and redness of the eyes, conjunctival discharge, and intolerance of light. It may also 
residt from slight vitreous or retinal haniorrhagcs. though with severe vitreous hamor- 
rhage vision is abolished entirely. Eryt hropsia, and in some eases blue vision, may occur 
after cataract extraction, and appears to be due to some fatigue of the retina. 

Xanthopsia, or yellow vision, has been said to occur in jaundice, or in poisoning by 
santonin, amyl nitrite, cannabis indica, or picric acid, but it is hardly ever met with in 
practice. 

Green vision (p. dda) has very occasionally been complained of by those susceptible 
to the toxic effects of digitalis administered for cardiac disease. 

VI. ABNORMAL SENSATIONS OF SIZE. 

Objects may appear rapidly to increase* or diminish in size in the preliminary stages 
of an attack of epile psy : and this variation in size of objects is a fairly common symptom 
in the slight delirium of infantile* febrile* disorders. M icropsia , or abnormal diminution 
in the size* of objects, also occurs to many normal people during the ae t of reading. The 
book appe*ars sueidemly to re*ee*ele* to a groat distance*, anel it anel the* ty pe* appear e xtreme ly 
minute, though absolutely clear. Xe> satisfactory e*ause lias yet been adduced for this 
phenomenon. It may be relieved by a momentary rest, anel is of no pathological signifi- 
cance*. A similar condition may be* produced by the* use* of certain elrugs, particularly 
cannabis indica and its products : and it is sometimes attributed to that ill-defined state 
of affairs known as ‘biliousness *. 

VII. DAY-BLINDNESS AND NIGHT-BLINDNESS. 

Day-blindness, or hemeralopia, is caused most commonly* by tobacco poisoning, it being 
probable that this condition is due* to a direct poisoning e»f the retinal cones, which are* 
e*ndo\ve*d with the* faculty* of effective v ision in lights of high brilliancy . In snoxc-bli ndness. 
also, vision improves directly the* light begins to fail, and de fective* vision in bright light is 
a common symptom e>f albinism. Except in the* case of albiiieis, the retina may show no 
abnormal signs. 

Night -blindne*ss. or nyctalopia , occurs most frequently in retinitis pigmentosa , dia- 
gnosable at once on ophthalmoscopic examination by reason of the* small ill-defined optic 
elise*. thin thready* arteries and veins, and the* characteristic spider-like pigment ce lls seen 
at the* periphery of the fundus. It also occurs in eases of ipiininc amblyopia, rcrosis of 
the conjunctiva , disseminate choroido-rctinitis , anel if used to be* one of the* marked 
phenomena in sailors suffering from scurvy. Patients suffering from high myopia may 
alsej suffer from effective vision in dim lights. Herbert L. Eason. 

VISION, DOUBLE- (See Diim.oim a, p. 220.) 

VISION, GREEN. (Se •e Guu.n Vision, p. dda.) 
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VOICE, ABNORMALITIES OF THE. (Sc- Sri:r.rn, Ahnohmai.iiiks of, p. 7<>9.) 

VOMITING. Strictly speaking, the term vomiting implies the return and expulsion 
from the mouth of port or the whole of tin* stomach contents. There are several conditions 
in which vomiting may he simulated closely, although the vomited matter has never 
reached the stomach. It will he convenient to deal with these before discussing the 
causes and differential diagnosis of true vomiting or gastric regurgitation. 

In certain diseases of the osopha^as food may he swallowed and. after a varving 
interval of time, brought up again. 'These conditions an* : 

Malignant disease Pressure from without, as I » \ aneurvsm, 

I'ihrous si riel lire new growth 

Spasm Idiopathic ' dilatation 

Diverticula pressure' pouches. 

If the obstruction he of long standing, and near the lower end c > f the (esophagus, the 
interval between taking food and its regurgitat ion may he prolonged eoiisidcrablv . especi- 
ally in eases in which the lumen lias undergone much dilatation. 'This may occur with 
fibrous stricture, slow-growing eareinoma. or the rarer eases known as * idiopathic' dilata- 
tion of the (esophagus or achalasia. 

A * pressure* pouch produced by a hernia like protrusion of the mucous membrane 
through tin muscular coats of the upper part of the (esophagus becomes tilled graduallv . 
and. 1 1 1 addition to dysphagia caused bv the pressure it exerts on the (esophagus below. 
ma\ simulate vomiting when its contents are voided. 

'The differential diagnosis of these (esophageal causes of vomiting, or rather regurgita- 
tion. is usuallv eas\ . 'The returned matter is practically unaltered, and is undigested. 
It mav be diluted freely with mucus. lilood mav he present, and even portions of growth 
m eases of eareinoma. In (esophageal pouches food may be retained for long periods and 
returned unchanged. 'The most important point to rccogm/c is that in such (esophageal 
conditions the returned matter is alkaline or neutral in reaction. 'The diagnosis is eon- 
lirmed bv examination with a bougie, or bv the \ ravs after administration of bismuth 
emulsion ( /‘'ins. ‘JON. pp. J 11 Jtt>. 

Certain individuals may acquire the power of voluntarily regurgitating portions of 
the stomach contents into the mouth, which mav be ejected or a o a i n swallowed. 'Then* 
is no accompanying nausea. 'This condition, known as rumination' or * Mr.nvcis.vi ' 
(p. must be distinguished from vomiting. 

Mention must also be made of conditions in which the mechanism of deglutition is 
deranged, and in which swallowing is interfered with to such an extent that the food or 
drink is returned. 'This may occur in eases of bulbar paralysis, myasthenia gravis, etc. 
Again. in dipht herit ie paralysis the return of fluids through the nose. owing to the paralysis 
of the soft palate, may be mistaken for vomiting. A similar mistake may occur in eases of 
broiiehieetasis in which, during the act of coughing. quantities of pus have pushed up, not 
only from tin* mouth but also through the nose. 

'The regurgitation of milk in healthy breast- or bottle-fed infants alter a hearty meal 
is frequent, and is often wrongly regarded as vomiting. It is due to simple overfilling, or 
sometimes to too rapid feeding : air that has been swallowed is belched up. and drives out 
some of the milk with it . 

A brief account of the mnhanism uf vomiting will facilitate a classification of its causes. 
The parts concerned are the muscular coats of the stomach ; tin* sphincter at the cardiac 
orifice; the diaphragm and the abdominal muscles: the vomiting centre situated in the 
medulla : the efferent nerve fibres in the vagus supplying the musculature of the stomach, 
the phrcnics the diaphragm, and the spinal nerves the abdominal muscles. 

In the act of vomiting the walls of the* stomach contract, the diaphragm is pushed 
v iolently downwards in full inspiratory position, while powerful contractions of the abdom- 
inal muscles take place : at the same time the cardiac sphincter is relaxed, and the 
gastric contents are expelled, chictly as the result of the pressure exerted on the stomach 
by the diaphragm and the abdominal muscles, aided to some extent by reversed peristalsis. 
'The pyloric sphincter is usually closed, but it may become relaxed, in which case bile and 
intestinal contents may enter the stomach and be found in the vomit The vomiting 
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centre may be excited to action by stimuli reaching it from the stomaeli itself, by afleivnt 
fibres in the vagus, or from other parts by many different afferent channels. 1 he centie 
may also be thrown into action by toxic substances acting on it directly, for instance as 
the result of a subcutaneous injection of npomorphinc. 

In retch i ng forcible contraction of the stomach wall and of the diaphragm and 
abdominal muscles takes place as in vomiting, but there is no relaxation of the sphinetei. 
In the condition known as ivatcrbrash or pyrosis (set* 1 1 i:\inni k\ . p. .bh), in \Nhieh a 
quantity of clear fluid is brought up into the mouth, usually on rising in the morning, 
the complete act of vomiting does not occur: relaxation of tin* cardiac sphincter takes 
place in association with powerful reflux peristalsis of the stomach walls but without 
attendant muscular contraction of the diaphragm and the abdominal muscles. 

It is obvious from the above that the causes of vomiting must fall into two great 
groups : (I) Those acting directly on the vow it t ng centre , such as certain poisons, e.g., 

npomorphinc : (II) Those acting reft ext if on the centre. The second group is a very large one, 
as it includes practically all the pathological states of the stomach, many visceral diseases, 
and disturbances of special senses. 


Certain drugs such as 
apomorphine 
Tobacco 
Anaesthetics 
Urirniia 


I. CENTRAL CAUSES. 

1 liabetes 

Acute yellow atrophy of the 
liver 

Addison's disease 


Onset of acute infections 
especially in children 
Prcgnanev 

lteeurrent, periodic, or cyclical 
vomiting in children. 


There mav be some doubt as to whether Addison s disease, pregnancy, and recurrent 
vomiting should be included in this group, as their pathology is not fully known. 'The 
vomiting of pregnancy may be partly reflex, but there is evidence that a toxic clement 
exists, and is probably the chief exciting cause. The differential diagnosis of these condi- 
tions presents little difficulty. The examination of the urine will give evidence ol tin* 
existence of renal disease in uraunie vomiting, and the onset of drowsiness and coma in a 
diabetic patient may be attended by vomiting. Persistent vomiting occurring in a ease 
of jaundice of apparently the common catarrhal variety should arouse suspicion of its 
proving acute yellow atrophy. The size of the liver should be determined carefully, and 
any diminution noted : tin* urine should be examined for leucin and tyrosin (big. •TJU, 
p. 4d(>). Vomiting associated with asthenia, characteristic pigmentation of skin and buccal 
mucosa (Figs. OO-aO‘2. p. (Ml), and a persistent low blood-pressure, would be diagnostic of 
Addison s disease. The form of vomiting met with in young children, termed ‘ periodic . or 
‘cyclical", is verv severe, and is accompanied by great wasting. The symptoms pass off 
after a few days, but tend to recur at inte rvals of months. The urine during the attacks 
often contains acetone and diaeetic acid, and the condition may be regarded as an auto- 
intoxication. probably an acidosis (see Acktom iti.v, p. .*1). The vomiting met with as one 
I the earliest symptoms in specific fevers, especially in children, is chiefly due to the 
direct action of the specific toxin on the cerebral centre, though reflex action may also 
have a share in it; the diagnosis does not usually present dilliculty : the acute onset, 
vomiting, general malaise, headache, pyrexia, sore throat, rash, etc., give the clue to the 
cause of the vomiting. In older patients scarlet fever is the commonest specific fever 
to begin with nausea and vomiting. 

We must next consider the chief characteristics of the vomiting due to reflex causes. 


I . Gastric Causes. — 

Irritating articles of 
food (hard, indi- 
gestible substances) 
Kinetics, such as zinc 
sulphate, mustard, 
etc. 

Poisons : 

Corrosives, irritants 


II. REFLEX VOMITING. 

(best rit is : 

Acute: p/)Simplc; (b) Phleg- 
monous 
Chronic 

Pyloric obst ruet ion : 

Malignant disease 
Fibrous stricture 
‘Hypertrophic stenosis' in 
infants 

Pressure from without 


Dilatation and ‘hour-glass 
cont met ion 
Malignant disease 
fleer 

Venous congestion, as in mor- 
bus cordis, portal obstruc- 
tion, cirrhosis of the liver 
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‘J. Intestinal, Peritoneal, 

Infest inal obsl met inn | 
Appended is 
Intestinal worms j 

following adminis- j 
t rat inn of enemata 
1 Icnoch's | >ll i'| »ll ra 
I Vritonit is 
Biliary colic 
Henal enlie : movable j 
kidney ( ' I ) i e t I ' s | 
crises ') | 


and General Visceral Causes. 

Acute pancreatitis 
Certain conditions of the fe- 
male genital organs : 

Pregnancy j 

Hct i nversion of the uterus 
Ovarian disease 
Fxl ra-uterine festal inn 
Phthisis vomit int; may he of 
central origin nr due to irri- 
t a t i« >n of the bronchi 


Irritation of the fauces or 
bronchi by direct stimula- 
tion, or by severe coughing : 
Pert ussis 
Hronehieetasis 
Fibroid lung 
Shock : 

Plows on the epigastrium, 
injury of testicle, a kick 
on the internal semilunar 
cartilage of the knee, etc. 


d. Affections of the Central Nervous System. 

S/teeiai Senses : 

Offensive smells, tastes, repulsive sights. 


lira in : 

Cnlieilssinii ] 

( ere bra 1 hamorrhage 

Kpilcpsy 

( erebral t amour or 

'Thrombosis of cerebral sinuses 

Sea, train, or motor-car 

abscess 

Middle-ear disease : Meniere's 

sickness 

Mcningit is 

disease 

Functional or hysterical 

Hydrocephaly , 

Migraine 

vomit ing. 

S/tinfd ('ord : 

Tabes dorsalis, gastric 

crises. 



Certain general principles may hr laid down as important in the diagnosis of the cause 
of vomiting. Attention should be paid to its relation to food, if any, and at what interval 
al ter a meal it occurs ; wind her preceded or not by pain ; whether attended or not by 
nausea. The absence of nausea is a point of great significance : nausea is usually present 
in vomiting due to abnormal states of the alimentary tract or viscera, but is often absent 
m that due to concussion, cerebral tumour, meningitis, or other disease of the* brain. 

The vomited matter should be inspected carefully, and its quantity and general 
character noted. Alcohol, and certain poisons such as carbolic acid and prussic acid, may 
he recognized by their smell, or a fa*eal odour may he distinguished. Wood may be present,, 
either dark or bright red, or dark brown and resembling coffee-grounds. Slight streaks of 
blood are common with severe vomiting, and are usually due to rupture ol small vessels 
in the (esophagus or pharynx. In whooping-cough blood is often mixed with mucus from 
the respiratorv passages, and the contents of t he stomach are ejected during the paroxysms. 
The eonditi<rn of the food remains should be* noted : the presence of substances, such as 
currants or seeds, taken it may be many hours or a day previously, would point to motor 
insulhcicnev of the stomach, e ither with or without pyloric obstruction ; shreds of meat 
returned unaltered some hours after a meal indicate deficient protean digestion. 

The* renetion should he ascertained : in corrosive poisoning this may he strongly acid 
or alkaline according to the toxic agent. It need hardly he* said that in any ease of sus- 
pected poisoning the* vomit should he k pt for analysis. M ieroseopieal examination may 
show sareina* (Fill. *J5K, p. 1102), yeast cells, the* Opplcr-Boas bacillus, or cell elements from 
a malignant growth. Intestinal contents may be* mixed witli the vomit, liile is often 
present in severe or protracted vomiting, and is rc*eognize*d readily by its colour and the 
usual tests, b'weat matter , when present, is rccognize*d by the characteristic* odour and the 
brownish coloration it imparts to the vomit : it usually occurs as the result of intestinal 
obstruct ion. Gastrocolic listula may give rise to fa*c*al vomiting. 

1. Gastric Causes. Most eorrosive and irritant poisons cause vomit ing immediately after 
swallowing, accompanied by intense burning pain in the epigastrium. The vomit contains 
food, blood, mucus, and may have* the* characteristic* odour of the poison. 'With some 
irritant poisons, c.g., arsenic* or phosphorus, tlu* vomiting may come on later and resemble 
that of an acute* gastritis. Tlu* diagnosis will depend largely on the chemical analysis of 
t lit* vomit, and the associated signs and symptoms. Hc*eogiiizahlc shreds of the gastric 
mucosa may he* se en, nr e*ve*n a large area of the* mue*osa forming a partial or c*omplete east 
of the* interior of the* stemmed. 

In aeute gastritis thc*re* is re*peatc*d vomiting, usually very severe, and attended by 
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nausea and abdominal pain. Vomitino oeeurs , i nir , s t*d . later of mucus and 

relief of pain. The vomited matter eonsis . s a ^ ( ) j)( (|jslm . ll;1 „ccs. especially in 

bile. There art often accompany inf- < • • ‘ ( |ns ar e cxcocdinoly crave: 

children. In the phlegmonous form the constitutional sxmptom 

pus is rarely found m the vomit , bile is otic n I"'*"' ' j s(-ii , m( | ..pj^ist tie pain. There 
In chronic gastritis the vomitino is assoc in tt . ,j. t || N ,|j,. ( sted food, mucus, 

is usually much flatulence. The vomite, matter e, ... ...j f js 11Mla ,U reduced 

and a considerable quantity of stair-^ie'h.^ md ^ ^ ht(|mil| ,, |s pn . M ,„ the 

•treat tv in amount, or may be abstnt. " , . hours previoiislv 

solid deposit containing iood remains. sarema (/ —>8. l . • -)« t 

chemical tests show the presence of lactic aeitl am. a diminution or absence of fit, or a. t,w 

hyd "«»' .I,,- 'ti.m.ii-li M-J 

tissue inav be a cause of vomitino which resembles in most respects ha. assoc ated 
dilatation.' Examination with the X rays after a barium meal will H«-,iendl> establis 

the T^milStbm t,w,^ -r action in adults presents no characteristics other than 
those associated 1 ' with the dilatation of the stomach which usually results from it : «md.nu 
with the X ravs that there is a larjic residuum of barium in the stomach eialit lmuis alt. 
the intake of an opa.pie meal affords the most direct method of demonstrating pylon* 
stenosis The absence of free hydrochloric acid in the vomit would favour the du'-noss 
of carcinoma, the presence of free hydrochloric acid that of I, I, runs stricture : the l>t« '< < 

the Oppler-Hoas bacillus is reoarded by many as diagnostic o. care, leisisl.n. 

vomit ine in voi.no infants, especially if breast-fed. attended with wastmy- and const, pat, on. 
should always arouse suspicions of the existence of hin.crtrophic stenoses o 
The vomitino in these eases is very forcible, the milk hem; pumped up vio en.lv . of •> 

shortly after a feed, and little altered. Visible liastric peristalsis and the presence 
small tumour in the epigastrium would complete the diagnosis. 

Vomitin.' due to gastric nicer <nnn-,nalio„ant ) is very common. 1 am occurs so on 
after takiniTfood. and is relieved by vomitino. which usually occurs with,,, an horn 
The vomit consists of food, more or less digested, aeeordinu to tbe time which lias elapsed 
after a meal. It almost always contains at least the normal quantity ot Iree h> droehlo, ic 

acid, and blood mav i.c present in varying .piantity. 

With malignant disease carcinoma of the stomach thouoh the general ehaiaelei ol 
the vomit mav be similar to that in simple ulcer, there is usually a Itrcat dun, nut, on or 
■ •omplcte absence of free hydrochloric acid, and lactic acid and the Oppler-lloas bacillus 
are often present. Sarci.uc may he present also when there is accompany, nit di a, at ,on. 
Occasional I v portions of the Growth may be found m the vomited matter. In both simph 
and malignant ulcer blood may be detected in the vomit microscopically or spectro- 
scopically (see Hu»<m era Am M. p. 104) ''hen it is not recognizable hy the naked c>c. 
A bismuth and X-ray examination is almost essential !»• • • ^ s ■ 

*280, p. .‘HI : Fig. 281, p. il+2). . 

■> intestinal. Peritoneal, and General Visceral Causes. In intestinal obslnutmn 
vomitin'’ sets in after an interval the length of which may depend on the situation ol the 
blockin'" The vomitino is severe and persistent : the contents ol the stomach are returned 
first and later, mucus, bile, and intestinal contents, often of u dull brown colour and tlun 
fluid consistence : obvious pieces of fa-eal matter are rarely distinguishable, f'a-eal vomit- 
in'- should be recognized at once by its odour The vomitino oeeurs the earlier and is 
the more severe the higher the obstruction is situated in the intestinal cana • 

Vomitin'- is com mold v present in apiienilieitis, but in slight eases does not persist alter 
the onset. In the severe forms of the disease the vomitino may be a prominent symptom, 
and resemble that met with in intestinal obstruction : it is sometimes fa-eal. 

Intestinal worms arc a cause of vomitino in children, probably owing to the rellex 
irritation they set up. Occasionally a round worm is found in the vomit. 
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Eneinata in certain individuals cause vomiting, and rare cases have been described in 
which the (luid injected pe*r rectum has been returned by the mouth. 

Vomiting is a common symptom in the condition known as Henoch's purpura , and may 
be due to either gastric or intestinal stimulation. The vomit may contain blood due to 
luemorrhages from the mucous membrane of the stomach. It is usually accompanied by 
abdominal pain, sometimes of an acute and agonizing character closely simulating that 
occurring with intestinal obstruction, these symptoms being due to hamiorrhagv into the 
intestinal wall or the mesentery, which occasionally simulate or even give rise to intus- 
susception. Iteeurrent attacks of vomitin'? and abdominal pain associated with a purpuric 
eruption in a boy or girl would point to the existence* of this not uncommon disease. 

In acute peritonitis vomitin'? is an early symptom, and causes gre*at pain: rarely the* 
vomit mav have a fa*cal odour. The history, together with the rigidity and immobility of 
the abdominal wall. gemeTallv indicates the need for early laparotomy. 

In biliarif and renal colic the vomiting accompanying the attacks of agonizing pain 
presents no special features. The pain in the upper right part of the abdomen, and the 
onset of jaundice, distinguish biliary colic from that due to renal calculus, in which t lie 
pain is in the loin or the lower abdomen, shooting down towards the groin and testicle. 
Jaundice is absent if the stone is in the cystic duet. 

Acute pancreatitis may simulate intestinal obstruction closely in that it is attended by 
nausea and vomitin'*, constipation, and severe abdominal pain. The vomit is not facal 
in character : there is usually localized tenderness over the pancreas. The diagnosis is 
seldom made, however, until laparotomy is performed on account of the urgency of the* 
sy mptoms, when typical fat necrosis (Fill. <>-5. p* 810 ) will be* found in the omentum. 

3. Affections of the Central Nervous System. It has been pointed out that in most 
of the precedin'* conditions nausea accompanies vomiting, and this brings us to a most 
important distinction, namely, that in intracranial disease a special type of vomiting is 
met with, generally known as * cerebral vomiting*. In this, nausea is absent, vomiting 
occurs suddenly and often without warning, and bears no relation to the ingestion of food. 
'The whole or part of the stomach contents are returned. Vomiting of this type, especially 
if accompanied bv he adache or by optic neuritis, should arouse grave* suspicion e>f the exist- 
ence* e»f organic cerebral disease such as tumour, abscess, meningitis, eu* sinus thrombosis. 

• Cerebral vomiting ’ may also occur in hydrocephaly due t e » increased intracranial pressure. 

( > | > t ie* neuritis (/*7g.s*. MS, M'l. p. JIN) shoulel be looked for in all cases ol vomiting 
asx< »e*ia t ed with hcnelachc. 

Cerebral lunnnrrha gr may be* attended by vomiting. more* often when the* cerebellum 
is the* part a fleeted than when other parts of the* brain are* involved. 

In Meniere's disease vomiting may follow the* attack of vertigo. Nausea aid vemiiting 
free punt lv accotnpanv the* severe* heaelaehe associated with attacks ot nusiraine. 

/■'motional e»r 1/ if sterna l vmnitinii is not attended by nausea or pain : portions of a meal 
are* brought up. usiiallv lluiels : and although the* vomiting may be* a freejuent occurremce 
the* ge*ne*ral state* of nutritiem often re*mains geiod. ( It he* r hysterical manilcstations are* 
generallv present in these patients. Cases have been recorded in whie*h the vomit con- 
taine*el fa*e*al matte*r. 

'The* uustrie crises in tabes are* attacks of vemiiting accompanied by severe* epigastric 
pain. Tin* attacks usiiallv last tor se ve ral days. and tend to rce*ur at intervals e>f we*e*ks. 
Nausea mav be* abse nt. During the* intervals digestion may be* carried on normally. The 
eliagnosis elepe*nds on the* pre*se*ne*e* ed’the* e*haracte*rist ie* Argyll Hobcrtsem pupil and the leiss 
e >1 the* k me- jerks. 

'Hie* inlluemec of antrmia upon vemiiting. and the* manner in which gastric ulcer may 
be* simulated theieby, have* been elise*usse*el in the* article* on An.t:mia (p. -4*8). 

II. Marie p Fletcher. 

VOMITING OF BLOOD. (See Hi . mat kmksis. p. 33<>.) 

VULVAL SWELLING. (See* Svyf.i.i.ino, Vi’i.VAi.. p. 853.) 

WALKING, PECULIARITY IN. (See Gait, Ahnohmai.itiks or, p. 313 ; and 

l.IMIUNe; IN ClIU.DHKX. p. I5(>.) 

WATERBRASH. (See Hr. Aimil HN, p. 3?(i.) 
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WEIGHT. LOSS OF.— Loss of weight sooner or later accompanies all eases of cam i r, 
phthisis, starvation from lack of food or from inability to swallow, and similar corn , ions 
but in most such cases there are other symptoms pointing to the diagnosis 1 he pi, suit 
article is concerned chiefly with those eases in which, without other definite svmptom. . 

the patient has been losing weight. . . .. . 

In the case of children, the commonest causes are malnutrition from »>.l mho • 
feeding, the eating of sweets between meals, gastro-intestinal infect tons, and latent 

tuberculosis (see Marasmcs. p. t7t»). ... ... <ir ., 

If the patient is an adult and the loss of weight has been considerable, 
suspicion will almost certainly be that there is either phthisis ,,ulmanahs. ‘tap -seated or 
latent carcinoma or sarcoma, tuberculosis other than pulmonary, or dmbetes melhtus. At 
the systems, including the urine, the rectum, and. if need be. the vagina. vmII need >ai, 

routine examination. . i,. 

Tuberculosis.— Any sputum that may be obtainable should be examined foi tube n I 
bacilli; the physical signs at the apices of the lungs should be watched with extreme 
care, particularly il* there is any difference in the amount of subcutaneous lat on the two 
sides in this region ; the X rays may be of value in detecting mottling (big s. 
pp. 133-135) at one or other apex when the mischief is too Jar from the surtaee to giy 
abnormal physical signs to percussion or auscultation. Those who believe that the 
index to tubercle bacilli is of diagnostic significance would estimate it before and alter 
inoculations with small or moderate doses of tuberculin : the family history might be of 
assistance in indicating the likelihood of a lung lesion, whilst the pe rsonal history as to the 
drinking of much unsterilized milk would indicate the possibility of infection by so-called 
surgical tuberculosis in the lymphatic glands, abdomen, a joint, or the. spinal column, 
von Pirquet* s skin reaction to tuberculin may be tested. The test is performed upon the 
skin by a procedure analogous to that of ordinary vaccination, but using tuberculin in place 
of calf lymph ; the degree of positivity of the von Pirquet test is ascertained by using a, 
10, 15, 20, and 25 per cent strengths of tuberculin, supplied ready lor the purpose bv 
bacteriological laboratories ; any reaction shows itself within twenty-four hours. A nega- 
tive von Pirquet’s reaction is of more value in excluding tuberculosis, however, than is a 
positive one in proving that the patient's symptoms art* due to tubercle : so many persons 
have latent tuberculous foci in glands or elsewhere that they may give a positive tuber- 
culin reaction though their actual symptoms may be due to some entirely different malady 
— a coli bacilluria, for instance, or something else that is noii-t ubcrculous. A positive von 
Pirquet reaction shows that the patient is the subject of tubercle, but it does not prove 
that the symptoms one is investigating are due to the tuberculous infection so discovered. 

Another method of using tuberculin for diagnostic purposes is by subcutaneous injec- 
tion ; at one time this was regarded as dangerous, but experience has shown it to be 
free from danger and quite valuable. The dillicultv is to obtain a supply of Koch's Old 
Tuberculin, which in the necessary dilution is neither inert, as much of it is. nor excessively 
.< ; each brew needs testing clinically before its reliability one way or the other can 
ascertained, and it is this which limits its use in practice. One cannot rely on any 
hance supply from a commercial source. If, however, a reliable brew is to hand, it mav 
be employed in a dilution of 1 1000 in normal saline, doses of 0 5 c.c., 1 c.c.. and 2 e.c. 
being employed. Kach dose is given subcutaneously with a hypodermic needle and 
syringe ; there should be four day's interval between one dose and the next : and as a 
rule, if the ease is tuberculous, a positive reaction is given by either the 0 a-e.e. dose or 
by the 1-c.c. dose without the 2-c.c. dose being required. The diluted tuberculin will not 
keep good in glass bulbs. A positive reaction is indicated mainly by two things: (1) The 
local reaction at the site of injection, around which the skin becomes swollen, reddened, 
and tender, over an area two or three inches in diameter, the reddening coming on 
within twenty-four hours and lasting two or three days ; and (2) The temperature chart, 
in which after a well-defined latent period of about twelve hours there is a decided rise, 
followed by a more gradual fall during the succeeding twenty-four hours. It is best if 
the temperatures are recorded two-hourly. The chart-reaction is only available in apvrexial 
cases, but it is characteristic in these; the charts on p. 3(H) (Figs. 2 1)5, 2?)(>) show a 
positive and a negative response in two eases which were clinically similar; the positive 
one developed later into phthisis, the negative proved to be simple bronchial catarrh. 
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Sometimes, when thert* is (Jouht as to whether there is organic disease or not, the 
nails afford a ehie ; wfiereas longitudinal ridges on them matter little, a definite transverse 
ridge or a band of pallor at the same level aeross all the nails is evidenee of dystrophy 
due to illness at a time corresponding to that at which the ridged or pallid part was being 
produced from the matrix : roughly speaking it takes a nail between four and six 
months to grow from matrix to tip. and of this time about two-thirds applies to the 
visible nail, one-third to the* part that is growing but not yet visible ; if, therefore, there 
is a definite transverse ridge on all the nails ( / f 7g. 887, p. 497) about half-way along 
each, the patient was in bad health between three* and four months previously. There 
may have* been a definite acute illness such as pneumonia: but cpiite frequently the 
dystrophy is due to less definite illness, and particularly to the effects of developing 
pht hisis. 

Notwithstanding the most careful investigations, however, doubt as to the cause of 
the loss of weight in not a few eases remains until, in the course of time, the patient either 
recovers the lost ground and gets quite well, or else develops other signs or symptoms 
of growth, tuberculosis, or other definite disease. 

^oung persons may lose weight as the result of change of surroundings, for instance 
iron i active out-door school life to work in a city office : can* and anxiety : the under- 
taking of se rious responsibilities : sorrow : le>ve ; toe> strenuous a life of pleasure : irregu- 
larity of me als ; text long hours of work these are amongst the cvervdav causes of what 
at the* time* may appear to be* se rious loss of weight. 

Any affection of' the- alime ntary tract inte rfering with proper digestion and absorption 
e>f food ma\ pmelucc loss of we ight, especially if there is cause for sapriemia at the same 
time: one* may me*ntion in this connection loss of appetite fre>m too much smoking, 
excessive drinking, monntonx ed h>oel or e>f existence, curious teeth, ill-fitting tooth plates, 
pyorrhera alveolaris, dyspepsia, flatulence, the abuse of purgatives and the constipation 
which results therefrom : gastric or duodenal ulcer : colitis in its many forms. The 
wasting is seldom severe in any of these : but when gastric symptoms are prominent for 
instance, it may be very difficult, for the time being, to tell whether the mischief should be 
labelled merely dyspepsia or actual carcinoma ventrieuli. Analyst's of the gastric juice 
were at one time thought to he valuable in deciding between simple and malignant 
affections of the stomach, but this is by no means always so (p. 341). X-ray examina- 
tion after a bismuth meal may he more helpful. If, under observation and treatment, 
the patient succeeds in gaining weight, or even ceases from losing more over a period of 
some weeks, the argument is against carcinoma : but if doubt remains, and surgical 
measures are to be adopted before carcinoma has passed the stage of curability, it will 
often be wise not to postpone laparotomy too long as a means of settling the diagnosis. 
It is too late if one waits until there is a tumour. 

Any malady which produces sleeplessness or pain , or both, may lead to serious loss 
of weight, and thus to difficulty in the diagnosis. A thoracic aneurysm, for instance, 
may erode the vertebra* and produce severe* intrathoracie pain which in turn produces 
insomnia, and may thus cause so much loss of weight that neoplasm may be suspected. 

Chronic microbial infections ma\ not be obvious in themselves, and yet they may 
produce* loss of we ight by interfering with the general nutrition ; one sees this in many 
persons who have returned from the tropics after infection there bv dysentery, yellow 
fever, malaria, dengue, and so forth. At home, chronic infections of the joints, the skin, 
the alimentary tract, the uterus, and genital organs may produce loss of weight in a similar 
way. One* would mention in particular eoli baeilluria (see Hactkiuthia, p. 88). a common 
malady, the diagnosis of which is possible only on bacteriological examination of the urine, 
though it may be suggested by the discovery in the latter of a trace of albumin and, on 
microscopical examination, excess of leucocytes. 

Liver affections exert a prominent influence upon general nutrition, and the loss of 
weight exhibited by some sufferers from cirrhosis is familiar, though in the early stages 
the patient may be fat. and towards the end loss of weight may be masked by a 
false increase due to ascites. Pernicious amemia is diagnosable with certainty only by 
blood examination (see An.t.mia, p. 30), though it may be suggested by the primrose- 
yellow colour of the* skin ; but one marked feature of the malady is that, although the 
patient does not at first decrease much in bulk, the tissues, from conversion into or 
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re] ,U,„m™t by fat. tot. of to- »l«oi'io *»'*>• 

wo*,. -■ 

i, c iy ..... ...tors .... "too,- - a....- **«. 

speaking it is spirit drinkers who decrease m weight. . , , j|s „ |llv . 

niiiv a rise as to whether the loss in such a ,-a.wnt .s due o -I 1 ■"« < 

whether there is not some new growth or tuberculous all.- <•'”>- u.ll^ K ^ ^ 

leads to peripheral neuritis there is rapid and .xtoni* oss - ,„.,ipheral 

the muscular atrophy, and the same applies to other conditions ol mult, pi. , 1 

"‘'"h-tain'dn.os have the power, -peend'y in certain indiv iduaK nt n-dm-iittr «« 

materially, even though the diet it mam I n .. j|, M .|,| om happen that 

extract . whilst a lonjr way second comes J licit* .isitn os . , , j„|,| t • > 

either of these is I, cine taken accidentally, so that the diagnosis ot loss «•<_! 

them is pencrally obvious. ma v 

It is verv dillieult sometimes to he sure whether the os* o 
complained of in a patient of sixty or seventy years ol ace - due nicely to 
whether it is due to underlying growth or senile phthisis „,. jir | lt 

Diabetes, especially diabetes mellitus in younir subject*, may ha\< - 

its earliest and most prominent symptom: but the diagnosis .s ca*y when tin 

’’"'".I is another affection in which, besides the progress, ve as, hen, a. ^ loss 

of weiplit. though not essential, is sometimes marked. I here may <>i ma> no • 

svneopal or pastrie attacks : the diapnosis depends almost entirely upon the .so 

abnormal pigment deposits in the form of patches or spots, no, only "I"'" ‘ 

the neck, limbs, and trunk, but also beneath the mucous m< min an. '. p. 

the mouth trigs. 5,)(t 5„u. ««,. where they are PC.erall.v best seen m*idc th, I- 

or within tl.e cheeks. The d-pressure is sometimes very low ... these as s. mu I. 

on actual measurement, it is found to be 70 or SO mm. He. thislaet tends 

the diagnosis. f , • ir » , * 

Just as the administration of thyroid extract diminishes weiplil. so may loss ol _ 
be a prominent feature in eases of (i raves' disease : sometimes, indeed, it max b. the hist 
symptom to attract attention, .specially in those eases in which there is no exoplit ha mo* 
Tachycardia, nervousness, line tremor of the outstretched Impel*. and symmetrical but 
not extreme enlargement of the thyroid pland. would eonlirm the diagnosis. 

Anorexia nervosa is a disease in which vvastinp from disinelma, ion to eat any kun 

of food except in the smallest quantities is the most prominent the patient 

is nearly always a female, between the apes of fifteen and twenty live : there or may 

not be other evidence of functional nerve disorder. The patient, perfectly robust unti 
,,„berty or shortly afterwards, bepins to lose all appetite, the body wastes, and the "eiplit 
lines even to so little as four or three and a half stone. One sometimes sees pill* ot 
• | m j„ or more weipbinp less than live stone as the result, not ol any orpanie dis.as., 
put of the simple functional absence of appetite anorexia nervosa. In arrivmp at the 
diagnosis it is important to exclude the possibility of some deep-sealed tuberculous lesion, 
especially phthisis pulmonalis <ir tabes mesenteriea. One of the best means ol cxeludinp 
these is the thermometer, for in anorexia nervosa there should be little il any pyrexia. 
Very careful examination of all the systems, ineludinp von I’irqucts and perhaps tuberculin 
injection reactions, will lead to nopal ivc findinps, and the diagnosis will lie confirmed 
by the rapid increase in weipht when measures for treatment by the \\ oir- .Mitchell method 
are adopted. " ,rll,rl 


WHEALS, the characteristic* lesion of urticaria . may he defined as flat, evanescent 
elevations of the skin, the result of an oedema of the dermis. They are the expression of 
an angioneurotic excitation, internal or external, which causes a dilatation of the vessels 
that permits an exudation of plasma. Wheals disappear rapidly as a rule without leaving 
any trace. They are usually pale in the centre, with a red periphery ; hut they may he 
uniformly rose-red, or may have a whitish periphery ; or, as the result of haemorrhage 
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into them, they may hr purplish. In size they vary from a pin-head upwards. The 
smaller ones may take the form of conical or acuminate papules, frequently surmounted 
by a tiny vesicle, especially in infants with tender skin. As a rule they are flat or very 
slight I v raised : but the larger ours, when not the result (if coalescence, are hemispherical. 
Thrv mav also be linear, several inches in length, and by running together they may 
form roughly circular plaques. They usually appear suddenly, last individually only a 
lew hours, but mav be succeeded by others in adjacent parts. They are always accom- 
panied b\ itching or burning, which may be intense. The commonest causes are dietetic : 
some persons are more susceptible than others, but the kinds of food most likely to cause 
the s\mptonis are fried fish, crab, lobster, mussels, and other shell fish : strawberries con- 
stantly produce an attack in certain individuals. 

It is not necessary to give a detailed descript ion of the different forms of urticaria : 
the only other affection in which wheals appear is urticaria papulosa (lichen urticatus), 
the differential diagnosis of which has been given elsewhere. 'Pile sudden onset, the 
presence of the wheals, the usually fugitive character of the eruption, the irregular 
distribution, and the severe itching, make up a clinical picture which is generally unmis- 
takable. In h iif l<ms urhcnnn. however, in which the wheal is crowned or is replaced bv a 
bleb, the affection may be confused with pemphigus or with the erythematous stage of 
dermatitis herpetiformis : but its true nature is indicated by the history of the ease, the 
course of the eruption, and the almost invariable presence at some points of typical 
lesions. In eases in which the constitutional symptoms are pronounced, the rash may be 
mistaken at first for that of scarlet fever, or even for erysipelas : but the course of the 
lesions will quicklv correct the error. 

When wheals are due to such local and accidental causes as the lutes of inserts , or 
contact with the st inifi nii-netlfr. the diagnosis is furnished by the history, and in insect 
bites bv tlit' central punctilio : when due to drills, knowledge of what the patient has 
been taking is tin basis of the diagnosis : the commoner remedies that may produce 
urticarial wheals are antipyrin, sulphonal, veronal, aspirin, salicylates, iodides, bromides, 
morphia, antimony, quinine, santonin, copaiba, salvaisan and its allies: and various 
normal or antitoxic sera the urticarial eruption from serum injections appearing usually 
about eight days after the dose has been given subcutaneously ; severe urticaria may 
follow human blood transfusions when the blood given has not been fully compatible with 
I lie patient's. 

Some skins are so sensitive even in apparent health that wheals rise upon the surface 
in response to mechanical excitation: for instance, one may be able to write with the 
finger-nail upon the skin, the latter soon afterwards rising into wheal-like elevations 
corresponding to the markings made : one may write a patient's name upon his back in 
this wav dermatographia ( Fill, ha 1. p. S5A) — and yet the condition is but an idiosyncrasy, 
not a disease or an indication of disease. Ernest Dorr. 

WIND. (See Im.ati i, i:\ci. . p. .‘10- : and Mi.it.oiusm. p. hs.->.) 

WORMS -(See lVvH Vsin.s. I nti.stin vi.. p. AA2.) 

WRIST-DROP. ( See Atkoimiy. Mi sen. ah, p. SI.) 

XANTHOPSIA. (Sec Vision, Di i i cts or, p. A2A.) 

X-RAY DIAGNOSIS BY SPECIAL METHODS. The use of skiagraphy in dia- 
gnosis is dealt with in many parts of this volume: and the index contains references to 
the results obtained from ordinary radiograms connected with the bones, the lungs, the 
heart, the mediastinum, foreign bodies, and calculi in various places. The results of 
barium or bismuth meals followed by X rays, and of radiography after bismuth or 
barium cncmatu, an* referred to in many of the article's: pyelography is discussed on 
pp. 145 et see j . : and the use of X rays after injecting lipiodol into the spinal canal 
when locating the site of spinal-cord compression is illustrated on p. 
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, j. v ravs in diagnosis, however ; and 

There are other and special methods ol vn\\ . 

some of these merit mention : nxwlen around them. It is particularly in 

Skiagraphy of Organs after W ®*" 0 em! , loved : the technique is special, hut 

defining the kidney that this inetho ias r | rar picture of a kidney the latter 

when it is desired to produce a more ian * * is taken after the perinephric tissues 

may be seen much more brightly when a s m ~ * i n oW m *edle than when the organ 
have been infiltrated with oxygen throng 1 a m ^ however, assoc •iated with a greater 
is radiographed in the usual way. 1 he piocca nit . that it is employed 

degree of discomfort to the patient than is justified, as a 

only exceptionally. Ventricles of the Brain with Oxygen or 

Skiagraphy after Distention of the Late ^ jnto Iul ,. ra | v. r.tri. I.s of the 

Air. — The technique by which ox\gi'i» or ■ n I ||„. -ted air. <liminishiny 

brain is surgical : it is not a dangerous proee. lure, ho* e skla , nip hv can 
in quantity daily, becomes absorbed ot»inplt tt > • | „ t fi< information 

he carrie<l out at relative leisure alter the mjeet.on : and m <«" 





-Ski.i'-'nun ^houitto 


1 1 < > r n i ; l 1 !att*r;il vriitrirlf of th«- uft*T it" 1 li^t ffi* ion witfi <»\\ 

(//// hr. ./. //. Matin r .) 


ii. I tit ral vii'v, . 


obtained may be of value, not only in diagnosis, but also sometimes in guiding the surgeon 
as to which side of the head to operate on. The normal appearance of a lateral ventricle 
distended in this way is shown in Fig. 687 ; enormous distention of the lateral ventricles 
such as occurs in hydrocephalus is illustrated in Figs. 688 and 689 : intermediate degrees 
are found in connection with cerebral tumour, after meningitis, or with abscess : very 
occasionally deformity of the air shadow serves to depict the outline ol a tumour it sell 
when it is bulging into a lateral ventricle. 

Skiagraphy of the Bronchial Tubes after Injection of Lipiodo! into them. The tech- 
nique by which the condition of the bronchial tubes may be made visible by means of 
2C rays after injecting lipiodol through the trachea into the bronchial tree is in its infancy , 
but already great strides have been made in this direction, and, in eases selected as suitable, 
it is a method of investigation that seems likely to develop much further. Bronchiectatic 
cavities may be demonstrated in this way ( Fig. (>90) ; occasionally the lipiodol may be 
made to enter a buried empyema that has opened into a bronchus : and, although it is 
less easy to cause the lipiodol to enter apical cavities than it is those nearer the base, the 
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fit. •I'-o. i.T.im nf tin’ lab-r.il v*Titi'i**i«- <>t 1 Brain siTOJ * ii-t ‘-tit ion with :iir in a < , a-.«- of )>> 'Iro’i’jshalu 5 -. 

I.aD-i'al \ p u. ( Utf hr. ./. II. Mat/ar.i 



Fi\t. -Skiagram of tin* lateral vent ri<-W«s of 1 1 1 «- Brain after distention with air in si I'sisc ot hy»lroroiihahi«. 

Ant ero-posterior view. The Iff t- lateral ventricle i*< considerably tlian the ripdit. {lit/ J>r. ./. //. Mather.) 


9;iH X-RAY DIAGNOSIS BY SPKCIA1, MKTIIODS 

method may be valuable in demonstrating cavities in the lung in phthisis. The dilli- 
eulty is to be (piite certain that tlu* spurts one desires to till are not already so tilled 



f-'i/j. -Skia.'.'ia.iM of liroiioliioct.it i<- cavities aftrr in) lat i.nlira! in »««* ion o) lipiodol. 'Hum *• i- al-o a small 'amount ol 

lltii'l in the pleural eavitv at tin I ii/lit huso, ( Hu In. ./. II. Muthn.) 

with ])urulent secretion that entry of the lipiodol is prevented ; absence of abnormal 
shadows after the injection cannot be taken as proof that there art* no abnormal holes 
in the lung. 
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Skiagraphy of the Uterus and the Fallopian Tubes after Intra-uterine Injection of 
Lipiodol. It is sometimes important to determine whether the Fallopian tubes are patent 
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results obtained with blocked and with patent tubes art* exemplified by Figs. 091 and 092. 
The shape of the interior of the uterus can be determined at the same time ; and this may 



Fig. f.'.llV Skiagram of the uterus and Fallopian t ul»«-s after int ra- uterine injeetion ot iipiodol. A lew droplet- ot tie 
latter have parsed through the ostium of the patent nj_'ht luhe into the peritoneal cavity ; the left tube j- r|o-id. </.'// 

1 >r. R. A'. Robert. s.) 

be important in connection with such conditions as carcinoma of the body of the uterus, 
intra-uterine polypus, or a fibroid of the uterus bulging into one side of the lumen. 
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Skiagraphy of the Gall-bladder after the Administration of Sodium Tetraiodophenol- 
phthalein or Sodium Tetrabromophenolphthalein. The technique is tin* same whether the 
iodo- or the bromo-preparation is employed ; and most observers use the iodo-salt. Given 
by the* mouth, or intravenously, the dye is excreted by the liver in the bile, and possibly 
also by the walls of the gall-bladder, with the result that the gall-bladder and its contents, 
otherwise invisible with the X rays, become defined clearly as a dark shadow, unless the 
cystic duet is occluded, as in the ease of a simple mucocele of the gall-bladder. or of a gall- 
stone impacted in the cystic duet, or of a carcinoma of the cystic duet, or of new growth 
stenosing this duet from the outside. 'Flic method is not infallible, but it frequently serves 
to determine the precise size and dimensions of the "all-bladder : some normal appearances 
are depicted in F/gv. hUT. 


Tin * "all-bladder may Ik* deformed by adhesions, or distended without obstruction 
to the duets ; both the* shape and size may be determined when the contents are rendered 
opaque by means of sodium tet raiodophcnol- 
phthalein, and it is not solely in "all-stone 
cases that the method is of use. Gall-stone 
eases are. however, those in which the method 
is of special value : for whereas "all-stones 
may sometimes be detected by direct X-ray 
examination ( .*157 Hath p. Ml), there are 
many instances in which, though present, 
they do not show until the bile round them 
has been rendered opaque to the X rays by 
the administration of the drug. This is in- 
stanced by Fi^s. lilts 701, in all of which direct 
examination failed to reveal stones, though 
they became clear enough when sodium iodo- 
phenolpht halein had been administered by the 
mouth twelve or more hours previously. I 4 ' ill*. 
bus and bOO serve to show that stones that 
may not be very apparent at 1‘2 hours may 
become so a few hours later. It will be* noted 
that the drug does not render the stones them- 
selves opaque to the rays : it renders the bile 
in the gall-bladder opaque, and then the stones 
immersed in the bile become visible as light 
shadows in the darkened bile. 

The sodium tet ruiodophenolpht halein may 
be administered either orally or intravenously. 

Karlicr cases of the intravenous method suffered 
from toxic symptoms, but it has been found 
that the latter ensile only when the solution 
has not been made up freshly for the occasion. 

The advantage of the intravenous method is that the subsequent radiogram can be 
taken at a shorter interval, S or t> hours instead of 12 or I f as with the oral method : 
besides which tin* shadowing given by the bile in the gall-bladder is the darker. 
Generally, however, the oral method is preferred. The dose for the intravenous method 
is :P5 grin., disMilvcd in M) e.e. of sterile distilled water, filtered, and sterilized by 
boiling for fifteen minutes : and the solution should be made freshly for the occasion. The 
patient should starve, to make the more sure that the gall-bladder remains full ; and to 
assist gastric* and duodenal rest. M) gr. of sodium bicarbonate should be given at the* time 
and repeated every three hours. For oral administration a rather larger dose of the dye 
is needed from 1 to <> grin, according to the weight and size of the patient made lip in 
capsules of J grm. each or less ; these are taken at night after a very light supper ; 10 gr. 
of sodium bicarbonate arc* given at bedtime, and again during the* night if the patient is 
awake. The first skiagram is taken next morning 12 hours after the sodium tetraiodo- 
phenolpht halein has been given : a second at 15 hours : others at subsequent intervals 
if it is desired to find out how long the gall-bladder takes to empty. 



I'ui. Skiagram of our n p< of normal gall- 

bladder. taken twelve hour- after the oral administra- 
tion of l-a grm. of sodium tetrniodojiheiioluhthalein. 
< Hu hr. H . Mather. ) 
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/’/</. Too. Skiaprum of a loup narrow pull-bladder eontaininp 
multiple small pall-stones; taken twelve hours alter tin- oral 
aiiminist rat ion of l-. r » prm. sodium tel ruiodophenolpht lialein in 
lifteen capsules. Not* 1 that tlm pull-stones an* not themselves 
opaque to the \ rays, Imt that they show upas lipht areas in 
contrast with the darkened bile in the pull-bladder, l’revimis 
to 1 he administration of the drup no opacity could be detected. 
illy hr. ('. ThursUm llnl/ainl.) 


Fill. 7o|. Skiaprum of a sinple lurpe translucent pall-stone 
in a contracted and deformed pall-bladdcr ; taken twelve hours 
after the oral administration of l f» prm. sodium tetruiodo- 
phcnolphthahdn. The pall-stone was not visible until the 
drup was pi ven ; it. shows up as a lipht area in contrast with 
the darkened bile around it. ( Ha l>r. ./. //. Mnlhrr.) 

Herbert French. 
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Large heavy type thus - 1 ASCITES *— refers to main articles ; smaller heavy type Abdominal phlebitis *— to pages on which there is 
more than a mere note on the condition indicated ; ordinary type — * Abscess, cold ’ -to pages on which the condition is therely 
mentioned. References to illustrations are printed in italics , enclosed in brackets , and followed without a break by the page 
reference, thus 'Rigs. 61, 62, 63 > 43. 

PAGE Abdominal disten., contd. PAGE PAGE Abscess , append ., corud. page 

V BDOMEN, eczema from tympanites . . 250 Abrin, haemoglobinuria rectal examination in 

marginatum of . . 312 volvulus . . 167, 555 from 357 diagnosing . . 697 

- gaseous distention of - embolism (see Embolism) Abscess, abdominal, from resonant . . . . 802 

(see Meteorism) - glands (see Lymphatic appendicitis . . . . 812 rigidity over . . 734 

- immobile, in uppendi- Glands, Abdominal) diverticulitis . . 556 rigor due to . . 737 

citis . . .. 828 - gurgling .. .. 107 pericolitis .. .. 812 ruptured into bladder 

~ - peritonitis . . 524, 931 - nsematoma . . . . 778 perityphlitis . . 812 356, 723, 724 

- Jacquet’s erythema of 498 - hydatid cysts . . . . 808 tuberculosis of colon 812 caecum . . 680 

- lichen scrofulosorum - injury (see Injury) - actinomycotic.. .. 95 simulating colic.. 149 

affecting . . 598 - muscles (see under erythema over . . 276 urgent laparotomy 

- lineae albicantes on . . 459 Muscles) - alveolar, actinomycosis for . . . . 149 

- lymphatic drainage of 830 - neuralgias . . 525 simulating . . . . 835 swelling in iliac fossa 

- method Of examining i - operation (see Lapar- in breast . . 838 due to . . . . 697 

149, 828 j otomy; and Operation) growth simulating.. 95 tenderness in iliac 

- oedema of (see CEdema) - pain (see Pain) inability to open fossa due to . . 697 

- pediculosis pubis af- ! - phlebitis . . 699 mouth due to . . 884 typhoid fever simu- 

fecting .. 499 ' melarna from ..481 jaw swollen by .. 834 lated by .. 454, 455 

- pendulous, anteversion - reflexes (see Reflexes; necrosis of jaw from 834 - axillary, account of . . 816 

of uterus from . . 250 - retraction in peritonitis toothache from . . 834 from empyema . . 816 

— dystocia from .. 250 149, 524 - of antrum of Highmore, erythema over .. 276 

hepatoptosis and . . 462 j - rigidity (sec Rigidity) account of . . 226, 567 - - fever due to . . 816 

- pityriasis rosea affecting 746 I - scar, herniation of . . 636 from carcinoma . . 226 hepatic abscess simu- 

- prurigo affecting . . 601 - section (see Laparotomy) carious tooth 226, 567 lating . . . . 864 

- reddening of, in tuber- j - spasm, hysterical . . 179 endothelioma . . 226 from inflamed glands 816 

culous peritonitis . . 777 new growth Simula- exploring syringe pain on moving arm 

- regions of (Rig. 624) 808 j ted by .. 179 in diagnosing.. 567 from .. .. 816 

- scabies affecting 499, 918 I pregnancy simulated face-ache from . . 694 residual . . . . 816 

- seborrhetic dermatitis i by . . 179 growth simulating 567 tuberculous . . 816 

aff ecting . . . . 498 ! - support in visceropto- nasal discharge from whitlow . . 816 

- sensory centre for 1 sis . . 48 ! from . . . . 226 - of back, pain from . . 528 

(Rig. 485 ) 631 - SWELLING . . 804 ' neuralgia from . . 226 from spinal caries . . 210 

- small-pox of . . . . 920 - - (and see Swelling, oedema of face - Bartholin, aching in 

- tumid, in ccrliac disease 216 Abdominal) from .. .. 694 perineum from .. 579 

rickets .. .. 182 - tenderness (see Tender- pain in face from - bladder opened by .. 646 

- typhoid spots on . . 685 ness) 226, 567 - of bone, arthritis from 426 

- varicella affecting . . 920 - throbbing from undue over maxilla from694 pyasmia from . . 739 

Abdominal aneurysm (see pulsation of abdom- pus from nostril tuberculous .. 818 

Aneurysm) j inai aorta . . . . 662 due to . . 567, 694 - brain (sec Abscess, Cere- 

- angina (ace Angina) ; - thrombosis (see Throm- pyrexia due to . . 687 bral ; and Abscess, 

- cramp in botulism . . 243 j bosis) skiagram in dia- Cerebellar) 

- crisis in tabes dorsalis 627 - tuberculosis (see Tuber- gnosing .. 567 - breast . . .. .. 838 

- cyst < see Cyst) i culosis) - - - smell from . . 226 - - pyrexia due to 687, 695 

- distention in acute haem- - tumour (see Tumour) subjective smell due from tuberculous 

orrhagic pancreatitis 149 I - vascular lesions simulating to .. 756 disease .. 838 

from ascites 59, 61, 250 peritonitis .. .. 152 tenderness over max- without much pain 695 

bladder .. 61 - veins (see Veins) ilia from 567,694 - broad ligament, swelling 

- - carcinoma of colon 413 - wall, fibrolipoma of .. 804 transillumination in iliac fossa due to 829 

ovary . . 842 infiltrated by appen- in diagnosing - cerebellar, account Ot 733 

- - chronic intestinal ob- dicular abscess . . 804 (.Rig- 191) 226, 567, 694 - — ankle-clonus from . . 630 

struction . . 396 in lymphadenoma 804 - apical dental, skiagrams ataxy from 371, 630, 733 

peritonitis 63 - - lipoma of . . . . 804 of (Figs. 61, 62, 63) 43 bradypnoea from v 110 

colic .. 149, 151 loaded with fat .. 61 - appendicular, acute peri- from bronchiectasis 734 

constipation .. 805 omentum adherent to 810 tonitis from 63, 149 - - cerebral compression 

corrosive poison .. 338 surgical emphysema adherent to bladder 356 from .. . . 110 

cyst of lesser omental of . 805 albumosuria from 20, 21 coma from.. .. 110 

sac 61 tuberculous infiltra- ascites from 63 convulsions from . . 184 

cystic kidneys .. 15 tion of . . 65 - - Bacillus coli in 800, 831 course of .. .. 733 

dilatation of stomach 218 - wound, general peri- behind caecum . . 697 disseminated sdero- 

dyspncea from 247, 250 tonitis due to .. 734 chronic ., .. 697 sis simulated by . . 371 

from enlarged spleen 774 Abduction of arm, im- anaemia from . . 47 extensor plantar re- 

full bladder .. 61 paired from arthritis .. 617 erythema over .. 276 nexfrom.. .. 630 

in general peritonitis 734 circumflex nerve felt per rectum . . 729 falling to one side 

from haemorrhagic paralysis ..617 fluctuation in .. 843 du< e to .. .. 733 

pancreatitis . . 736 Abductor muscles (see gall-bladder Simula- headache from 110, 630 

- - hill diarrhoea . . 217 under Muscles) ting . . . . 829 - - head-retraction due 

Hirschsprung’s dis- - paralysis (see Paralysis) gas in 254, 800, 802 to . . 731, 733 

ease . . 164, 167 Abies canadensis, derma- - - infiltration of abdo- - - hesitant voice from 630 

hydatid cyst .. 61 titis due to ..915 minal wall from . . 804 hypothermia with 392 

hydronephrosis .. 61 - excelsa, dermatitis from 915 leucocytosis from 453, 454 increased knee-jerk 

intestinal colic . . 525 Abortion, endometritis opening into bladder from . . . . 630 

obstruction 149, after 700 296, 716 - - intention tremor 

151,555 - of extra-uterine gesta- operation in .. 697 from .. 371, 630 

— malignant peritonitis 65 tion 842 in pelvis . . 697, 840 without leucocytosis 734 

meteorism . . . . 805 - general peritonitis from 734 phantom tumour nystagmus due to 

— obesity . . 60, 61 - incomplete, metrostaxis simulating . . 808 371. 630, 733 

- - obstruction. . 167, 636 from . . . . 489 - - pointing in groin . . 831 - - optic atrophy due to 733 

— ovarian cyst . . 60 - from lead . . 45 pus in stools from . . 680 neuritis from 110, 

pancreatic cyst . . 61 - pain in pelvis due to . . 573 pyosalpinx Simula- „ , , 37 L 733 

peritonitis .. 149, 524 - pelvic adhesions after 573 ting .. 829 from otitis media 253, 734 

— pyloric stenosis . . 219 - threatened, metrostaxis pyrexia due to 454, — otorrhcea from . , 523 

retroperitoneal cyst 61 from.. 489,841 687, 697 from otorirhoea . . 630 

— tumour .. .. 250 - tubal .. .. 573, 842 — pyuria due to 356, 716 - * paraplegia from .. 626 
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, 385 

389 

390 


Abscess, cerebellar , contd. , ! 

pulse slow with . . 734 i 
pyrexia with . . 0 30 j 

without pvrexia . . 7 '4 
scanning speech from 0 30 
stupor from . . 110 

- superior longitudinal 

sinus thrombosis 
simulating . . 740 

- - tendon retlexes ex- 

aggerated with . . 73 3 

- - vertigo due to 110, °12 

- - numimu lrom 110, 

0 30, 740 

- cerebral, aphasia from 772 

- - apyrexial . . . • 385 

Babinski’s sign from 88 

- - bradycardia from 109, Ol 3 

- - bradypntca lrom 110,013 

- - from bronchiectasis 

109, 613 

- cerebral compression 

by . . 110, 111 

- - -- tumour distin- 

guished from 109 

- - cerebrospinal liuid 

under pressure in 38 3 
choked disc from 184, 358 
coma lrom 110, 15 3, 

154, 158 

-- - convulsions from . . 184 

- - iiom facial sinus dis- 

ease .. -.184 

- faintmgs due to 297, 298 

■ - from frontal sinus 

disease .. 184,013 

giddiness front . . 385 

htrmori huge into .. 385 

- - headache from 110, 

184, 370, .585, 61 3, 772 

- - hemianopsia lrom . . ’-70 

hemiplegia lrom 88, 

.382 

- - hyperaeusis from . . 

- -■ hyperpyrexia from . . 

hypothermia with 392,61 3 

- - increased intracranial 

piessure lrom . . 109 

- - latency oi . . 298, 388 

leucocytosis with , . 45 3 

- from mastoid disease Old 

- neurosis simulated by 158 

- noises in head from 504 

- - from nose suppuration 1 84 

- - optic neuritis from 

109, 110, 184, 385, 

013, 772 

- - lrom otitis media 

109, 184, 25 3, 385 
otorrlura lrom .. 52< 
paralysis of arm from 0! 3 
photophobia from . . 659 

pupil constricted from 675 
pyramidal ti act lesion 
from . . • • 88 

: , fvxia with 109, 385 
rigor due to. . . . 7 t 7 

simulated by encepha- 
litis . . . . 22 5 

- - - urtemia . . ..Ill 

- sol letting round . . 385 

- from superior longi- 

tudinal sinus throm- 
bosis . . • • 740 

- tenderness ot scalp 

lrom . . • ■ 805 

- lrom ulcerative endo- 

carditis . . ..613 

-- - unilateral headache 

) rom . . . . 369 

- paralysis from . . 154 

vertig' > from 1 10, 504, 012 
vomiting due to 1 1 0, 

184, 385, 613, 740, 

772, 929, 9 31 

• cheli ad from . . ..113 

- of chest wall, bulging 

due to .. 210 

- - from caries of rib 530 

■ - - empyema 210, 530 

• — - hepatic abscess . . 530 

- - simulating . . 864 

- - in pyxrnta . . 530 

- cholecystic, pus in 

stools from . . 680 

chronic intramedullary 694 
cold .. .. ..210 

- - lipoma simulating.. 833 

needling in diagnosis 83 3 

- dental, anaemia from . . 694 


Abscess, dental , confd. 

- - baeteriuiia lrom . . 90 

- - erythema over . . 270 

- - lace swollen lrom 694, 824 

- general ill health from 694 

- - gumboil from . . 094 

- latency of . . . . 694 

leucocytosis from . . 454 

- night sweats from . . 694 

■ - pyrexia lrom 454. 687, 059 

- - rheumatoid arthritis 

from . . ■ • 094 

- - swelling of jaw due to 094 

- - tenderness of iaw 

from . . - • 09-1 

- - toothache due to . . 094 

- - typhoid fever simu- 

lated In 454, 089, 095 

- - X ravs in diagnosing 694 

- from dermoid iv,l . . 046 

- divcriicuhtis, caicmoma 

simulated bv . . 697 

- - colic preceding . - 0°7 

- - constipation preeed 

mg . . - 0“7 

- - opening into bladdi r 

7 1 0, 73 5 

- - pyrexia due to 087, 697 

- - pyuria due to . . 7)0 

- - tender tumour due to 09, 

- erythema over . . 27S 

- ga- in . . - - ■ ■ 254 

... - from appendicitis . . 64o 

- Bacillu- coh . . 040 

- - below diaphragm . - 04 ( > 

- in groin . . . . 8 3(' 

- account of . . • • 831 

- - from appendicitis .. 8d 

- - 13a» i 1 In . coil m . . 8 5 1 
-- - troin caric- of s, 

ihac mint 

- - chronic 

- - [•ivthcmn owi 

1:0m genital son 

- glands 

- hernia 

• - hip disease . . 

- inflamed inguinal 

glands 

• - icdcma over ^ 

- redness over . . 

- from sore on tool . . 

-. - - toe . . 825. 8 31 

spinal caries . . 8 31 

suppurating glands 8M 

• - tuberculous glands 8 31 

- heart in pyarma 264, 739 

- hepatic .see Ai>.,ces> ol 

Liver 

- of hip-iomi, swelling in 

iliac loss. 1 due to . . 814 
■ from hydatid evst . . 646 
iii.iL, limping gait with 8 31 

• - pain over sacro-ihac 

hunt with 8 31 

- - psoas abscess dis- 

tinguished trorn.. 8 7 >1 

- - pyuria due to . . 71b 

ruptured into bladder 

710.72 3,724 

- - spinal caries and . 724 

- - swelling in iliac to sa 

due to 724, SI 4 

- inguinal region 

lrom . . . . 724 

- - tenderness over sacro- 

ihac mint with . . 8 31 

- in inguinal glands lrom 

soli sore . . - . 764 

ist hioi cctal, actinomy- 
cotic . . ■ • 698 

- tioni foreign body. . 726 

• - pain in perineum 

from . . . . 693 

- - pyrexia due to . . 687 

- - rectal examination in 

diagnosing 69 3, 72.9 

- - tenesmus due to . . 87 3 

- ot kidney from coh 

bacilluria . . . . 690 

- - mlarct . . ..718 

- - general peritonitis 

from . . . . 734 

- - after injury .. 718 

- leucocytosis with .. 45 3 

- - multiple, from eoli 

bacilluria . . 699 

-- - - suppurative neph- 
1 ritts .. ..699 


8 31 
8 3] 
27t> 
Hh 
8 3< 1 
8 31 
8 31 

470 
S2-> 
8 3 ! 
825 
831 


'lb.u ess ot kidney, contd. j 

from pyelonephritis 718 1 

- - pyuria due to . . 716 

- - from renal calculus 351 

- - suppurative nephritis 690 

- - urine mav be normal 718 

- lachrymal sac - • 27 3 

- liver . . 464, 695. 740 

abscess of chest wall 

from • • . . 5 30 

------ simulated by 864 

- - active congestion ot 

liver simulating .. 417 

- acute peritonitis lrom 08 

- - albuminuria with . . 464 

-- - albumosuria from . - 20 

- - annebic .. 404, 740 

- lrom anitvhic dysen- 

tery 00, 315, 306, 695 

- - aniemia lioiu 47, 464 

- - anchovv-paste pus in 

464,000,701 

- - sputum from 187, 300 

- - anorexia trom . . 404 

- - ascites from 02, 0 3, 412 

- - rare with, . . • 08 

- - axillary abscess simu- 

lated by . . • . 864 

- - bacterial . ■ ■ • > 40 

- - bronchitis trorn . . 405 

- — vacogiu-tia due to. . 8(>0 

- - chest enlarged h\ 210, 965 

- - - w all involved bv . . 80-1 

chocolate pus f iotn 

315. 600 

• - ghokemia from . . 2 1 • 

- — c. .ugh ti om . . 1 88 

- ■ couching uf' ol . . 000 

- • delirium 1 1 om . . 2 1 ■ 

- •• ihaptuMirm pm bed up 

t-v 4M. /■/ •• 4t-8 

- - ,ioim -' haped dill! 

no , !ro:n 3oo, 09s 

- - dull iv .i pir- 1 1 tun . . 41 ' 

- - lioi.i avseulerv 415, 

4 Or, 740 

- - (irictinc lit d r och 1 or - 

kU m diagnosing (OM. 

- - t:n|'\ i mu lrom 1 54. 4b4 

• miniated bv 1 3 i, 80-i 
c ; \ ti'.ciu o\ cr . . 2 < (■ 

- hud uatmn n; . . 4o*i 

- - joul spuiuni Mom . . 7op 

- - 1 1 id. mu ovd liver 

from .. .. 695 

- - gali-hladde: rnl.iree- 

ment Mmukiiyd by 3 1 5 

- - tr 111: gali-slone . . 40 1 

- gangrene of lung 

trojn . . . . 4<“> 

- - gas: to- intestinal dis- 

turbance w ith . . 740 

- - general peritonitis 

lrom . • • • 7 34 

- - w.'-.tmg tinni . . 78 

gtnerallv in light lobe 404 

- lrom gumma . . 315 

- - gumma simulating. . 417 

- — lrom hamiaiomu . . 404 

- luciiioptvsis lrom . . 30l 

hie cough lrom . . 387 

- - lrom hydatid cyst 

315, 404, 470 

- - hydatid cyst dis- 

tinguished lrom. . 470 

- itilluen/a simulated by464 

-• - alter iniury . . 464 

- - intercostal spaces 

tilled up bv ■ • 465 

- - jaundice troin 40K, 

412, 415, 404 

- - laparotomy in dia- 

gnosing . . . . 315 

- - latency of . . ■ ■ 404 

- - leucocytosis lrom 417, 

45 3, 454, 455, 404, 695 

liver dullness raised 402 

enlarged by 6 3, 

408, 412, 465 

- - local tenderness over 465 

malaise from . • 740 

malaria distinguished 

lrom ■ - 454 

simulated bv 417, 

455, 464, 695 

- - in males . . . . 464 

- - multiple, account of 415 

lrom suppurative 

cholangitis . . 415 
i - - - - pylephlebitis 415,696 


Abscess oj liver, confd. 

- - muscular atrophy lrom 78 

needling in diagnos- 
ing .. 315,696 

- - fiom new growth . . 315 

- - icdcma over . . 465 

- - openinp throuph lunp 

361, 3 66, 415 

- — pain in axilla trom. . 740 

chest Mom 5 30, 

695, 864 

- - - epigastrium from 

5 38. 566 

- ■ - hypochondrium 

lrom 55 3. 566, 740 

- - - over . . • • 465 

in shoulder from 

405,580,58 3, 695,740 

- - — between shoulders 

trom - • 500 

- - perihepatitis lrom.. 08 

lrom pennephi ic ab- 
scess • • 404 

- - peritoneal adhesions 

trom • • 68 

• ■ - phantom tumour 

simulating • - 8(38 

- pint! al etl iimoii lrom 740 
pleurisy Horn 1 37, 405 
pneumonia troin . - 405 

- - pol\ moi phomn leai 

(.i lls .Hid ‘155, 464 
limn portal p\.emi.i *U>4 
pulst rapid tiom . . 404 

pU‘ sterile m 360, 404 
p\ 1 cmu 1 1 > »m 3()<i, 40 1, 

(•87, nu5, o9«>, 700, 740 

- - v\ n hoiil p\ M Sia . . ‘*04 

tectus m:i« 1 «>\ c r . . 405 
redne* '• ■ w 1 1 405, 804 

ng< -r- due to :, iat, 408 . 

404, o9->, 7 J , 740 
t iipiun mio inicsimc 405 

- - lung 187. 408, 79 1 

- ■ st. ;n.,L h . . ■ • 405 

- ■ v allow m 1 •• trom . . 415 

- - .Smm.ii, icsouancc 

dm to .. 755 

- - Mihdiaphragniflii- ah 

• . with 4l>4. W.>, 8 1 '7 

j u 1 1 1 1 ■ 1 11 1 1 s Mom 

*>80. 58 I 

• ■ Mom *• up pur am e 

V. 1 1 o 1 a U’.'l II s . • ‘*0 1 

- - in • ;;| pm am c p\lc 

pnh 1 ' i M s . . . . 7 38. 

- -- sweating due to 46 L 7 10 

- - '■welling in hvp.>- 

i hondrium dm 1 o 8n4 
wntpi "in' » 'bsem t in 740 

- lender ness ot dir,! 

limn . . 0 U 5. 804 

- t iiii si lrom . . . • 404 

- tongue d t v v. ith . , 404 

- - uopual ' 1 4 ( » 4 , 7 40 

lating . . . . 40 3 

• - ulcerate >n into bron 

chus . • ■ 09(, 

- -- mini high-i oloured 

with - ■ 404 

- - - scanty with . . 404 

- - visible ■ ■ 405 

- - vomiting lrom . . 188 

- - X lays m diagnosing 405 

\ cllow pus m . . 404 

- lung, cnipvcnia simu- 

lated b> . . ..133 

- - gangrene ot long 

troin . . ..323 

- 11. pya nua . . 32 3, 7 38 

- - slinking sputum lrom 187 

- mammary 'see Abscess 

ot Breast; 

- ma.Moid, earache from 694 

- - ciythcma over . . 270 

- - lateral sinus throm- 

bosis lrom . . 094 

- - meningitis trom 094, 7 32 

- — trorn otitis media . . 109 

- - pain behind car lrom 694 

- - pyaemia trom . . 094 

- - pyrexia due to . . 687 

- - rapid pulse with . . 109 

- - reddening behind ear 

trom .. .. 094 

- - swelling behind ear 

lrom . . . ■ 694 

- mediastinal, mediasti- 

] nal crepitations lrom 535 



ABSCESS, MEDIASTINAL 
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ABSCESS, SUBDIAPHRAGMATIC 


Abscess, mediastinal, could. 

- pain behind sternum 

Irom . . • • *>35 

- - in back lrorn . . 5 35 

shoulder lrorn . . 6 35 

- - syphilitic . . . . 5 15 

tenderness of spine 

troni . . K68, 864 

- - sternum from .. 8 35 

- - tuberculous . . 5 35 

- miliary, ot newborn . . 681 
rn neck Irom adenitis 474 

-- omental, lmrn gastric 

ulcer ..810 

ol orbit, diplopia lrorn 222 
eye displaced by . . 222 
parametric, tell per 
re*, mm . . 7 24 

- ■ groin bulged by . . 82.0 

pyrexia due in 087 

vagm.il examination 

in ell a cm ''.inn . . 00 3 

parotid, alter ■operation oos 

- 1 rom oral sep- is . . 60S 

- pain . >\ er . . 00S 

ju t exia due to 687, 695 
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■ w clime due t< 8 10 
1 1 or,: p.i: M era! .pas 84 t 
I Mi - oi a ■* , from . 6*<P 

;>\ ir, . ,m, i - 710 

n cl i m , mdeed I • 84 f 


m\ a de. 1 b\ l) t> 



ills ..84s 

tenderin' -s oj spine 


lr*. II'i 8ps Sf»0 

tit* rus t i x t ■ * 1 b\ ..81’ 
\ esu al i *■!;* ! t orn . . 148 

pel least t u . pus in si- .. -K 

1 rom nSO 

umbilMh lnllamed 
1 1 otn . . 804 

pet meal . . 766 

linn o*. \ tost* with 45 3 
prrim’tihric. arrount of 697 
limit appernb* it is 4 38,647 

- cit* moma , oil . . 4^8 

* oil bauiluiia . . 647 

diver 1 1 * ulum ot colon 4 *8 
erupt etna It mu . . M4 

tlu* i nation in . . 4 58 

- lrorn h.ematogcnous 

1 1 1 1 r ci mo , . 4 '8 

iia matoma . . 4 38, 647 

hepatic abscess lrorn 464 
alter ltnury . . . . 667 

loin buleed by 4 37,4 38. 
584, 6‘>7, /up > 66 S 

- f i om lorn injury . . 4 38 

mptliod of palpation 697 


• edema of loin over 4.38 
pain in hypochon- 
di mm 1 rom 55 3, 554 
loin lrorn 4 38, 647 

- lumbar region lrom554 
pus m stools Irom , . 680 

- - pvrexia due to 4 38, 

687, 647 

- - rigor due to . . 7 .37 

- - sense ol resistance 

over . . . . 697 

- - spleen simulated bv 775 

tenderness in loin 
from . . . . 697 

lumbar region from 697 

- - - of spine lrorn 868, 869 

- tumour due to . . 854 

- periosteal . . 817 

- necrosis of jaw from 8 34 

- - pain in . . . . 694 


Abscess, periosteal, could. 

~ - pyiexia lrorn . . 687 

- — swelling on bone due 

to . . 694 

- - in tvphoid lever . . 918 

- periproclul, acute peri- 

tonitis from . . 6 3 

- - antenna lrorn . . 874 

-- - antesthetic in dia- 
gnosing . . 874 

- - ascites Irom . . 64 

bladder irritated by 148 

- - from carcinoma .. 874 

- - carcinoma simulated 


by 

874 

- diverticulitis simu- 


lating 

557 

- loss of weight from 

874 

- opening into bladder 

296 

- pain m ilia* fossa 


from 

555 

- - pci inrum from . . 

69 3 

- from piles . . 

874 

p*'l\ pils 

874 

- proctoscope m dia- 


gno> mg 

87-1 

pvrexia due to • ■ 

687 

i ecu! examination m 


diagnosing . . 

6 ( h3 

- ‘-a.- mold* 'sc **pe in dia- 


gnosing . 

874 

- slecpie-. lies- ln»ni . . 

874 

- st rangu! v due to 

7‘»7 

- supput alt* *• pet iton- 


IPs ! n > m 

6 3 

tenesmus due P > 87 h 

874 

vest* ,il c ■ ' i i *. 1 r * 'in . . 

148 

ju r ipi ost.it k , ,h c c r t lcu- 


litts simulating . . 

557 

- p.im it* ill . k loss,! 


IIOIT 

555 

st rang tit ” iiuc to 

747 

It nesmus *la* n> . . 

87 3 

peri - ut el hi ol * ti tula 


tri'in . . ‘M4, 

7<'7 

flu* luaiioti in . . 

8Al 

inlrm.i o’. *u 

85 1 

s* i ■ >;.il sc* eiim.g Irom 

851 

li.'iu ■■tiicr uti 444. 

7«>7 

- t endcMic- s *>1 

Sil 

f i in i thrni- . . 

7t)7 

popiur.il 

8 44 

! rom gland' . . 

844 

km* hex* *i with 

844 

lroin tiecii'M' of 


lemur . . 

844 

(edema cur 

844 

Pam o\cr ■ ■ 

84 i 


- from periostitis 84 i. ''It 

- pulse rapid w it t i . . 844 

- - pvrexia with . . 844 

- - skin teddened o\er 844 

- - transmitted pulsation 

ol . . . 844 

Irom tuber iiilous kneeN44 

post pharyngeal . . 694 

-- age incidence ol . . 764 
t i I' m cervical caries 664 
~ - m childhood . . 244 

- - cyanosis Irom 196, 694 
-- - digital examination 

m diagnosing 694, 764 

- - diphtheria simulated 

by . . 694 

- - dysphagia from 244, 661 

- - dvspiueu lionr 244, 

240, 248, 694, 762 

- - hoarseness lrorn . . 388 

- - rn mlatuv . . 664, 762 

- - laryngeal obstruction 

troni 166 

- - lutyngismus stridulus 

simulated by 249, 766 

- - larynx displaced by 388 

- - meningitis simulated 


b> . . 7 31 

- - pain m ear from . . 25 3 

- - — neck with . . 694 

- - ptyulism from . . 661 

- - pvrexia from 687, 694 
-- - sore throat due to. . 757 

- - from spinal canes . . 794 

- - spinal caries simu- 

lating . . . . 762 

- - sterior due to . . 794 

- - still neck with . . 694 

- - stridor from 196,694,799 

- - tenderness of spine 

from . . 868, 869 

- - tuberculous . . 694 


Abscess, contd. 

- prostatic, account of.. 723 


aching in perineum 

Irom . . 579 

- - acute peritonitis from 63 

- - ascites irom . . 6 3 

- - difficulty in micturi- 

tion Irom . . 72 3 

- — felt per rectum 728, 766 

- - frequency of mictu- 

rition dne to 575 

- - Irom gonorrhoea 228, 

578, 72 3 

- - harmatuna from . . 723 

- - alter instrumentation 

72 3, 766 

- — micturition difficult 

with . . 575 

- -- - painlul with . . 575 

- opening into bladder 

716,723 

- - - rectum .. 296,72 3 

- - pain in penis from 

574. 576, 578 

- - - perineum lrorn . . 693 

- - perineal sinus from 766 

- — prostate enlarged 

from . . 575 

- - with proMatic calou- 

lu 723 


- - tnm'. prostatitis 266, 72 3 
pviexia due t<> 575, 687 

- pcuriu due to 716, 72 3 

- - rental examination in 

diagnosing 575, 69 3, 715 

- - retention of urine 


Irom . . 493, 723 

rigors from .. 72 3 

- • starring alter . . 766 

soft area in prostate 

due to . . 72 3 

- - sore in perineum lrorn766 

suppurative periton- 
itis 1 1 om . . 6 3 

- -- tuberculous . . 72 3 

- - urethral discharge 

troni . . 766 

- - from urelhmts 575, 

578, 72 3, 766 

- venereal cause-. . . 766 

- psoas, account of 458 

ana-mu w lth 47 

- - appendicitis simu- 

lated bv . . . . 565 

- - biblical ..8 31 

- - t. nest bulged bv . . 210 

- - external to lemoral 

vessels .. ..831 

- lentoial hernia simu- 

lated b\ . . 825, 8 31 

- - fluctuation in 4*>H, 

698, 825. 831 

- - groin abscess due to 831 


- - hip disease simulated 


by . . 458 

-- - iliac abscess distin- 
guished Irom . . 831 

- - ilio-psoas bursa simu- 

lating . . 826 

- - impaired movement 

of back with . . 825 

- - impulse on coughing 

in . . 825, 8 31 

- - kyphosis and 698, 825 

- — lameness due to . . 868 

- — lardaceous disease 

lrorn . . . . 469 

- - limping from . . 457 

- - lipoma simulating . . 831 

- - notes on . . 698 

- - opened, leucocytosis 

slight in . . ..453 

- - pain in back from . . 698 

- - - iliac fossa Irom 555. 558 

- - - leg Irom . . . . 868 

- - -- spine with . . 458 
-- - pointing in back . . 868 

- — — Scarpa’s triangle 825 

- — Pott’s angular curva- 

ture with.. .. 458 

below Poupart’s ligu- 

menl ..831 

- — pus in stools lrorn . . 680 

- — pyrexia due to 687, 698 

- - pyuria due to . . 716 

- - reducible .. 825, 8 31 

- - rigidity of back with 458 

AOU mi 


- — ruptured into bladder 

716, 723, 724 


Abscess , psoas , contd. 

- - ruptured into ureter 724 

- - saphena varix simu- 

lated by . . . . 825 

- -- sciatica distinguished 

from . . . . 82 

- — secondary infection in 698 

- - spinal cartes and 458, 

628, 698, 724, 8 31 

- - - deformity with . . 8 31 

- - swelling in groin from 

458, 698 

- — - iliac lossy from 724, 814 

- - - inguinal region frorri724 


- - tenderness in groin 

Irom . . . . 698 

- - - spine with 458, 831 

- - thigh flexed with . . 458 

- - tuberculous . . 698 

- - ureteral calculus 

simulated by . . 565 

- - X rays in diagnosing 

458, 698 

- - in the young . . 698 

- p Vienna from.. 738, 740 

- pvLcrmc, leucocytosis 

with . . -.453 

- quinsy . . . . 758 

- rectal, account of - . 727 

- renal 'see Abscess ot 

Kidney 

- residual, pylephlebitis 

simulating . . . - 696 

- retropharvngcai see Ab- 

m. t ss. Post-pharyngeal ' 

■ ol r.b 210 

- rigor with . . . . 740 

- r >und colon . . . . 812 

- saero-ihac, swelling m 

ilia*, lossy due to . . 814 

- of sacrum, rectal exam- 

ination m diagm 'sing 729 

- scrotal . • 767 

- - lrorn tuberculous 

epididymis . . 851 

• xeptic.etniy troni . . 740 

- ol spine, inter costal 

pain I torn . . ..531 

- - - tenderness lrorn.. 862 

- - tenderness ol spine 

f r mi . . . . 868 

- spleen, general peri- 

tonitis from . . 734 

- subcutaneous, leueo- 

cvtosis with . . 453 

- - in py.cima . . . . 738 

- subdiapnragmatic 697, 807 

- - abdominal swelling 

due i * i . . 804, 807 

- - adhesions round . . 461 

- -- albumosuria Irom . . 20 


- - from appendicitis 

1 3 3. 137, 555, 807 

- - Bacillus coll in 649, 800 

- ■■■■ bronchiectasis alter 367 


- - cacogcustia due to . . 860 

- - from carcinoma coli 649 

- - - of stomach 647, 649 

- — chest bulged by . . 210 

- - coin sound in . . 555 

- - communicating with 

duodenum . . 800 

- - - stomach . . . . 800 

- - eostophfenic angle 

not obliterated bv 

( Fig. 11 6) 133 

- - cough from . . 188 

- - diaphragm immobil- 

ized by . . . . 807 

- - - pushed up by 

J-te. I It,)' 1 33 , 
kHk. t>JS) 801, 807 

- - from duodenal ulcer 

555, 649, 807 

- - emaciation due to.. 697 


— -- empyema from 133, 

134, 807 

— - - simulated by 1 33, 

695, 697 

; - - epigastrium bulged by 807 

— - lrorn Fallopian tube 

; suppuration . . 807 

fibroid lung alter . . 367 

— - l’oul sputum from . . 790 

— - friction due to 697, 807 
I - - gas In 555, 647, 649, 

j 800, (I- ii;. 623) 801, 807 

I - - from gastric ulcer 

133, 555, 647, 649, 807 
| - - heart displaced by801, 807 



ABSCESS, SUBDIAPHRAGMATIC 
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Abscess, subdiaphragm., contd. '■ 

from hepatic abscess ; 

555, 807 

- - hepatic ubscess simu- 

lating . . - . 807 

- hiccough from . . 387 

- - hydropneumothorax 

simulated by . . 800 

- - hvpochondrium bulged 

by 807 

- - impaired note from 697 

- insidious . . • • 807 1 

- from kidney suppura- 

tion . . • ■ 807 

- - after laparotomy . . 555 

- - lcucocytosis with 555, 807 

- - liver displaced by . . 461 1 

- - dullness raised with 462 

- — - not pushed down 555 

- - needling in diagnos- 

ing ■ • 697, 807 

- - opening through dia- 

phragm . . . . 647 

-■ - alter operation . . 807 

- - operation in diagnos- 

ing .. ..697 

- - pain in chest trom . . 510 

- - - shoulder from 580,583 

- - from pancreas sup- 

puration . . . . 807 

- - physical signs of . ■ 697 

- - pleurisy from 555, 

697, 807 

- - - simulated by . . 697 

- — pleuritic ellusion lroml 37 

- - pneumonia simulated 

by .. -.697 

- - pneumothorax from 

647, 649 

- - - simulated by . . 807 

- — pulse rapid with . . 807 

- - from pus m chest . . 807 

pylephlebitis simu- 
lating . . ■ • 696 

- - pyopneumopericar- 

dium from . . 800 

- - pyrexia due to 555, 

687, 697, 807 

- - rales with . . • ■ 697 

- rigors due to 737, 807 

- - septic aspect with. . 807 

- — serous effusion in 

chest from . . 133 

- - shortness of breath 

from . . . • 807 

- - skiagrams of 

(Fig. 116 1 133, 

(Pig. ()23j 801 

- - Skodaic resonance 

due to . . • • 755 

from suppurating 

hydatid cyst . . 807 

- - tenderness in epi- 

gastrium with . . 807 
- hvpochondrium 

'with .. •• 807 

of spine from 868, 869 
'p-mitic note over 555 
ulcer of colon 807 
umbilicus inflamed 
from . . • . 804 

- vomiting from . . 188 

- - X ravs in diagnosing 

555, 649, 697, 801, 807 

- submammary, breast 

pushed forward by . . 838 

- - pain due to. . . . 529 

post-typhoidal . . 8 38 

- - pyrexia due to 687, 695 

■ - tuberculous . . 838 

. - from tuberculous rib 838 

- without much pain 695 
~ submaxillary, from 

tooth . . . • 834 

- subphrenic (see Abscess, 

Suhdiaphragmatici 

- temporosphcnoidal, ver- 

tigo from . . . . 504 

- of testis, account of . . 768 
aching at external ab- 
dominal ring with 768 

- - cord thickened with 768 

- - lrorn enlarged pros- 

tate .. ..768 

- - in enterica . . . . 768 

- - epididymitis with . . 768 
- alter epididymo- 

orchitis . . . . 585 

- - from gonorrhoea . . 768 

- -- instrumentation . . 768 


Abscess of testis, contd. 

- ~ in mumps . . 

from orchitis 

- - pain in testis from. 

- — pyrexia in . . 

- - rigor from . . 
in scarlet fever 


768 
584 
7o8 
768 
. . 768 
. . 7b8 


- — scrotal sinus lrom . . 768 


- - sore from 


768 


371 
3 
3 
3 

3 
3 

il-igs. JS) 4 

3 


- - testis enlarged by . . 585 
. . 768 


768 

768 

877 


- - tender with 

- -- from torsio testis . . 763 
-- - urethral discharge 

with 

- — from urethritis 

- in th\ roid gland 

- tonsillar, enlarged gland 

with 694 

- - lcucocytosis trom . . 454 

- — pam in ear fiom . . 25 J 

- — pyrexia due to 454, 63/ 

- — typhoid fever simu- 

lated bv . . . . 454 

- - and see Quinsy 1 

- umbilical, in tubercu- 

lous peritonitis . . 593 

- urethral, aching m pen- 

neum lrom . • 57 Q 

Absinthe, coma from . . 154 

- heart irregular lrom . . 596 

- palpitations from 594, 396 

- tremor due to 379, 881 
Absolute alcohol (see 

Alcohol 

- bonc-i onduction test 

i>l hearing . . • • 206 

Absorption band im-l 
S pectrum : 

A-c interval • • 663 

Academv headache . . 372 
Acanthosis nigticans, car- 
cinoma of sLomach and 646 


4 

3, 3 U 


' Acetone, contd. 

- headache from 

- Letial’s test tor 

- nitroprusside test for . . 

■ — oxvbutyric acid with. . 

- Rothera test for 

- tests for 

Illustrated 

ACET0NU R I A 

i - acidosis indicated by 

- from alcoholism 

- aiv.vsthelics 

- cachexia 

- causes of 

- lrom ceiehcllar turnout 
; - cerebral turnout 

- cerebrospinal meningitis 

- coma and 

- from i oncussiou 

- cyclical vomiting ol 

children . . 3, 928 

- in delayed chloroform 

poisoning . . • • 3 

- from delirium tremens 

- in diabetes . . '"U 

- diaceiuria and . . 

- lrom encephalitis leth- 

argic:! 

- gastrec lasis 

- gastric carcinoma 

- - crises 

- - ulcer 

~ without glycosuria 

- in health 

- lrorn infantile diarrlue. 

ami \ ominng . ■ 

- intestinal ob-.iructmn 

- mtracram.il lesions . . 

• iodoiurm test tor 

- trom malaria . . 

- in.ihgn mt cachexia . 

- mi era i ne 


331, 65 S 

2 1 4 


laoips of 

295 

- ies*Jji!uu 

finger affected bv v 

301 

- after < g 

illustrated Fic. J '> 7 

295 

-- 1 1 1 'll j pe 

pigmcwrat imi o! skm 

945 

mg o! 

scjbiei. burrows ol 

f 85 tJ 

- ptonuin 

eostnophili.i lrom . . 

272 

- sxphilis 

on lmgeis 

659 

- taPes d< 


A.C.tl. greater than 
K. eld', m Lrh’s sign . . 3 

ACCENTUATION OF 

HEART SOUNDS 1 

- - - -.and see Heart 

Sound, 

Accessorius, nerve-supply 609 
Accladium Castellanii . . 312 
Accommodation, dilheuh , 
fmm ciliary muscle 
paresis 

- - after diphtheria . . 

- paralysis ol. in dis- 

seminated sclerosis 921 

- reflex ol pupil . . 674 

ACCOUCHEUR’S HAND 2 

Illustrated . . Pig- l ’ 2 

- - in tetany . . 2, 189 

Acetabulum bulged into 

pelvis 

- perforated, in hip dis- 

ease 

Acetanilide, bulla* from 

- cyanosis from . . 

- drug habit lrom 

- fainting due to 
-- methannoglobinarmia 

from 196, 202, 650, 651 

- noises in head from . . 504 

- out of condition from 113 

- polycythannia from 650,651 

- shortness of breath 

from .. ..113 

- vertigo from . . . . 504 

Acetate of cellulose in 

aeroplane varnish . . 416 

- lead in Cammidge’s test 129 

- sodium in phenyl- 

hydrazine test . . 328 

- - thcocin, polyuria 

from . . .,653 

- zinc in urobilin test . . 407 

Acetic acid i see Audi 
Aceto-ucetic acid (see Acid, 

Diacctic / 

Acetone, acidosis and 3, 330 ; 

- in aeroplane varnish 416 

, - breat h . . - - 3 30 

- — in diabetes . . ..211 

- cyclical vomiting . . 479 

! - diacetic acid with . . 3 ; 


84 

84 


434 

831 
123 
1 96 
113 
297 


cv. mom 
iMvtenl von: 
pregnane, 
t- poisoning 


uduxu.. 3 

- - meningitis . . .4 

- ui. emu . • • • ' 

Acetylene blowpipe, eye- 

strain tiom • . 547 

- worker*,, dermatitis m 
Achalasia ol anai sphincter 16 ’ 

- cardire, account of 243, 244 

- — barium and X ravs 

in diagnosing 

I Flits. J‘>7. JoS; 244 

- - dysphagia Horn . . 24 1 

- ol cesophagus, barium 

and X lays m diag- 
nosing 1 /'.'(,’a. J07, JOS 244 

bougie and . . . . 535 

dysphagia trom .. 24 1 

- - food regurgitation due 

to . . . . • ■ 927 

- — hypochondriasis and 515 

- - hysteria and . . 5 15 

- - operation lor . . 515 

- — vomiting simulated by927 

- - X rays in diagnosing 5 15 

- — and see t .ardiospasm 

- pelvi-rcctal sphincter 161 
Achillis bursa, inflamed, 

limping due to . . 456 

- jerks absent in tabes 

dorsalis . . 387, 621 

- — unequal in hemi- 

plegia . . . . 381 

Aching all over in influ- 
enza .. .. 692,712 

Kirkland’s disease 762 

, serum disease , . 277 

- — — trench lever . . 786 

- in back in phosphatic 

diabetes . . . . 637 

- ut external abdominal 

ring, trom abscess of 
testis . . . . 768 

- above eye, from frontal 

empyema . . . . 226 

- general, in syphilis . . 686 
: — in limbs in parulysis 

agitans . . . . 881 

peripheral neuritis . . 570 

- loins, with anuria . . 55 

- — from carcinoma of 

bladder . . . . 722 


ACID, CARBOLIC 


Aching in loins, contd. 

lrom coh bacilluria 699 

contralateral, in kid- 
ney disease 448 

- - lrom hypernephroma 449 

- - malignant kidney . . 448 

- - oxaluriu . . .,353 

- — phosphatic diabetes 637 

- - polvcvsuc kidneys . . 450 

--pyelitis -.718 

- - renal calculus 351, 719 

tumour . . . 351 

- - tuberculous kidnev 

352, 7J9 

- - ureieral calculus . . 720 

- - vesical turnout . . 349 

- lumbo-sacral, from pyo- 

salpinx . ■ ■ ■ 724 

- in rectum from carci- 

noma recti ■ ■ 727 

- testis lrom hydrocele 588 
Achlorhvdua in achylia 

gastrica . . . . 341 

- cachexia . . . . 341 

- carcinoma ol stomach 

J ig. JS<> ■ 344 

- cirrho,.r ol livci . . '41 

• combined scleroses ot 

cord 341 

- enterica ..'41 

- lexers . . ■ 341 

- liac nonal ic>t meal in 

1 i r . JSt> 344 

- in heart disease . . 341 

- from new esowth . . 316 

- in normal people 341, 

l ie. JSf> 444 

- pernicious amemia '41, 

Ptg.JSi '44,347 

- pneumonia . . ..'*11 

- josacca and - . • • 303 

Acholu: u in ndite yellow 

auophx . . 416 

Acholuiu jaundice (sec 
Jauiivin e. As hwiunc 1 
Achondroplasia, (tccount of 233 
Achonon qumckeanum . , '09 

SclionU mu . • ■ • '09 

Ach\iu, hmrhvdru in '41 

- in ataxic paraplegia . . 6 U 

- combined scleroses of 

cord . . . ■ 6 ' 1 

- cl la r i !a i a w U h . . 2 1 6 

-- dvspepsia trom . . '99 

- m ga*,ir.!is '48 

Acid, .lulls, in albumin 

test . . ( ^ 5 

- - examining stools .. 215 

- - ga* iris juice . . 401 

- - glacial, m benzidine 

leM . . . 104 

- - - extracting blood 

pigmcni . . 104 

- - - testing lor por- 

ph\ rm . . . . 90 3 

- - Holmetstcr’s test .. 20 

1 .e gal's test . . . . 3 

- - inelaruiria lest . . 905 

- - nucleoproteiil preci- 

pitated bv . . 5 

- - phosphates dissolved 

In 21, 140, 229, 715 

- - in removing albumin 20 

- - Spicgler’s lesi . . 7 

~ - urobilin test . • 407 

- aceto-acetic ,sc*e Acid, 

i )iacclic > 

- benzoic , erythema from 275 

- - l ehlmg’s solution 

reduced atic r . . 327 

- boric, erythema lrom 275 
. -- butyric, in gastric juice 401 

- - urine . . . • ' 

- carbolic, bulla: lrom . . 124 

- - in carbol luchsin .. 78H 

- - carboluriu lrom . . 906 

' - - cornu lrom . . . . 154 

- - dcrmaiitrs lrom . . 915 

- - dia/o- react ion lrom 218 

- - ciythemu lrom .. 275 

- - l ehlmg’s solution 

reduced alter . . 327 

- — ferric chloride reac- 

tion lrom . . 214 

, - - hxinatuna lrom . . 348 

- - hamioglobmuriu from 357 
! — — hysteric al patient and 124 
I - - malingerer using . . 124 
| - — ochronosis from 044, 906 

lor pediculi . . 906 



ACID, CARBOLIC 


ACONITE 


Acid, Ciirbolit cotud. 

- - poisoning bv, hypo- 

thermia m . . 392 

- - scales due lo . . 744 

- - smell in recognizing 929 

tinea simulated In' 

27b, 312 

- - in UlTelmann’s reagent 401 

- - tor ulcus serpens . . 891 

in urine . . , . 214 

- cholalic .. ... 299 

- chromic, li.cmoglobin- 

urta 1 rorn . . . . 357 

chrvsophunie. in aperi- 
ents .. 004 

pink hi ine alter . . 904 

- red urine due to . . 90 1 

m rhubarb . . ..901 

- senna . . ..901 

urine, test lor • • 904 

( .i i! ica r ed lest 1 1 > r . . 401 
detnialitis due In . . 915 


cause of, in urine.. 

in CVilleal vnlllllim 


Acid , hydrochloric , enntd. 

- - in gastric juice, dch- 

cient in gastritis 

19H, 9 30 

- — — — - liearl disease 341 

... _ ~ _ pernie laus an- 

arnia . . 341 
~ - - - - pneumonia . . 141 

in gastric ulcer 9 30 

----- high, m duo- 

denal ulcer . . 554 

- - - - in pyloric s’eno- 


. . 910 

tests for . . 401 

- luemoglobiniiria from 157 

- homicide bv . . 103 

- increased :/i gastric 

juiie see Jlyper- 
clilorb\dria 1 

- in indican lest 395, 905 

- Perl’s test . . 11, 335 

- phloroglutm test .. 127 

- preparing hydrogen 421 

- suicide bv . . . . 101 

- in lest me lot pnr- 

pb> nii . - 90 1 

hydrtujuinnnc.n.etic, m 

alcaplonui i i 905 

• from piietivl -alanm 905 


astric i u tee . 
, .ir\ monia * 


iet I in. i i >1 cMiniat me . M, w 
1 Mai. I n . . . . 210 

normal amounts of 300 

us t Im st due in . . K7*t 


vane i ci k' in'ii 

. . '17 

- nietlul or.mvc tc-t 

- -- 

\ ( tn ■> 

re Acid, 

- met by! -salicylic, ery- 

401 - - 

g!\ (.tin ai!, . Hi. 

n:s; '27 

thema 1 1 • an . . 

27'» 

1 mm d: uk • 

' >2 

nitric, in albumin test . 

5 

1-chimU so 

uiion re- 

- albuniosc lest 12 

. 20 

dined b\ 

^27. ' ’-2. 

bile test 

no ' - - 

oo.M'ie cr\s 

tab limn '25 

blood p.-r anum lrom 

i 0 ’> - - 

pin nvili\dr. 

/invalid 1 2° 

1 Mil he bom . 12 

124 - - 

phiet ovim ii 

te-: and 127 

- fallacies of test for 


h.cmut in, •■pec 

mini oj 

albumin with 6. 7 - 


■ 1 3 

- - bx-mogb 'himiria lrom 

'57 - - 

hippuric. I i-b’ 

m-'s s.,|u- 

-- - 1 ion ik ide tw 

10 > 

t n>:i redo*, i 

i to. . . '27 

- - hysterical patient and 

124 - - 

homogvub .ic. 

n ulvap- 

- - uidicun m . . 

'95 

tiinuria 

. . 905 

- blackened bv 

904 

esiim.it ion ^ 

1 . ‘H‘t> 

— brown ring u nil . . 

ti 

-■ 1 ehinu: s 

Milulii'!! 

malingerer using . . 

124 - -- 

reduced 1 

w . . 9()5 

- in mclanuria test . . 

905 - - 

- lrom plicn 

\\ •alanm l H>5 

- - nuclcoprotctd dis- 


tvrosm 

. . 905 

solved I’v 

5 - - 

- in urine 

. . 905 

- - suicide by 

10' - - 

hydroi hl-'iic. 

absent 

lest tor tndican 

905 

lrom g.istiu. 

' mu e in 

- - ulcer ol leg lrv>m 

•- - 

carcinoma o 

t stomas Ii 

; /• /, g. (V>7 

894 - • 


44, 5 37, 9 30 

- - white ring with albu- 

... _ 

- COllll 

>ined scle- 

mosc 

22 - - 

ro> 

.h .. 177 

- osrmc, i at stained by. . 

140 - - 

pernicious an- 

- oxalic, acute nephritis 

- ~ 

xmia . . 177 

lrom 

11 

sonic 

normal 

- - — anuria bom 

55 - - 

PC 

>plc >41 

— — coma bom . . 

154 

Nail* 

IIS COM- 

corrosive poisoning o'- 

. 138 


; Acid , picric , cotttd. 

- - yellow vision due to 926 

- prussic, smell in recog- 

nizing . . • • 929 

- pvroRallic, dermatitis 

due to . . . . 917 

- - erythema due to 275, 918 

- - luemoglobinuria from 157 

- - redema due to .. 918 

- - used in photography 917 

- risings into throat . . 376 

- salicyl sulphonic, test tor 

albumin 7 

- salicylic, purpura l’rom 676 

- vesicles due to . . 918 

- sore throat due to . . 758 

- stearic, fat expressed as 299 

- succinic, leucocytosis 

from . . - - 453 

- sulphanilic, in diazo- 

reactioii . . 217, 218 

- sulphuric, blood per 

anum from 101 

- - li.'emoRlobinuria from 357 

- - homicide by .. 101 

in i luppert s test . . 90 1 

- - suicide by . . . . 10 3 

in Zjehl - Neclson 
staining . . • • 788 

tannic, thirst due to . . 875 

- tattjnc, in intlaimg 

stomach 307, 399, 400 

- - Spiceler's test . . 7 

- tncbinracetic, albumin 

pn ipitaied bv . . 20 

- - u: bl*>od-urea estima- 

tion .. ..20 

- uric, acidity ol urine 

and . . ’ .. • • 901 

- - ademn and . . . . °01 

- -• allovuric bodies and 901 

- - bom biliousness . . 901 

in birds . . . . 901 

- bnv .. .. 901 

- calcium oxalate and 

900, 901 

- - calculus and 900, 902 

- - - in bladder 1-uj. 154 

- - - not opaque to X 


ditmii' . . 44 

in Hi ll's test . . 127 
blood per anum ft nm 10 1 
ui l .ammtdgc’s test 129 
carbnluna lest . . 900 
diarrbcea controlled 
by . . . . 216 

in dia/o-reaction . . 217 
tat estimation . . 299 
tree, t iun/burg’s test 
lor l iy- ilb 401 

in gastric juice . . 341 
in carcinoma . . 802 

- - deficient in achy- 

lia gasmen . . 341 

cachexia . . 341 

- - carcinoma ol 

stomach 

341, 397, 777 

- - cirrhosis ol 

liver . . 341 

- combined scle- 
roses . . 341 

dilated stom- 
ach . . 9 10 

- - - - entericn . . 341 ; 

levers . . 341 ! 


- crystals see < .Crystals i 

- hirmoglobimirij lrom 157 

- poisoning .. .318 

•- - anuria Iram . . 55 

- - hvpolhermiu in . . 392 

- sbangurv due to . . 798 
• and see Ox.durta > 

oxybutvric, with acetone l 
acidosis and . . 1 

- in urine . . . . 3 

phosphotungstic, in 

llufmeistcr’s lest . 20 

pieramic, lrom picric 
acid . . 90 3 

- in urine . . . . 903 

picric, acute yellow 

atrophy l’rom .. 416 

- dermatitis due to . . 917 

- in explosives . . 408 

- jaundice due to . . u 17 

■ - in lyddite . . . . 421 

- - malingerers using . . 917 ‘ 

- - in melinite . . . . 917 1 

- - pieramic acid lrom 903 

- yellow sclerotics lrom 421 : 

- - - skin lrom . . 645 

- - - urine alter . . 903 


carnm and . . . . 901 

i avenue-pepper de- 
posit due to . . 900 
in clm-me Ik art dis- 
ease .. ..901 

clinical significance of 901 
the clinker ol hodv 9(.)1 
c rvstals ol see (.'.rysialsi 
tn*m delicient exer- 
cise .. ..901 

diet and - - 901 

diminished in ucute 

yellow atrophy . . 416 

dumb-bells ot . . 900 

endogenous . . 901 

epiguanin and . . 901 

eptsarkin and . . 901 

exogenous . . . . 901 

iehhng’s solution 
reduced by 327, 902 
in levers . . 901 

lrecpiency ol micturi- 
tion and . . . . 901 

glycosuria and 901, Q 02 
pout and • • 901 

gravel due to . . 900 

guanin and . . 901 

heteroxanthin and.. 901 
bypoxanthin and . . 901 

in lcukaunia . . 901 

mcthylxanthin and 901 
microscope in dia- 
gnosing . . . . 900 

mucus with . . 900 

nuclcoproteins and 901 
lrom overeating . . 901 

oxaluria and . . 52 1 

paraxantbin and . 901 
m pernicious anaemia 901 
phosphates and . • 901 

purirt bodies and . . 901 

renal calculus und. . 901 
rosettes ol . . . . 900 

in subacromial bursa, 
skiagram ti*7g. dftO 428 

- urates contused with 900 

- urea and . . . . 901 

- urethritis and . . 901 

IN URINE . . . . 900 

- urochromc in . . 900 


Acid , uric , cotud, 

- - whetstones of . . 900 

- - X rays in </7.?. 3S8) 428 

- - xanthln bases and.. 901 

Acid-fast bacilli . . .. 788 

-- - in leprosy . . ^ • 82 

Acidity ol urine ( see Urine) 
Acidosis, acetone and 3, 330 

- - in breath in.. .. 330 

- acctonuria indicating. . 4 

- in alcoholism.. .. 331 

- from chloroform . . 416 

- in cyclical vomiting 

211, 479, 928 

- delirium from .. 211 

- in diabetes 21 1, 330, 

331, 7 34 

- diacetic acid and 3, 330 

- glycogen and.. .. 4 

- m glycosuria . . • • 330 

- headache lrom .. 371 

- in marasmus . . . . 479 

- nature of 3 

- o.xybutyric acid and . . 3 

- in severe vomiting of 

pregnancy ..211 

- s\a eet-odoured breath in 330 

Acne m nsphalte workers 917 

lrom chlorine ■ ■ 917 

- decalvans . . • ■ 865 

- from naphtha.. .. 917 

- paralhn . . . . 917 

- rosacea, achlorhydria 

with , . . . • • 303 

acne vulgaris distin- 
guished from 303, 600 

- - age incidence ol . . 303 

- lrom aicohoi 303, 881 

- -■ butterfly ai ea ol . . 303 

- - m cirrhosis ot liver 67 

- - no comedonc.-. m . . 303 

congestion in . . 600 

- - corneal ulcer with.. 890 

- - due to dyspepsia . . 303 

- - ol face . . . . 881 

- - flush area of face 

affected bv . . 600 

- - Hushing causing . . 303 

- - granulosis rubra nasi 

distinguished lrom 803 

- -- leprosy simulating . . 501 

- lupus erythematosus 

distinguished from 303 

- - in middle lit e . . 600 

seborrhmic eczema dis- 
tinguished from . 303 

- - syphilis distinguished 

from . 304 

- - due to tea . . . . 3 

-• - telangiectasis with. . 303 

- of scalp • • . . 865 

- septicaemia from . . 785 

- lrom tar . . • • 917 

- tenderness of scalp from 865 

- vulgaris, account of . . 600 

- — age incidence oi . . 600 

- - blackheads in . . 600 

- — bromide ush distin- 

guished lrom . . 125 
----- simulating . . 682 
chcloid from . . 131 

- - comedones in 303, 

600, 683 

of face . . . • 865 

- - forehead . . • • 865 

- - iodide rash distin- 

guished lrom . . 125 
----- simulating . . 682 

- - milium in . . . . 600 

- - ol neck . . • • 865 

- - papules in . . 598, 600 

- - parts affected by 600, 683 

- - pre-auricular gland 

enlarged from . . 473 

- - at puberty . . 303, 682 

- - pustules in 125, 600, 

681,688 

- rosacea distinguished 

from .. 303, 600 

- - scar from . . . . 131 

■ — small-pox simulating 

682, 686 

sycosis distinguished 

from . . . . 682 

syphilis simulating. . 683 

xanthoma simulating 889 

Acnitis . . . . . . 683 

, Aconite, bradypnoea from 110 

- coma from . . . . 110 

- delirium from . . 212 



ACONITE 


■no 


ADDER BITE 


Aconite , could. , ' - 

- ptyalism 1'rom • • 661 ; - 

-- rash due to . . • • 917 

- stupor front . • • ■ HO 

Aconiturn nepellus, der- 
matitis due to . . . . 915 

Acoustic nerve (see Nerve, 

Cranial, Highlit) i ' 

Acro-asphyxia in wet- | 
winders . . • . 917 1 ■ 

Acromegalic gigantism.. 325 
Acromegaly • • 255, 837 

- umenorrhcea in . - 23 ■ 

- blood-pressure vagaries 106 

- bones of feet enlarged in 65b 

- - lingers enlarged in. . 142 

- - hands enlarged in . . 656 

- - head enlarged in . . 656 

- chin heavy in . . . . 293 

- diabetes insipidus with 656 

- face bones enlatged in 837 

- - changes in . . . . 4 36 

- - square in . . . . 293 

- facies in . . 293, 837 

- feet enlarged in . . 8 37 

- lore head enlarged in.. 254 

- frontal ridges overgrown 

in .. •• 293 

- glycosuria in 330, 331 

- hands enlarged in . . 837 
-- head enlarged in . . 436 

- - leaning forward in. . 29 3 

headache in . . 837 

- hemianopsia in 255, 

1 Fig. m 3 378, 379, 8 37 

- hoarseness in. . . . 387 

- irritability in . . ■ 405 

- leontiasis ossea dis- 

tinguished from . . 837 

- - - simulated by . . 255 

- lip thick in . . 293 

- lower jaw enlarged in 

[Fnt. 250) 293, 8 34, 837 

- - teeth projecting in. . 29 3 

- malar bone overgrown 29 3 

- mastoid bone overgrown 293 

- muscular debility in . . 837 

- nasal bones overgrown 29 3 
noises in head in . . 504 

- nose massive in . . 293 

- petrous hone thickened 

in 504 

- pituitary bodv enlarged 

in . . '255, 656, 837 

- - fossa enlarged in 255, 

(7'i.e. i/0 1 379, 436. 656 

- - gigantism and . . 324 

- from pituitary over- 

activity . . . . 508 

- pituitary tumours with 

i.F/g. 306 378 

- polyuria in . . 654, 656 

- pulmonary osteo-arthro- 

pathy distinguished 
!rotn .. ..436 

o Threshold reduced 331 
, •rt cih jry ridges ex- 
aggerated in . . 837 

tongue enlarged in 29 3, 852 

- fissured in . . . . 29 3 

- indented in . . 293 

- type carree . . . . 29 3 

- vertigo in . . . . 504 

- wrinkled forehead in. . 29 3 

- X ravs in diagnosing 

255, 436, 656 

- zygomatic bone ovei- 

grown in . . . . 293 

Acromial nerve, distribu- 
tion of '/-o'. 581 h 748 

Acroparesthesia 545 

Act, Hmployers* Liability, 
saturnine encephalo- 
pathy and . . . . 214 

- Workmen’s Compensa- 

tion, saturnine en- 
cephalopathy and . . 214 
Act tea spicata, dermatitis 
due to . . . - 915 

Actinomyces ' F/,; r . f>W) 779 

Actinomycosis of appen- 
dix . . . . • . 828 

- from barley . . . . 792 

- black granules in . . 828 

- bladder penetrated by 724 

- blood per anum from 96 

- of catcum 687, 698, 828 

account of . . . . 562 

- - appendicitis simu- 

lated by . . . . 562 


{ctittotttyco.sis of Ciccum, contd. 

- blood per anum from 96 ; 

- carcinoma simulated 

by -. .. 562 - 

- iodide of potassium 

lor . . • • 562 

- laparotomy lor . . 662 

- pain in iliac l’o‘ sa • 

from . . • • 558 

- pyuria from • ■ 724 

- swelling in ncdit iliac ' 

fossa due to - - 828 

- vaccine tor . . . . 562 

check . . • c,£ >, 562 

- and neck • l’ie- 4><> 56 ^ 

chest wall atlectcd by 66^. 
from cotton . . °5, 792 

epithelioma simulated 

bv 

- ervthema over .. 2/6 

- face affected bv . . 89 3 

- ol fauces . • • ■ 762 

- -■ sore throat due to. . 76/ 

- gum allecied by . - 95 

- gunpowder varietv .. 825 

- groin infiltrated bv .. *24 

- in ischiorectal abscess 698 

- of jaw 96. 562. 687, 

698, F'n:. '4* 

8^2, 8«3 

- - bleeding gum- 1 t in 9 7 

- - dysphagia trom .. 661 

- - ptyahsrn from - 661 

- of kidnev . . /..4 

- liver 470, 562, 687, 6‘»s 

- - ascites from . • 412 

- - iaundice from .. 412 

- - liver enlarged by .. 412 

- lower jaw 834 

-lung .. 365,687,698 

- - luemoptvsis front . . 36 1 

laryngeal paialv-i- 

irom • • 606 

- microscope in diagnos- 

ing 95, 828, 892. H‘>3 

- mycelium in . . ••835 

- mycetoma simulating 89 3 

- of neck F/g. 4)’> 56 3, 

687, 698, 8 34, 892, 8‘> 3 

- - hoarseness from . 388 

- - and jaw Fn;. t>4 r > ■ 8 35 

- - larynx displaced bv 358 

- notes on 698 

- of palate • • • ■ 762 

- - perforation from . . 7 30 

- - sore throat due to._. 757 

- parts affected by 68/, 698 

- pelvic, opening into 

bladder • • 296 

- periostitis due to . . 818 

- pleura atlccted bv . 562 

- pyrexia from 687. 698 

- ray fungus in °5, 562, 

698, 724, 892, 893 

- of rectum .. 96. 724 

- in seamstresses . . 792 

- sinuses due to 698, 8 34. 892 

- ol skin 892 

- spine . . - , 687, 698 

- - abdominal pain in . . i51 

- — carie-, simulated by 

629, 869 

- - colic simulated bv . . 151 

- — compression myelitis 

trom . . 626, 628 

- — new growth simu- 

lated bv . . . . 629 

rav fungi in diagnosis 629 

- — sinuses from - - 629 

- sputum showing 187, 792 

- from straw . . . . 95 

- streptothrix in . . 828 

- sulphur granules in . . 470 

- swelling m right iliac 

fossa due To . . 828 

- syphilis simulated by . . 892 

- in tailors . . . . 792 

- tenderness of spine from868 ! 

- of tongue . . 244 

- — dysphagia lrom . . 661 

- — ptyahsrn from . . 661 

- tongue swollen from. . 852 

- of tonsil, bacteriology 

in diagnosing • • 761 

- - sore throat due to. . 757 

- tubercle simulated by 892 

- of uvula . . . . 762 

- - sore throat due to . . 757 

- yellow' granules in 828, 8 35 

specks in pus from . . 95 


Action tremor . . . • 883 

Acute anterior poliomyelitis 
(see Poliomyelitis) 

- ascending paralvsts ot 

Landry . . 88, 62 3 

- cerebellar ataxia 76, 212 

- delinous mania •- 21- 

- dilatation of heart 266 

- encephalitis (see hn- 

cenhalitts > 

- general peritonitis (see 

Peritonitis 1 

- hiemorrhagic pancrea- 

titis (see Pancreatitis i 

- intestinal obstruction 

(mt Intestinal Ob- 
struction) 

■ mania, insotnni i in . . 402 
trom lead . . 45, 184 

- - in saturnine enceph 

alopalln . . 155 

- necrosis ol bom. . iheu- 

matic fever simulated 
by . . • - 42^ 

- - ubia, cellulitis lmm 14/ 

contracture ahe: 147 

- talipes anci 1 17 

- nephritis see Nephritis 

- u.deru .1 ot lar> n\ < see 

Old etna ot l.arwix 

- - lung in Plight's dis- 

cs,- .. 197, 349 

- - - dvspnuM troiu . . 347 

- peritonitis see Pei nomtis 
i heumatism. aaile polio- 

mvehtis simulating 62 3 

- - adherent pe: ic,u dium 

and . • 70, 71 

- - albuminuria in . . 1 * 

- - albumosutia in . . 20 

- - anienua lrom . . 45 


- - angina in . . • . ’ 

aortic disease from 

45. 259, 261. 26 3 

- - aortitis from 5 3 3 

- - Aschotl \ nodes in . . 502 

- - ascites and . . 68 

- - associated symptoms 136 

- - bronndrosis in .. 80 3 

• - bruits m . . 758 

- - cerebral embolism_ 

and . . 155, 627 

- - chorea in 1 36. 42 3, 

568, 758 

- - chronic mediastinilts 

lrom • • 68 

- - dilated heart from.. 261 

- endocarditis in 1 36, 

261.263, 357,568,758 

- - cosmophiha after . . 271 
cptdidyiiio-orchitis in 585 

- — ervthema in 276, 280, 

282, 42 3, 759 

- - - multiforme in . . 136 

- — - nodosum in 1 36, 

282, 758 

- - lumilv incidence ot 

1 36,42 3,758 

- - (trowing pains and 

457, 568 

- - heart failure and . . 68 

- - heart -block trom . . 668 

- -• inflamed lauces in. . 761 

- - - palate in. . . . 761 

- — — uvula in . . . . 761 

- - joint pains in 136, 

282, 758, 844 
without joint pains 26 3 

- - leucocytosts in ..453 

- - mediastinal fibrosis 

from 68,910 

- - mediastinitis from.. 386 

- - mitral stenosis from 

69, 595, 857 

- - myocardial changes in 5 3 

- - myocarditis with 26 3, 264 

- — nausea in .759 

nodules in 1 36, 282, 

423, 502 

(edema of legs and . . 68 

- - palpitation in . . 26 3 

- - pcliosis rheumatica in 136 
pericarditis in 68, 

71, 136, 423, 568, 758 

- - pleurisy in 68, 71, 

568, 758 

pleuritic effusion from 1 36 

- - polyorrhomenitisfroml38 

- - precordiul pain in . . 263 

- - pyrexia in 282, 568, 704 


Acute rheumatism, contd . 

- - sulicvlaies in 45, 

Afig. .ttv> 423 

- - — in diagnosing . . 568 

- — — relieving 282, 758, 844 

- - scarlet fever simu- 

lated by . . 282, 759 

- - semimembranosus 

bursa in . . . . 844 

- - skin allect tons in . . 136 

■ -- sore throat in 282, 568 

- - thyroid gland en- 

larged in. . . 877 

- - tonsillitis in 1.36, 42 3, 

758, 759 

- - loxienna from . . 261 

- - trichinosis simulating 569 
-- - valvular disease trom 

17, 68, 136 

- - vomiting in . . . . 759 

- - and see l ever, Rheu- 

matic 

- rheumatoid arthritis (see 

Arthritis, Rheumatoid 

- Mitlocativc laryngitis 197.606 

- yellow atrophy of liver, 

account of 345, 416 
•- - -- ,-iv. holm ia in 416 

- - - - lrom aeroplane 

dope 346, 416 

- - - - albumosuria in 21 

- asthenia in . . 9 3 

- - - bile pigment in 

urine m . • 345 

• - - bkn k vomit m 345 

----- bleeding gums m 93 

- - - catai rhal iaun- 

dicc simu- 
lated by 345, 416 
----- childbirth ami 41b 
... _ choiaunia from 213 

- - - c om.i in 15 3 

- - - coiistijs.il ioii m 416 

- - - - delirium in 2 1 3, 345 

- - • - drow siness m . . 345 

- - - - duration ot . . 416 

- - - emotion and .345 

- - - - epistaxts m 345, 416 

- - ■ - It males affected 


3 3o, 345. 416 

• - - - h.emorrhagcs m 4 1 6 

- - - - h\ porpvrcMa m 390 

- - — - jaundice lrom 

345, 408, 416 

- - - - Icucin m 3 15, 4 1 6 

- - - - - and tyrosin in 

urine in . . 928 

- - - - liver dullness 

diminished m 

345, 416, 460 

- - - - mektna in 345, 416 

- - mental emotion 

and . . ..416 

- - - menorrhagia in 416 

- - - - lnun nr.robu. 

loxariniu . . 345 

- — - - nausea in 345. 416 

- - - - occupation and 345 

- - - - pain m nglu hvpo- 

chondrmm in 41 6 

- - - petechia- in . . 345 

- - - phosphorus poi- 

soning simu- 
lating . . 421 

- - - - from poiMins. . 41b 

- — — pregnancy and 345 

- ._ ... - pulse rapid in. . 416 

_ _ _ _ pyrexia m . . 4 J 6 

- - sordes in . . 93 

- - - - from strepto- 

cocci . 416 

- - - - tetrachlorethane 416 

- - - - tongue dry and 

bn >wn in 345,416 

- - - - lrom trinitro- 

toluol 346, 416 

- - — - tyrosin in 345, 416 
■ - - - urea diminished 

in urine in 345, 416 
_ _ _ _ uric acid dimin- 
ished m . . 416 

- - - - vomiting in 345, 

416, 928 

- — - - yellow fever sim- 

ulating . . 420 

- zymotic diarrlura . . 101 
Adder bite, delirium from 2 1 1 



ADDER BITE 


951 


AGE INCIDENCE 


Adder birr, eontd. 

- - effects of . . 422 

- - (an«l sec Snake-bite) 

Addison’s disease 641, 934 

- - umenorrhuM in 2? 

- - arsenic pigmentation 

simulating 44, 8 3 

asthenia in48,641 ,928,9 )4 
blood pressure low in 
4% 106, 2 12, 299, 

)72, 641, 928, ( M4 

- carcinoma simulating 642 

coma in . . ..IS) 

• delirium in . . . . 21 2 

diurrhira tn . . . . 216 

coMnophi'ta in 45, 271 

lacies m . . . . 265 

t amt me in 267, 2 ( i9, 611 
past i’K alt .11 k . in . . 6 VI 

( have-' disease miu- 

ulalinv’ , . . . 877 

hcad.u be in . . M2 

1 1 v| *ot 1 u*i mia in . . )'• 2 

h iss <>1 u eie 1 '! in . . ( ‘ VI 
nepro 1 > 1 > oil >■ until, i- 

Imi' . . 641 

- pet in, ioijs ana tnia 

1 turn a» i m' 

I • : i; . t,4 45, 641 

plitlnis smiul.it mi; 6 17 
pipmentati >n in . . 765 
1 ’1 anus in . . 64 ) 

b . i c ' ■ il mucosa in 266 
i heel - m. . 44, 274 

bps m . . . . 44 

m mouth m 44, 

Vi'\ -7"/, 

61!, 64), 

<>:: s. 6 14 

- s 1 ni’.iLou ■ mem ■ 

bratu-s m . . 1 1)6 

skm in 4-1. S ). 1 bn. 

266. <>11. 64), 

644. 

62M, 6 t \ 
urethra m . . 64 ; 

euiv a m . . 64 ) 

sytu ope attacks in 45. 6 14 

- - svphilitii am\ 1 1 1 i v 1 

disease simulating 647 
tutu an o| one supi a- 
rcnal not producing 776 
vert ieo m ..611 

vomiting in 45, (>•'•!, 62H 

Adductor muscles see 

under Mum les 

Adctitn, uric acid and . . 6(1] 

Adenitis, epuleinii scrvica! 


see Kirkland's Disease 
in scarlet lever . . 28 1 

Mippui at'.ve, lrom ton- 
sillitis . . 474 

-- (and see under Lymph- 
ape t d. mils- 

Adenoids, agemtia due to 856 

anosmia due to . . 750 

cachexia from . . ..127 

in children . . .,712 

cough lrom . . . . 186 

earache lrom . . . . 25 ) 

cpist axis from 273. 774 
headache lrom . . 370 

- insomnia due to . . 403 

- from mouth-breathing 

225, 761 

- night terrors from .. 40) 

- nightmares front , . 466 
otitis media from . . 253 

- otorrhnea due to . . 522 

pvrexia due to . . 712 

removal of, paralysis of 

palate after. . . . 7 30 

rhinitis with . . . . 225 

sniffing tic from . . 17 3 

- snoring due to . . 757 

- stertor from . . 764 

- taste affected from , . 860 

tonsillitis with . . 761 

- and tonsils, enuresis 

with 270 

Adenoma, fibro- < see 
Libro-adcnoina ) 

- of liver, hyatid simu- 

lated bv . . . . 466 

-- prostate felt per rectum 728 

- - haimaturiu from 348, 355 


- - (and see Prostate, lin- 

larged) j 

- rectum, carcinoma 

simulated by . . 874 I 


Adenoma of rectum , eontd. 

- — microscope in dia- 

gnosing . . . . 874 

- - proctoscope in dia- 

gnosing . . . . 874 

- - tenesmus due to . . 87) 

- t hvroid gland . . . . 877 

- cyst simulating . . 876 

Adenomatous poitre . . 87t> 
Adcnomyoma i f ovarv .. 2)8 

- uterus, pelvic swelling 

due to . . 840 

Adherent pericardium, 
account of 70. 265, 535 
acute rheumatism 
and . . 70, 71 

-- - angina pectoris fiotn 864 

- - ascites from 62 

UroaJbcni’s sign of 

7 1 , 265 

- - ini hildrcn . . 17 

- - chronic mednistiuit is 

and 70,71 

- clubbed lingers from 142 

- diagnosis guessed at 266 

- diastolic collapse of 

veins with . . 265 

- - shock with . . 265 

- difficulty of dlRpnotls 69 

- dilated superficial 

veins with . . 265 

-- - dyspntra lrom . . 246 

- - heart enlarged from 

2, 17, 70, 71, 265 

- - failure from 17. 

02, 69, 70. 246 

- - impulse displaced 


with 265 

- - - fixed in . . 70 

- hiccough from . . 386 

- \i it bout ill effects . . 70 

lift ventricle enlarged 

from . . . 258 

- mediastinal hb-osis 

with ..265 

- initial regurgitation 

from 2S W , 26 L 265 

- oscillating unpubc 

with . . . . 71 

- palpitation from . 564 

- pericarditis and 70, 71 

physical signs 70, 71. 265 
pleurisy and 71 

- m polyorrhomenitis 1 38 

- precordial bulging 

with .. 210, 265 


- presystoiic bruit from 266 

- prolonged first sound 

with . . . . .2 

- - pulsus paradoxus with 664 

- rib retraction from 71 
shortness of breath 

lrom . . ..11) 

- - systolic bruit with. . 265 

- • - retraction with . . 265 

- - varieties of. . 70 

- - without signs .. 71 

- - symptoms . . 71 

A dhesions, abdominal, 

lrom abscess ot liver. . 68 

- borborygmi from . . 107 

- - in chronic peritonitis 63 

- from gull-stones . . 409 

- - intestinal obstruction 

from 167, 168, 485 

- — - - fainting due to 29 7 

- - jaundice due to . . 407 

- rneteorism from . . 485 

- - peristalsis powerful 

above . . . . 107 

- - from peritonitis . . 167 

- ~ subphrcnic abscess 461 

- - tuberculous periton- 

itis 167, i I'ty. 56 >) 705 

- - vomiting from . . 168 

- after appendicitis 16 3, 

167, 562 

- appendicular, colic from 148 

- - pain in iliuc fossa from 558 

- carcinoma of caecum 

simulated by . . 563 

- from caseous mesen- 

teric glands . . 167 

- constipation from . . 163 

- diuphragmatico - peri- 

cardial . . 71 

- from disease of female 

pelvic organs 163 

duodenal ulcer . . 163 j 

- gastric, colic from . . 148 


Adhesions , eontd. 

- from gastric ulcer . . 163 

- intestinal, in tubercu- 

lous peritonitis . . 806 

of iris, due to corneal 
ulcer .. 890 

joint, contracture from 178 

- — from gonorrheta .. 179 

- - rheumatism 179 

- - rheumatoid arthritis 179 

- - spondylitis deformans 1 79 

- -■ tuberculosis . . 179 

- after local peritonitis. . 16 3 

mediastinal .. 70, 71 

- obstruction from .. 167 

- operation in diagnosing 562 
pain in ilia*, fossa from 562 

- pelvic, after abortion . . 573 

- - from appendu.it is . . 57 1 
-- - dvspareunia lrom .. 2 39 
-- - from extra-uterine 

gestation . . 573 

- - alter labour .. 57) 

- - pelvic pain from . . 57 3 

rectal examination in 

diagnosing 168 

- - from salpingo-oOphor- 

lt is . . 2 )9, 57) 

- -- torsion of ovarian 

cv i . . . 573 

- pcriCiCC.il, pain in iliac 

fossa from . . . . 558 

pericardial 70 

• • heart enlarged lrom 374 

- - and see Adherent 

1 'em arditiin 

- perigastric, pain in epi- 


gastrium from . . 538 

- pleural, diaphragm de- 

formed bv : /'u'. 779, 135 

- - dvspiuca from . . 4U4 
-- - insomnia from . . 404 

- - p.un in chest from 5)2 
- - neck from . . 5 )2 

- shoulders lrom . . 5 32 

— spine lrom . . 87 

- - pneumothorax pre- 

vented by . . 648 

- - round empyema . . 649 

- - skiagrams indicating 

I n:. II V- 135, 

l- re. VOL 375 

- - tenderness ol spine 

from . . ..871 

- pleuro-pcricardia! 70, 71 

- - bruits lrom 70 

- post-iritic, irregular 

pupil lrom . . 674 

- pyloric, without appar- 

ent cause . . 218 

- - dilatation of stomach 

from . . . . 21 S 

- - from duodenal ulcer 218 

- - gall-stones . . . . 218 

- -- gastric ulcer . . 218 

- - pyloric stenosis from 218 
~ shoulder-joint, paralysis 

of circumflex nerve 
simulated by . . 617 

- uterine, colic due to . . 148 

- X rays in cases of . . 163 
Adhesive pylephlebitis 334 
Adiposis dolorosa . . 509 

- - alcoholism and . . 530 

- - brachial neuritis sim- 

ulated by . . 544 

- - generalized tender- 

ness in . . 509 

- - lipomatosis in . . 804 

- - loss of strength in. . 509 

- - mental symptoms in 509 

- - mvxuidema simu- 

lated by . . . . 510 

- - obesity from 505, 

{Fig. 398) 509 

- -- pain in chest in . . 530 

- - small hands and feet 

in i7m.c. 398) 509, 510 

in women . . . . 530 

Adolescence, albuminuria of 81 > 

- kyphosis in . . . . 194 

- rickets in . . . . 305 

Adrenal (see Suprarenal) 
Adrenalin, asthma re- 
lieved by . . . . 654 

- in cystoscopy.. 350, 722 

- as styptic . . . . 722 

Aegophony above pleur- 
itic elTusion . . . . 209 

Aerophagy . . 302 


Aerophapv, eontd. 

- diagnosis of . 308 

- cruet at io nervosa from 397 

- flatulence due to 308, 320 

- pain in hypochondrium 

from . . . . 55 3 

- sense of fullness nnd . . 308 

- X rays in diagnosing . . 308 
Aeroplane compass paint, 

sclent u retted hydrogen 
from . . . . . . 421 

- dope, acetate of cellu- 

lose in . . . . 416 

- - acetone in . . . . 416 

- - acute vc-How atrophy 

Iron. 345,416 

- - benzol in . . 416 

- - cholamuu from .. 213 

- - coma koni . . . . 15 3 

- - delirium from . . 213 

- - epigastric pain from 416 

- - flatulent dyspepsia 

In an . . 416 

- - gastro-intestinnl sym- 

ptoms from . . 416 

- - ill health Irorn . . 416 

- - jaundice from 408, 416 

loss of appetite from 416 

- - tcirachlorcthane in 416 

- vomiting from . . 416 

- fainting m . . . . 297 

-- hemianopsia in . . 377 

- pilots, ataxy in 77 

deafness in.. .. 207 

- tinnitus in . . . . 878 

- work, shortness of 

breath from 113 

ALstivo- autumnal malaria 
see Malaria) 

Afferent Impulses, paths In 
cord _ . . 73 

Africa, Central, dvsentery 
in 99 

- Last , dysentery in . . 99 

- kala-azar in . . 780 

-- South, ankvlosiomiasis 

in ..103 

- - Bilhar/ia haimatobia 

in . . 356 

- tick paralysis in . . 625 

- West, dysentery in . . 99 

malaria from . . 213 

After-pains, pain in pelvis 
due to . . . . 573 

Agar-agar, constipation 

and 160 

Age incidence of acne 

rosacea . . 303. 600 

- - - vulgaris . . 303, bOO 

- - acropararsthesia . . 545 

- - acute anterior polio- 

myelitis . . . . 80 

- - - encephalitis . . 156 

- - - intestinal obstruc- 

tion . . 167 


- — ancurvsm 241, 606, 

629, 869 

- - anorexia nervosa 58, 934 

- - aortic discusel7, 259, 261 

- - arteriosclerosis . . 204 

- - atheroma .. .. 204 

- - bulbar paralysis 606, 731 

- - cancerous peritonitis 65 
-- - carcinoma of bladder 

577, 722 

- - - breast . . . . 839 

- - - pylorus . . . . 802 

- - - rectum . . 556, 727 

- - - sigmoid . . . . 556 

- - - stomach . . 340, 397 

- - ■ testis . . . . 850 

- - - thyroid gland . . 876 

- - cerebral embolism 

155, 184 

- - - haemorrhage 109, 

155, 184 


- - cervical caries . . 795 

- - - rib symptoms . . 204 

- - chloroma . . . . 679 

- - chlorosis . . 48, 346 

chorea . . . . 170 

- - chronic nephritis . . 13 

tubal nephritis . . 14 

- - chyluria . . . . 140 

- — cirrhosis of liver . . 465 

- - congenital syphilis of 

ear . . . . 912 

-- - - syphilitic nerve 

deafness . . 207 

- - cystic kidneys .. 15 



AGE INCIDENCE 


ALBUMINURIA 


Age incidence , contd. 

of diabetes mellitus I 

In diabetic prognosis e 

- — of diverticulitis 161, 

556, 

- - embryoma of testis 1 

- - emphysema and bron- 

chitis 

- - enlarged prostate 

355, 490, t 

- eplstaxls . . 2 

- - coithclioma . . 1 

-- ' of bladder 355,721,- 

- - - penis . . . . ' 

- - - tongue . • • • £ 

- ~ erythema nodosum c 

-- - erythromclalgia . . - 

- - exostosis of lemur. . £ 

- - fa* cal impaction . . i 

- - - tumour in colon 7 

- femoral hernia 825, £ 

- - fibro-adenuma of 

breast . . . . £ 

- - Friedreich’s ataxy 

145, 176, f 

- - gall-stones . . . . - 

gastric ulcer 48, 3 

- - glaucoma . . . . ^ 

- gout . . .. A 

- - (i raves' disease . . £ 

- - haimaturia . . - - ~ 

hemiplegia . . . . 3 

- - Henoch's purpura 

428, t 

- - hepatic abscess . . ' 

- Huntingdon's chorea 1 

- - hysteria . . 58, 1 

ichthyosis hvstrix . . £ 

-- - inguinal hernia . . £ 

- - intermittent claudica- 

tion . . - ■ - 

- - - hydrarthrosis . . < 

- - intussusception 101, 

727, 828, £ 

- - keratomalacia . . £ 

- - kraurosis vulva: . . £ 

- - Leber’s optic atrophy ? 

- - leukoplakia vulva: . . £ 

- - lichen scrofulosorum * 

- - Little’s disease . . 1 

- - lupus erythematosus £ 

vulgaris 225, 892, £ 

lymphatic leukaemia 

- - Moorcn’s ulcer . . £ 
-- - mvocardia! alYecthms 

17, 

- - myositis ossificans.. 1 

- -- neuralgia after herpes £ 
-■ - noises in head . . f 

- - (esophageal pouch.. 1 

- - osteitis dclormans.. £ 

- - osteo-arthritis . . *3 

- - osteogenesis imper- 

fecta . . . . 2 

oxaluria . . . . f 

!’ disease of 

v . . . . £ 

paroxysmal harmo- 
globmuria . - : 

- pehosis rheumatica ( 

- - periosteal sarcoma. . £ 

- - perleche . . . . 1 

phantom tumour . . 

- - physiological albu- 

minuria 

- - policy -tic kidney .. 1 

- — post- pharyngeal ab- 

scess ' 244, 694, : 

- - primary muscular 

dystrophy 

■■ - progressive muscular 
atrophy 

prurigo . . . . ( 

- - pseudo-angina . . f 

- - pseudo- bulbar para- 

lyse . . . . ’ 

- - pseudo- leukiemia . . 

- - psoas abscess . . ( 

- - psoriasis . . . . < 

- -- ptyalorrhcea . . < 

- - pupil sizes . . . . 6 

- - Raynaud’s disease. . i 

- - renal calculus 

- - - tuberculosis . . ! 

- - retrobulbar neuritis 1 

- - rheumatic nodules . . ! 

- pleurisy . . 

- — — purpura . . . . - 

- - rheumatoid arthritis < 

- - rhinoscleroma . . 1 


Age incidence, contd. 
— - of rickets . . 


rodent ulcer 225, 

892 - 

sarcoma 

835 - 

-- of breast . 

840 - 

— testis 

850 

scrofula 

892 - 

scrofuloderniift 

68 3 - 

scurvv rickets 

819 - 

shortness of breath 

111 - 

spinal caries 
spine on os culcis . . 

868 - 
552 - 


sp I on o medu lla ry leu - 
kormia -• 3 3, 34 

splenotnegalic cii- 
rhosis . . . • 780 

spondylitis dclor- 
mans . . . . 870 

btokes-Adams’ dis- 
ease .. -.183 

tetany • • 2 

tic douloureux . . 548 

tuberculous bladder 

577, 720 

- dactylitis . . . . SIS 

- glands . . . - 475 

- joints . . . . 452 

- meningitis . ■ 7 32 

- peritonitis 61, 706, 777 

- testis . . . . 587 

- ulcer of tongue.. 8 C >8 
umbilical hernia ..581 
undue nuL.ition of 

abdominal aorta.. 60 2 
ureihtal calculus .. ^56 

urinaria . . - • 600 


unis 576, 
pigrnen- 


- - xeroderma pigmen- 

tosum .. .. S88 

- sterilitv and , . . . 79*1 

- v and see Old Age ; and 

Senile' 1 

A cieustia. account of . 859 

- from chorda V mpaiii 

! paralysis . . . . 605 

- in hysteria . . . 754 

Agglutination, auto-, ot 

blood 51 

- reaction in dysentery 

99, 100, 216, 708 
! - - to Gaert tier’s bacillus 677 

- - in Alulta lever 571, 

; 691, 785 

- -• for Micrococcus meli- 

tensis . . . . 785 

■ — - in paratyphoid fever 785 

- - ptomaine poisoning 677 

- - tor Shiga’s bacilli 100. 216 

- — in typhoid lever .. 216 

- - undulant fever . . 455 

- - (and see Serum Re- 

action ; and Widal > 
Agraphia, account of . . 772 
Ague (sec Malaria) 

-- cake spleen . . 779, 780 

| Air hunger, account of 111 
i - injection in brain skiu- 

grapliy . . 936 

| Air -swallowing (see Aero- 
i phagyi 

Alar chest, phthisis and 208 
: Albinism, leucodermia 
; distinguished from . . 645 

- nystagmus from . . 505 

- partial . . . . 645 

j - photophobia from . . 639 
i Albumin, acetic acid and 

boiling in removing . . 20 

j — in ascitic liuid . . 65 

- cerebrospinal fluid . . 383 

, ~ chylous ascitic fluid . . 73 

! - mercuric chloride test 

for 7 

! — precipitated by alcohol 20 

| - salicyl-sulphonic acid 
S test for . . 7 

j - Spiegler’s test for 7 

j - trichlorucctic acid pre- 
! cipitaiing . . . . 20 

| ALBUMINURIA . . 4 

j — from abdominal ancu- 
i rysm . . . . 9 

- accidental . . 18 

- in acute nephritis 9, 

12, 17, 57, 353 
~ - rheumatism . . 17 

- of adolescence 18 

-- albumose with . . 21 

- - simulating . . . . 6 

-- with alcoholic heart . . 18 


Albuminuria. contd . 

•- from alcoholism . • 16 

- angionetirot ic trdema 16 

- ankylostomiasis lb 

- arteriosclerosis 6, 16, 

390. 504, 655 

- ascending nephritis 11. 16 

- ascites with .. 16, 64, 71 

- from bacilluria • • 559 

- bacieruiria . . ^1 

- blistering . . 1? 

- blood . . . . 15,16 

- m blood diseases y 

- irom boat-race 18, 3 50 

- boiling test for 5, 524 

- from Rothriocephalus 16 

- m Rright’s disease 136, 

236, 26 3, 51 3^ 849 

- with bronchiectasis 17, 68 

- in bronchopneumonia 16 

- bulbar paralysis . . 606 

- from burns .. 16 

- cachexia with.. 16, 128 

- from calculus.. 9, 19 

- cantharides . . 17 

- carcinoma of colon . . 4 39 

- in ccicbial haemorrhage 

109, 155, 382, 627 

- cholera . . 16 

- Horn chronic ascending 

nephritis . . . . 9 

- - bronchitis . . . . 68 

- — nephritis 9, 1 3 16, 39f) 

- - pnrench\ matous neph- 

ri 1 1 .. . 506 

-- - peritonitis . . 15, 64 

- cirrhosis of liver . . 16 

- on lu !k kidneys . . 9 

- in coh bacilluria 647, 

690, 712, 93 3 

- renditions simulating 6 

- a.'lcr convulsions .. 181 


- horn c\ -:ic Kulnev 9, 

‘ 15, 655 

- in cystitis . . . . 720 

- delirium with .. 211 

- diabetes with . . . . ? '4 

- from diabetes mellitus 1 (j 

- in diphtheria . . . . 16 

- from displaced uterus u, 11 

- duration of, in acute 

nephritis . . . . 12 

- in dysentery . . . . 16 

- eclampsia . . ..183 

- eggs and . . . . 18 

- Irom embolism . . 9 

- emphysema . . . . 269 

- - and bronchitis .. 17 

-- in empyema . . . . 16 

- from enlarged kidney 41 3 

- - prostate .. 9, 11, 16 

- in erysipelas . . . . 1 6 

essential 18 

- from exertion . . 3 30 

- exhaustion . . .. .3 30 

- with fatty heart . . 18 

febrile . . . 16 

relation to acute 

nephritis . . 17 

- with fibroid heart 18 

lung . . . . J 7, 68 

- from hbromyoma . . 9 

- functional . 18, 655 

- in fungating endocarditis 9 

- general infections . . 90 

- German measles . . 17 

- glycosuria with 15, 3 U) 

- Irom gonorrhoea . . 16 

- gout . . . . • • 16 

- granular kidney 17, 504 

- in Graves’ disease 16, 514 

- 1 nematuria and . . 349 

- from heart failure 17, 68, 71 

- with hepatic abscess.. 464 

- high blood- pressure 17, 595 

- from 1 lodgkin’s disease 16 

- hyperacusis with , . 390 

- from infarct . . 9, 10 

- Inferior vena cava ob- 

struction 9, 16 

- - - - thrombosis 9, 68, 90 

- in influenza . . . . 17 

- intermittent . . 18 

- - from calculus .. 19 

- from kidney growth . . 16 

- kinked ureter . . 9 

- in lardaceous disease 

9, 10, 47, 469, 655, 784 


Albuminuria , contd. 
from lead . . 16, 45 

list of causos of 9 

in lobar pneumonia . . 16 

Irom lung aflectioiis . . 17 

lvmphadcnoma . . 16 

- lymphatic leukaemia . . 16 

1\ niphosarc oma . . 16 

in nial.u i.i . . 16, 39 

malignant endocarditis 9 
mcask . ■ ,.17 

meningitis . • • 17 

irom mcrciiriahsm . . 16 

mercuric chloride test for 7 

mercury and . . • • 94 

microscopical examina- 
tion in . . . . 8 

from mitral regurgita- 
tion .. ..262 

morphinism . . 16 

movable kidney . . 564 
mumps . . . • 16 

myocardial aflectioiis 17, 18 
in myxicdcma 16, 5(1, 516 
neuro-ietiniiis in -• 335 
nitric acid test for 5 

nocturnal emission and 18 
noises in head with . . 504 
nucleoprotein simula- 
ting . . 5, 6, 524 

< edema wi t h . . . . 513 

in old. age . . • ■ 387 

— - without importance 16 


- pemn mu', ai.cmia .. 16 

- pnosphaPuria simula- 

ting . . • • . . 639 

-■ from phosph. >ru*» . . It) 

- phthisis . . . . 16 

- physiological . . . . 655 

- age incidence of . . 18 

■ - calcium chloride lor 18 

- - - lactate tor . . 18 

- — is »ld and • ■ • • 18 

- - (. oilier on . . . . 18 

- - eggs and . . . . 18 

exeriion and . . 18 

- - general nrcount of 18 

- - life nr mainc and . . 18 

- - iioctmn.il emission and 18 

- - other names lor . . 18 

- - sex mci feme of . . 18 

- - tubercle of kidney 

simulating . . 18 

- in pneumonia . . . . 17 

- polyuria and . . . . 655 

- from portal obstruction 344 

- postural 18 

- Irom pregnancy 9, 11, 16 

-- of puberty 18 

- due to pm . . . . 15 

- in pyelitis .. 718, 720 

- pyelonephritis . . 720 

- from pyuria . . 716 

- Raynaud’s disease . . 16 

- red granular contracted 

kidnev . . . . 655 

- renal calculus 16, 554, 719 

- - colic . . . . 151 

- - new growth . . 9, 10 

- - tumour . . 67, 776 

- -- vein thrombosis . . 68 

- rigor with . . . . 7 39 

- losamline in treating. . 904 

- in rowing men . . 18 

- salicyl-sulphonic acid test 7 

- from scalds . , . . 16 

- scarlet fever 16, 281, 763 

- secondary syphilis . . 16 

- severe anaemia .. 16 

- simulated by albumose 6 

- - resin . . . . 6 

- Spiegier’s test for . . 7 

- in spirochactosis ictcro- 

lutmorrhagicu. . . 420 

- f rom splenic umrruin. . 16 

- splenomcdullary leuk- 

fcmia . . . . 16 

- stricture . . - . 16 

- subac ute nephritis 128,140 

- suppurative nephritis 736 

- in syphilis . . 94, 417 

- tests for 5 
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ALOPECIA 


Albuminuria , contd. 

- from thrombosis .. 9 

- in tonsillitis . . . . 16 

- trench li ver . . ■ • 16 

- from Trichina spirulis 16 

- with tube casts 8-16 

WITHOUT PUS 9 
without lubc-casts .. 16 , 

■ lrom tuhcri ulous disease 1 

9, 16 ; 

- - kidney 16, 18, T52, 719 | 

- typhoid lever . . ■ . 16 

uranna 111-. 18 3, 39(>, 521 

- urethral stenosis 9, 16 

uterine prolapse .. 16 

tumuli! . . • • 11 

valvular heart disease 68 
variola . . . . • • 16 

vasomotor neurosis . . 16 i 

vesical catarrh . . 16 ' 

in \\ eil’s disease . . 16 

- yellow lever . . 16, 42 0 ' 

Albuminuric albumosuria 21 

- retinitis im c Kelinitis/ 
Albumose, albumin v, ith 20 
-- albuminuria simulated by 6 

- Hem v J- mi s’ set Heticc- 

J . 'lies’ Albumose 

- biuret test and . . 20 

HofrmustPr s tpst for.. 20 
rutru ;k id te* l lor . . 20 

phosphf 'tun/,' tic acid 

test lor . . . ■ 20 

- simulated bv urates . . 7 

wlii: c r 1 1 ut 1 1 .'in 6.1 2, 20 

ALBUMOSURIA . . 20 

- with .ihscessis 20, 21 

in arutt 1 neiihritis 12, 21 

per itoiut is . . . . 21 

rheumatism . . 20 

vellou at i ophy .. 21 

alhummur ic . . . . 21 

alimentarv . . . • 2.1 

in appeiwiu. it is 2<k 2.1 

- at liu it is . . • • 21 

- Hence- lone ' ee Hence- 

J. ’!ir ' Albumosuria ) 
Br.ufdi.iw , . . . 22 

w >th bi . '.ic hie. tasis . . 20 

- car^ni -lna . . . . 21 

- m cat at r ha I i.umdice . . 21 

Irmn 1 1 : t ho .is ol liver 21 
dead hrnis . . . . 21 

duodenal ulcer . . 21 

dysenter, .. .. 21 

- empvenia . . 20, 21 

tchn'le . . • • 20 

with gangrene ol leg . . 21 

1 ui iK ■ • • • 21 

Hast! u ulcer . . . . 21 

- wit li h«emaioi.ele • • 21 

hiematonenous . . 21 

• vv 1 1 1 1 iuemat oinata . . 21 

hep. UK abscess . . 20 

hepatogenous . . 21 

- m into, live i hnlangitis 21 

Kahlei s . . 22 

in leuktcnna . . . . 21 

- liom lobar pneumonia 20 

- measles . . . . 20 

- meningitis . . . . 21 

myelomata . . . . 22 

ordinary type . . 20 

■ in osteomyelitis .. 21 

phosphorus poisoning 21 

phthisis . . . . 20 

pregnancy . . . . 21 

purpura . . 21 

- with pus collections .. 20 

- pyogenic . . . . 20 

- with pyosalpinx . . 20 

- in scarlet lever . . 20 

- scurvy . . . . 21 

- small-pox . . . . 20 

- subphrenic abscess . . 20 

- suppurating gall-bladder 20 

- suppurative periostitis 21 

- - pylephlebitis . . 21 

- tuberculous ulceration 

ol bowel . . . . 21 

-- typhoid lever.. .. 20 

- ulcerative colitis . . 21 

Alcapton, alkali darkening 905 
-- Fehhng’s solution re- 
duced by . . 327 

- ferric chloride test for 906 
Alcaptonuria, account of 905 

- no black precipitate 

with Ny lander’s re- 
agent in . . . . 905 


Alcaptonuria , contd. I 

- blue colour with ferric 

chloride in . . . 906 j 

- Fehling’s solution re- 

duced in . . 905, 906 

- glycosuria simulated by 905 

- homogentisic acid in . . 905 

- hydrocjuinoncacetic 

acid in . . . • 905 , 

- melanuria distinguished 

from . 905 

-- ochronosis fiotu 644, 906 
-- runty of . - 906 

- sutrunm reaction not 

obtained in . . . . 905 

- silver nitrate reduced by 905 
urine bl.uk trom 904, 905 

- - brown m . . 904, 905 

- - dark in . . . . 327 i 

- - darkening on stand- I 

ing m . . 904, 905 

Alcohol, absolute, in 

blood -urea estimation 20 

- - carbol- luchsin . . 788 

- — lor dendritic ulcer of 

cornea . . . . 891 

- acne rosacea iiotn 303,881 

acute yM-trins trom . . 318 

- amblyopia due to . . 922 

- ameuorrhica lrorn 2 3 

- aneurysm and . . 241 

- aortic disca',e lrorn . . 260 
appetite diminished bv 58 

- at aw lrorn 74. 77 

- atheroma of aorta from 152 
-- artophv >1 limbs Irani 85 

- bilr. >us;v . - lrorn . . 640 

- brachial neuritis lrorn 544 

- bradvptiii a t • i »iu 110 

- bron/ed diabetes lrorn 335 

- central swiomn due to 

922, 92^ 

-- chronic gastritis lrorn 3^8 

- - laryngitis lrorn . . 387 

- cirrhosis ol liver and 

414, 41.5 

- coma from 88, 110, 154 

- congest ion o 4 h\ er it om 46 3 

- convulsions lrorn .. 182 

- cramps m . . . . 85 

- degeneration ol medulla 

trom . . 5K7 

- delirium trom 21 !. 212. 214 

- Dcicum’s disease and 

509. 888 

- disorientation lrorn . . 25 

- dvspn.ea lrorn . . 246 

effect on body weight 934 

- erythema lrorn . . 275 

- in fat estimation . . 30(1 

- fat tv heart lrorn . . 2b I 

- - liver lrorn . . . . 469 

- fibrinogen precipitated 

by . . . . 20 

: - fibroid heart front . . 261 

- flushing due to . . 303 

- gangrene lrorn . . 320 

- gastritis trom . . 58, 398 

- headache from .. 371 

- heart enlarged front 2bl, 373 

- -- irregular fiom . . 596 

- hiccough front - . 386 

-- in histology . . . . 487 

- Huppcrt’s test .. 90^ 

; - hypomnesia lrorn . . 25 

! — impotence front . . 393 

- in utdican test . . 905 

- infantilism front . . 2 35 

- insomnia due to . . 881 

- jumpincss due to . . 881 
1 — lcucopema liont . . 455 

- loose motions due to. . 881 
| — loss of weight due to. . 934 
: — moral deterioration due 

j to 881 

- morning vomiting due 

, to . . . . 338, 881 

| — mucus front stomach 
j due to . . . 881 

1 - myocardial changes from 

18, 70 

- nervincss due to . . 881 

- new growth simulated 

by effects of . - 934 
-- one lobe of liver dwarfed 

by . . . . . . 461 

- out of condition from 113 

- pains due to . . . . 85 

- palpitations from 594, 596 

- panrsthesia due to .. 881 


Alcohol , contd. 

- peripheral neuritis from 

74, 80, 83, 85, 320, 

541, 570, 571, 616, ' 

679, 934 ; 

- phthisis simulated by 

effects of . . . . 934 

- polyuria from. . . . 653 

- priapism from . . 657 

- pseudo- reminiscences 

from . . . • 25 

- restlessness due to .. 881 

-- sensation loss from . . 85 

- scrum albumin precipi- 

tated by . . . . 20 

- - globulin precipitated 

by . . . . 20 

- shortness ol breath 

from . . ■ ■ 1 1*5 

- smell in recognizing . - 929 

- spasm of urethra from 492 

- siertor from . . . . 794 

- stupor from . . . . 110 

- sudden slopping of, 

delirium lrorn . . 212 

- tachycatdia lrorn 856, 858 

- tendon reflexes lost from 85 

- tinnituc from . . . . 878 

-- tremor due m 879, 881 

- twitching due to . . 881 

- urea dissolved bv . . 20 

- venous stigmata lrom 881 

- v erligo due to . . . . 911 

- - w cal ness due to . . 881 

- ■ and sec Ah "holism • 

Alchohc heart, age in- 
cidence of . . 17 

-- - albuminuria with .. 18 

- - angina pectoris from 18 

- - ascites lrom . . 62 

- - blood pressure high 

with .. 18 

- - no bruit with . . 18 

- - clyspmea from . . 246 

- - enlarv'-J .. 18, 373 

- - heart failure lrom 62,246 

- - he.u ihum simulating 377 

-- - irregular . . . . 18 

-- - palpitation lrom . . 594 

- - preci rdiul pain from 

17, 377 

primary 17, 70, 266 

- - shortness of breath 

Horn . . 17 

- - systolic bruit with . . 18 

- — tachycardia clue to. . 857 

- neuntts .see Neuritis 
Alcoholism, account of 88 

- acute, acetone in . . 331 

- - acctonuria from . . 3 

- - acidosis in . . - - 331 

- - Babmski’s sign in . . 88 

- - coma in . . . . 331 

- — delirium in . . 331 

- - diabetes simulated by 3 31 

- — diacctic acid in . . 331 

- - glycosuria in 330, 331 

- - pancreatitis and . . 168 

- acute nephritis simu- 

lated by .. ..514 

- adiposis dolorosa and 530 

- albuminuria from . . 16 

- brachial neuralgia from 54 3 

- bronzed diabetes and . . 644 

- chronic, coarsening ol 

features lrom . . 294 

~ - facies of . . 289, 294 

- - heart enlarged from 2 

- — hypertrophic harmor- 

thagic pachymen- 
ingitis from . . 628 

illusions of memory 

in .... 184 

- - inco-ordination in.. 184 

, - — insanity from . . 184 

- — paramnesia in 184 

: - — prolonged first sound 

i from . . . . 2 

i - - purplish reddening 

of face from . . 294 

i - - telangiectases on 

cheeks from . . 294 

! tremors in . . 184 

, - cirrhosis of liver from 

67, 336, 344, 679 

- colic in . . . . 148 

-contain .. 181,390 

- convergence pupillary 

I reflex lost in . . 674 

' - convulsions from . . 181 


Alcoholism , contd. 

- Dercum’s disease and 530 

- diabetes mellitus simu- 

lated by .. -• HI 

- diarrhoea from . • 217 

- disseminated sclerosis 

simulating . . . . 631 

- dysphagia from . • 243 

- fatly heart from . . 264 

- loot-drop from . . 146 

- gangrene of lung lrom 322 

- gastritis in . . • • 148 

- glycosuria in .. Ill, 213 

- heart enlarged from 71,266 

- - failure from . . 268 

- heat stroke distin- 

guished lrom . . 390 

- hippus due to. . . . 675 

- hoarseness f rom . . 387 

- hypothermia in . . 392 

- insomnia from . . 404 

- intestinal catarrh from 217 

- irritability in . . . . 405 

- Korsakow’s syndrome 

from . . 25, 570 

- left ventricle enlarged 

lrom . . • • 258 

- I. it tic's disease and .. 169 

- loss oi weight due to. . 933 

- 1 vine due to . . . • 570 

- memory detect from. . 570 

- nervousness simulating 882 

- muses m head lrom . . 504 

- irdcma lrnm .. 513, 516 

- pancreatitis from . . 128 

- poi\ur:alrom .. 65 3, 654 

- pontine luem rrhage 

distinguished lrom 390 

- purpura trom 676, 679 

- trom secret drinking.. 679 

- specific gravity ol urine 

in .. .. 531 

- speechless . . . . 770 

- siertor lrom . . . - 794 

- vertigo lrom . . . . 504 

- in women . . • • 85 

- and see Alcohol - 

Aleuka-imc Icukaniia . . 35 

Alexia, account of . . 771 

Alimentary albumosuria 21 

- glycosuria - • 331 

- - diabetes and . . 655 

Alkaline harm.mn. Caustic 

soda in forming . . 357 

- - spectrum ol (Fig. 20) 13 
Alkalis, alcapton darkened 

by 905 

- anainia from . . . . 128 

- breathlessness lrom . . 128 

- cachexia from . . .. 128 

- dermatitis due to 915, 917 

- in diabetic coma . . 154 

- emaciation from . . 128 

- erythema from . . 275 

- gangrene from . . 317 

- hunger pain relieved by 396 

- oesophageal stenosis after 240 

- pallor from . . . . 128 

- sore throat due to . . 758 

- strong, gastritis from 338 

- - haematemesis from. . 336 

- ulcer in mouth from . . 898 
Alkalosis, blood-urea high 

from . . . . . . 214 

- delirium from . . 214 

, - from gastrectasis . . 214 

- tetany from . . . . 214 

- urtemia from . . . . 214 

Allium sativum, derma- 

. tins due to . . 915 

ALLOCHEIRIA . . . j 22 

- in tabes dorsalis 72, 735 
Almond-shaped eves in 

Mongolian idiocy . . 294 
Aloes, colic from 148, 525 
ALOPECIA ... 91 

- areata, alopecia cica- 

trisata simulating . . 92 

i - - billiard-ball smooth 
, areas in .. 92, 311 

! body hair affected by 92 

- - lavus distinguished 

from • • 309 

- - folliculitis deealvans 

simulating . . 92 

! general account of 92 

; - - nails lost in 92 

i - - note of exclamation 
i hairs in . . . . 92 

i - - pscudopeladc and . . 866 



ALOPECIA 


ANAEMIA 


Alopecia areata , contd. 

- - pseudopelade of Brocq 

simulating . . 9? 

-- - stumpy hairs in . . 92 

- - syphilis simulating 92 

- - tinea deealvans dis- 

tinguished from 311 

- - trichophytie ring- 

worm simulating 92 

- cicatrisata, alopecia 

areata simulated by 92 

- - hair follicles destroyed 

in . . 92 

- - pseudopelade of Bruce] 

and . . . . 92 

- - scars in . 92 

congenital 91 

- dwarfism and.. .. () 1 

- after head injury . . 86 

- premature 91 

- senile . . 91 

- syphilitic treatment in 

diagnosing nature of 92 

- from tertiary syphilis 

i lie. W' 91 

- (and see Baldness) 

Alloxuric bodies, list of . . 901 

- - uric acid and . . 901 
Altitudes, hemianopsia at 377 

- high, polvcytluemia in 

650, 65 t 

- noises in head from . . 504 

- shortness of breath from 1 1 3 

- vertigo trorn . . . . 504 

Alum, aero-asphyxia from 917 

- thirst due- to . . . . 875 

•- used by wet-winders . . 917 
Aluminium, memory 

defect from . . . . 25 

- workers, ataxy in 77 

- - micturition trouble in 495 
Alveolar abscess (see 

Abscess ) 

- absorption, skiagram of 

; ha:, hi) 4 3 

- sarcoma of kidnc\ . . 449 
Amaurosis from ha-mor- 

rhage . . . . . . 157 

- retinitis with . . . . 922 

- uramic . . 122, 925 

Amaurotic familial idiocy 924 
AMBLYOPIA . . 922 

- due to alcohol . . 922 

- arsenic . . . . . . 922 

- atoxyl . . . . . . 922 

- cortical . . . . 922 

- crossed . . . . 922 

- ex anopsia . . . . 922 

- after htemorrhane . . 923 

- In hysteria 884, 922, 923 

- due to lead . . . . 922 

- migraine . . . . 922 

- with nystagmus . . 922 

- ophthalmoscopic exam- 

ination for . . . . 9 } 

due t' ' quinine 9 3, 922 
with . . . . 922 

lac lo salvarsan . . 922 
severe haemorrhage . . 92 2 
souint . . . . . . 922 

tobacco .. 93,922 

- - central loss of colour 

vision in . . . . 922 

- - — scotoma in . . 922 

- - optic disc changes in 922 

- - scotoma :n . . . . 9 3 

- - total blindness un- 

known in . . 922 

- urtrmic . . . . 922 

- (and see Blindness ; 

and Scotoma) 

Ambulatory typhoid 564,689 
AMENORRHCEA . . 22 

- from absence of vagina 23 

- in act omegalv . . .. 23 

- Addison's disease . . 23 

- due to alcohol . . 23 

- anaesthetic in diagnos- 


: AmenorrJura, contd. 

- from destroyed ovaries 23, 24 

- in diabetes . . . . 2 3 

- from disordered endo- 

crine secretions . . 484 

- double uterus with 

retention . . 2 3 

- in exophthalmic goitre 23 

- with extra-uterine gesta- 

tion ■ • 842 

- due to fear of pregnancy 2 > 

- with hxniatocolpos . . 2 3 

- hxniatonierra 2 J 

- lucmatosalpinx 2 3 

- heart disi aso . . . . 2 3 

- in Hodgkin’s disease. . 2' 

- from hvpermvoiution 7 l M 

- in imhecihrv - ■ 2 3 

- from impel toraic cervix 2 3 

- - hymen . . . . 2 3 

- - vagina . . • • 2 1 

- ir.lant ilc uterus .. 2 3 

- in insanity . . . . 2 * 

- internal secretions and 24 

during lactation .. 3 3 

in lead poisoning . . 2 3 

- leiicocvthieima 2 3 

- at menopause. . 23, 84 3 

- in mercu: v poisoning 2 3 

- morphia poisoning 23 

- myx«rdema . . 2 3, 184 

-- nephritis .. .. 2 3 

- from new growth .. 2 3 

- in obesity . . . . 2 3 

- from ovarian c'M . . 48 3 

- -• tumours 2 3, 24. 777, 841 

- pelvic inflammation 2 3. 24 

- with phantom tumour 84 3 

- physiological . . . . 2 3 

- in pregnancy 2 3, 24. 

61, 489, 841, 842 

- primary . . . . 22 

- from retroverted gravid 

merits. . . 841 

- salpingo-oophoriti*. . . 24 

- secondary . . . . 22 

- with small adult uterus 2 3 

trom speciliv. levels .. 23 

- suggestion .. .. 2 3 

- supcrinvoluiion of 

uterus .. 2 3, 24 

- suppuration .. .. 2 3 

- tubercle . . . . 2 3 

- in wasting diseases • • 23 

America, tlenlr.il, dysen- 
tery in . . . . 99 

- - yellow fever in . . 420 

- South, ankylostomiasis 

in . . ‘ 103 

- - dysentery in . . OQ 

- - hydatid cyst in . . 807 

- - Malta level from . . 69 1 

- •- yellow fever m . . 420 

Amidol, dermatitis due to 917 

- used by photographers 917 
Ammonal, dermatitis Iron'. 917 

- in explosives . . . . 917 

- trinitmtoluene and . . 917 

Ammonia, coryza trorn. . 223 
- m dia/o-reaction .. 218 

- erythema from .. 275 

- hoarseness from . . 388 

- in Rothera's test . . 3 

- sore throat from 758, 763 

- stridor due to. . . . 79° 

- in urine . . 90, 638 

- - in phosphorus poi- 

soning . . . . 421 

Ammonio - magnesium 
phosphate . . 638 

Ammonium sulphate in 

Rothera’s tcM . . 3 

- sulphide, carboxyhccmo- 

glohin and . . 155 

- -- lorming reduced 

haemoglobin . . 357 

- - in lead test . . . . 85 

- urate, hedgehog crystals 899 


ing cau .e of 

24 

- - thorn-apple crystals 

in anorexia nervosa . . 

23 

( I-'ty. 6 78) 

causes of 

23 

AMNESIA 

due to change of habits 

23 

- (and see Memory, Loss 

in chlorosis 23, 49, 

346 

Amniotic bands, (edema 

with cirrhosis of liver 

23 

due to . . 

from closure of cervix 

23 

Arrueba buccalis, stoma- 

- vagina 

23 

titis from 

cold in menstruation . . 

23 1 

- coli 

in cretinism 

23 

- in hepatic abscess 

from deficient ovarian 


- histolytica, Anrueba coli 

activity ..23, 24, 

794 

and . . 


; Anurba histolytica, contd. 

in dysentery °9, 709, 871 

encysted forms . . 99 

- - netteral account of 99 

methylene blue and 99 

- - red corpuscles en- 

gulfed bv . Qt) 

--size of .. •• 99 

- - in sLools 99 

- — warm stage m exam- 

ining tor . . 99 

Amphoric breathing with 
fibroid lung . . 2o9 

Amphoteric reaction . 637 

Ampulla of Valet. ba'l 

valve gall-stone in . . 7 39 

- - carcinoma ot. o>!k 

trorn 117. 148 

-- — gall-stone in, coin. 

lront ..148 

-- — — pancreatitis tioni 128 

- - obstruction of, fat in 

Stools vvuli 300 

Atm! aUobo! in urobilin 


- - m arig.ua pectori' 

3‘H), 582 

- - fainting due to . . 297 

yellow vision due to °26 
Amyloid disease > see l.ut- 
daceous lhsease 
Amyotrophic lateral scle- 
rosis, abdominal re- 
flexes absent m . . 619 

- — - no amest besia in f' 30 

- - - ankle- clonus m 81, 6 30 

- - - due to anterior 

cornua! cell de- 
generation . . 619 

- - - Aran - 1 luchenne 

type . . .619 

- - - arm atlccted in . . 819 

- - C lhatcot's .. 172 

- - - claw-hand from.. 141 

- -■ - electrical reactions 

in . . . . 619 

- - - extensor plantar re- 

flex m 81, 88, 

1 7t>, 619, 6 30 


- - - gradual onset . . 81 

- - - hand muscles 

wasted in 619,630 

- - - impotence m . . 39 3 

- - - jerks increased in 619 

- - - knee-iet ks increased 

in . . 81, 630 

- - - muscle wasting in 

80, 172 

■- - - no oculopiiptllary 

phenomena in 619 
— pain in . . 619 

- - paralysis of arms in 145 

- -- paraplegia trom.. 626 

- - - progressive mus- 

cular atrophy 
and .. 80,81 

- - - pyramidal tracts 

affected in . . 81 

- — - reaction ot degen- 

eration in 80, 172, 630 

- - — sensation not af- 

fected in 81, 

123, 172, 619 

- - - shoulder affected in 619 

- - — slow onset of . . 630 

- — - spastic paraplegia 

in .. 145 

spasticity in 172, 176 

- — - sphincter trouble 

in . . . . 176 

sphincters affected 

late in 81 

- — - - not affected in 172 

- - — syringomyelia sim- 

ulating . . 81 

- - - talipes from . . 145 

- - - transverse myelitis 

simulating ,. 81 

-- - - wasting in 619, 6 30 

- — — — <rf arms in 145, 6 30 
Anacardiurn occidentalc, 

dermatitis due to . . 915 

- orientalc, dermatitis due 

to 915 

Anacyclus pyrethrum, 
dermatitis due to . . 915 


ANAEMIA . . 25 

- in acholuric jaundice . . 781 

- from acute rheumatism 45 

- Addisonian (see Ananniu, 

IVrmcious > 

- from alkalis . . . . 128 

- amcnoi r lunt in . . 2 3 

- from ankylostomiasis 35, 

44. 5 14. 515, 6 35 

- uuti al disease . . . , 47 

• with aortic disease . . 45 


Needing glints u 
cause not kuovvi 
chrome pennant 
colour index 1' 'W 

l 

delirium m 
tainting in . . 
fatal 

fatty degenerate < 
heart fiom 

features of . . 


- - purpura in . . . . t*/o 

- - trom radium 45ti 

- - simulating pernicious 

amentia 31 

from X lays . 456 

- from appendicular ab- 

scess . . 47 

- arsenic . . . . 41 

■ baull i m.i 47 

-- bacteriological investi- 
gations in 4 3 

- - - of Moots m . . 47 

- in Barlow’s disease . . 50 

- basophilia in . . . ■ 30 

- from beri beri . 44 

- Bilhar/ia luvmaiobia 35. 44 

- blood loss 27.4 3 

- bone sinus 47 

- Bothrioceph.ilus dispur 44 

- - iaius 35, 515, 6 <4, 635 

- bronchiei tasis . . 47 

- bronchopneumonia . 47 

- brim de di.thlc m 49, 374 
~ from cachexia 27. 44. 

127. 515 

- cancer . . 27 

- - ol colon 98, 16 3 

- — duodenum . . ..811 

- - pancreas . . . . 810 

- - rectum . . 98 

- - stomach 47. 340, 3-12, 

397, 777. 81 1 

- cerebral, in Stokev- 

Adams' disease 18 3 

- in cltloroma . . 43 

- chlorosis ..42, 48, 515 

- chlorotic type of 26 

- in chronic indigestion 43 

- - interstitial nephritis 347 

- - nephritis . . 14, 46 

- from chronic sepsis . . 47 

- - toxxmia . . 43 

- cirrhosis of liver 47, 

415, 783 

- Clough and Richter's 

syndrome in 51 

- from colitis . . . . 47 

- congenital types of . . 51 

- constipation with 4 3, 

160, 514 

- in convalescents 42, 43 

- from deficient ovarian 

activity . . 794 

- definition of 26 

- delirium from . . 212 

- from denial abscess 47, 694 

- diet deficiency .. 110 

- dilated heart from . . 48 

- Dresbach’s syndrome in 51 

- from drugs . . 44, 515 

- duodenal ulcer 44, 48, 342 

- dysentery . . . . 47 

- dyspneta from . . 246 

- in early phthisis . . 43 

- Hgyptian splenomegaly 709 

- elliptic red cells in . . 51 

- from empyema . . 47 

- endometritis . . 47 
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AN /EM I A, SPLENIC 


Atnrtnia , cotitd. | Atucmia , pernicious, comd. 

- from ethmoid sinus in- ; - - ascites in . . 62, 72 

fection . . . . 47 ! — — ataxic paraplegia and 631 

~ in exhaustion disease. . 110 - -- Hubinski’s sign in.. 88 

- fainting due to .. 297 - - bile pigment in blood 

- in familial acholuric serum in . . . . 419 

jaundice . . . . 415 -■ bleeding gums in 9 3, 362 

- familial types of .. 51 - - blood per anum in . . 96 

- from tilariasis , . 35, 36 - - - clot Irorn kidney in 147 

~ frontal sinus infection 47 - - ~ examination in 

gustnc symptoms In>m 514 diagnosing 93, 933 

- - ulcer and 48, 3 39, - - - film m, coloured 

342, 346, 9 31 figure of ' /m.'. 43) 31 

- gast rostaxis and . . 346 - - ■- picture positive in 27 

general cardiac bruits in 117 - — - transfusion in .. 641 

(edema lioni .. 514 — - canter rhythm in .. 729 

alter h.ernaicmesis 42, carcinoma of stomach 

4 3,48, 346,515 simulation 27, 347, 397 

- from hiematunu 43 - - chronic peritonitis in 72 

- htemopbilta . . 44 - - colour index high m 

bicmoptysis .. 43, 515 2.6, 30, 72, 8 3, 397 

h®morrhaoe .. 43, 515 ----- riot alw.,y high in 30 

“ hepatic abscess 47, 464 • coma m .. .. 15 3 

Herrick's . . 51 — — combined sclerosis 

- hoarseness hom .. 387 and 30, 177, 631 

in Hodgkin’s disease - - cord changes in 88 , 754 

44, 72, 471. 515, 782 - - delirium in.. .. 212 

- from hydatid disease. ■ 35 • - durrlnra in . . .. 216 

hvpej lactation 48 - dilated heait in .. 724 

- hypnpke ia <>i bowel in 160 - - disseminated sclcro- 

-- hypothyroidism simu- sis m .. .. 30 

Kiting 50 - early phase of 4 3 

- in indoor workers 42, -13 - epistaxis m 4 3, 274, 362 

- infantile scurvv 128 faries in .. .. 294 

- from infected sinm 47 tainting due to . . 297 

- in infective arthritis .. 43 - tat in .. .. 9 34 

endocarditis 9. 42. 46 - - fails degeneration of 

synovitis 43 boat t from 70, 729 

insomnia from 4(32, 4(34 - fractional test-meal 

lrom intestinal sepsis 47 in . . Hug. 2Sh . 344 

intracranial biuit in .. 878 - - lungating cndocar- 

- mtratroptcal, pica and l?H ditis simulating.. 27 

- from joint sinus 47 - - gast r u: coll, in 148 

lardaceous disease 10 , 784 ueneral account of . . 30 

- lead 4 3. 44 , 46 -- - c.udiac bruits in. . 117 

- leaking aneurysm 81 - - gigantohlasts m . . 27 

-- m lcukainia .. 357. 515 - luernat emesis m 3 3o, 346 

- trom lobai pneumonia 47 - - h.cmoptvMs in .. 362 

- m h niphadenoma . . 8 30 - - iuemort bage into gas- 

- lymphatic leuk.rmia 34, 6 79 trie mucosa m . . 148 

malaria 27, 36, 37,44, 347.785 - - - inner eat in 208 

- from malignant disease 44 - - hydrochK -nc ai id ab- 

Malm's syndrome in . . 51 sent from gastric 

liom mediastinal growth juice in .. .. 177 

5 34. 5 38 - - hyperawthesia in .. 754 

- rnehena . . 48 - ~ hyperplasia ot red 

- menorrhagia .. 42. 4 3 marrow in .. H62 

- mercury 44. HH2 - - impotence m .. 39 3 

- metrorrhagia . . . . 4 3 - - increasing pallor in 30 

metrostaxis 4 3 - jaundice in 407,408, 422 

- mucomembranous colitis 47 - - simulated try 4(37, 422 

tnuscic volitantes and 92 - - lardaceous disease 

m mvxceJerna 127 simulating 10 , 47, 784 

- tnvxiedema simulating 50 - -■ lateral sclerosis in.. 30 

from n.evus of urethra 356 - ■ lemon colour In . . 294 

with necrosis of bone 47 - - leucocytes in .. 30 

noises m head in . . 371 - - no leucocvtosis in 72, 8 3 

lrom obesity .. .. 4 3 -- - leucopenia in 30, 455 

oedema »’t legs from . . 515 - - loss of muscle power in 30 

- lrom (esophageal steno- - - - weight m 30, 934 

sis . . . . . . 44 - - lymphocytosis in . . 8 3 

*• oral sepsis . . . . 43 - - macrocytes in . 27 

- osteomyelitis . . 47 - - marrow red in . . 31 

- otitis media . . 47 - - megaloblasts m 27, 397 

- ovarian disease 43, 47 - - megalocvtes in 27. 

- pains in .. 867 30, H-ig. 41: 31,83 

- in epigastrium from 48 - - mental symptoms in 30 

- palpitations from 595, 597 - - microblasts in . . 27 

from parasites 35, 44, 515 - - microcytes in 27, 

eosinophiha in .. 27 i l : ig. 41 ) 31 

-- parenchymatous goitre 877 - - myelocytes in . . 30 

- paroxysmal hamioglo- - - myocardial changes in 5 3 

hinuria . . . . 358 j - - noises in head in . . 504 

- periproetal abscess . . 874 - - normoblasts in 27 

~ pernicious, achlorhydria - - nucleated red cells in 

in 341, ( y-'i.e. 2Hh ) 344, 347 ; 27, i h'ig. 41) 31 

acholuric jaundice in 419 - - oedema of legs in 515,517 

- - Addison’s disease simu - - - oligocytluemia in 83, 88 

Kited by 44, (, l* it*. fA } 45 - — pain in limbs in 568,572 

- - - - simulating . . 641 — — palpitation in . . 595 

- - albuminuria with .. 16 pci ipheral neuritis in 80 

“ - anaemia severe in 62, 72 ; - — peritonitis in . . 62 

- - angina in . . 53 - - Perl’s lest in 31, 3 35, 467 

- - unisocytosis in . . 27 - - pigmentation of 

- - ankylostomiasis sim- check in (/‘Vy. (A) 45 

ulatin^ 36, 10 3, 635 ! lips in (,M.y- 64) 45 

- - apoplectiform Meni- : mouth in 

ere’s disease in . . 208 : < /•'i,y. (A) 45, 641, 643 

- - arsenic in 44, 85, j palate in (/uy. (A) 45 ! 

103, 641, 872 1 skin in . . . . 643 ! 


Aruemia, pernicious, cotitd. ! Atucmia, severe, cotitd. 

pleuritic effusion in 137 diazo-rcaction from 218 

poiktlocytes in - - in Hgyptian splcno- 

27, (/•/>. 43) 31 megaly . . . . 62 

polypus of colon familial splenomegaly 62 

simulating . . 98 - - latty degeneration of 

primrose colour In heart from 70, 264 

8 3, 2 94, 933 - - - liver in . . . . 469 

- — ptvalism in . . . . 661 : - — gigantohlasts in . . 27 

punctate basophilia - ~ in Hodgkin's disease 62 

in.. 30, </*jj k’.41‘ 31 — - kala-azar .. 37, 62 

- - purpura in.. .. 676 - - lardaceous disease.. 47 

- — - hicmorrliagica sim- - - lymphatic leukaemia 62 

uhiting . . 346 - - macrocytes in . . 27 

- — pyrexia m 34, 347, ~ -- in malaria . . 16, 62 

688 , 715 - - malignant disease . . 16 

- - renal colic in . . 147 - - megaloblasts in 27 

- - infarct in .. 10 - - megalocvtes in ..27 

- - rigor in .. ..738 ~ - microhlusis in ..27 

- - simulated bv pro- microcytes in . . 27 

gressive amrmia. . 100 - - multiple serous cfTu- 

- — - ulcerative colitis. . 100 sums in . . . . 138 

- - sore tongue in . . 591 - - noises in head from 504 

- - spinal-cord changes - - normoblasts in . . 27 

in . . . . 30, 8 3 - - nucleated red cells in 27 

- - spleen enlarged in ~ - (edema of legs trom 63 

778, 782 - - pain in limbs in . . 568 

- - sprue simulating , . 47 - - lrom parasites . . 36 

- -■ stomatitis m . . 661 - - peripheral neuritis in 

- - syphilitic amvloid 80, 83 

disease simulating 642 ~ - in peritonitis 62 

- _ temperature chart in - - pernicious anaemia 62, 72 

/•' u». •)*, ! } , 707 - - photophobia m 639, 640 

- - temporary recupcra- - - poikilocytosis in . . 27 

lion in .. .. 31 - - due in polypi ol bowel 98 

- — tenderness of bones — -• in pseudo-leukaemia 

in.. .. .. 572 mtantum.. 62, 72 

- - - ribs in . . . . 862 - - pvrexia with . . 34 

- - - sternum in . . 862 - - in scurvy . . . . 50 

- - tinnitus due to 878, 879 - - spmal-cord changes 

-■ ~ uric acid in. . . . 901 in. . . . 83 

- - urine golden-brown - - in splenic antcmia 62, 72 

in.. .. .. 422 - - splenmiiedullary leu- 

- - urobilin in urine in ktcmia . . . . 62 

347, 407, 422, 902 sprue 47 

- - vertigo in . . . . 504 - - subacute peritonitis in 71 

- phagocytic .. .. 51 - - from syphilis .. 16 

- in phthisis . . 27, 47 - - tuberculosis . . 16 

- pica .. 1 28 - - unnamed varieties of 49 

- plumbism 4 3, 44 , 45 - - varieties of . . 62 

- wltn a positive blood - - vertigo from . . 504 

picture 27 - shortness of breath m 113 


- from post-nasal catarrh 

47 

- si 

.kle-shapcd red cells in 51 

- after post- parium ha*m- 


- lr 

'in sphenoid sinus 


orrhage . . 27, 

515 


infection 

47 

- primary 

27 

- iti 

splenic anaemia 

49 

- progressive, in chloroma 51 

- splenic, account of 


- - infective endocarditis 



466, 467. 

780 

45, 

787 

_ _ 

albuminuria in 

16 

- -• lardaceous disease . . 

10 

_ .. 

amentia in . . 

49 

- - pruritus due to 

658 

- - 

- severe in*. . 62, 72 

- pseudo-leukiemia 

49 

_ _ 

ascites in 62, 83, 


- - inluntum 

781 


137, 415, 

467 

- with psoas abscess 

47 

_ _ 

Banti’s disease and 


- pulmonary systolic bruit 



49, 72, 83, 143, 


in 

374 


415, 422, 467, 

780 


- from purpura.. 43 - - basophil corpuscles in 72 

- pyorrhma alveoluris 4 3, - - bleeding gums in . . 93 

47, 94 - - blood changes in . . 780 


- pvosalpinx . . 4 3, 47 - - - per rectum in . . 783 

- radium . . . . 456 - - cirrhosis of liver in 

- rare forms of . . ..51 49, 72, 83, 143, 

- in relapsing fever . . 36 415, 422, 46b, 780, 783 


- from renal diseuse . . 183 - - clubbed lingers in. . 143 

- of retina, from rctinul - - delirium in.. .. 212 

embolism . . . . 520 a doubtful entity . . 83 

- in rheumatoid arthritis 47 - - Hgyptian splcnome- 

- rhythmic beatings in galy allied to . . 709 

head in . . . . 371 - - cpistaxis in. . . . 783 

- from salicylates 44, 45 - - fainting in.. .. 297 

- in scurvy 93, 346 features of .. . . 72 


- - rickets .. 50, 819 - - fragility of red cells in 422 

- secondary .. .. 27 ; — — Gaucher’s disease and 781 

- septic, delirium in . . 212 i — — hacmatemesis in 336, 

- from septic tonsils 43, 761 : 342, 345, 346, 347, 

- in septicaemia. . . . 739 466, 467, 783 

- severe, aches and pains . - — haemorrhages in 466, 783 

in . . 572 - - jaundice in 408, 422, 466 

in acholuric jaundice - - no leucocytosis in . . 72 

50, 62 - - leucopenia in . . 466 

- — anisoevtosis in . . 27 - — liver enlarged in . . 467 

from ankylostomiasis 10.3 ; - - lymphatic glands not 

- - in aplastic anatmia 62, 72 1 enlarged in 72 

- - ascites In . . 62, 63, 71 | myelocytes in 30, 72 

- - blood changes com- - - oedema of legs in 515, 517 

mon to all . . 27 pericarditis in . . 137 

cachexia from 16, 218 peripheral neuritis in 80 

- — in chloroma . . 51 - — peritonitis in 62 

chronic peritonitis in 71 . pleuritic effusion in 137 

from dental sepsis.. 95 1 pscudo-lcukeemia and 781 
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Ancemia , splenic , ccntd. 

- - purpura in . . 676, 783 

- - pyrexia in .. 688, 708 1 

-- - serous effusions in. . 137 

- - simple amcmia in . . 83 

- - spleen enlarged in 

46,72, 8^, 93, 346. 

466. 467, 778, 

780, {Ids’. 611) 781 

- - splenectomy curing 709 
-■ - splenomegalic cir- 
rhosis and 467, 780 i 

- -- (and see Splenome- 

galy, Egyptian' 

- in spienomedullary leu- 

k&'mia . . . . 32 

- sprue . . . . 47 

- from starvation . . 44 

- sterility due to . . 793 

- in Still’s disease . . 472 

- subacute combined de- 

generation . . . 176 

- - nephritis . . 46, 140 

- from suppuration . . 47 

- with suppurative peri- 

- in syphilis 27, 43, 44, 684 

- systolic bruits in . . 49 

ostitis . , - . 47 

■ tachycardia fiom 856, 857 

- from tapeworm 35, 515, 6 3j 

- in thymic infantilism . . 235 

- tinnitus due to 878, 879 

- from tonsil sepsis . . 47 

- toxtemias 47 

- Trichina spiralis . . v» 

- tropical, tainting in . . 297 

- from tropical illness . . 44 

- in trypanosomiasis . . 3o 

- tuberculin lest in . . 43 

- from tuberculosis 

- with tuberculous joints 

- - peritonitis . . 43, 

- types of 

- from ulcerative colitis 

- with undue pulsation 

of abdominal aorta 

- uraunia and . . . . 183 

- from uterine disease 43, 47 

- vertigo m . . ..911 

-• from vesical crises of 

tabes . . . . 798 

- vomiting due to 48, 514, 931 

~ in war uedeina . . .. 110 

- Wassermann test in 43, 44 

- from X rays . . . . 456 

- X-rays of teeth in . . 4 3 

Anaesthesia from alcohol 85 

- of arm from brachial 

plexus lesion . . 617 

- - in Hrb’s palsy . . 618 

- - syringomyelia . . 752 

- bedsore and . . 321 

- in Brown- Scquard par- 

alysis 

‘•lugs. 4(A, 4 70) 608, 752 

- from circumflex nerve 

..-ion .. .. 617 

i.ipie'.-sion of cord . . 754 
' o irnea in glaucoma 924 
lilt h nerve paralysis 891 
herpes frontalis . . 891 
cotton wool in detecting 748 

- — - peripheral neuritis 74 

- definition ol . . , . 748 

-■ dissociative, iti haemato- 

myeha . . 620, 752 

- - svringoinvcha 81, 

125", 142, 320, 

619, 628, 752, 

J iS r . 5 fid) 753 

- - from thrombosis of 

posterior interior 
cerebellar artery 

< I'n’. 59/); 754 

- of i m e irum filth nerve 

lesion .. .. 860 

- - in sv ringomyclia .. 752 

- - from thrombosis of 

posterior inlerior 
cerebellar aricry 754 

- - in trigeminal neur- 

algia . . . . 549 

- fifth cranial nerve due 

to mid-brain tumour 882 

- in loot in sciatica . . 539 

- - sciatic nerve para- 

lysis . . . . 610 

- - vertigo due to . . 911 

- forearm from cervical 

rib . . . . 619 


Arnes: hesia, corud. ? 1 

- ol forearm in Klutnpkc’s 

palsy . . . . 618 

- from fracture of sacrum 

{}■ 7g. 5.S5) 752 

- — spine 536, v/u.g. >d7 ' 752 

- functional • • 632 

- glove, in hysteria 171, 

570, 615 

- - and stocking, in peri- 

pheral neuritis 74, 

( /4g. 5SJ) 749 

- in haematomyelia ■ 177 

- of hand from cervical 

rib . . . . . • 619 

in Erb’s palsy . - 618 

- - Klumpke’s palsy . . 618 

- - from musculospiral 

nerve lesion . . 617 

- hemi-, in hysteria .. 171 

- hyperalgesia with 

A',y. 5.0 749 

- in hysteria 87 3, 609. 614 

- ol legs m compression 

paraplegia .. ..62 3 

- - hvstena • • - - 573 

- • sciatic nerve para- 

lysis 

- - syringomyelia 

- - lrom tumour 

tuuda equina 

- in leprosy 82. 47 

- method of testing lor 

- from myelitis < Ids. 5 
new nowth of spine 

- pain with 

- paralysis simulated by 612 

- m peripheral neuritis 
74, 82, 85, 570, 626, 


Analyesia, cortrd. 

- definition of . . . . 748 

- of larynx in tabes ^ 

dorsalis . . . . b~i 

- mamma in tabes dor- 

salis . . • • 6*./ 

- muscles in tabes dor- 

salis . ■ % 2 1 

- pin-prick in defining . • 748 

- m Raynaud’s disease.. 542 

- superficial - - 749 

- in syringomyelia 752, 

A- is- 588) 75 3 

- tabes dorsalis 75, 541, 

627,750, A- is- 58V 75 3 

- from thrombosis ot 

posterior interior 
cerebellar artery . . 754 

- of tongue in tabes dor- 

ralis .. 627 

- ulnar, in tabes dorsalis 545 

- (and see Aiucsihesia . 

and I’ar.e uhesi.* ’ 
Anangioplastic infantilism 2 36 
Anaphylaxis . 276 

To crab . - ■ • 48p 

- cyclical vomiting and 491) 


.\ 610 

- dyspnaa lrom 

74 n 

. . 752 

- to straw berries 

490 

of 

Anarthria, account of 

772 

. . 81 

Anavuca set* Oxicma, 


\5, 615 

l ienet.il ! 


■. . 752 

Anchovy pa-de pus lrom 


752 

hepatic absecs'. 187, Iff 

, 69(, 

. . 869 

- sauce sputum. . 

791 

. . 527 

A nconeus, nerve-supply of 

616 


44 

Ads. >S2 

719 

43 

- RavnauJ's disease 

542 

800 

- sleeve, m hysteria 

615 

26 

-- in spastic paraplegia. . 

177 

47 

- aber spinal injury 

870 


- slocking, in hvsteria 


662 

171, 

570 


74 


867 

752 


- ■- peripheral neuritis . . 

-- tabes dorsalis 571, 628, 

75 3, Ftx. -}W 753 

- tenderness of spine 

with . . 

- of thorax in syringo- 

myelia 

- in transverse myelitis 

81, 177,' 530, 628 

- from tumour of tri- 

geminal nerve . . 866 

- ulnar, from cervical rib 545 

- from ulnar nerve divi- 

sion . . Ad,s. 5S1 1 749 

- (and see Analgesia ; and 

I’anvsthesia > 

Anaesthetic, acetonuna from 3 

- aspiration pneumonia 

after.. .. .. 323 

- Babinski’s sign under 88 

- coma from . . 88, 154 

- death from, lymphatism 

and . . . . 477 

- in diagnosing carci- 

noma of colon . . 162 

- - - stomach . . . . 342 

-- - cause of amenorrhoca 24 

- - hysteria . . . . 435 

- - hysterical contracture 178 

intussusception . . 101 

- -- meteorism . . . . 486 

- - pancreatic tumour. . 810 

- - periproctal abscess 874 

- phantom tumour 808, 84 3 


— erythema after 


275 


fumes, fainting due to 297 

- glycosuria after . . 332 

- glyeuronic acid after. . 332 

- hypothermia after . . 392 

- leprosy .. ..501 

- mitral regurgitation 

from . . . . 263 

- pain in tongue after . . 590 

- phantom tumour dis- 

appearing under . . 61 

- tinnitus due to . . 879 

- vomiting due to . . 928 
Anal canal, congenital 

narrowness of . . 166 

Analgesia from cerebellar 
artery thrombosis . . 76 

- cervical rib . . . . 142 

- cord lesions . . 760 

- deep . . . . . . 749 


Amlira araroba, derma- 
titis due to . . -.916 

Andrew (dark on arthri- 
tic h.Tinopi vs A . . 362 

Anemone nemorosa, der- 
matitis due to. . . . 915 

Aneurysm, abdominal, 
albuminuria from . . 9 

- - anarnua due to . . 814 

- - blanching due to . . 778 

- - breathlessness due to H14 
-- - carcinoma of stomach 

simulating A'lS-tAn '■ 846 

- - enlarged kidnev simu- 

lated by . . . . 778 

- - - spleen simulated 

bv . . . . 778 

- - epigastric tumour 

from .. ... 342 

- — expansile pulsation 

in 342, 413, 663 

- - luematemosis from 342 

- - hirmatomu from . . 778 

- - jaundice from .. 413 

- - leakage of . . . . 813 

- - muscular exertion 

and . . . . 342 

- - pain in abdomen due 

to 342, 41 3, 814 

- - — back from 342, 

538, 814 

- - - epigastrium from 538 

- — pulsatile tumour due 

to.. .. .. 538 

- - rarity of . . . . 813 

- - ruptured, peritonitis 

simulated by . . 736 

- - sex incidence of . . 813 

- - stiffness of back from 814 

- - stomach opened by 342 

- - syphilis and 342,413, 813 

- — systolic bruit over . . 413 

undue pulsation of ab- 
dominal aorta simu- 
lating . . 663 

- - vertebrae eroded by 814 

- — very rare in women 66 3 

- - X rays in diagnosing 5 38 
----- not showing . . 538 

- acute dyspnoea from.. 198 

- age incidence oi 241, 869 

- alcohol and . . . . 241 

- angina with . . . . 535 

pectoris from 534, 864 

- aortic, abdominal pain 

from . . . . 151 

- - account of . . . . 366 

- - blood peranum from 97 

- - bougie dangers from 240 

bronchus stenosed by 260 

bulging of chest wall 

by . . 210, 260 

, - - clubbed fingers from 142 
: - - colic simulated by. . 151 


Aneurysm, aortic, contd. 

- — cough from. . . . 186 

- - cyanosis of face from 260 

- - diastolic bruit from 260 

- - dullness over . . 260 

- - dysphagia f rom . . 240 

- - dyspnoea from . . 246 

- - ear in detecting . . 260 

- - enlarged mediastinal 

glands simulating 476 

- - first part, signs of . . 260 

- - heart enlarged from 268 

- — ^esophagus stenosed 

by ... 240 

- - pluenic nerve irri- 

tated by . . . . 186 

- - pulsation over . . 260 

- - pulses unequal from 260 

- - regurgitation due to 

260, 262 

- - shortness of breath 

from .114 

- - superior vena cava 

stenosed by . . 260 

- - systolic bt uit lrom.. 119 

- - systol, .-diastolic bruit 

lrom . . • ■ 260 

- - vagus nerve irritated 

b\ .. 186 

vamose veins on 

(.best from .. 260 

- - X i a vs m diagnosing 

ISP, 260, 476 

- arm wasting tiojn .. 82 

- arteriovenous . . . . 122 

--- bruit over . . . . 847 

exoplit halnros from 284 
- i »t ot bit . . 947 

■ - pulsation due to . . 947 

- asthma simulated by. . 65 3 

- ol axillarv arteiv . . 916 

- — -• arm veins dis- 

tended lrom . . 817 
. _ - from tungating 

endocarditis . . 817 

- - iniuri . . • ■ 817 

- - - pubes unequal in 817 

bad; bnlgt d bv . . 210 

blanching due to . . 5 34 

- bloated head, neck, ami 

arms 1 rom . . ..198 

- blood -pressure low in 372 

- bone eroded by . . 846 

- brachial plexus in- 

volved bv . . 92, 582 

- brussv cough from 

A is’. HA 198,605 

- bronchiectasis lrom 

3{>6, 367 

- bronchitis simulated by 700 

- bronc bus compressed by 

323, 365, .366, 367, 534 

- carotid, pupils unequal 

from . . 675 

- cerebral, cerebral hicm- 

orrhage due to .. 787 

- — convulsions lrom . . 184 

- - diabetes insipidus 

lrom . . 655 

-- - headache from 370, 371 

- - from infective endo- 

carditis . . . . 787 

- - rhythmic beating 

irom . . . . 371 

- - rushing noises from 371 

- cervical sympathetic 

affected by. . 240, 675 

- cirsoid . . 1 Ids. 657 > 847 

- clot m 321, 846 

- ol cteliac axis . . ..413 

- collapse due to . . 5 34 
-- compression myelitis 

from . . 628, 629 

- - purnplegia from . . 626 

- cough from 186, 187, 188 

- curvature clue to . . 869 

- of descending aorta, 

account of . . . . 240 

~ diastolic bruit from . . 122 

- dissecting, ubdominul 

pain from . . 151, 152 

- - colic simulated by 

151, 152 

- - collapse from . . 152 

- — tainting due to . . 297 

- - pain in chest from. . 530 

- - peritonitis simulated 

by .. 152,736 

- - terrible pain from. . 534 

- dullness due to . . 875 
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Aneurysm* canid. | 

- dysphugiu from . . 534 j 

- dyspnoea from 247, 250 | 

- ear In detecting pulsatlon846 

- eggshell crackling with 846 , 

- embolism lrom . . 321 j 

- eroding spine 5 629, 1 

K14, 869, 933 | 

- - - abdominal pain ! 

f rom . . ..151 

- - - colic simulated by 151 

- - - compression myc- : 

litis from . . 628 

- - pain in testis from 589 

- - - skiagram ( I'tg. 414) 5 34 

- expansile pulsation in 

210, 846, 869 

- of external iliac artery 

827, 832 

- extreme cyanosis from 198 

- fatal luematemesis lrom 337 

- femoral . • • ■ 825 

- - from infective endo- 

carditis . . 787 

- fibroid lung from . . 307 

- fusiform, X rays in 

diagnosing . . . . 262 

- gangrene 1 1 om 317, 321 

- - of lingers ltom . . 32 2 

- girdle pain lrom .. 5 14 

in groin . . 8 H> 

• luematemesis from 3 36, 342 

- iuenioptvsis from 4 3, 

187, 361, 362, 305 

- hard manual vv.uk and 

241, 305 

- hcadai he in . . 372 

- heart impulse displaced 37 3 

- of heart, rupture of .. 204 

- hrpatn artery, ascites 

horn . . 6b 

1 rom t. mboln.ni 6' 
lum’.itmg endo 
carditis 67 

- - piundice from 67, 

407, 413 

portal vein ob- 
structed bv 

- hoarseness tram 

- hystenu simulated 
•- of iliac artei v . . 

bruit ov 

* ■■ cxpansii' 


67 

,413 


413 


832 


564 

504 


729 


832 

504 


, 365 


61, 67 
. . 388 

by 5 31 
. . 829 
... 832 
.• pulsation 

in . . 564, 832 

-■ - - femoral pulse de- 

layed lrom 

- • pain m iliac fossa 

lrom 555, 558 
- thigh from 

- rectal examination 

m diagnosing 

- - sarcoma simulated 

bv 

- - - tumour due to . , 

- impaired note due to 

262 

- Indigestion simulated by 

396, 628 

- innominate, skiagram of 

i Dig. 4i> 1 535 

- insomnia due to . . 933 

- intercostal nerves irri- 

tated by . . 241, 534 

- - pain from .. 241, 531 

- - tenderness lrom . . 862 

- intracranial, bruit front 878 

- laryngeal paralysis lrom 606 

- leaking, fainting due 

to 297 

- - thirst due to . . 875 

- left luno-root obstructed 

by . . 241 

ventricle enlarged by 258 

- loss ot weight due to. . 93 3 

- lung compressed by. . 534 

- in males . . . . 629 

- malingering simulated 

by . . . 531, 572 

- mediastinal fibrosis 

simulating . . . . 198 

- - growth simulating 198,337 

- melama from. . . . 97 

- in men ol forty-five . . 606 

- muscle atrophy from. . 80 

- neoplasm simulated by 933 

- - simulating . . . . 535 

- (edema of arms from 

512, 514, 516 

- - face from .. 514, 516 

neck from . . 514, 516 


Aneurysm , canid. 

- (esophagus compressed 

bv . . .. 534,927 

- of orbit . . . . 285 

- orthopruca from . . 250 

- pain from . . . . 240 

in abdomen from . . 396 ! 

- - arm from . . 534, 546 

- - back from 365, 527, i 

528, 869 j 

- -- chest from 365, 5 30, 1 

634, 933 

- -- deltoid region lrom 582 

- - neck from . . . . 534 

- - shouldei lrom . . 580 

- - between shoulders 

from . . 566, 567 : 

- - in spine front 241, 871 

- palpitation lrom . . 595 

- paralysis of vocal cord 

horn 240, 388, 605 

- paraplegia from . . 629 

phrenic nerve coin- 

pressed bv . . . . 534 

- phthisis simulated by 365 

- pliv steal signs due to . . 241 

- pleurisy from.. .. 5 34 

- of popliteal artery 844, 

.1-ig. t>4'r, 845 

- — - bruit over . . 844 

-- - - expansile pulsa- 
tion in . . . . 844 

- - - from mlective en- 

docarditis . . 787 

- - - ligature of femoral 

artei \ lot . . 322 

- - - (edema of leg from 512 

- - - pain in leg with. . 844 

- - - pulse at ankle dim- 

inished with . . 844 

- - - sarcoma simulating 844 
- shrinking on com- 

priwne femoral 
arlerv . . . . 844 

-- - - vaiuosevem with 844 

- - - \ cm obstructed by 612 

- in prime of life . . 629 

- pulmonarv artery opened 

by . . ' . • • • 122 

- pulmonarv, luernoptv sis 

from . . . . 362 

- pulsatile tumour from 62° 

- pubes unequal vith210, 67 3 

- pupil dilated with .. 675 

- pupils unequal lrom 

240. 675 

- rules due to . . . . 365 

- K.l). lrom . . . . 80 

recurrent laryngeal 

nerve affected by . . 240 

- rib eroded by . . . . 5 34 

- rigidity of back from. . 566 

- ruptured into air-pas- 

sages . . 5 34 

- - blanching from . . 157 

- - into bowel . . . . 157 

- - bronchus 157, 361, 

362, 365 

- - conta from . . . . 154 

- - extreme blood loss 

from . . . . 154 

- - into heart . . . . 534 

, - - lung 361, ? 2, 365 

- - mediastinum . . 157 

- - oesophagus 157, 3 36, 

, 337, 534 

- - pericardium 157, 5 34 

- - peritoneum.. .. 5 34 

- - pleura . . . . 5 34 

- pulmonary vein .. 5 34 

- retroperitoneal tissues 157 

- - spinal cunal . . 5 34 

- — stomach .. 157,33b 

- - sudden death from 

157, 362 

- — into trachea 157, 361, 362 
j — severe venous obstruc- 
tion rare with . . 3 37 

1 — sex incidence 241, 535, 869 
; - skiagrams (I'D:. 214) 249, 

(7m.'. 21 9) 260 

- spinal caries simulated 

by .. v 629 

- spontaneous, in infective 

endocarditis . . 46 

- sternum eroded by 210, 534 

- stridor due to. . . . 799 

- subclavian, brachial 

neuritis simulated by 544 

- - clubbed fingers from 142 


Aneurysm , subclavian , contd. ' 

(edema of arm front 512 ; 

osteo-arthropaihy 

with . . . . 436 : 

- sudden death from . . 5 34 

- superior vena cava 

obstructed bv 
(1-ig. 21 S) 260, 514, 

516, 910, 911 

- opened bv 122, 

<1 ig. lVh 198 

- syphilis and 241, 365, 

535, 606, 629 

- systolic bruit over .. 122 

- tachycardia from . . 856 

- tenderness «■! spine 

front 868, 869, 871 

- thrill due to . . . 875 

- trachea compressed bv 

186, 188, 248, 534 

- 1 radical tugging from 240 

- transverse mvclitis from 

486, 626 

- two in same cast: 

<Ftg. 214 1 219 

- undue pulsation of 

aorta simulating . . 813 

- unilateral sweating of 

head lrom . . . . 803 

- unsuspected .. ..114 

-- vagus nerve compressed 

bv -- -• 5 34,856 

- varicose veins or. chest 

from ' lug. 218 < 260, 911 

- vein obstructed by, 

(edema lrom .. 511 

- vena cava seldom ob- 

structed bv . . . . 909 

- vertebra: eroded bv 534, 

629, °33 

- voice altered by .. 188 

- vomiting from .. 188 

- Wassermann reaction 

in . . 535, 629, 869 

- X ravs in diagnosing 

82, 114, 188. 241, 365, 

528, 5 55, 869 

- - - excluding . . 654 

Angelica, dermatitis from 915 
Angina aKloininalis, ab- 
dominal pain from 

151, 152, 39b 

- - account of . . . 152 

- - amvl nitrite and . . 396 

- - angina pectoris rela- 

ted to . . 152 

- - from atheromn of 

aorta 148, 151, 152, 

485, 538 

- - colic simulated bv 

151, 152 

- - diuretin and 39b, 538 

- - flatulence in 396, 538 

-- - gastric colic front . . 148 

- - hannatentesis in . . 396 

- — high blood-pressure 

and . . ..538 

1 - — laparotomy in . . 152 

i pain in epigastrium 

from . . . . 538 

: - — simulating perforated 

gastric ulcer . . 152 

i peritonitis . . 152 

; - - tenesmus in . . 5 38 

; - - therapeutic test of. . 396 

[ thickened arteries and 396 

: - - trinitrin and . . 396 

- - vasodilators and . . 396 
i - - vomiting in 152, 396 
i - Ludovici, account of.. 853 
i - - angioneurotic oedema 

simulating . . 853 
i - — asphyxiation in . . 853 

- - bacteriological exam- 

ination in diagnos- 
ing . . . . 515 

- - brawny swelling of 

neck in . . . . 197 

- — cervical glands affec- 

ted from . . 253 

- - cyanosis in . . 197 

dysphagia from . . 244 

- - dyspnoea in 197, 246, 853 
inability to open 

mouth in . . 884 

(edema of arms from 516 

face from 515, 516 

glottis in . . 853 

- - — neck from 515, 516 

operation for . . 853 


Angina Ludovici, contd. 

- - pain in car from . . 253 

- - ptyalism from . . 661 

- - pyrexia in . . . . 853 

- - rigor in . . . . 853 

- — from stomatitis 661, 853 

- - streptococci in . . 853 

- - stridor due to . . 799 

- - swelling of neck in . . 853 

- - - tongue from 244, 851 

- maligna . . 763 

- PECTORIS .. 51 

- -- account of . . . . 533 

- - in acute rheumatism 53 

from adherent peri- 
cardium . . . . 864 

- - age incidence of . . 5 33 

- - lrom alcoholic heart 18 

- - amyl nitrite in 396, 582 
lrom aneurysm 534, 

535, 864 

- — anger provoking . . 533 

- - angina abdonunalis 

allied to . . . . 152 

- - angor anirrii in . . 52 

-- - with aortic disease 

261, 654 

regurgitation 259, 

533, 864 

- - aortitis . . . . 864 

- -- arteriosclerosis 654, 864 

- — atheroma . . . . 654 

- — cardiospasm simu- 

lating . . . . 54 

-- - clamminess in . . 533 

- — from codec . . 533 

- - collapse in . . . . 533 

lrom coionary artery 

sclerosis . . 375, 864 

- - in diphtheria . . 53 

- - distribution of pain in 52 

- -- diuretin in . . . . 396 

-• - duration of. . . . 533 

- - eructation with . . 52 

- - excitement provoking 533 

- - exertion provoking 533 

- - lamtness in . . 533 

- - lrom la.ty heart . . 18 

libroid heart 18, 70, 264 

- - flatulence with 303, 

396, 533, 864 

- - gastric disturbance 

with . . . . 864 

- - with high blood- 

pressure 396, 654, 864 

- - indigestion and . . 396 

- - juvenile . . . . 237 

- - lrom myocardial 

change . . . . 18 

- — nausea in . . . . 52 

- - neurotic . . . . 53 3 

- - nitroglycerine in . . 582 

- - cesophageal spasm 

simulating . . 54 

- - pam in chest from. . 530 

- - - fingers in . . 533 

left arm in 152, 

39b. 533, 582, 654 

shoulder in 152, 654 

( - neck in . . . . 533 

- - — right arm in . . 533 

- - - shoulder fron . 533, 

579, 580, 582 

supraorbital region 

in .. .. 533 

- - pullor in . . . . 533 

- - in pneumonia . . 53 

- - polyuria in 52, 653, 654 

- - in pernicious ancemia 53 

- - precordial pain in 

152, 582, 654 
tenderness from . . 863 

- - in progeria.. .. 237 

pseudo- . . 533 

- — salivation in 52 

, — - sense of impending 

! death in . . 52, 533 

: - - sex incidence of . . 533 

- - no shortness of breath 

, in . . . . 52 

i - - from tea . . . . 533 

! therapeutic test of. . 396 

1 - - from tobacco 53, 533 

: trinitrin in . . . . 396 

' in typhoid fever . . 53 

urine pale and abun- 
dant in . . . . 533 

- - vasodilators and . . 396 

- - wind with . . . . 52 

- Vincent’s, account of 760 
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Angina, Vincent* s , contd. 

adenitis from . . 474 

- - bacteriology in dia- 

gnosing . . . . 760 

bleeding gums from 93 

factor of breath in 

113, 760, 899 

- - fusiform bacilli in.. 760 

illustrated (Fig. 599 ) 760 

- - organisms (Fig. 609) 779 

- - - in phthisis . . 187 

- - - sputum . . . . 187 

ulceration of car 

from . . . . 252 

- - ptyalism in. . . . 661 

resistant to treatment 760 

- — sore throat in 757, 760 

spirilla in . . . . 760 

- - stomatitis in . . 661 

- - tonsillitis due to . . 757 

- - ulceration in . . 760 

- - ~ of tongue in . . 899 

Angiokeratoma, tinger af- 
fected by . . . . 301 

Angioma of kidney, ha*m- 
aturia from . . 348, 351 

- - operation in diagnos- 

ing . . . •• 351 

- larynx, hiemoptysis 

from . . 361, 367 

- liver . . . . . 469 

- microscopical examina- 

tion in diagnosing. . 852 

- in nose, epistaxis from 273 

- tongue swollen from .. 852 

- of vocal cord, hoarse- 

ness trom . . . . 388 

- vulval swelling due to 853 
Angioneurosis, general 

oedema from . . . . 516 

Angioneurotic oedema, 
acute nepnritis simu- 
lated by 295. ( Fig. 407 > 51 3 
symptoms in . . 280 

- ~ a'bumiiiLiri.i with . . 16 

- - angina Ludovici simu- 

lated by . . . . 85 3 

- • aspirin simulating.. 824 

- -- asymmetrical .. 511 

- - backache in . . 280 

- - cheek aflectcd in . , 824 

- ■■■ diarrhiea tn . . 230 

- - effects of arsenic 

simulating . . 514 

- - electrical reactions m 726 
• - erysipelas simulated in280 

- eruhema in 276, 279, 280 

- - eyelid affected in 513, 824 

- - swollen from 

< Ftg. 407 ,'513 

- - face affected in . . 824 
-■ - familial incidence of 

280, 513, 85 3 

- - in Graves* disease . . 514 

- htemuglobinuria in 358 

- - hands affected by .. 513 

- - hoarseness m . . 388 

limb pains in . . 280 

fleeted in 513, 824 
use in . . . . 280 

.enema of eyes in . . 295 

eyelids in . . 660 

hands and arms in 515 

- - - larynx from . . 388 

- - - legs in . . . . 516 

- - ptosis in . . . . 660 

- - pvrexia in . . 280, 853 

- - rigor in . . . . 85 3 

- - of tongue 513, 851, 85 3 

- - tracheotomy in . . 853 

- - transitory attacks of 513 

- - urticaria simulating 824 

- - vomiting in . . 280 

Angiosarcoma of kidney 449 

- tongue 852 

Angle, tostophrenic, not 

obliterated by subphrenic 
abscess.. (Fig. HO) 133 

- - obscured, skiagram 

of .. (Fig. 305)575 

- epigastric, widened by ! 

ascites . . . . 59 

- - - emphysema . . 269 

Anglo - Indians, hypo- ; 

thermia in . . . . 392 

Angor ammi . . . . 52 

Angular curvature of spine 193 

- gyrus, alexia from lesion 

of 771 1 


110 

110 

27 

27 

no 

54 


visual word centre in 770 


I Anidrosis in belladonna 
! poisoning . . • • ”03 

j - eczema . . • • “03 

i - ichthyosis . . • • 803 

! - malnutrition . . • . ”03 ; 

i - psoriasis . . • • ”03 

! - sclerodermia . . • • ”03 , 

Aniline derivatives, met- 
’ htemoglobinaemia from 20*. 

* - dyes, bullx from . . 12 3 : 

dermatitis from 124, 91 / 

: erythema due to . . 275 

- - vesicles from • • 124 
Animal inoculation in dia- 
gnosing spirochrctosis 

420,693 

tubercle 65,1 35.831 

- - with pleuritic fluid 1 35 

- - urine in diagnosing 

renal tuberculosis 719 

X rays and . . 65, 1 35 

Animals, fuvus from . . 309 

- trypanosomes in . . 37 

Anisocytosis in exhaus- 
tion disease 

- from diet deficiency . . 

- in pernicious amentia . . 

- severe anaemia 

- war ( edema 
ANKLE-CLONUS 

- in amvotrophic lateral 

sclerosis .. SO, 6 30 

- Brown- Sequard para- 

lysis . . /'i s \ 60S 

- centre tur . / 

• in cerebellar af 

- - tumour 

- from e old 

- in disseminated sclero- 

sis . . . . 3^5. 0 30 

- extensor plantar rcilex 

with .. •• 54 

-- fictitious . . . . 174 

- in hemiplegia.. 381 

- infantile diplegia ■ 622 

- knee- wrk mei t'.neJ with 84 

- mode of eliciting .. 6 4 

- from new growth ol 

spine .. .. 869 

- with par iIvms of arm . . 61* 

- in paraplegia . . 62 3. 027 

- primar, i.uei al sclerosis 6 3 1 

- pyramidal tract le-uons ”4 

- spa- 'ie paraplegia . . 81 

- transverse rmelms .. 81 

Ankle-ierks. diminislted, in 

intermittent claudica- 
tion 512 

- - sciatica . . . . 539 

- exaggerated, in hy. teria 6'd8 

- - spastic paralysis . . 607 

- — syringomyelia . . 619 

- lost, m intermittent 

claudication . . 542 

- - multiple neuritis .. 541 

- - sciatica . . . . 5 39 

- - tabes dorsalis 387, 

541, 571, 627 

- uneciual in hemiplegia 381 
Ankle-joint < see Joint I 
Ankles, attitude in tetany 2 

- large, in rickets 

• F,y. 192 232 

- <edema of Ace Oidemai 

- puffin ess of, in acme 

nephritis . . . . 57 

- pulpy . . . . . . 457 

Ankylosis of erico-ary- 

tenoid joint, hoarseness 
from . . . . . . 388 

- from gonorrhoeal arth- 

ritis . . . . 179, 425 

- of joint from rheu- 

matism . . . . 179 

- — rheumatoid arthritis 179 

- - spondylitis defor- 

mans . . . . 179 

- - tuberculosis . . 179 

- shoulder, paralysis sim- 

ulated by . . . . 612 

Ankylostomiasis.. ..103 

- albuminuria from . . 16 

- anaemia from 44, 514, 

515, 635 

- anasarca in .. 514, 635 

- asthenia from . . 10 3, 635 

- blood per anum from 97,102 

- - in stools from . . 103 

- Bright’s disease simu- 

lated by . . . . 514 


Ankylostomiasis , contd. 

- cachexia trom.. • • l*-“ 

- carbon tetrachloride tor 

10 3, 635 

- colour index high in 

36, 10 3, 6 35 
in Cornish lead-mines 10 3 


delirium in 


12 


ol duodenum \Fig. 497 635 

- eosinoplulia in 10 3, 

27 2. 514, 6 35 

- fainting from • • ■ ■ 297 

- general u-dema trom. . 5 16 

- geographical distribu- 

lion ot 103, 6 35 

- no leucocvtosis in .. 6 35 

niehvna trom . . - 6 35 

- mode ot spread of . • 6 35 

- icdctna i f legs trom 

415, 517, 635 

- ova in stools trotn 514, 6 35 

- pernicious amentia sim- 

ulated hv 36, 10 3, 6 35 

- in St. t joilurd tunnel 

w orkers 10 3 

severe amcmiu t rom ; 8, 10 3 

- shortness ot breath 

trom .. .-635 

- skin boih Itom 6 '4 

- thvmol lot 1 0 3, t> 35 

Ankylostomum ritioripnalc 635 

- - ,.v.i ot l-; y. OS. 90 10 3 

\nnuiar p>ori.i-is ■ • 

'.loicm.i m glaucoma 288 

philodci m • 60 1 

\nndc . • - 7 2 4 

-\in'p!ithalm' »s, ciigemt d T'4 
\iiorexi.i t lorn Kn u ■' mi ia ” i 
WIMII»'II)J«1 Colon ., In'. 

- - statiudl • • '40 

m derm uomyi’-uns . . 

i i otu lie pain. jI'hi ■ ■ . ■ 4n4 

- in in’IiKii/a . . ■ cuj 

- nervosa . 58. 934 

- - ice r.n idem e > ’t . . lJ ' 4 

amen- rtlncw in . . 2 3 

.ipjn : Ui absent ;n t) ' 3 
, ar e m . 'Ilia ot Mom.se h 
• ttnulaiiMC . . 4(2 

general w a . I tn .• in . 78 

- - 1. 1 '--, i .J wen'li! in ° '4 

- - mu-eulai at r oj mt. :n 78 

- - m p\ rex ui m • ■ " ' ♦ 

■•e>. UK leie'IK C o* u 3 i 

- tuberi uloep. miiiii- 

lateel I- . ■ ..0 34 

- - Weir - Mite liell treat- 

ment ui . . . - u 34 

- in polvmyo- i 1 1 '• . . 5 U 5 

- pM iid'i- ir ichniosPi .. 5 69 

- from serum . . 6"7 

- m tlllu l'etilo.lS . . 58 

- typhoid fewer . . . . 784 

and see Appetite, 

Loss ,,i 

Anosmia, causes of . 756 

A nosteoplasia 2 32, 233 

Ants, diabetic urine at- 
tracting . . . . 5 34 

Anie-partum haemorrhage , 
metrostaxis trom . . 489 

Anterior chamber ol eye 
< see I've i 

- cornual cell degenera- 

tion in amvotrophic 
lateral sclerosis .. 619 

- _ -. „ general paralysis 

Mimilating . . 78 

------ muscular atro- 
phy trom . . 80 

- - - - in peroneal atro- 

phy . . . . 624 

- - - - progressive mus- 

cular atrophy 80 

- — - - reaction of de- 

generation from 80 

- — - - in syringomyelia 81 

- - - - tabes dorsalis 

simulating . . 78 

- - - — in 'Tooth’s pero- 

neal atrophy 79 

- — - — from transverse 

myeliiis . . 81 

- — — - tumour of cord 80 

______ meninges . . 80 

- crural nerve (see Nerve) 

- - neuralgia . . 540 

- cruritls . . 540 

- jugular vein, enlarged 

thyroid compressing 877 


Anterior , contd. 

- polar cataract due to 

corneal ulcer . . 890 

ophthalmia neo- 
natorum . . 922 

- poliomyelitis, acute (see 

Poliomyelitis) 

- thoracic nerve, distri- 

bution of .615 

origin of . . . . 615 

- ubial muscles, affected 

m iniannle paralysis 145 
- - - Tooth’s paralysis 146 

- - nerve, distribution ot 

l ig. 748 
Anthelmintic .. ,.103 

- idi bon tetrachloride as 635 

- m diagnosing worms. . 58 

- drugs m diagnosis . . 272 

- t hvmol as an . . . . 6 35 

Ant Imu oms . . . . >t> 3 

Anthrax h.n il It . . . 824 

bacteriologw.il exam- 
ination in diagnosing 515 
■ 1 ri >m call !c ..683 

- I'.mgi cue J rom 317 

- h.e n i a i c me " is m 3 38, 

MO, 345 

iio in hmurwi m . . 388 

ha m- >t i luce ui 345 

• h.cin>M r!,agw erosion' m 340 

- porn fud. • 68 3, 

u: h >rc t-. nr histones <824 


n, to-., -'pc 

dem > hi 


tliaenos 824 
3(8. 5 16, 8 24 


v.ab u. . . 824 

st pi u a n k 3 <8 

iiku >■' in 1 l-> ir . . 8^5 
uk ( i a! i\ c c.r i r . r i ■ trom 3 hs 
\ ,u uua Simula'. me . 824 


U' d 
i’n- 


s 2 


). Li in.' nan 1 


0 1 
82 1 


v -.ui,', vier • 

m il in vl ai : o 1 5, 1 6 

\nl tornui. :n examining 
i or turn • tie bad in 562. 78U 
Aniil aim. ia t ’• arioso, from 

/ to. /(.; L>7 

Am imi'iiiugo. k t .d .crcin 
m tin mugrli , 7i'l . 7 3 3 

\t.i imomuiettcd b v J n igen, 
h.emoeloiunuria Iron: ->57 
- 'auudue due to 408. 421 

poisoiune in bai- 

1< toll- tiik i s . . 4 21 

- - - 14 - . >d tiestrm. tn ui 

in ,,421 

- - - trom impure hv- 

droivn 421 

Annin. >n\ . br.niv pna.,1 

I rom ..110 

eh< •hernia 1 rom 213 

- coin due to . . 148. 525 

- coma from . . .110 

- delirium from 212, 213 

-- diarrhiea trom . . ..217 

- gastritis trom . . 338 

- hiematcmcsis from 336, 3 38 

- intestinal catarrh from 217 

- ptyalism from . . 661 

- rash due to . . . . 917 

- stupor from 110 

- tartrate, pustular derma- 

titis irorn i Fig. ',41 > 686 

- tremor due to 881, 882 
Antipyrm. bulla: from .. 123 

- erythema from . . 275 

- purpura due to . . 676 

- tinnitus due to . . 879 

- wheals due to. . . . 935 

Antitoxic sera (see Scrimp 
Antrum ol Highmore, 

abscess ot i sec Abscess) 

- - endothelioma of . . 837 

- - -- foul breath from . . 113 

- - exploring syringe in 

diagnosing . . 567 

- — growth in, abscess 

simulated by . . 567 

- — - headache Irorn . . 370 

- - infection, cacogeusiia 

j due to . . . . 860 

■ - - - foul breath from . . 113 

j - - - ha-moptysis simu- 
lated bv . . 359 

I - - - headache trom . . 370 



ANTRUM OF HIGHMORE 
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APOMORPHINE 


Antrum Highmore infec contd. 

- - - pus from nose due 

to . . 225, 567 

- - - skiagram in dia- 

gnosing . . 567 

- - - suppurutivc menin- 

gitis from . . 732 

- - - transillumination in 

diagnosing • ■ 567 

- - puncture of . . 837 

- - sarcoma of . . . . 837 

- - tenderness over . . 567 

- transillumination of 

(l-rn. / W) 226 

ANURIA • 54 

- from abdominal tumour 55 

aching in loins with . . 55 

- in acuu* nephritis 12, 55, 57 

- ascending nephritis . . 55 

brown tongue with . . 57 

calculous, account of . . 56 

lrom calculus ot kidney 55 

ureter .. -.55 

c aniharides . . 55 

carcinoma of bladder 55,56 
uterus . . 55, 56 

catheterization 58, 462 

cholera .... 55, 58 

in chronic nephiitis . . 57 

1 1 v 'til collapse., 
coma trom 
uuivu! non*, in 

CVMoscope ill., 
death hom .. 

Jetiiniion v 1 

dihnum i r. an . 

■ with 55, 
■aio 


drn 
hom etc 
civ pine. i 
m 1 e \ e r s 
from hbr 
giddm. •••••. 


55 

55, 57 
55, 57 
. . 56 

. . 55 

. . 4 1 »2 

65 

6 ft 

65 
57 
67 


65, 


great 


rcM,< 


Olll 

sue-. 


head.u be with 
1 1 , Hie 1 1 cs uli 

1 run i 1 c. vi et ia . 
:nmr\ . . 
at lei 
inti ; 


w i t h 
66 


fro 


: tarda 


, knine 



53, 

37 

lead 

55, 

57 

list of causes of 


55 

lov. ' : ..ppeiue w ith 

55. 

5 6 

• '.phUKtri control 

m 

57 

m.tlitU'i. r<-r - miniating 

53 

lrom tner, m \ 

56, 

5 7 

mu-'cuiai lunching-, 



wn h . . 

55, 

37 

obstructive, account 

of 

55 

■alter operations 

55. 

57 

trom o\ arian caicino: 

ma 

3? 

oxalic .n id 


35 

pam alone meter with 

36 

lrom pe!\ ic mmour 

55, 

57 

perinea! lnimy 


55 

phosphorus . . 

55, 

57 

P'le opeiaiion . . 


55 

poisoning . . 

55, 

57 

pohcvaic disease 

55, 

57 

polyuria preceding 


57 

from prostatectomy 

55, 

58 

pulse-rate increased with 57 

pupils small ltom 


55 

reflex . . 


55 

retention of untie dis- 


tinct from . . 

54, 

492 


skiagrams in . . . . 56 

lrom sudden emptying 
ol overlull bladder 55 
suppurative pyclo- 

nepht itts . . . . 57 

- - p\ lephlcbitis .. 55 

tolerant nltase of . . 56 

- from tuberculosis of 

kidneys . . 55, 57 

- turpentine . . 55, 67 

- urcemla with 55, 56, 67 

- from urethrotomy . . 58 

- vomiting with . . .. 55 

- from yellow lever 55, 58 

Anus, absence ot . . 728 

blood from (.see Blood 
per A nu m) 

condyloma of. . 498, 854 

- epithelioma of, groin 

glands enlarged lrom 

476, 8 30 

- - latent . . . . 830 


Anus, contd. 

- fissure of (see Fissure) 

-- fistula of, aching in per- 
ineum from. . . . 579 

blood from . . . . 96 

- foreign body in, blood 

from . . 96 

- lymphatic drainage of 830 

- operation on, bactcri- 

uria after . . 90 

- papules ol, in syphilis 499 

- pigmentation ol, in 

Addison’s disease . . 643 

- prolapse of (see Prolapse; 

- pruritus of ( see Itching) 

- retraction of, defalca- 

tion and . . . . 164 

- sensory ccntte for 

■1-IK.4S5) 631 

- sphincter of, achalasia of 163 

- - in Hirschsprung's 

disease . . . . 163 

- - nerve-supplv of 

• l-ig.47h 611 

- tuberculous ulceration of 101 
-- ulceration ol, pain m 

rectum 1 rum . . 727 
- spasm id sphincter 

an; 1 r>»m . . . 166 

AnxieU . diabete- lrom.. Ml 
taundice In >m . . . . 422 

In . d u eight due to . . 9 M 
nightmare- ti,.m . . 499 
• .hi up. neurosis 

1 1 oin ..189 

-- turn:' u - and . . . . 878 

AORTA. ABDOMINAL. UN 
DUE PULSATION OF 

Hold, 813, 846 

- - - - aneurysm anti 

813. 846 

■ ■ - - in blio bruin 


5 "5 , 66 
. . 65 

i unu nt.nion 68 
_iit, 1 1 oin cal • 

. . 56 


head 


W I 

■m V III l 


.'man v-m 
at hen mia . d . 
roarctation of 
dilalati"U i'b 
bruit from . . 
disscc ting .nu niv ,m ot 
see Am m e m, 1 )is- 
si'i nng 

ej’it ■'.elioui,i "1 irso- 
ph. igu , opening . . 

t ot cup i hod\ opening 


\tlieri 'ina ■ 

. 262 

Vs h die 


i )7 


260 

261 


- ir.uli.r imi grow ill 

opening . . ’ 36, < 17 

nerve relations of 5 n, 863 
pulmon.iry arteiv aris- 
ing Iri in . . . - 196 

-- site ot hi! urc.U’un ot . . 813 

- syphili . is, pam m arm 

lrom . . 546 

Ai*rtic bruit (see Bruit' 
disease, account of 258-262 

- - from acute rheuma- 

tism 259. 261, 26 3 
age incidence ot 25 l h 261 
from alcohol 260. 2t)l 

amnn'.a with 45 

— angina pectoris with 

261, 654 

- - in athletes . . . . 261 

- - bellows murmur of 117 

- - capillary pulsation 

horn . . 263 

- - caidiac dullness in- 

creased to left in 259 
----- impulse displaced 

m .. 259,371 

causes of . . 260 

- - cerebral embolism 

f rom . . . . 170 

- - from chorea 260, 261 

- - congenital malforma- 

tion . . . . 260 

diastolic bruit from 

259, 261, 263 
thrill with . . 259 

- - dilatation ot left ven- 

j triclc from . . 263 

: - -- dyspnoea lrom . . 246 

j from endocarditis 260, 

I 261, 263 

- - fibrosis . . . . 260 

i Flint’s bruit with . . 259 

! from hard work . . 263 


Aortic disease, contd. 

heart failure from 

246, 268 

from infective endo- 
carditis . . . . 260 

left ventricle hyper- 
trophied with 263, 374 

- - mitral disease with 261 

- - - regurgitation from 

246, 262, 263 

- — nutmeg liver from. . 463 

- - from occupation . . 261 
- -- pain in shoulder from 580 

- - pericarditis simula- 

ting . . ..117 

physical signs of 

- - precordial bulgir 

lrom 

- — pulsations due to 

- - rheumatic . . 

- - from rupture of 

segment . . 

- - after scarlet fever 

- - from sclerosis 

- - sex incidence of 

- - splashing pulse from 26 3 

- - from strain.. 260, 261 

- syphilis 45, 259. 260, 

261, 263 

- systolic bruit from 

259, 261, 263 

- - - thrill with . . 259 

- - a fie i tonsillitis . . 261 

- knuckle ( F'n,’. 435 1 535 

regurgitation, account of 259 

- - age incidence of . . 17 

- - limn aneurysm 260, 262 

- - angina pectoris from 

259, 5 3 3, 864 

- - ascites from . . 62 

- - lrom atheroma . . 120 

- - hiood-pressures in . . 105 

- - bruit of . . 120. 121 

- - - brought out bv 

exertion m . . 595 

- with' iut bruit . . 595 

- capillary pulsation in 259 

collapsing pulse n 

269 

ill istoiii. bruit 
269 , 

- - - in mural 

from 

thrill in . . 

- - dizziness m . . 

- - d\ spmta in . . 

- - from endocardial ul- 

ceration 

- - faintness m . . 

- nbroid heart and . . 

• lot cible pulsations in 259 

luemoptvsis m .. 36 3 

headache m . . 259 

- - heart failure from. . 62 

- - - hypertrophy from 2 

- - highly pulsatile ar- 

teries with . . 504 

- - insomnia from . . 404 

- - irregular heart from 259 

- - left ventricle enlarged 

lrom .. ..258 

- - mitral regurgitation 

from . . ..363 

- - - stenosis with . . ll u 

- -- noises in head from 504 

- irJcma ol legs in . . 259 

- pain in back lrom . . 533 

- - - left arm in 259, 533 

- - - shoulder in . . 259 

- - pallor in . . . . 259 

- - palpitation lrom 259, 594 j 

- — pericardial friction 

simulating . . 120 

- - precordial pain from 

259, 533 

- - presystolic bruit and 119 j 

- - prolonged first sound 

with .. 2 

- - pulmonary regurgita- 

tion distinguished 
f ront . . . . 269 

- - - - simulated by.. 121 

- — -■ simulating . . 120 j 

- - pulsating shock in. . 404 ' 

- - pulsations pronounced i 

in.. .. -.269 

i — — from rheumatism 119,120 
i - - splashing pulse in . . 259 
| - - syphilis and 17, 62, 120 ; 
j - - throbbing in . . 259 1 


[ Aortic regurgitation, contd. 

tinnitus due to . . 879 

undue pulsations in 

662, 846 

i vertigo from . . 504 

! - - water- hammer pulse 

with . . 259, 875 

- stenosis, anacrotic pulse 

1 in 259 

; ascites from . . 62 

I - - haemoptysis in . . 363 

- - heart failure from. . 62 

' hypertrophy from 2 

- - left ventricle en- 
larged from . . 258 


. . 259 

- - mitral regurgitation 


g 

from 

363 

. 259 

- - palpitation from 

594 

. . 26 3 

- - prolonged first sound 


. . 45 

with 

2 

a 

- - pulse slow in 

259 

. . 260 

— - rarity of 

258 

. . 261 

- - sphygmograph in . . 

259 


w uli 
, 504, 
a rev 


595 

875 

119 
875 
259 
259 

120 

259 

70 


systolic bruit in 1 19, 

259, 260 
thrill due to 259,260, 875 

- valve, calcareous, loud 

second sound from 1 
- rupture of 123, 260, 261 

- - - lainung due to . . 297 
\ortnis, angina pectoris 

horn 864 

pan. in chest from 530, 533 
spine ltom.. .. 871 

- rheiimal ic . . . . 533 

syphilitic .. .. 533 

tenderness of spine 

tn.m . . 871 

\p..’s hand in dementia 
pieces, .. ..141 

- - progressive muscular 

ati ophy 1 !',\\ IJil 141 

- - syringomyelia . . 142 

pc rient chrvsophanic 
acid m. . . - - 904 

constipation lr*un . . 1 60 

mild, intestinal consti- 
pation relieved by.. 159 

puik mine after . . 904 

:en->iPihty ol bowel 
cief.c nnt t rom . . 160 

Apex beat see Heart Im- 
pulse '■ 

Aphasia, account of . 770 

- Broca's area and 381, 772 

- from cerebral abscess 772 

- - emboh.-m . . . . 772 

- - haemorrhage . . 772 

- - syphilis . . . . 184 

- - thrombosis . . . . 772 

- - tumour . . . . 772 

- definition of . . . . 770 

- m disseminated scle- 

rosis 185 

- dysarthria distinct from 381 

- in epilepsy . . . . 772 

- genera! paralysis . . 770 

- hemiplegia and 381, 772 

- mental changes with.. 770 

- middle cerebral artery 

and 771 

- in nngrumc . . . . 772 

- motor . . . . 772 

- sensory . . 770, 772 

- transient, without ob- 

vious cause . . . . 772 

- from vascular brain 

lesions . . . . 771 

Aphonia in botulism . . 243 

- functional . . 606, 774 

- globus hv.xtericus with 606 

- hysterical 242, 570, 799 

- from laryngeal paralysis 774 
Aphrodisiac drugs . . 657 
Aphthous stomatitis 95, 898 
bleeding gums from 93 

- — ptyahsm trom . . 661 
Apical infections of teeth, 

X rays in diagnosing. . 113 

- mottling of lung in 

phthisis .. .. 134 

Apia:- lie anarmia isec 
Anaemia, Aplastic > 

- myclremin, purpura in 676 

Apiuea in Biot’s breath- 
ing .. .. ..139 

- Cheync-Stokes breath- 

ing . . . . . . 138 

Apomorphinc, vomiting 
caused by . . . . 928 



APOPLECTIFORM 
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ARM, PARESTHESIA IN 


Apoplectiform Meniere’s 
disease , . . 208 

Apoplexy, arteries thick- 
ened with . . . . 298 

- asymmetry of reflexes 

after .. ..298 

- ataxy after . . . 76 

- blood - pressure high 

with .. ... 298 

- from cerebral embolism 184 

hemorrhage 15, 184 

thrombosis . . . . 184 

- coma in . . ..181 

- convulsions in 181, 184 

- dizziness before . . 184 

- epilepsy simulating . . 185 

- epileptiform . . . . 184 

- family history in dia- 

gnosing . . • • 298 

- headacWe before ..184 

- hemianaesthesia with. . 753 

- from high blood-pres- 

sure. . . . . . 106 

- short thick neck and . . 208 

- simulated by Stokes- 

Adams’ disease . . 183 

- slight, fainting simu- 

lated by . . • . 298 

- tingling before . . 184 

- weakness before - . 184 

- (and see Haemorrhage, 

Cerebral) 

Appendicitis, abdominal 
movement diminished in828 

- - rigidity from . . 735 

- - tumour due to 812, 828 

- abscess irom 724, 812, 828 

- account of . ■ - 558 

- actinomycosis of cae- 

cum simulating . . 56? 

- adhesions lrom lo3,167, 562 

- albumosuria with .. 21 

- bacilluria simulating 

153, 559 

- bauds from . . . . 167 

- bladder irritated bv . - 148 

- carcinoma oi ctecum 

simulating .. 562, 814 

- catamenia simulating 814 

- choice vsims simulated 

bv ' , 554 

- chronic, acute nephritis 

from . . • • 11 

- - coli bacilluria rimu- 

lating . . . . 697 

- -- colic from . . . . 148 

- - hunger pain from.. 396 

- - ill health, lrom . . 697 

- - indigestion simulated 

bv .. .. 396 

notes on . . . 697 

- - resistance in iliac 

fossa due to . . 697 

- - tuberculous iliac- 

glands simulating 697 

- - - peritonitis simula- 

ting . . . . 706 

- constipation in 812, 828 

" i t sim . . . . 187 

. ;;..;>liragmatic pleurisy 
simulating . . . . 532 

- diarrhnea from .. 216 

- Diell’s crises simulating 814 

- distention of colon 

simulating . . . . 560 

- duodenal ulcer simu- 

lated by . . . . 554 

- dysmenorrhoea simu- 

lated by ... ..239 

~ ectopic testis simulating 

589, 832 

- effects of injury simu- 

lating . . . . 561 

- emboli of lung from. . 137 

- empyema from 1 33, 1 34, 137 

- erosions of stomach in 347 

- faecal vomiting due to 930 

-- fell p>er rectum . . 828 

- fullness in right iliac 

fossa from . . . . 558 

- gangrenous, general 

peritonitis lrom . . 149 

- - laparotomy for 149, 536 

- - pain m epigastrium 

from . . . . 536 

- - simulating colic .. 149 

- gas in colon simulating 560 

- gas-containing abscess 

from . . . . 646 

- ha: mat emesis from . . 347 


Appendicitis , contd. 

- hamaturia from 348, 

356 9 724 

- hunger pain from . . 554 

- increased frequency of 

micturition from 151, 

491, 724, 828 

- indicanuria in. . •• 554 

- inflamed glands simu- 

lating 561, 562 

ovary simulating . . 814 

tube simulating .. 814 

- intussusception simu- 

huing . ■ , • • 629 

- Lane's kink simulating 561 

- left-sided pain from . . 556 

i - leucocvtosis in . - 828 

! - local rigidity over . . 558 

- malignant disease simu- 

I lated by .. ..812 

! - misdiagnosed . . . • 558 

I - movable kidney simu- 
I luting .. 564,814 

| - necrosis of rectus ab- 
\ dommis muscle in . . 561 

simulating . . 736 

- notes on . • 828 

I - obstruction after . . 167 
; - operation in . . . • 558 

I - - in diagnosing •• 554 
I - osteo-arthritis (4 spine 

1 simulating . . . - 565 

- ovarian neuralgia sim- 

; ulating ♦ 814 

I — ovaritis simulating . • 829 
i - pain in epigastrium in 558 
left iliac fossa from 555 

- - at menstrual period 

due to . . • . 829 


- - over 

- — in pelvis due to 

- - penis from 

- - right iliac tossa due 

to <56, 557, 55b. 

- - shoulder from 

- - testis from 

- pelvic adhesions alter 


- - pain after 

- - tumour from 

- perinephric absces lroi 

4 38. 

- peritonitis from 151, 16! 

- perityphlitis simulating 

- pleural effusion lrom 

i 33 

- pleurisy from. . . . 1 37 

- - simulating . . . . 565 

- in plumbism . . . . 151 

- pneumaturia due to . . 646 

- pneumonia simulating 565 

- portal thrombosis from 67 

- with pregnancy . . 843 

- psoas abscess simula- 

ting 565 

- pulse rapid in 558, 724, 828 

- pylephlebitis from . . 408 

- pyosalpinx simulating 558 

- pyrexia in 356, 558, 828 

- pyuria due to. . . . 724 

- rectal examination in 

151, 356, 558, 814 

- renal colic simulating 554 

enlargement simu- 
lated by . . . . 439 

- rheumatoid arthritis of 

spine simulating . . 565 

- right leg drawn up in 828 

- right-sided abdominal 

rigidity from . . 724 

- rigidity in right iliac 

fossa due to . . 828 

- rigors from . . . . 724 

- rupture of rectus abdo- 

minis muscle simu 
lating 

- sarcoma of circum 

simulating . . 

- sex incidence of 

- spastic colon simulating 161 

- spinal caries simulating 565 

- spondylitis deformans 

I simulating . . . . 565 

i — stercoral ulcer of caecum 
! simulating . . . . 564 

j - stitch simulating . . 560 
: - subdiaphragmatic abscess 
; from 133, 137, 555, 807 
I - - peritonitis from . . 583 


j Appendicitis , contd. 

I - superficial circumflex 
; iliac vein congested 

i over 

! - suppuruting ovarian 
1 cyst simulating 

- suppurative nephritis 

simulating . 

I - — periostitis ot ilium 
simulating 

- - pylephlebitis from 

415,696, 

- swelling in iliac lossu 

from ... 4 39, 

- in tabes dorsalis 

- tender swelling in 
1 - tenderness over 554, 

558, 812, 828 
1 - tongue coaled m 558, 828 

- trench fever simulating 710 

- tuberculous caecum 

simulating . . 562, 82b 

! glands simulating 

563, 712. 828 
kidney simulating . . 564 

- tumour in right iliac 

toss a from . . . . 724 


559 
84 < 


Appetite , loss of* contd. 

in lardaccous disease 57 

- - leukaemia . . . . 34 


558 

- - melancholia 

58 


phthisis 

362 

558 

rheumatoid arthritis 

47 


w ith suppurative pye- 


736 

lonephritis 

57 


- - in tuberculosis 

58 

558 

- - - of kidney 

57 


- - unemit! 55, 56, 

396 

738 

- - \und see Anorexia' 



- perverted 

58 

828 

- - in pica 

128 

161 

- voracious, from worms 

63 3 

558 

Apple- jelly nodules m 



sint- 


- twisted ovarian 

ulating 

- pedicle simulating 

- typhoid lever simula- 

ting 

- ulceration ot bladder 

due to 

- undue pulsation <4 ab- 

dominal aorta simu- 
lating . . 1 

- ureteral calculus simu- 

lated bv ; 

- - - simulating 3*t 559.' 


56 4 
724 


812 

- ureteritis simulating . 

559 

- pigmc 

57 ' 

- urine culiur 

e bel'o 

c dl.l 


- trm 

579 

gnosing s» 

line case 1 of 

153 

- Ill Sll 


- vaginal exainuiatn 

*n m 


A ns. nm 

82s 



8 1 , 

8 1 4 

m.i’.iti 

58 ■ 

- vesical cohc 

fr.-ru 


14* 

Arm. a* 

589 

- \ limiting in 

558, 

8 12, 


pair et 

57 ; 


828, 

928. 

9 30 

- - - c 

560 

Appcndu ostomv in 

d V • 



57 3 

enterv 



99 

a ?Triii 

724 

Arpendicuiar 

ibsccs 

see 


east 


Abscess 




- ana's* 

697 

adhesions, c 

>!ie fn 

T! 

148 

«es i ] 

5,7 <4 

- -- pain in 

iliac. 

lossa 


- unalgt 

564 

from 



558 

dor 


- colic • see C. 

<hc 



- ataxic 

, 137 

- concretion. 

in teric calc 

u- 

ata> 


lupus 2 25, 600, 68 3, 

74 3, 891, 892, 895 
Applications, dermatitis 
due to . 915, 917 

Aqueous humour, opaci- 
ties in . . y 2, 924 

- turbid, in iritis . . 287 
Arai hnoid hamorrhage, 

convulsions lrom 183 

Arab.. spniosa, dermatitis 

due n> 915 

Aran Ihicher.ne rvpe ot 
atuvo! t opine iater.il 

sclerous .619 

Arbor vii.r, dermatitis 

due to 916 

Aloe senth" in oM age . . 387 

A re- 4a m ct t hvma 74 3 

- srsuiid.it \ . Irom preg- 

n.m, % . . 529 

Argvl! kooerison pupil 
i see I’up:! 

Argv; i.i 

- fanes in 
pigmental 

troin siiv er nitrate . . 295 

rkets . . 295 

Hum. dor- 

915 


. . 645 
295 

1 , 295 


t" 


.. 561 


814 

554 


Ills simulated by 442, 44 3 

- dyspepsia . . 400 

- - heartburn from . . 376 

- glands, calcareous, colic 

lrom . . . 148 

-- - inflamed, colic troni 148 

- veins, thrombosis ol, 

colic from . . ..148 

Appendix vermilormis 

actinomycosis <4 . . 828 

adherent to bladder 724 

- - - Fallopian tube . . 829 

- - - ovary . . . . 829 

below' pelvic brim .. 72 3 

- - concretion in, colic 

from . . . . 148 

- — felt per rectum . . 729 

- - foreign body in, 

colic from . . 148 

- - gaseous abscess by. . 254 

- - in hernia . . . . 834 

- - lesions of, pain in 

bark from . . 528 

- - transposition of . . 556 
APPETITE, ABNORMAL 58 

- excessive, in diabetes 334 

- Increased, causes of . . 58 

- loss of, in acute yellow 

atrophy . . 345, 416 

- - from aeroplane var- 

nish . . . . 416 

anorexia nervosa 58, 934 

in unuria . . 55, 56, 57 

- - from carcinoma of 

stomach . . 58, .397 

in catarrhal jaundice 

345, 411 

causes of . . 58 

in cirrhosis of liver 67 

- - delusions and . . 58 

in erythema scarla- 

tiniforme . . 281 

insanity . . . . 58 


ion ot. im- 
paired. from arihuu • . 617 
nc unifies ncivc 
put .tb'-:" ■ • 617 

iitTei led It: 1 Otic'' dt*>- 

.169 

•4 see An 


. . 753 
ataxic, m Friedreich's 

. . 624 

tlu-tosis of . . . . 604 

- atrophic palsy ot, in syr- 

ingomyelia .bie. 75 3 

- attitude in leum . . 2 

- choreiform contrac- 

tions ot . . 170 

- cramps in, in carpo- 

pedal spasm . . 190 

- - cholera . . . . 190 

-- in cctromelus . . . . 234 

- erythema nodosum 

affect mg . . . . 502 

- - papulutum affecting 600 

- flushing of, in brachial 

neuralgiu . . 54 3 

- gangrene of . . ..318 

- - m diabetes . . 335 

- hamiutonia <4. gangrene 

ot lingers lrom . . 322 

- herpes zoster of 

U’W.llO) 124,f Fig. 6*5,(491 

- hyperaisthcsia in, alter 

herpes zoster . . 546 

- hyperidrosis of, in bra- 

chial neuralgia . . 543 

- intention tremor in . . 88 3 

- intermittent claudica- 

tion in . . . . 204 

- jerks, lost . . 615 

- - (and see Biceps Jerk ; 

Triceps Jerk, etc.; 

-- lymphatic drainage of 816 

- muscles (sec Muscles 
j of Arm) 

! - myomu cutis on . . 889 
j - myopathy affecting . . 625 
! - nerve-supply of . . 543 
i - rcdrmu of (see Oidema) 

- pain in (see Paint 

- pararsthesia in, from cer- 

vical pachymeningitis 142 
rib . . . . 674 

- - in tubes dorsalis . . 545 



ARM, PARALYSIS OF 
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Arm , contd. 

PARALYSIS OF . . 611 

- - (and see Paralysis of 

Arm) 

- in phocomelus . . 234 
-- pigmented, in pellagra 

O’ig. 224) 280 
poliomyelitis uflecting 620 
■ sensory centre lor 

(hig. 4H r >) 631 
small-pox on U ; ig. f*H6) 920 

- sore on, axillary gland 

enlarged lrom 
spasticity in . , 
spinal segments for . . 
swelling of, from aneu- 
rysm 

(and see Oidcma) 
swing on walking, ab- 
sent in paralysis 
ngitans 

tenderness ol, in bra- 
chial neuralgia . . 
neuritis . . 
in tetany 

tremor of ( see Tremor 
veins on, distended, 
due to axillary tineti- 


475 

613 

615 

198 


, . 614 

543 

544 
189 


Arsenic , contd. 

- in diagnosing syphilis 684 

- diarrhoea from 83, 94, 

103, 216, 217, 338 

- epigastric pain from,. 103 

- epiphora from . . 273 

- erythema from . . 275 

- faintness from . . 338 

- fatty heart from . . 70 

- in food . . . . 873 

- galyl 277 

- gangrene from . . 320 

- gastric mucosa inflamed 

by 338 

- - ulcer simulated by . . 103 
-- gastritis simulated by 929 

- general (edema from . . 514 

- namatemesis from . . 336 

- in hair 45, 94, 103, 645, 873 

- hair analysis for . . 85 

- headache from . . 83 

~ herpetiform eruption# 

from . . 83 

- hvperwsthesia due to. . 177 

-- hyperkeratosis from 45, 

83. 94 

- hysterical girls giving 873 
intestinal catarrh from 217 


Arteriosclerosis, accentuated 
aortic second sound in 2, 14 

- - first sound in . . 14 

- age incidence of . . 204 

- albuminuria due to 9, 

16, 390, 504, 655 

- albuminuric retinitis 

with .. ..371 

- angina pectoris from 

654, 864 

- ascites from . . 14, 62 

- and atheroma, sphyg- 

momanometer in dis- 
tinguishing . . 1 

- blindness in . . . . 925 

- cerebral haemorrhage 

with . . . . 184, 382 

-- - tumour simulated by 371 

- Cheyne-Stokcs breath- 

ing from . . . . 139 

- dead fingers from . . 204 

- diabetes and . . 318, 322 

- difficulty in concentra- 

tion lrom . . . . 14 

- dyspnoea from . . 246 

- epi taxis from 273, 275 

- fainting due to . . 298 
gangrene from 318, 322 


rysm 




817 

in kharsiv.m . . 


277 

- general account of 

14 

wasting 0 

, in 

timv 

)tr«>- 


- Icucopenia from 


455 

- giddiness li 

om 

14 

pine la 

eta 

Mil 

rnsis 


- in lvmphadenorn 

a 


- gout and 


322 




145. 

6 30 

<!■ 

g. 

643 

- granular kidney and . . 

264 

from aneurysm 


82 

- Marsh’s test and 


103 

- luvmatcnKMs lrom . . 

342 

biachii 

1 P 1 

ex us 

lesion 

- mucus in stools 

from 

10 3 

- haemal uria 

rum 

348 




82, 

617 

- murder bv ..85, 9i, 

103 

- h.cmoptvsis 

from 

362 

cei vica 

ril 



82 

- nausea lrom . . 

83, 

3 38 

- headache ii 

370, 371, 

372 

elbow 

d 1 •- t 

use 


79 

— m neosulv arsan 


277 

- heart enlarged lrom 


meruir 




84 

- neuritis lrom 45, 

80, Hi 



14, 71 

264 

neoplasm in di 

est . 

82 

86. 94. 177, 320, 541, 


- - failure lr 

mi 14, 62, 


in 1 . ■■ 

tlm 

per 

meal 


670, 57 

1, 616, 

623 

201 

246, 264, 

268 

at roj 

dw 

/ 

ig. .N 

> 79 

- mnsc*. in lead lr 

on\ . . 

504 

• - impulse 1 

tjsplaced in 

37 3 

waving 

in 

('lit 

v n e - 


pains m limbs lr 

om . . 

83 

- heart -block 

in 

109 

St off , 

hie 

at bn 

'P • 

212 

~ in pcriin lous ana-mu 


- high blood- 

pre: sure in 


weakness 

ol. 

n pa 

t . 1 1 v - 


44. 86. 10 

, 641, 

872 

1, 14, 17, 

62, 71, 105, 


MS . 1 g ! 

ails 



614 

photophobia fto 

m 6 39, 

640 

106, 20 1 

204, 246, 


xet tuiei n 

1 

ugm 

.•nto- 


- pigmental!. m ot 

nouth 


372 

, 390, 504, 

729 

sum at 

led 

t»g 


HHK 

from 


642 

- l.yperaciiMs 

m 

390 


A x 1 1 1 

oil, m ,k bo.'uli* 


A rmpit ■ 

A i n i 

P l. 

Arnica, bulla* Iron 
erythema lrom 
finger alkctcd f 
moniana, derinaitn ' due 


e i *.ec Nerve 
card mi 


23 3 
12 3 
275 
301 

915 

917 


I rre- 


1 19 


rash due 1 

Arnold's ner 

Arrhvi hniia, 

mitral stenosis 
and see l'uf 
gular i 

sinus 

bradycardia in 
in children., 
t onvalesccnce 
D.A.II. and 
electrocardiogram o 
(fig. )2 ! 
m increased intra 
cranial pressure, 
nervous subjects . , 

Arsenic, Addison's dis 
ease simulated by . . 

- albuminuria troin 

- amblyopia due to 
amentia from 
angioneurotic (edema 

simulated alter 

- anosmia due to 

in ntoxyl . . 

beer '. . 85, 642, 645 

bleeding gums from 9 3, 94 
blood pgr anum from 

96, 102, 103 
in blood diseases 8 3, 872 
brachial neuritis from 544 

~ burning pain in epi- 
gastrium from . . 338 1 

- cacogeustia due to . . 860 

- choleraic diarrhoea from 872 

- in chorea 85, 103, 623, 872 1 

- clammy cold sweats i 

from . . . . 103 i 

- colic from 83, 148, 525 ! 

collapse from . . 103, 872 j 

contracture due to . . 177 
coryza due to 83, 223, 

224, 756 

depression from . . 338 

- dermatitis due to .. 917 

I) 


- si in from 44, 8 3, 94 , 

4t>7, 64 2, l ig. 59 7: 643 

poisoning. acute, sym- 
ptoms of . . 338 

- - chronic, symptoms of 83 

- - epidemic . . . . 85 

general account of . 44 

- - Manchester epidemic 85 


obscure cases of 

- p>>!\ c\ th.enii.! li 

- ptwilism from 


873 

650 

661 


664 

671 
. 664 
604 
064 


664 

664 

81 

16 

922 

44 

514 

756 

277 


pulse irregular lrom. . 10 3 
■ rapid liom . . ..103 

- purpura due to . . 676 

- Keinsch's lest and .. 10 3 

rice-water stools from 3 38 
in salvarsan . . . . 277 

- -• and its allies . . 422 

- severe diarrlnca from 650 

- in skin diseases . . 103 

- sodium cacodvlatc . . 277 

- stools . ! . . . 101 

suicide by . . . . 872 

- talipes from . . 177 

- tenderness in epig *s- 

trium from 103 

- tenesmus from 872, 873 

- ulcerative colitis simu- 

lated bv . . . . 103 

- used by shellac workers 917 

- vertigo from . . . . 504 

- in vomit . . 103, 338 

- vomiting due to 83. 94, 

103, 3 38, 872, 929 

- in water . . . . 873 

- weed-killer 85. 94, 101, 873 

- wilful administration 873 
Arsenide of calcium in 

lerrosilicon . . 421 

Arseniureited hydrogen, 
fainting due to . . 297 

- - from lerrosilicon . . 421 

- — hacmoglobinuriu from 357 

- - jaundice due to . . 408 

- - poisoning in balloon 

fillers . . . . 421 

- — — jaundice in . . 421 

Arscnobenzol compounds, 

jaundice due to . . 408 

toxic effects of . . 422 

Arsenoblllon, toxic effects 422 
Arteriul tension (.see Blood- 
pressure) 


- !r ponrophv ol left 

venircJe w ith 2, 258, 729 
\ potlu. rmia in . . 392 
iiM'imna lrom 402, 404 

- intermittent claudica- 

tion with 204. 542 

- jmciulc ..237 

- kidnev changes in 14 

- menorrhagia from 482, 4H4 

- metrorrhagia from . . 487 

- initial regurgitation 

from 20 2, 264. 37 3 

- noises in head from . . 504 

-• nutmeg liver from 14, 463 
-- cedema of legs in . . 14 

- in old age . . . . 322 

- optic neuritis with .. 371 

- orthopmea in.. .. 14 

- pain in spine from . . 871 

- palpitation from . . 594 

- pancreatitis from . . 128 

- from polvcvstic disease 

57, 450 

- polyuria due to 654, 655 

- precordial pain in . . 14 

- in progeria . . . . 2 37 

- prolonged first sound 

with . . . . 2 

- ptyalorrhoea and . . 662 

- pulmonary congestion in 14 

- pulse-pressure in . . 105 

- reduplicated first sound 

with . . . . 729 

- relation to granular 

kidney 14 

- renal tube-casts with 15, 655 


shortness of breath in 
-- singing in cars from . . 
- spasm of retinal artery 
in 

in Stokes-Adums’ dis- 


725 


! ease 



, 183 

- - tibial, cessation of 


i - tenderness 

of 

spine 


pulse in . . 

46 

! from 


. 871 

- - - embolism of, in 


j - throbbings 
from 

fn 

head 

. 371 

infective endo- 
carditis . . 

46 


Artery, axillary , contd. 

secondary growth 

round . . . . 322 

- brachial, atheroma of, 

unequal pulses from 674 

- carotid, arteriovenous 

aneurysm of . . 847 

atheroma of, tinnitus 

due to . . . . 878 

- - cavernous sinus 

opened by . . 285 

- cerebral, atheroma of, 

noises in head from 504 

- - - vertigo from . . 504 

- comes nervi mediani, 

- cueliac axis, aneurysm of 413 

enlarged . . . . 673 

- coronary, atheroma of 

(see Atheroma) 

- — disease of, death in 

sleep from .. 115 

- - - dyspmea from . . 247 

- - - electrocardiogram 

normal with .. 115 

- - - heart normal size 

w ith . . ..115 

- - - pain in shoulder 

from . . . . 580 

- - - shortness of breath 

from .. 114, 115 

- — — sudden death from 11"> 

- - obstruction ol, fibroid 

heart, from . . 264 

~ - - lroin syphilis . . 264 

- - spasm of . . . . 54 

- — thrombosis of (see 

Thrombosis . 

- cut, fainting from . . 297 

- dorsalis pedis, cessation 

of pulse it' . . . . 46 

- - - embolism of, in 

mlceuve endo- 
carditis . . 46 

- external iliac, aneurysm 

of .. .. 827.83 2 

- femoral, ligature of, 

gangrene from . . 322 

- - - lor popliteal aneu- 

rysm . . 322 

- hepatic, ancurvMii of 

(see Aneurysm' 

- hyaloid, persistent, am- 

blyopia with . . 922 

- - — nystagmus due to 922 

- iliac, aneurysm ol (see 

Aneurysm i 

- intercostal, supplying 

pulmonary . . . . 143 

- ligature of, gangrene 

‘ lrom . . . . 322 

- mesenteric, embolism 

of 1 see Hmbohsin) 

-- middle cerebi.il, aphasia 
and . . . . . . 771 

.. _ ... embolism of (sec 
Hmbolism ) 

- - - endarteritis of, 

hemiplegia from 381 

- — - - obliterans of . . 630 

- - — syphilis of . . 630 

- - - - hemiplegia from 381 

- — — thrombosis ol, 

hemiplegia from 3gl 

- ophthalm.c, arterio- 

venous aneurysm of 847 

- pancreatic, opened by 

gastric ulcer . . -339 

- popliteal, aneurysm of 

(see Aneurysm) 

- - atheroma of, gan- 

grene from . . 540 

- - - Morton’s neuralgia 

from . . . . 540 

- posterior cerebral, lesion 

of, hemianopsia from 379 

- - inferior cerebellar, 

thrombosis ol (see 
Thrombosis) 


- tinnitus due to 878, 879 

- vertigo due to 504, 911 

- vomiting from . . 371 

Arteriovenous aneurysm 

(see Aneurysm) 

Artery, axillary, aneurysm 
of (sec Aneurysm) 


- pulmonary, aneurysm of, 

haemoptysis from . . 362 

- — arising from aorta . . 196 

- - atheroma of (see 

Atheroma) 

- - congenital hypo- 

plasia of . . 120 

61 
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ASCITES 


Artery, pulmonary , contJ. | 

- - embolism of, faint- j 

ing due to . . 297 j 

supplied by inter- j 

costal . . • . M3 j 

- - thrombosis of, in ^ | 

mitral stenosis . . 363 i 

- radial, cessation of | 

pulse in . . . . 46 j 

- - embolism of, in inlet:- | 

live endocarditis46, 674 j 

- - thickened, in Bright’s I 

disease . . • . 263 j 

- retinal, constricted by ] 

quinine . . . . 922 ] 

- - embolism of (see lim- j 
holism' 

- - spasm of, in arterio- 

sclerosis . ■ • • 925 

- -- • blindness due to 925 

- - - due to quinine . . 925 

thin, in high, blood- : 

pressure • • 106 j 

- tortuous, in high 

blood-pressure . . 106 j 

- spasm of, ulcer of foot 

from . . . . 893 : 

- spinal, thrombosis ol j 

(see Thrombosis! 

- splenic, opened by 

gastric nicer . . 339 i 

- subclavian, abnormal, | 

dysphagia from . . 241 j 

- - - morbus cceruleus i 

with . . . . 241 | 

- - - transposition of ^ | 

viscera with .. 24 1 j 

- - aneurysm of (see 

Aneurysm) 

- - atheroma of, unequal _ i 

pulses from . . 674 

cervical rib kinking 674 j 
first rib compressing, i 
pulsus paradoxus 

from . . . . 664 i 

- - - - - systolic bruit 

due to ’ . . 664 ! 

- ■ unduly pulsatile . . 864 1 
Arthritis, acute, of infants 426 

- - secondary , . . . 425 

- albuminuria with . . 21 j 

• of ankle, dorsillexion | 

during treatment of 147 ! 

- - septic, talipes from 147 | 

- in congenital syphilis 

* 291, 432 ; 

- crackling in . . 1 B 8 j 

- from diphtheria . . 425 j 

- dysentery . . . . 425 j 

- cpnrochled- gland en- j 

larged from . . 476 i 

- from glanders . . 425 j 

- gonococcal, account of 425 ! 
-- - ankylosis lrom . . 425 

- deformity from . . 425 ! 

- fingers affected by. . 425 1 
tl.ii-foot from . . 425 

• deet . . ..425 

■ mu affect ed by .. 425 

i nee affected by . . 425 
rnuwular atrophy 

from . . . . 425 

- nodules with . . 423 
with ophthalmia . . 425 

- pain in font from . . 425 

- - limbs from . . 568 

- - - sole with . . . . 429 

- plantar fascia affected 

by . . . . 425 

- - progressive muscular 

atrophy simulated 
by * .. .. 425 

- - rheumaiic lever sim- 

ulated by 

{Fig. 329) 423, 425 

- - salicylates not affecting 

( Iug. 323h 423, 425 

- - suppuration rare in 425 

- - temperature chart in 

dug. 329) 423 

- - tendons affected by 

425, 429 

- - tuberculous joint 

simulated by . . 425 

- - with urethral dis- 

charge . . . . 425 

- - wrist affected by . . 425 

- — years alter gonorrhoea 552 

- gouty (sec Gout) 

- In heemophilla . . 435 


I Arthritis , cotit J. ■ 

i - infective, anamiia from 4 3 
| - - from dental sepsis. . q 5 

- - librositis and . • 366 

- - myositis and . • 366 

- of spine . . • 796 

i - — - abdominal pain 
| from .. 1 51 

- - — colic simulated by 151 
i - - — pain in iliac fossa 

from . . 555, 558 

----- between shoul- 
ders from - . 566 

- from influenza . • 425 

- injury . . . . . . 5S l 

- in Alalia fever 425, 571 

- from measles . . . . 425 

- meningococcal menin- 

gins . . • ■ 

- occupation neurosis sim- 

ulating ■ • 581 

- ostco- (see Ost co-arthritis > _ 

I - l’lom osteoim elitis . . 42.5 
; - paralyt is muilatcd by 612 
! - pneumococcal • • 424 

- - in ehild’cn.. •• 424 

! — - elbow affected bv . . 424 

i - - incision and drainage 

tor .. 424 

I - - injury and . . - • 424 

i — - knee affected by • ■ 424 

j needling ol joint in 42 t 

! - - from otuis media . . 424 

! - - pneumonia. . . ■ 424 

i - - septiexmia lrom . . 42-1 

i - - shoulder affected by 424 
j - - \ ellow -green pus in 424 
; - popliteal glands en- ^ 
larged from . . 477 

i - due to rheumatic fever 423 

- rheumatoid . . 47. 426 

I - - acute i l : ig. 3 >2 > 42 n 

J - - anamiia in . . . . 47 

j - - ankylosis from . . 179 

I Bacillus cob com- 

i mums causing . , 47 

| - - - dysentensr causing 47 

l bacteriological classi 

fi cation of 47 

I - - bone rarefaction in . . 431 

i - - without bony deformity 

{Fig. 33 5)427,431 

| cachexia with . . 128 

I - - in childhood 
| Aug. 3Sr 472, 781 

- — constitutional sym- 

I ptoim with . . 47 

I contracture lrom 179,427 

j - - deformity from 427, 707 

i from dental abscess 694 

| — — distinct from osteo- 
arthritis . . . . 47 

I — - eechondroses lrom. . 179 

- - emaciation in . . 47 , 

j — — no endocarditis in. . 427 

J - - enlarged cpitruchlear 
j gland in . . 47, 426 

- — — lymphatic glands 

I ' in . . .47, 472 

1 — - erosion of cartilage 
j in.. .. • • 427 

I - - exostoses from . . 179 

- - leer sweating in . . 426 

- - librositis and . . 581 

- - fixation from . . 427 

- — — of chest in . . 114 

freckle-like pigment 

in . . . . - 426 

! Fricdliinder’s bacilli 

j causing . . . . 47 

- - gonococci causing 47, 796 

gout simulated by . . 429 

hands sweating in.. 426 

ill health in . . . . 430 

- - intermittent hacteri- 

uria in 90 

- - interphalangeul joints 

! affected by . . 430 

- — joint adhesions from 179 

> joints affected in . . 426 

loss of appetite in . . 47 

l _ _ _ weight in.. .. 47 

- — massage in . . . . 427 

- - muscular atrophv in 

427, 431 

- - myositis and . . 581 

j - — neuntic pains with 566 
* - - neuritis and . . 581 

| orthopaedic treat- 

ment for.. .. 707 


Arthritis, rhcunuuoid, iOtild. 

_ - ostco ai thrilis con- ^ 
lused with • • 4*. i 
distinguished from 430 

- — pain in back Horn . . 5*. 

- - - hint's from . ■ 508 

pallor of hone ends in 

7 -i c - Vi' 1 42^ 

- _ passive movements in 427 

- — pet icliendtuis ol iat ^ 

\ nx in . - • • 1 9 

- — pigmentation ol skill 

m . . • 4 : , 6 1 3 

- - pneuinoh.n’illi causing 4^ 

- - pneumococci earning 4 1 

- - pulse rapid m 426. 4 31 

- - tiv'di pvori lava alvco- 

!ans .._ .. 

- - pyrexia in »*, 436. 

4 J > 1, o s 8, 7 lb 

- - recurrent attacks m 42. 

- rheumatic fever dis- 

tinguished from . 426 

- - sithev iates not alien- 

ing temperature in 

42 3, i l iy. i il ' 42(i 

- - tiom s.-puc tonsils. . 1 0 1 

shortness ol breath m 114 

- .skiagianis <>1 hands in 

V ■»•#. 42/ 

- - soft parts atleeled in 4 

- - spindle -shaped inter- 

phalangeal loiuts m 
47, ( Fiy. A'2 420. 472 

- — spine aflectid in . . 42o 

- - ol spine, appendi- 

citis simulated bv 5o-> 

- - -- ureteral calculus 

simulated by . . 565 

- - Spuociiaia pallida 

causing . . ■ • 37 

- - spleen enlarged in.. 4/ 

- staphyloe oee i causing 42 

- - still back with . . 50o 

- - - TK-ek ir '"III • 7^0 

- - Still's typo 47. 7811 

- - streptococci causing 47 

- - no suppuration in . . 420 

- - temperatuie <h;ui in 

l ie. A7 420 

- - tcinpuro - maxillary 

joint atleeled m . . 426 

- — toxa rnia wiih 128 

- — ulnar eicllection in 

'Fig. WT 427, 428 

- — writers' cramp simu- 

lated bv . . . . 189 

- - X-rav appearances 

in 431 

- — X rays m diagnosing 425 

- - in young women 426, 4 30 

- scarlatinal, account of 424 

- secondary to abscess ol 

hone . . ■ • 426 

- - tuberculosis of tame 426 

- septic, account of 424 

- - ' and see Arthritis, 

Rheumatoid; 

- from small-pox . . 425 

- of spine • 796 

- - neuriiic pains with 500 

- — rheumatoid arthritis 

with - ■ 500 

- - rigidity of hack from 506 

- - tenderness of back 

from . . - • 566 

- streptococcal, in ty- 

phoid lever. . . . 425 

- suppurative, of ankle, 

limping Iron’. . . 456 

- - - pain in foot from 456 

- - knee, limping lrom 456 

, - - rheumatic lever sim- 
ulated bv . . 423 

- syphilitic, account of 432 
i — — tuberculous siirui- 4 32 

lated by . . 

- in syringomyelia . . 435 

i - of temporo-mandibular 
i joint, inability to 

I open mouth due to 884 

- transparency of bono- 

ends in • ■ 428 

i - traumatic, rheumatic 
[ lever simulated by . . 42 3 

- tuberculous, of ankle, 

l talipes from . . 147 

- - rheumatic fever simu- 

I lated by . . . . 42 3 

■ - - syphilitic simulating 432 


Anhnti \ , tnht rculotis, iontd. 

- - i.ihetn arthritis .sim- 

ulating . . . . 435 

- typhoid, account of . . 424 

- \\ asset Miami icaction 

and 4 32 

- , and see uiulei Joints 
Artichokes, oxalima Itom 523 
Articulation atlected in 

bulbai paralysis . . 172 

■ binned m geiu i al para- 

Ksn 881 

- ivi ehch.ir . . 77 

- impair ed in dissoinin- 

at ed seleri 'si.s 185 

- physiology of ■ ■ 772 

- md see 8 pee, ft 
•\rundo donax, dot maims 

dm to 916 

Ai vieno-epiylotndi an 


. . 389 

245, 3^9 


Arv tenoid cartilage, pcri- 
ehoiuiriiis ol mx 1'cn- 
ehondl Ur- 

- lomts. used, larvngeal 

p.ualv. i' simulated bv 605 

- st r cpiuvow al . - 75 3 
As.ihftida, ca* ogeusiia 

due to. - - 860 

Ascarls lumbrlcoides, ac- 
count ol • 634 

- - no bl. >od changes 1 rom 35 

- sough ! rom . . 186 

- - einnrv os m I une'' . . 156 

- - eosmopkilia Itom . . 272 

- - no t o-.moplnha liom 6 34 

- - found m bed . . 6 3-1 

- - ga'-tro- intestinal dis- 

. '« di t U> an . . 6'4 

-- - boon .op! v* t>. 1 s * >rn . . 186 

impacted m lu‘.< -duct 4 1 U 

- - ui. ; .. ased .ljq'amc lioin 5-8 

- - laundi e from 407, 410 

- - length ol . . . . 41(3 

- -- nri vc ‘ ymptoms irom 6 34 

notes on 410 

-- -- o\ ,1 in taxes 411 

-- - ovum oi i-tr. 634 
-- - in small intestine . . 410 

- - \ • 'mil • ‘*30 

- - without symptoms. . 410 
Ascending eereheh.u liacl 

le'-ioti-' ..76 

- o'li'ii -ec ( 2 'Ion 

- nephrtlis ;see Nejihi ms 
• pal al vm- , aeui f, , plantar 

relic -: ilex* n in 85 

- porphv i muna and ‘>04 

Aschoff's nodes m hi art 502 
ASCITES 59 

- abdominal WM miuu 

bit Mlg . . 60 

- - swelling du. n* 5‘>, 

(i 1 , 2')0. 804 
■ - tumour sifmil.iting 60 

in .iblamiiKi) tuberen- 

loMs .. 216 

in h* • 1 tit r laundii e t>2, 7 2 

- t r*un actini'mvo' » as ot 

liver !. .412 

- .ante pcril-MiUls 61, 02, 6 3 

- rheumatism and . . 68 

liorn adherent pen- 

cardturn 62 

- albuminuria with 10, 64, 71 

- anasarca with . . 62 

ft, un aneurysm ol he- 

pain, artery . . 61, 67 

~ aortie regurgitation . . 62 

- - stenosis . . . . 62 

- m aplastic aruvmia 62, 7 2 

- lrtim appendicular ab- 

scesr- . . . • 63 

- arteriosclerosis 14, 62 

- backward pnssure .. 63 

- - account of . . 68-71 

- m Bant i s disease 72, 8 3, 4 1 5 

- bladder distention simu- 

lating . . 61, 815 

• ill hloi *d diseases . . 137 

- Bright’ti disease 62, 7 1 , 

1 36, 26 1 

- - account of 71 

~ - - four types . . 62 

- bronchiectasis and 68, 367 

1 ~ lrom bronchitis . . 62 

- bulging of flanks with 59 
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Ascites, contd. i Ast itc\, mntil. Ascites, cant J. , Ascitic fluid, chylous, tontd. 

- capm Medusa: with.. 59 : m ( iravrs’ disease .. 514 - from pernicious anaemia - mucinoid sub- 

- 1 rorn cat enema ot -- guinea-pig te.u with.. 65 62, 72, 1 37 ; stances in .. 73 

colon .. 07, 412 - trout minima of liver 412 - phantom tumour simu- j* — ~ - proteins ot .. 73 

duodenum .. .. 07 -■ in Ilanot’’. cirrh >m\414, 400 latino .. 60, 01 - - - puirelaction rcsis- 

intestine . . 412 lrom Jieart lailure 13, - physical signs Of ..59 lance ol 73 

livet 0l\ 0 3, 00, 08, 0 3, 09, 847 - pncuniococcal 59, 63 - - - salts ot . . .. 73 


W5, 412, 

408 

- account of 62, 68 71 

-- mi polvorrhoinenitis . . 

’ 62 

- - total solids in 

73 

i wary . . 412, 

842 

liea* l impnl e 

displaceil 

- frmn portal obstruction 


- -■ coagulation of 

65 

pant reas . . 07, 

412 

by . . 59 

i? i, 174. r/o 

.Ml 4 12, 

7 W 4 

— - fragments of new 


porta! giun is . . 

08 

1mm hepat n 

ibscc 02, 

- - tiiromb»*sis . . 

67 

growth in 

65 

rectum 

412 


6 J, 412 

- poMiimi of umbilicus 


— — freezing point dc- 


m miu.k h 07. 

4 1 2 

Inifh bl i >, * J - ji 

re, Mire . . 62 

in . . 69 

01 

picsMon ol 

72 

- suprarenal capsule . . 

07 

in Hodgkin's 

til 

- from primary alcoholic 


— — globulin in . . 

65 

causes of . . 61. 

62 


62, 72. 137 

heart 

02 

- - gonoto'cci in . . 

05 

change rf position and 

60 

- from hydatid 

cyst 01, 

- pio-taoe -ibse-sM 

0 i 

- - ingli protcid content 


in t brldt eu 

480 

67, 6 66, 68. 417. 806 

pseudo- vhvlous 

72 

nr portal thrombosi 

s 67 

vlui’iui bi.'ni'hitt’. and 

OK 

- hvd.ltld CVM 

Mimilatini’ 6 l 

-- in p,,euJo-leuK:.i-mia . . 

49 

- - hydatid booklets tn n5 

. 66 

lrom chronu lung . on- 


hvdramim >s s 

tmilatmg 841 

- - lnlantum 62, 72, 

1 J >7 

- -- lymphocytes m 

65 

diOons . . 

67 

JiVvlmiiephr.s 

is 'lmu- 

- pulmonary stenosis . . 

62 

- mulunuclear endo- 


neplu Hi' . . 1 4. 1 s 

, 57 

tatmg 

. . 61 

pulsatile liver with .. 

847 

lie bal cells in . . 

805 

pe r • 1 1 >mi is 15, 00, 


■ hydrops am nil Simula- 

— from pylephlebitis . . 

344 

- - papillomata in . . 

66 

(>!. 02, 0 b 71 . 

625 

ting . . 

. 61 

-- pv osalpinx 

Of 

- - peritoneal cells in.. 

65 

t. h\ iibirm 

72 

- lr>'iu hvperpiesjs . . 0? 

— icd gratiular contracted 


— - pneurriococc i in 

65 

cl i vl« ni' . t ; • >n i > t *,i. in 


1 1 Vpnyast r Him 

bulged bv 69 

kidney . . 62 

, 71 

- — polymorphonuclear 


1.1. ll lll)ll|S »>.’ 

. 77 

lilac region' i 

mlgc.l bv 59 

relations of umbilicus in 

60 

cells m 

65 

in Hr igbi s Ji' cast 

1 J 

from interim 

",:ua cava 

from renal tumour . . 

07 

- — specific gravity of 65, 

72 

causes of 

62 

nhstriicM"! 

59, 0L 08 

- vein i hrombosis 

68 

- - spontaneous coagula- 


Ir.im he t limit 

0 2 

interim vena 

cava ob- 

- relropeiitoneul cyst 


tion ot 

65 

dunni, pen.’nivitr- 


sM m tion lr 

mn 515, 9(.)9 

simulating . . 

61 

- - staphylococci in 

65 

w Hit 

72 

- Inspection and 

r>9 

- ribs pushed up by . . 

59 

- - streptococci in 

65 

;n i himu. tubal a< 


from mi rat h> ir;u ic new 

■ from sari oma of liver 


- - tubercle bacilli in. . 

65 

y j 1 1 1 : i . 7 2 . 

1 >H 

gmw th 

08 

t>.\ 6 >, OK, 

412 

Asexual aidin' as 

237 

i livhiM.t with 77, 

1411 

- MMudice '. ill 

<» 3, 66, 

- - portal gland-. 

68 

Asparagus olbcmalis, der- 


elephant ia- is and 

, 72 


07, 08, 412 

semi starvation 

73 

ni.itili . due to 

915 


hilar i.l • am'ium . horn- in l.il.i a/.ai o2, 72 • in severe antemias 63, 71 Axpcrgiilnsi of fauce- , 

mis and .. .72 • l.iicc - • lhin.v posit i« <rt loi - shiftinq dullness with 60 sore throat due to .. 757 

ctenrral account of 72. 73 per. m .. 60 - site ol uterus with .. 60 - lunc, haunoprvse. from RiJ 

mi kuh.vuua 72, ! <8 ■■ m leukemia .. 66, 1 37 - 4:n shmv over .. 59 palate, sure throat trorn 757 

hp-emi.i with 72, 140 - inn.-,e albc. ,*ut l s liom - m splenic antenna 62, ~ sputum sk wme .. 187 

from IwuphaiK oL>- 50, 459 72, 8 3,. ] 37, 415, 467 ~ ol tonsil, bacteriology 

stun non .. 72 lip.uiii i with non- - splcnomcduilarv link- m diagnosing 761 

mod: e Una! saicmna t»2 chvlovis .. 72 .ernia .. 02, 71 - uvula, s, .re i hi < ..d due to 757 

t'svudu 72 liver diseases causing.. 67 - splenumcgalii cirrhosis 780 Aspergillus fiawis m 

iron, i..i pta. uliM'.i do pl;u ed upw.u ds bv 4o2 - liom stercoral ulcer o 1 sputum .. .. 792 

<. M'.l: obstruction u2, 72 1 vitiated .. .. 00 mien .. 6 .3 - lunnguius in sputum . . 792 

f i t ! > 'peritoneal mu- ■ - frmu dunna peri- - subacute peni"tntis 15, 71 ~ m Madura loot .. 89 3 

- 1 n:i .. 62 tonitr. .. .. ol syphilis .. .. 68 ~ mger in sputum .. 792 

m > ub.iL ute nepht itis 140 - - in I when, ulous peri* - - ol Over .. 62, 63 ~ ~ lung mledcd by .. 305 

!i.>m tliotactc duct topp.r. .. 64 - tabes mesenteriea .. 480 Asphaitc workers, derma- 

obsin.ttion 62, 72 in b, mph.idenomaO 1 266, 1 37 iirnoi m Murdua 406 Otis in .. 917 

two types of . . . 72 - lymphciK leukemia tricuspid stenosis .. 847 Asphyxia in angina Ludo- 

from cirrhosis of liver (>!. 62, 72 - tubetcuious glands .. 61 vici .. .. 853 

48, so, 02, 6 3, (;7, - malaria .. .. 62 - - peritonitis I t y. 74 59, - blood-pressure raised 

08, 8 3, M I, 3 30, — malignant endocarditis 9 61, 63, r>4, o5, t>7, m .. . , 71, 106 

•44, 414, 415, ^00. from malignant glands 01 480,700,777.805.800 - borhorvgmi fiom .. 107 

78 3, 910, 9' 3 .. _ peritonitis 61 . 0 3, 05, S05 - -- - phvsieal stems of 00 - coma in .. 181 

conditions simulating 60 - portal elands .. 412 - -- portal elands 06, 67 ~ comuhions irotn 181, 

cuns up.it mn trorn .. 1 64 - mediasiinit is .. ..5 35 - ulceration of bowel 63 182, 183 

, y i ot k- ser omenta! mensuration in 60 - tumour ol colon .. 61 - head-retraction in .. 731 

sac simulating 61 « rncteorisin simulating 486 - - duodenum .. .. 61 from heart lailure .. 106 

diaphragm pushed up - from mural regurgita- - - kidney .. .. 6 1 - in Landry's paralysis . . 632 

by . . . 374 non . . 02, 202 - liver . . 61 - local, in Raynaud’s 

from diet deficient v 7 3, 110 - - stenosis 02. 09. 417, 847 - pancreas .. .. 61 disease .. 20_3, 320 

differential diagnosis of - multiple abdominal - - stomach .. 01 in mitral stenosis 17, 71, 106 

causes of 62 c: sop tumour , with .. 63 - - suprarenal capsule 61 - tetanus .. .. 175 

dipping and 59, 841 - in multiple svrositjs .. o2 - twisted ovarian pedicle 842 ~ trorn tooth-plate in 

f i om distorna hepatu uni 4 10 - liom imocurdtal utlec- -- tvnipamtts simulating 60 larynx l/uy. 2UJ 1 240 

dullness ut .. .. 841 turns .. .. 62 - from typhoid ulcer .. 0 3 - in w hooping-cough .. 182 

ttoni duodenal ulcer.. 6 3 new growth <0 ovary 413 — umbilicus flush with I Asphyxial nephritis .. 9 

dysentery 6 3 wall nutmeg liver . . 40 3 surface in . . 59, 61 Aspiration ot kidney . . 450 

dyspiuva front 247, 250 - obesity simulating .. 00 - - protracted in 59, 01 ~ pneumonia • ,ec Ihicumomaj 


vis sloeui liom . . 250 <vdema of body wim. . 62 - - stretched transversely - ’and see Needling , und 

m Lgypnan spleno- - - face with .. 02 bv .. 59, 61 l'aracentesis i 

ntegaly 62, 7 2, 709,781 - - legs It om 59. 02, 6 3, - vaginal examination and Aspirin, angioneurotic 

from emphysema 62, 68. 209 08, 515, 517 00, 66 oedema simulated alter 824 

encysted .. 806 - - loins with .. .. 59 - from valvular heart - erythema lrom .. 275 

operation in diagnos- - - scalp with .. .. 02' disease .. 62,08, 69 - ferric chloride reaction 

ing .. .. 843 - - scrotum with .. 59 -- varicose abdominal lrom ., .. 214 

ovarian evst simu- - - tfugbs with.. .. 59 veins with .. .. 909 - hiemoglobinuria front 357 

luted bv .. ..843 - orthopnara lrom .. 250 - in war urdenta 73, 110 - hoarseness lrom .. 388 

pelvic swelling from 840 - lrom ovarian cyst 00, - Wassermann’s test in 68 ~ noises in head lrom . . 504 

enlarged liver with . . 03 6 3, 00, 4 38, 841 j - weight increase due to 933 ~ (edema due to 511, 516 

- spleen simulating .. 774 - ovarian cyst simulated by 04 - winter cough and .. 08 - - ol lace lrom .. 514 

epigastt ic angle widened - - - simulating .. 60,841 Ascitic fluid, albumin in 65 - - larynx lrom .. 388 

by . . . . 59 - with ov.utan cyst with - - bacteria in. . . . 65 ~ in urine . . . . 214 

examination alter para- ' tw isted pedicle .. 842 - - blood-stained, in mal- - urticaria from .. 514 

centesis in . . .. 00 - from pale granular con- ignant peritonitis 65 , - vertigo lrom .. .. 504 

in exhaustion disease 110 traded kidney 02,71 characters of .. 00, 65 Assam, ankylostomiasis in 103 

lamiliul splenomegaly 62, 72 - palpation and . . 59,595 - - - in portal throm- - kula-a/.ar in 37, 708, 780 

famine and .. 02, 73 - pancreatic cyst simu- bosis .. .. 67 Astereognosis lrom cere- 

trom tatty heart .. 62 lating . . . . 61 - — chylous, albumin in 73 bral causes . . . . 76 

hbroid heart . . . . 62 j - paracentesis for 03. 07, 68 Characters of 72, 73 , - in disseminated sclero- 

- lung.. 02, 68, 307,417 j - parovarian cyst Simula- . cholesterol tn . . 73 sis . . .. .. 753 

with fibroma of ovary j ting . . . . 60 - - - lat content of . . 73 j - tabes dorsalis. . . . 753 


with twisted pedicle 842 - pelvic swelling due to 840 : - - - globulin in . . 73 j Asthma, account of 653, 654 

fluid thrill with . . 59 j - percussion and . . 59 - — — lecithin in . . 73;— adrenalin relieving . . 654 

from gastric ulcer 02, 63 j - lrom perihepatitis 62, | — — - lipins of. . . . 73 - aneurysm simulating 653 

■- with general dropsy 62, 412 j 63, 467 ! hpin-globulin com- j - bronchitis lrom 131, 249 

- gonococcal 63 ' — perirectal abscess . . 63 bination in . . 73 ! - - distinguished from 131 
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ATROPHY, MUSCULAR 


Asthma , contd. 

- bronchitis and emphy- 

sema from 191, 200, 653 

- - simulating . . 249, 653 

- cardiac dyspnoea simu- 

lating . . . . 653 

- Churcot-Lcydcn crys- 

tals in .. 131, 191 

- clubbed fingers from . . 142 

- cocaine sprays relieving 654 

- conditions simulating . . 653 

- constipation in . . 165 

- coryza in . . . . 223 

- Curschmann’s spirals 

in . . . . 131, 191 

- cyanosis in . . 200 

- difficulties in diagnoses 653 

- dvspncca from 247, 24 u , 4( 4 

- - not cough, the chief 

symptom of . . 653 

- - emphysema distin- 

guished from 191, 272 

- eosinophil corpuscles 

in sputum in 131, 191 

- eosinophilia in 271, 272, 654 

- fatty heart simulating 264 

- fibroma of larynx sim- 

ulating . . . . 653 

- foreign body simulating 65 3 

- goitre simulating .. 653 

- insomnia lrom 402, 404 

- larvngeal examination 

in . . . . . • • 654 

- - papilloma simulating 653 

- lobelia relieving . . 651 

- mediastinal new growth 

simulating . . . . 653 

neutosis simulating . . 653 

- polycythemia in 650, 651 

- polyuria in . . 65 h 654 

lerial dyspnoea simu- 
lating . . . . 653 

- retinal examination in 654 

- shortness of breath horn 114 

- sputum in . . 191 

- stramonium relieving 654 

- syphilitic stenosis of 

bronchus simulating 65 3 

- thymic . . . . 6:>3 

- uraemic . . . . 65 3 

- X rays in excluding 

things simulating.. 654 
Astigmatism, eyestrain 
from . . . . . . 547 

- headache from 370. 549. 867 

- hypermetropic, optic 

disc in ( Fig. 520 
-- midorbital tenderness 

from .. .. 549 

- monocular diplopia 

from . . . . 220 

- pain in eye from . . 547 

- photophobia from .. 6 3 Q , 

- tenderness of scalp from 867 
Astley Cooper bladder 

in hernia case . . 834 

- ■ irritable breast of . . 531 

O','-, detachment of 
! . . . . 551 

i : : - • t i . . . . 552 i 

.lomers, vision and 921 
ymm dysentery 100,872 
paraplegia (see 
Paraplegia; 

ATAXY . . . . 73 

- in aeroplane pilots . . 77 

- from alcohol . . 74, 77 

- aluminium . . . . 77 

- of arms in Friedreich's 1 

ataxy . . . . 624 

- in balloonists. . 77 1 

from brain-stem lesions 76 i 
in Brown-Sequard para- 
lysis . . . . 76 

- caisson workers . . 77 j 

- cerebellar i see Cere- ( 

beliar Ataxy) ! 

-- in cerebellar abscess : 

371, 630, 733 

- from cerebellar lesions 

74, 76, 77, 371, 630, 733 ; 

- cerebral defect . . 74 ! 

- chemicals 77 | 

- in children . . . . 76 j 

- choreiform contractions : 

distinguished from 170 j 

- from coal-gas . . . . 77 | 

- coke fumes . . . . 77 j 

- in combined degenera- 

tion of cord 75, 545, 631 j 


Ataxy, contd. 

- in convalescence • • ' 7 

- from cord lesions 75, 76 

- crura cerebri lesions . . 76 

- defects causing • • 74 

- from diphtheria . . 7*t 

- in disseminated sclerosis 

75,76, 157, 376, 385, 

6 30, 631, 88 3 

- divers . . . . • • 1 

- from emotion . . - - 77 

- encephalitis . . 76, 157 

- familial, intention tre- 

mor in . . - - 884 

- — tremor in . . 880,_ 88 3 

- in Friedreich’s ataxy 75, 7t> 

- Friedreich's (see Fried- 

reich's Ataxy ) 

- from fumes . . • • 77 

- functional • • 77 

- hemi- . . v 76 

- hemi-amesthesia and . . 77 

- hemiplegia and 76, 77, 171 

- hereditary tsce Fried- 

reich's Ataxy! 

- from hypnotics . , 77 

- hypotonia with . . 7 C» 

-■ hysterical 77 

-- in infantile hemiplegia 76 

- knowledge of limb-posi- 

tion in . . . . ‘ 4 

- of lips . . . . . • 7 1 

- locomotor see 1 ube • 

Dorsalis ’ 

- from loss of sensory 

impulse*- . . . ■ 74 

- manganese 77, 212, 882 

- medulla lesions . . 76 

- minor but important 

degrees of . - 73 

- from motor -car ■-mash 77 

- movements iihi*-t i aicd 

; h;g. v,2 88 3 

- from new rrowth ol cord 78 

- nystagmus with .. 77 

- ot palate . . . . 77 

- from panic . . 77 

- paralysis simulated by 612 

- paraplegia and . . 77 

- from peripheral nerve 


- petrol tumes . . . . tl 

- pons lesions . . . . 78 

- railway accident . . 77 

- Romberg's sign in . . 74 

- senile . . . . . . 77 

- ironi spm..i L.uiisi- 

rhages . . 77 

- spinocerebellar, chorei- 

form movements in 8K3 

- in svringomvelia . . 76 

- tabes dorsalis 74, 75, 

76, 571, 627, 75 3 

- of tongue . . . . 77 

- traumatic 77 

- tremor with . . . . 88 3 

- vertigo with . . . . 77 

- of vocal cords . . 77 

- i and see 1 neo-ordination > 
Atelectasis, congenital, 

bronchiectasis lrom.. 366 
Ateliosis, account of 236,237 
Atheroma, abdominal, an- 
gina abdominulis from 485 

- — colic lrom . . . . 485 

- - metcorism from . . 485 

- - pain all over abdo- 

men from . . 485 

- — vomiting from . . 485 

- accentuated second 

sound due to . . 1 

- age incidence of . . 204 

- angina abdominalis 

from . . . . 538 

- pectoris with . . 654 

- of aorta, abdominal 

pain from . . 151, 152 

- — alcoholic . . . . 152 

- — angina abdominalis 

from 148, 151, 152 

- - - pectoris from . . 53 

- - colic simulated from 

151, 152 

- - gastric colic from.. 148 

- - pain in shoulder f rom 580 

- - peritonitis simulated 

by . . . . 152 

- - senile . . . . 152 

syphilitic . . . . 152 


Atheroma ot aorta, contd. 

- - svstolic bruit from 

69, 

- aortic regurgitation 

from . ■ 

- and arteriosclerosis. 

sphygmomanometer 
in distinguishing - • 

- blood-pressure not 

nccessat i I v high w it h - 

- of brachial artery, un- 

equal pulses lrom . . < 

- cerebral arteries, noises ^ 

m head trout ■ • ‘ 

- - - vertigo horn • ‘ 

- clot on . . 

- ol coronary nrterv. ab- 

dominal pam from . . 

- - - angina pectoris 

Horn . . 375, f 

- - - colic simulated bv I 

- - • D.A.H. simulated 

by 2 

- - - diagnosis bv exclu - 

sion . . • • 

- - - dvspniea lrom 246, 

- ■ - he. lit enlarged with 

- - - - failure lrom . . 1 

- - -• thumpings lrom 1 

- — — p:mi in spine lrom t 

- - - palpitation lrom 

<75. £ 

- - - precordial pain 


- dead lingers lrom . . 2l’4 

- in diabetes . . . . 8 U 4 

- embolism lrom . . 3.,' 1 

-- fialu'encc lrom .. 5 38 

- c\.ngrcnc lrom 321, 8'M 

- h.xmatcmesis inmi 3 36. M2 

- heart-block lrom . . l<’ y 

- hemiplegia lrom . 384 

- inequality ol pul -es 

from . . ..673 

- intermittent claudica- 

tion fioin . • 2U4 

- myocardial degenera- 

tion with . . . • 69 

- pain in arm Itorn . . 6 In 

- epigastrium from . . 5 38 

- popliteal, gangrene 

from . . 540 

- - Morton's neuralgia 

ftom . . . . 540 

- of pulmonary artery, 

hatmopt vsis fiom . . 3n2 

- - — infarct lrom . . 36 3 

- - - in mitral stenosis 

268. 36 3 

- - — thrombosis from .36 3 

- subcldvian artery, un- 

equal pulses lrom . . 674 

- from syphilis.. .. 262 

- systolic aortic bruit from 1 

- - bruit from . . . . 260 

- tenesmus from . . 5 38 

- thrill due to . . . . 875 

- throbbings in head lrom 371 

- tinnitus due to . . 878 

- ulcer of loot lrom . . 893 

- - leg from . . . . 894 

- valve rupture from . . 262 

ATHETOSIS ..168 

accoucheur's hand in 2 

- of arm . . . . . . 604 

- from cerebral embolism 

169, 170 

- - luemorrhage . . 169 

- - thrombosis . . 169, 170 

- in children . . . . 169 

- chill causing . . . . 169 

- in congenital cerebral 

diplegia . . . . 169 

- diplegia . . 883, 884 

- double . . . . . . 168 

- from encephalitis . . 169 

- epilepsy and . . . . 169 

- face affected by . . 168 

- facial paresis and . . 604 

- feet ailed cd by . . 168 i 

- fingers aflcctcd in . , 168 

- the hand in (Fig, 147 j 169 


Aihaosii , contd. 

- hands affected in . . 168 

- from hemiplegia 171, 

328, 883 

- idiopathic . . 169 

- in infantile hemiplegia 

76, 604 

■ infants . . . . 169 

- lrom iniur\ at birth . . 169 

- ins. mity and . . . . 169 

- ot leg . . . . 604 

>n Little’s disease . 169 

from meningeal hurnior- 

rhage . . 169 

- mouth att voted bv . . 169 

nei\ou-< shock causing lt>9 
lrom poho-cncephalitis 169 
post hemiplegic .170 
primary .169 

primitive . . 169 

- m spastic paraplegia ol 

Milan! s . . 169 

- toe* alio, ted by 168 

- without gross changes 

in i > e r \ ous system.. 169 

- wrists allecled by . . 168 

Athletes, aortic disease m 261 

- g! \ cosuri.i m . . . . 3'0 

heart enlarged In . 2. 266 

- - impulse displaced in 374 

- left ventricle hypertro- 

phied m . . 258, 374 

- lmocatdtal changes m 18 

- prolonged iirst sound m 2 


scniineiuhi ano**us bursa 


in . . . 844 

- stitch in 8<1, 862 

- tender in *• o! spine in 870 

Athlete'' heart . . 2 66 

Atmosphci u pressure 

change*-, eptM.ixr- liom 274 
tinnitus d 1 1 1 to . , 878 
Atom ot bladder, iiik 

tutnioji dithctih iron: 492. 

- colon 1 1 * an c i htis . . 1 60 

- - constipation and . . 160 

front d\ sent ei \ . . 1 oo 

- - - diagram ot 

I’ll!.!*'* 160 

- - X t.ivs ’. 1 1 diagnosing 

160, 1 1)5 

- pel v 1C c I '!( n, const ipa- 

li. I! and . . 1 65 

- ro-tutn, constipation 

and . . . . )08 

stomach, characters of 307 
-- - dilatation ftom . . 218 

- - dyspepsia lrom . . 3‘»U 

llatulenee due to . . 302. 

- - past r optosis w ith . . 30 3 

M-m e oil ul iness wit h 3( ; 7 
Atoxyl. amblyopia due to <122 

- arsenic in 277 

- central scotoma due to 922 

- erythema ltom 275. 277 

optic atrophy due to. . 922 

- - neurit i- due to 922 

Atiophu. carcinoma of 

breast . . 8 39 

- t hinitis 1 see Rhinitis i 

-- spots in xeroderma pig- 
mentosum . . . . 888 

Atrophy, acute yellow, ol 
liver see Acute Yellow 
Atrophy i 

- cercbeliar, intention 

t ri'tnor !r< >m . . 884 

- of lace in torticollis . . 179 

- - hum seventh nerve 

lesion . . . . 82 

- hemi-, of face . . 79 

- - tongue . . (7 ■■/*». Si< 79 

-• - trunk . . . . 79 

- of kidney from ureteral 

calculus . . . . 719 


- leg '■ce l egs. Atrophy of; 

- muscles ol hand (see 

.Muscles of 1 land > 

- -- mastication in bul- 

bar paralysis . . 773 

- - in Tooth's paralysis 141 

- MUSCULAR . . 78 

- - in acute anterior 

poliomyelitis . . 80 

- - from alcohol . . 85 

- - in amyotrophic lateral 

sclerosis 80, 145, 

172, 619, 630 

- - from aneurysm . . 80 

in anorexia nervosa 78 



ATROPHY, MUSCULAR 
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Atrophy, muscular, contd. 

- - from anterior cornual | 

cell destruction . . HO | 

- cruriiis . . - , 540 ; 

■ - in arm . . 615 

- - beri beri . . . . 83 

from brachial neuritis 544 

- plexus lesions 82, 617 

bracluitis . . ..584 

m bulbar paralysis. . 77 4 

- - front burn scars . . 147 

- callus . . 80, 82 

carcinoma . . . . 78 

cervical rib 80, 82. 

142, 20 1. 545 
cholera . . . • 78 

c irrhoMs *>l liver 78 

diabetes . . 78, 1 15 

diart luva and vomiting 78 
diphtheria . . . . 84 

disuse . . 78 

in dvsentep, . - 78 

ot luce . - 82 

in facial para ! vms . 004 

t , > uu 1 r.u t ores 79, HO 
hi icdi cich’s ih'-ease 17b 
(.’cun a! pat .iIym*- . . 78 

g, mo; 1 1 e e.il at i lit tir» 425 
gumin i - >1 nerve . . HO 

hepat n iil'Acs . . 78 

hvsier la . . ..178 

ml. mule paraiv ms . . 78 

<>1 mlt ie juna! u , . . 0 1 7 

from joint disease 7 ‘b 

4 36. 457. 58 1 
laceration scars 147 

in leu . . 609 

111 al.tr i.i . , . . 78 

marasmus . , . . 78 

lli’ITl IlKTCl! ' . . 8 t 

in multiple neuritis 541 
mvopathy 070. t>24, 625 
’ruin nerve imurv 80, 87 
iinir.'iuihu , lihnllary 
i. onrraettons m . 1 72 

Iron) lira grow ih ol 
bone . . .70 

- - involving nerve 80 
par.i!\'is ul arncri.tr 

c rui al nm e . . 609 
pelvie tumour mvolv 

my s.n i al pieMr- 80 
peripheral nerve lesions 

rausino. list of . 80 

in p, ripheral neurnis 
80. 82. 85. -Mb, 

570, 62 3, 626, 627, 9 34 
peroneal, eari\ case Oil 
in peroneal atrophv 620 
ptnhiMs . . 79 

from pohomvehtis 

.h'tV.Nii 78, 620, 62 1 
primary . scolio is tioml92 
progressive see l*i o- 
gres-uve Muscular 
Atrophv 

in pse lido- hvpert rophic. 
muscular para!\ ms 
i /-i.c. 79 78. 

. 6m;. 47.5 i 625 


ptomaine poisoning 78 
R.l ). witii . . 78 

in rheumatoid arth- 
ritis 427, 411 

Irom sacro iliac joint 

disease .. .. 81 

sarcoma . . . . 78 

sciatica 80, 82, 5 19 

seventh net ve lesion 82 

spinal cord lesions 
causing, list of . . 80 

• from splints . . 79 

sprains , . . . 79 

in starvation . . 78 

from syphilis . , 78 

syringomyelia 80, 

120, 421, 619 
tabes dorsalis . . 78 

talipes . . 144 

- - thoracic aneurysm. . 82 

~ neoplasm . . 82 

of tongue . . . . 82 

- - ~ in bulbar paralysis 662 


in Tooth's paralysis 

(lux. <52 > 79, 80, 141, 146 

- - from trunsverse mye- 

litis ..80,81,627 
trigeminal neuralgia 549 
- tuberculosis .. 78 

- - tuberculous joint . . 432 


Atrophy , muscular , contd. j 

- - in tumour of cauda J 

equina .. 80, 81 | 

-- - t well th nerve lesion 82 

- ~ in typhoid lever . . 78 

- ~ ulcerative colitis . . 78 

- - lrom ulnar paralysis 

ilu x- M>) 82 

- - in Yolkmann's con- 

tracture . . . . 617 

- - wasting diseases . . 78 

- - \Vcrdmg-l loffman, 

fibrillary contrac- 
tions in . . . . 172 

- - with R.D.. list of 

causes of . . 80 

• - or without R.D. . . 725 

- olivo-ponto-cerebellar 883 

- - intention tremor due 

to 884 

- opin , from atoxyl . . 922 

- - blindness due in . . 925 
- liom cerebellar ub- 

744 

- - - tumour . . ..744 

- - in chotoido-reiimtis 924 

colour-blindness due 

. . . . 926 


- - congenital, in idiocy 622 

- lrom di.ibeles 4 45 

- in diplegia. . . . 884 

- - disc p.iMul in ..519 
-- m disseminated scle- 
rosis 9 4, 185, 607, 

01 4. 6 40, 92 4 

- -• lamihal idiocy . 924 

- -- 1 r u drench's ataxy.. 624 

- glaucoma . . • • 924 

- - hereditary, central 

1 c ot < 111 111 ill . . 92 4 

- ~ m h> drocephalus .. 257 

- - due to lead 

6m-. /!>'. 156, 922 

- - I.ehcr’s central sco- 

toma in . . . . 92 4 

- - in Lillie's disease .. 169 

- - macular wedge fvpe 

/ i.;. I i ; 156 

alter neuritis . . 519 

- - ophthalmoscopic c.s- 

. annul mu Tor . . 9 4 

-- -• in pellagra . ■ ■ 279 

-- - po-’-n Millie lug. 4JI 519 

- -- primary Ln.'. 4. >r 5 19 

- - *.c omnia from . . 93 

- - It om sphenoidal sinus 

distention . . 285 

-- - visual holds c mi- 
st r i c t e cl in . 924 

- ovarian, with umco* 

rural e uterus . . 24 


- peroneal, I ooth's see 

1 ooth's Peroneal 
Atrophv 

- primary muscular see 

Mi > ipatln 

-• progressive muscular 
see Progressive .Mus- 
cular Atrophv 

- ot skm in epidermo- 

lysis bullosa . . 496 

- - lupus crvihcmaU us 746 

- - pseudnpeladc . . 865 

- sclcroder mia . . 865 

svrmgornveha . . 320 

-TESTICULAR . . 85 

- - from bicycle injury 86 

brain imurv 85, 86 

- - compression . . 85 

- - - ol spermatic cord 85 

- - tesits . . 85 

- - cricket -ball blow . . Ho 

- - elephantiasis . . 85 

-* - after epididymitis 85, 507 

- - lrom falling astraddle 86 

- — gonorrluca 85, 86, 39 4 

gout. . . . 85, 86 

- - hitmatocele . . 85 

- - hydrocele . . . • 85 

- - ili-futing truss . . 85 

- - impotence from . . 39 4 

- - lrom influenza 85, 86 

- - inguinal hernia . . 85 ; 

- - injury ..85, 86, 393 

-- - kick at football . . 86 

list of causes of 85 

- - lrom mumps 85, 86, 507 

- - neurotrophic causes 85 

- - obesity from 505, 507 

- - in old age . . . . 85 


Atrophy , testicular , contd. j 

- - from operation . . 85 j 

- - orchitis 85, 86, 393, 507 | 

- - potassium iodide . . 85 j 

- - spermatocele . . 85 i 

- - spinal injury 85, 86 j 

- - strain . . . . 86 i 

- - syphilis . . 85, 586 I 

- - tubercle . . 85, 86, 507 i 

- - typhoid fever 85, 86 . 

-- - varicoceh . . . . 85 , 

- - after varicocele opera- 

tion . . . . 866 

- - from X rays 85, 86 j 

- of tongue in bulbar 

paralysis 243, 603, I 
662, 7 31, 773 ; 

- - lrom twelfth nerve 

lesion . . . . 82 

Atropine, convulsions 

lrom 181 ’ 

- delirium lrom . . 212 

- erythema due to 275, 917 
-- headache relieved by. . 549 

- mydriatic action of . . 675 

- pupils unequal from.. 675 
Attic suppuration . . 522 
Attitude sec Posture, 

Auditives . . 771 

Auditory aura . . . . 87 


- meatus, external 'sec In- 

ternal Auditory Meatus 

- nir i- see Nerve, Granial, 


highlit i 

- word centre t l-iy. 6>>2) 770 

AURA 86 

- apprehension . . . . 86 

- auditory . . , . 87 

- desire t*> go to stool as 87 

- epigastric sensation as 86 

- epin puc 86, 182, 18 4 

characteristics of . 87 

- - tin dung a torm of . . 30 4 
-- - paragvusti.i due to. . 859 

- - subicLtive smell as . . 75 6 

- gustatoi y . . 87 

hearing voices as . . 87 

- from uilracram.il grow th 87 
in Jacksonian epilepsy 

87, 185 

-■ motor . . . . 86 

- numbness a.-. . . . . 86 

- ollaclorv .. .. 87 

- pain in toot as . . . . 87 

- painful, from parietal 

lobe iuitii mr . . 87 

- petit rual and . . . . 87 

- prelude to epilepsy . . 86 

*• psychical . . . . 86 

- rising in throat us 87 

- running as . . 86 

- sense ot unreality as . . 86 

- sensory . . . . 86 

- tingling as . . 86 

- undescribablc feeling as 86 

- varieties of 86 

- vert igo as . . ..911 

- visceral . . . . 86 i 

- visual . . . . . . 87 

Auricle rate, 300 per 

minute . . 665 


- - 400 per minute 

lux. 527) 666 

- left, hypertrophied, 

bronchiectasis lrom 367 

- - - in mitral stenosis 

268, 367 

- - nerve relations of 

534, 863 

- single . . 196. 267 

- thrombus in, cerebral 

embolism from . . 170 

- (ansi sec liar i 
Auricular extrusystole, 

electrocardiogram of 

ilu, x- 515) 669 

- - in mitral stenosis . . 670 

- fibrillation, absolute ■ 

disorder of pulse in 666 
account of . . . . 666 

- - auricular systole dis- 

appearing in . . 666 | 

- - in cardiosclerosis . . 665 

- - digitalis in . . . . 69 

- - electrocardiograms of i 

(lux- 461) 596, | 

(lux. 527 ) 666 I 

- - - in diagnosing . . 595 j 

- - in Graves’ disease. . 267 j 

- - irregular heart with 2 


Auricular fibrillation , contd. 

- - from mitral stenosis 

2, 69, 268, 665 

multiple extrasystoles 

simulating . . 666 

- - paroxysmal tachy- 

cardia distinguished 
from . . . . 670 

- - polygram of (lug. 526) 666 

- - presystolic bruit dis- 

appearing in . . 666 

- - - thrill disappearing 

in . . 666 

- - tachycardia from . . 857 
tumbling rhythm with 2 

- flutter, account of . . 666 

- - electrocardiograms 

of (lug. 461) 596, 

(lug. 525) 665 

- - - in diagnosing 665, 672 

- — paroxysmal tachy- 

cardia distinguished 
from . . 670 

- - tachycardia in 670, 672 

- svstole, disappearance 

of 665 

Auriculo-systollc wave in 
polygram . . 663 

Auricula-temporal nerve, 
distribution (lug. 5S(h 748 
Auriculo- ventricular block 
(see Heart-block) 

- bundle see 14undlc of His) 


- delay . . (lug. 104) 109 

Austin Flint murmur .. 119 
Australasia, hydatid dis- 
ease in . . 66, 366, 807 

Australian dogwood, der- 
matitis due to . . 915 

- gum tree, dermatitis 

due to . . 915 

Austria, lrnpefgo herpeti- 
formis m . . 125 

Auio-aggluii nation of 

blood 51 

Auto-erythro-phagucytosis 51 
Automatism after con- 
vuhions . . . . 181 

- in epilepsy . . 25 

Axilla, aneurysm in . . 816 

- bronudrosis ol . . 803 

- coloured sweat of . . 803 

- cystic hygroma of . . 816 

- eczema marginatum of 312 

- empyema pointing in 816 

- erythrasma affecting.. 313 

- excessive sweating of . . 803 

- hair absent from . . 91 


- large glands in (see 

Lymphatic Glands, 
Axillary 

- lipoma of, tuberculous 

abscess simulating . . 816 

- pain in, from abscess . . 816 

- - - of liver . . . . 740 

- - inflamed glands . . 475 

- pediculosis pubis affect- 

ing . . . 499 

- primary malignant dis- 

ease in . . . . 816 

- scabies affecting . . 918 

- scborrluric dermatitis 

affecting . . . . 498 

- SWELLING IN . . 816 

- sycosis vulgaris affect- 

ing . . . . . . 682 

- tuberculous abscess in 816 
Axillary abscess (.see Ab- 
scess 1 

- aneurysm >sce Aneurysm) 

- glands (see Lymphatic 

Glands, Axillary) 

- hair, premature, with 

hypernephroma of 
kidney . . . . 776 

- vein (see Vein) 
Azoospermia, sterilitv due 

to .. 793,794 

Azotic diabetes . . . . 655 

- - polyuria in.. .. 654 


H ABINSKI’S SIGN .. 87 

- - (.and sec Plantar 

Reflex, Extensor) 
Baclllnmta . . 739 

Bacilluria 88 

- amentia from . . . . 47 

- appendicitis simulated 

by 153 



BACILLURIA 


BACKWARD PRESSURE 


Bad! luria, contd. 

- cachexia from . . 127 

-* colic from . . . . 147 

- cough from . . . . 187 

- delirium from .. 211 

- hacmaiuria from . . 348 

- increased frequency of 

micturition from 491, 901 

- loss of weight due to 933 

- out of condition from 1H 

- pain in iliac fossa from 

555, 557 

- - limbs in . . . . 570 

- perinephritis from . . 187 

in pregnancy . . . . 5"* 6 

- renal tuberculosis sim,.- 

lating . . 3 )2 

- right side rather than 

left . . . . . 556 

- shortness of breath 

from . . . . 1 1 3 

- temperature chart in 

( Big. 44 S) 560 

- toxaemia from 113, 127 

- uraemia from . . . . 211 

- ureteric colic from . . 15 3 

- urine culture in dia- 

gnosing . . ..153 

- vesical colic from . . 148 

- (and see Baetcriuria ; and 

Coli Baeiliuria) 

Bacillus, acid-last . . 788 

- - in leprosy . . . . 82 

-- aerogenes capsulatus, 

gangrene due to . . 318 

- - - gas production bv 

254, 647 

- - -- pneumothorax 

Irani . . . . 647 

- of anthrax . . . . 824 

bottle, baldness and . . 92 

- - seborrhoea and . . 92 

- but u trims . . 223, 243 

■ - anaerobic . . . . 243 

- coli in appendicular i 

abscess . . 800, 831 

- - baetcriuria from 88, 90 

- - from blood. . . . 739 

in cerebrospinal fluid 384 

- - cholecystitis from.. 696 

- - cystitis from 90, 228 

- -- empyema from . . 134 

- - - of gall-bladder from696 

- - cpididymo-orchitis 

from . . 585 

- - foetid cystitis from 296 

- - gas in urine due to 647 

- gas-containing ab- 

scess from . . 646 

- - gas-production bv 

254, 647, 649, 800, 802 
general infection by 90 

- - in groin abscess 8 31 

- - illustrated ( Big. 92 ! 89 

- ■■ in impetigo. . . . 682 

- - meningitis due to.. 732 

nephritis due to . . 90 

O' due to . . 86 

pleura! cavity . . 649 

, .on me fluid . . 137 

pneumatuna due to 646 
pneumoperitoneum 

irom . . . . 800 

- - pneumothorax from 647 

- - prostatitis from 90, 228 

- - pvchtir. Irom 

;Big. 92: 89, 228 

- - pyelonephritis due to 90 

- pyopneumopcricar- 

dium due to . . 800 
in pyosalpinx . . 646 
rheumatoid arthritis 
lrorn . . . . 47 

- - sore linger due to.. 302 

- • Streptococcus pyo- 

gene , fungus with 88 

- - in subdiaphragmatic 

abscess . . 649, 800 

- - suppurating dermoid 

cyst . . . . 646 

- - -- hydatid cyst . . 646 

ureteritis from 90, 

559, 578 

- - urethritis from . . 228 

- - vaginal cast due to 232 

- (and see C’.oli Baeiliuria) 

-- comma, in cholera . . 872 : 

- diphtherias 192, 242, 248, 

730, 731, 758, ( Big. 608)779 \ 
~ - in acute gastritis . . 338 1 


I Bacillus , diphtfnrur, contd. 

- - in impetigo.. .. 681 

laryngitis . . • • 245 

1 - — membranous conjunc- 

tisitis due to .. 286 

- - meningitis due to . . 7 32 

| — in nasal discharge . . 224 

I — — Ncisser’s t-iain lor.. 7">8 
i — — in phthisis . . . . 187 

- — sore linger vine to . . .302 

| - - - throat due tv' 757, 7*s8 
\ — — in sputum . . . • 18/ 

- — throat cultures 1°2, 242 

- — tonsillitis due to . . 757 

- - ulceration of car from 252 

- - Irom vagina - - 232 

- drumstick, in tetanus 

521, 885 

- Ducrcv's, in soil sore 854 

- dvsenterue, periostitis 

'due to . . - - 818 

- - rheumatoid arthritis 

from . . 47 

- Ebert h’s > see Bacillus 

Typhosus 

- enteritidis of Gacrtner 479 

- 1 levner’s, dvscnterv due 

to . . ' . . 90, 687 

- l lcxner- Harris, in dys- 

entery . . . . 709 

- hetidus, bromidrosis 

due to . . 803 

- ITiedlti rider’s i see 

Bacillus Bncumoniad 

- fusilorm, in Vincent’s 

angina 760, iBig.wN ' 779 

- — of Vincent, stoma- 

titis from . . 95 

- Gaertner’s. in ptomaine 

poisoning . . 677, 872 

serum reaction for . . 677 

- of gas gangrene, em- 

pyema from 134 

- Hoffmann’s, sore throat 

due to . . . . 757 

- influenza 224, 569, 790 

from blood . . . . 739 

- - in bronchial secre- 

tions .. ..570 

- -- bronchopneumonia 364 

- - cerebrospinal Bind 384 

- - doubt concerning.. 691 

- - empyema from . . 134 
meningitis due to . . 732 

- in nasal discharge 

224, 570 

- - periostitis due to . . 818 

- — in phthisis.. .. 187 

- — sore throat due to . . 757 

- - in sputum . . 187, 787 

- - stomatitis from . . 95 

- Klebs-Lofiler see 

Bacillus Diphtheria; t 

- of leprosy . . . . 478 

- — acid-fast . . . . 82 

- - in tissues . . . . 892 

- mallei in glanders 125, 

682, 683 

- - from horses . . 792 

- - in impetigo . . 682 

- - influenza . . . . 569 

- — periostitis due to . . 818 

- - in sputum . . . . 792 

- - stable workers . . 792 

- Morgan's . . . . 479 

- — ptomaine poisoning 

due to . . 872 

- Opplcr-Boas, in gastric 

contents in carcinoma 
of stomach 397,401, 

929, 930 

- paratyphosus . . . . 785 

- - baetcriuria from . . 90 

- — cholecystitis from.. 696 j 

- - empyema of gall- 

bladder from . . 696 

- - general infection by 90 
■■ - periostitis due to . . 818 

- Pfeiffer's (see Bacillus 

Influenza;,) 

- plague . . . . 709 

- pneumonia:, cystitis due 

to .. (Big. 91 ) 89, 90 

- - empyema Irom .. 134 

- — Grain-negative 

(Big. 91) 89 

- -- nephritis due to . . 90 

- - in phthisis 187, 706, 788 

- - pyelonephritis from 90 ! 

- - pyuria from (Big. 91) 89 


( Bacillus . pneumonia 1 , contd. 

\ — — rheumatoid arthritis 

from .. ..187 

1 - - in sputum . . . . 1 S 7 

- - ureteritis due to . . 90 

- prodliflosus, haemoptysis _ 

simulated by 360. 791 

- - phthisis simulated bv 7V 1 

- - red sputum from 360, 791 

- - - sweat due to . . 80 3 

- proteus, pveluts due to 718 

- pvocvanetis, baetcriuria 

due to ..«0 

- - from blood ■ • 7 3° 

- — blue sputum vine to 79 I 

- - bullous impetigo Irom 1 24 

- - coloured sweat horn 80 * 

- - ctnpvem.t from -. j[ 34 

— green sputum due to 791 

- - in impetigo. . . . 682 

- - nephrite- vine to . . 9l| 

- - periostitis due to . . 818 

- - in pillllUMUH v t ubci 

culosts . . . . 706 

- - pyelitis due to 718 

- - pvelonephmi> due tv' vp 

- uretci ms due to . l h 

- Shiga’s, ugglut mat : on o! 2 1 C> 

- test lor . . 100 

- - m dvsentcrv VV. 2 1 6, 

6S~. 70^, 871 

- - scrum test toi . . 100 

- tctaiu lit tetanus 175, 741 

- tubercle > Big. << 1 7 77V 

- - aniitormir. m exam 

ining tor . . . . 78V 

- - in uscittc fluid • 65 

- - Irom breast 227. 8 38 

- - caustic potash in 

examining Km . . 78V 

- - in cerebrospinal fluid *84 

- - Irom cornea . 89 1 

- - cvstttis Big. SS 89, VO 

- - in ear discharge . . 52 3 

- - farces . . . . 562 

- - from gums 95 

- - in hteniopiy.sis 35V, 36 '3 

- - frv'rn hernia testis .. 76° 

- - nephritis due to . . 90 

- - from palate . . 730 

- - perns . 765 

- - period in>. due to . . 818 

- — in phthisis . . ..363 

- - and pus cells B'tg. 88. 8V 

- — pvcloncphrilis due to 90 

- - lrorn rectum 101 

- — sore throat due to, . 757 

- - In sputum 187, 245, 

562, 761, 762, 788 , 

789, 790, 792, 932 

- - - in early phthisis . . 13 3 

- - - haemoptysis . . 359 

- — - phthisis 112, 198, 

360, 362, 582 

- — - pneumothorax . . 648 
-* - - lubei culosis of 

larynx.. .. 367 

- - from tongue . . 898 

- - tonsillitis due to . . 757 

- - ureteritis due to . . 90 

- — in urine 

(Bigs. H7, 89, 

719, 721, 722 

- - - in tuberculous 

evstitis 494, 577 
kidney 352, 448, 564 

- - - from ureteniis . . 578 
Ziehl-Neelson stain for 

Big. 67 89, 788 

- typhosus 419, 689 

- - baetcriuria Irom . . 90 

- - from blood 739, 764 

- — in cerebrospinal fluid 384 

- - cholecystitis Irom.. 696 

- — cystitis due to . . 90 

- - empyema from . . 134 

- — - of gall - bladder 

from . . . . 696 

- — general infection by 90 

- — meningitis due to.. 732 

- - periostitis due to 818, 870 

- - pyelitis due to . . 718 

- Wclchii, gas-production 

due to . . 647 

- — pneumothorax from 647 

- xerosis in urethra . . 88 

Back, abscess in, pain 

from . . . . . . 528 

- - from spinal caries 210 

- acne affecting 600, 683 


Back, contd. 

- aneurysm bulging .. 210 

- chciropompholvx of . . 124 
impair ed movement of, 

psoas ubsi ess and.. 825 

- iuiur\ to, pain after.. 528 

- - strangury due 10 . . 798 

- lichen sv r o! uiosoi uni 

atkvting . ..598 

- lymphatic drainage of 

Kit', 8*0 

- nrorphiea of Big. 9iv 645 
multiple benign sarcoid 

all cv title’ ,. 502 

- muscles vsee Muscles') 

- nivnma v tut-, on . . 889 

- iVvlema of see O vlvina 

- PAIN IN . 526 

- - and see Bam in Back 

- pityriasis ro' e.t uftevi ing 746 
psoas ab*cess pointing 

m 868 

rigidity of see Rigidity 

- sebaceous v\'t o! . . 8SK 
-- seborrh ea aflectmg .. 7-15 

- sleeping on, pnaptMti 

lrorn . . . 657 

- small -pox aflectmg . . 920 

- sore > -n, axillar ' glands 

enlarged from . . -175 

- — inguinal glands en- 

larged 1 ; om . . 476 

spa' m n. tv .amn. 175 

spondvliiis deformans 

aflev ting 1 80 

- stiffness of, due to 

aneurvsin ..811 

- — a toirn ol imaleia. . 872 

- from uphold lever 424 

- swelling in, lrorn ancu- 

rv.m .. 198 

- - canes o! spine .. 210 

- - new growth ol spine 710 

- syphilodcrm affecting 601 

- tenderness of - see I cn- 

derr.ess 

variv el la aflectmg . . 919 

- weakness ol, scoliosis 

lrv'in . . 191 

- and see Spine 
Backache in ungmneu- 

rot tc (edema . . . 280 

• lrotn carcinoma utci 1 . . 574 

- cane'- ol spine . . 874 

- cervical catarrh .. 574 

- - erosion . . *374 

- endometritis 2 38, 48 3, 57 3 

- in levers . . 526 

- Irom growth of spine 574 

- haunoi r hoids . . . . 574 

- impacted ovarian tu- 

mour . . . . 57 3 

- -■ uterine tumour . . 57 3 

leiic on hunt and . . 48 3 

- in Meige’s disease . . 280 

- menorrhagia and .. 48 3 

- notes on . . 573 

- lrorn proctitis. . . . 574 

- prolapse of uterus .. 57 3 

- rectal growth.. .. 574 

- renal lesions . . . . 574 

- renoversion ol uterus 57 3 
-- sacru-ihac joint disease 574 

- scybula . . , . 574 

- m small-pox . . . . 345 

- alter uphold lever . . 870 

- from ulcer of rectum . . 574 

- ureteric calculus . . 574 

- urinary irritation . . 574 

- uterine congestion . . 57 3 

- - disordei . . . . 528 

- (and see l’ain in Back) 
Backward pressure, acute 

rheumatism and . . 68 

from adherent peri- 
cardium . . 62, 69 

- - albuminuria with . . 68 

- - from aortic regurgi- 

tation . . 62 

- — - stenosis . . . . 62 

- - arteriosclerosis . . 62 

- ascites from 6 3, 68-71 

- — from bronchiectasis 68 

- — bronchitis . . . . 62 

i - --- chronic bronchitis.. 68 
! — - — lung ullections . . 62 

- classified causes of. . 629 

- - from emphysema . . 62 

- - fatty heart . , . . 62 

i - - fibroid heart . . 62 
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Backward pressure* canid. J Bacterial. exam, of urine, contd. j 

from fibroid lung 62, 68 ! in apparent appcmli- j 

high blood pressure 62 ; citis cases .. 151 

liver enlarged with ! — - - hactrriuria .. 91 

6 3, 6K diagnosis . . 90 


tender with 68 - - - of hacilluriu 15 3, 559 

Iron) mitral rcgurgi- - .. to li hacilluriu 


lation 


62 

699, 712, 715, 93 3 

sii-nos 

is . . 

62 

- pncumaUiria 

. . 647 

myocardial affections 


pveht’S.. 

. . 71H 


62 

, G9 

- pyelonephritis 

448 

nutmeg 

liver w tth . . 

68 

- - pyrexia cases 

. . 687 

(rili'iiu 

ot legs lrom 

68 

vagina 

83 

lrom i', 

ilc granular 


- varieties often required 83 

i out ? . 

uted kidney i 

62 

BACTERIURI A . . 

88 

priiiun 

alcoholii he.:: 

l 62 

••• acute nepo.itis wilh 

88 

jmlmoii: 

try stenosis 

62 

aliuimmuna in 

90, 91 

rcii gru 

iiular con- 


- anorexia from . . 

91 

trade. 

d kidney:, . . 

62 

- from Bacillus col; 

88, OO 

valvular 

disease 62 

. 68 

- paratyphoMis 

9(1 

Back ward ms 

.% In, in hypo 


- - pyocyancus . . 

U(3 

t h vronlisiu 

622 

- - typhosus . . 

90 

- in 1 attic's 

disease . . 

169 

- catheter specimen 

ill 

Bacterlaunia 


739 

xi i x c tigatmg 

91 

B.icfcT io'ogic 

at isarniiiatu 

Ml 

in i hildren . . 

88, 9] 

m ati.enn.i 


4 3 

from dental abscess 

90 

Of i|M It I. 

l fluid . . 

(.5 

frequent micturition 

from 9 1 


blood ' ce Blood - gustro- intestinal dis- 

Guiturc turbance bom ( M 


cerebrospinal fluid . . 384 - in general infection*. . . 90 

in diagnosing from 90 

meningitis 62 3, 627 - Jutmaiuria with 8 M , 9(.i, 348 

cervix uteri. . 8 1 - ill health from . . 91 

in diagnosing actino- - intermittent, with cal- 

m\v - .iv , . 698, 761 cuius . . . Q u 

acute larvngitis . . 7t>2 -- - rlieumatoid arthritis 90 

irdemn ot larynx 248 - leucocytes in tirme in 9J 

pharv ugiti- .. 762 -- list of causes of 90 

- angina l.udovici.. 515 - from Mteiocoecus catar- 

anthrax .. 515 rha'.is .. .. 90 

aspergillosis . . 761 - - melitcnsis . . . . 90 

botulism .. .. 24 3 - - tetr, menus .. .. 90 

cellulitis .. 515 ~ mixed infections in .. 88 

ccrebio'.pinal lever 678 - nausea from . . . . 91 

< holcra 345, 709, 872 - alter operation . . 90 

- chronic pvivmia . . 8 3 - pain m hypogastrium 

- comunctivitp .. 8 l) l from .. .. 91 

- corneal ulcer .. H'H - - loin from .. .. 91 

diphtheria 84, 196, - - perineum from .. 91 

246, 248. 6.33 - f rom pneumococcus . . 90 

dvscntrrv 96, 709, 872 -- in pregnancy.. .. 88 

empyema . . H4 - pyrexia from .. .. 91 

- cpidub. mo-ori Inti* S85 - pyuria in .. .. 90 

- er\ upeljs . 515 - reaction of urine in . . 90 

glander- 125, 225 - renal epithelium in .. 90 

tti'ivvou al rlunit is 225 - tube-casts in .. 90 

gonorrhira 86 - rigors from .. .. 91 

impetn/o . . 681, 682 - scalding mu. turitmn from 9 1 

influenza.. .. 547 - from Staphylococcus 

Kirkland's disease 7n2 alhus . . 90 

laryngitis.. 245, 246 pyogenes aureus .. 90 

leprosy . . 478 Streptococcus pyogenes 

membranous rhin- longus . . . . 90 

ite . . . 225 - tenderness over kidney 

meningitis . , 712 from . . . . °1 

nasal diphtheria.. 224 - - ureters from .. 91 

piralvphoid fever 785 -• from tonsillitis .. 90 

peno-tiiis . . 818 - urine characters In 90 

peripheral neuritis ~ without urinarv symp- 

8 3, 84 toms . . 91 

plague . . 709 - vomiting from . . 91 

recta! conditions 98 - and see Hacilluriu ; 

sore throat .. 758 and Goli llaciiluria > 

stomatitis . . 661 Bag of worms feeling in 

submammary ah- varicocele . . . . 855 

scess . . 848 Baker’s cyst, popliteal . . 844 

tonsillitis . . .. 759 Balanitis, account of ..763 

ulcerative colitis 217 , - chancre with . . . . 761 

urethritis.. 227, 228 - in diabetes mcllitus .. 764 


BALDNESS 91 ! Barlow's disease, contd. 

- absolute . . . . 91 J - - purpura in . . 93, 676 

- due to alopecia areata 92 l — scurvy and . . 93, 679 

- amisyphilitic treatment ! - - sleep sweats in . . 128 

curing . . . . 91 ! - - spongv gums m . . 93 

- «*f armpits . . . . 91 -- - stomatitis in . . 93 

- from bottle bacillus . . 9? - - subperiosteal htemor- 

- ec, tenia .. 91, 92 rliagcs in ., 128 

- erysipelas .. 91, 92 - - tenderness of hones 

- of eyelids .. .. 91 . in.. ..‘30, 9 4, 128 

- lace . . . . . . 91 Barmaids, dermatitis in. . 917 

- from favus 91, 92 Barrel-shaped chest 208.460 

-■ levt-rs . . 91. 92 Bartholin’: duct red and 

- folliculitis dev.tlvan 4 - . . 92 inflamed .. .. 239 

- hats .. 91 - gland abscess, aching in 

■■ alter head injur' . . 86 perineum from . . 579 

- heredity and . 91 - - gonococcus in . . 2 31 

- from Lcnon . . 92 — - normal secretion ot 2 31 

- lupus erythematosus - — reddened in gonor- 

9 ] . 92, 865 rha-a . . . . 854 

- males and 91 Bartholinlan cyst .. 855 

in morphart . 92 Bartholinitis, aching in 

- occipital, from head- perineum from . . 579 

rolling . . . . 866 - dyspareuruu due to . . 2 39 

- in progeria 237 Barunn . . 655 

pscudopt lade . . . . 866 Baryta water in Huppert’s * 

- from psoriasis 91 test . . . . . . 903 

ol pubic regions 9] BasaUganglia, sensory irn- 

- from ringworm 91, 92, 31 1 pulses and . , . . 73 

seborrlura 91, <>2 Base ol skull, fractured 

■ shock . . l) i see bructurc 

- syphilis . . 91, 92 Basic metabolism in 

- ol trunk . . 9] menorrhagia . . . . 484 

- Wusserinann test and . . 92 Bu.sixphcnoid, librosar- 

B.ill-v.dvo v all-stone m coma ol .. .. 225 

ampulla ot Vater . . 7 39 - - dysphagia from . . 661 

Ballet dancers, cramp rn 188 ptyalism from .. 661 

Balloon fillers, poisoning - fracture ot, herman- 

in . . . 421 opsia after . . . . 379 

- tilling, hydrogen and. .421 - sarcoma ol, harmo- 

Ballooned rectum in ob- ptysis simulated by 359 

struenon . . 168 Basophil corpuscles in 

Balloonist ', ataxy in . . 77 anicmias . . . . 30 


- noises m head in 

504 

- - toloure d figure of 


- vertigo in 

504 

Big. 42 

; 29 

Balm ol Gilead, dermati- 


- conditions of occur- 


tis due to 

915 

rence of 

30 

Balsam of Peru, rash from 

971 

- - in Hodgkin's disease 


Band, ammotic, rederna 


49. 471, 

782 

due to . 

511 

- - Jenncr’s stain and 29, 

, 30 

Bands i see Adhesions; 


- - in lymphadenoma. . 

83 

Bandage, tight, gangrene 


- - lymphatic leukaemia 

34 

from .. 317. 

322 

- - painters 

30 

Banff's disease, ascites in 


- - size of 

30 

72. 83, 

415 

- - in splenic ana.mia. . 

72 

- - chronic peril*, runs in 

72 

- - splcnomcdullary leu- 


- - cirrho-- ■■!'• of liver and 


kaemia 

32 

72, 83, 143. 415, 


from turpentine 

- - in zinc workers 

30 

42.2. 780, 

783 

30 

- - clubbed fingers in . . 

143 

- myelocytes 

28 

- - Egyptian splenome- 


Basophilia, punctate, col- 


galy allied to 

709 

oured figure ol \Big. 34) 29 

features of . . 

72 

- - general account of. . 

30 

- - jaundice in. . 

422 

illustrated . . [Big. 43 

) 31 

- - pyrexia in . . 688, 

708 

- - from lead 

30 

— — spleen enlarged in. . 

8.3 

- - in leukemia 

30 

- - splenic amentia and 


- — pernicious ana-mia 


72, 83, 143. 415, 


30, - Big. 41 

) 31 

422, 467, 

780 

- - from turpentine 

30 

— — splenontcgalic cir- 


Bates, Mr. and Mrs., giant 


rhosis and 

780 

and giantess {Big. 26 9) 

325 

Biirany’s apparatus in 


Bath, cold, men, rrhagia 

482 

testing hearing 

206 

lrom 

Barbers, dermatitis in . . 

917 

- hot, high blood-pres- 


Barium chloride in Hup- 


i sure relieved by 

404 

peri’s test 

903 

- — insomnia relieved by 

404 

- - test in varboluria . . 

906 

Bathers, jelly-fish stings in 278 

- enema tsce littcmn' 


Battling, dead fingers from 203 

- salts, dermatitis from 

917 

1 - drawers uiea, dhome s 



Vincent's angina 

760, 809 

whitlow . . . , 302 

difficulty of Interpret- 
Inp results of 83 

of laves .. .. 8 3 


- enuresis from. . , . 270 

- gangrene ol penis from 763 

- with gonorrhtra . . 763 

~ in gout . . . . 764 

- increased frequency of 

micturition from . . 491 


~ - in Yerev lights . . 917 

- and X rays i see X rays 

and Barium) 

Barking cough . . . . 186 

Barley, uctinomvces from 792 

- corn in urethra . . 575 


itch of . . . . 499 

- - eczema of . . 742 

- - - intertrigo affect- 

ing . . . . 499 

- - - marginatum of 499 

- - crythrasma of . . 499 


mouth . . 83 redema of prepuce from 7o3 Barlow’s disease. . 50, 51 - - — psoriasis ot . . 499 

nostrils . . 83 - nain in nenix from . . 578 - - ana-mia in . .50. 9 3, 128 , - - - tinea marginata of 499 


pharynx . . 8 3 - paraphimosis from . . 763 - 

posterior nares . . 8 3 - plumosis from . . 763 

skin . . . . 83 - priapism due to . . 656 - 

- sputum 83, 187, 360, 792 - pyuria due to . . . . 716 - 

- - in phthisis 187, 789 - sore on penis from . . 763 ! - 

- sporotrichosis .. 365 - stinking discharge from 763 

stools in unurtiuu . . 47 - syphilitic . . . . 763 

- cases of borborygmi 107 J - ulceration of penis from 763 ' - 

tonsils .. 8 3, 474 i Bald ringworm, alopecia ; - 

• tooth sockets . . 83 j areata distinguished , - 

urethra . . . . 83 ; from . . . . 311 — 

urethral discharge.. 723 , - tongue from scarlet 
urine .. 4 3,83,88 fever .. .. 763 - 


- bedclothes kicked oil , - - - (.and see Buttocks ; 

in. . . . . . 128 Groin ; and Nap- 


- Heeding gums in 9 3, 128 j kin Region ) 

- diet cure of. . . . 51 j rash in small-pox . . 678 

- lrcsh vegetables curing ; - gangrene of lur.g after 323 

51, 93 : - pruritus . . . . 659 

- Hemorrhage in . . 93 i Bats, inability to hear . . 208 

- impaired nutrition in 128 ; Bay rum, dermatitis from 916 

- night sweats in .. 803 j Bozin’s disease, account of 502 

- pain in bones in 1 2 8 j erythema in . . 276 

- periosteal hsemor- • - - ulcer of leg in . . 895 

rhage in . . . . 93 : Beaded ribs in rickets 194, 782 

- perspiring head in.. 128 Beaked pelvis in rickets 233 
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Bean in bronchus, gan- 
grene of lung from . . 322 

- Indian, dermatitis from 915 

- (esophagus obstructed 

by . . (/«!>. 201) 241 

Beans, oxaluria from . . 523 
Beard, eczema sebor- 
rhoeicum affecting . . 602 

- falling out after head 

injury . . . . 86 

- pediculosis pubis affect- 

ing 499 

- ringworm of (sec Tinea 

Sycosis) 

- trichophyton rosaceum 

affecting .. ..310 

BEARING-DOWN PAIN 529 

- - (and see Pain, Bearing - 

down,' 

Bedbugs (sec Bug) 

Bedclothes kicked off in 
infantile scurvy . . 128 

Bedsore, account of . . 321 

- ameslhesia and . . 321 

- of finger 301 

- from fracture-disloca- 

tion of spine . . 321 

- gangrene from .. 317 

- in hemiplegia.. 321, 894 

of larynx . . . . 763 

- from lesion of cauda 

equina . . . . 321 

- in malignant disease.. 805 

- meningitis . . . . 321 

- meningo-myelit is . . 321 

- myelitis . . 321, 452 

- parts affected by . . 321 

- pyaemia from . . . . 321 

- after spinal wound . . 321 

- from transverse lesion 

ot cord . . . . 321 

Bee-sting (see Sling 
Beer, arsenic in 85, 642, 645 

- oxaluria from. . .. 523 

- primary alcoholic heart 

from . . . . 70 

- regurgitation ol food 

through nose due to 730 
Beer-drinker’s heart 70, 

266, 375 

Beer-drinking, acute ne- 
phritis simulated after 514 

- general tedema from 

513, 516 

Beetroot, oxaluria from . . 523 
Belching . . . . 302 

- from flatulence . . 485 

Bell sound over pneumo- 
thorax 209 

Bell’s facial paralysis, con- 
tracture from.. .. 178 ! 
palsy . . 602, 605 

Belladonna, constipation 
relieved by . . . . 161 

- delirium due to 211, 

212, 213, 214 
:■*" "hemn from . . 275 1 

lowed by . . 859 
.inane action of . . 675 
, .alining, anidrosis in 803 ' 
pupils dilated by . . 859 

unequal from . . 675 

very wide lrom .. 213 j 

- purpura due to . . 676 i 

rash due to . . . . 917 i 

scales due to . . . . 744 

- tachvcardia from 856, i 

858, 859 

- thirst due to . . . . 875 

tongue dry from . . 859 

Bellows murmur of aortic 
disease .. .. 117 

Belt, Riedel's lobe of liver j 
lrom . . . . 461, 462 j 

Bence-Jones’ albumose, 
amounts found . . 22 

- - bone-marrow nffec- i 

tion and . . , . 22 1 

- - from carcinoma of 

bone .. 21, 22 | 

- - coagulation point of 6. 22 ] 

- - in leuk.xmia . . 22 i 

test for 21 j 

- - white ring with . . 61 I 

albumosuria . . 5, 20 | 

- general account of 21, 22 { 

- - from myelomata . . 20 

Benedict’s solution, com- 
position of . . . . 327 ! 

- in estimating sugar 329 1 


llenedicfs . comJ. Bile due,. obnr, of. amid. 

- test for glycosuria . 327 by tuherculou. 


Benzene and chloroform 
In measuring specific 
gravity of blood . . 651 

j - dermatitis due to . . 917 

• - fainting due to . . 297 

■ - used by printers . . °17 

I Benzidine test for blood 104 
I — occult blood • • 215 
i Benzoic acid, erythema 

from . . . . . . 275 

1 Folding's solution rc- 

j duccd after . . 327 

i Benzol in aeroplane var- 
! nish . . . . ..416 

Bcri-bcri, antemia from. . 44 

, - cachexia from . . . . 44 

i - decorticated rice and 
j 7 3, 83, 279, 516 

I - dietetic causation .. 8 3 

- 1- astern origin of . . 8 3 

- muscle wasting in .. 8 3 

- oedema in . . 83, 514 

- - ot legs in 7 3, 516, 517 

- peripheral neuritis in 

80, 82, 83, 516 
i - pyrexia in . . . . 516 

- rigor rare in . . . - 7 37 

- in seamen . . 8 3. 516 

| Bial’s test, glvcuronic acid 

| and . . ' . . . . 327 

I - - for pentose . . . . 327 

Bicarbonate of soda (see 
1 Sodium Bicarbonate 
Biceps i see under Muscle 
, - jerk in hysteria 
i - - increased, from cerc- 
i bral lesion 

- — lost . . 

- jerks unequal in hemi- 

plegia 

Bichromate <4 potassium 
( see l 1 ota*' sium 
Bicuspid tooth, pain m 
temple due to . . 

- - tenderness m temple 

; due to 

j Bicycle injury, testis atro- 
| phv from 

| Bicycling, menorrhagia 
from 

Bigcminy, electrocardio- 
gram of 1 10r. 114' 

ext rusys ivies causing 
■ I /y. 5 14 668, 

Big toe i see 1 oe, Cheat' 
Bilberries, melicna simu- 
lated by 

Bile deficiency, fat changes 
in stools due to 

- duct, Ascaris lumbri- 

coides impacted in . . 410 

- - carcinoma (sec Car- 

cin- >ma > 

- — cicatrization of, jaun- 

dice due to . . 407 

- - common, carcinoma 

of, colic lroin . . 147 
----- urobilin from.. 129 
• - - growth of, bile 
pigment in urine 
lrom . . . . 1 30 i 

- - - obstructed, gall- 

bladder enlarged 
from . . . . 316 

----- by gall-stone . . 316 1 

- - - stone in, colic from 147 
----- pancreatitis from 128 

- - congenital obliteration 

of . . . . 411 

- - - - jaundice due to 407 ’ 

- - hydatid cyst opening ■ 

into . . . . 410 

- - inflammation of, colic 

from . . . . 147 

- - kinked, with hepato- 

ptosis . . . . 463 

- - lymphatic glands ob- i 

structing. . . . 784 

obstruction of, carci- 
noma simulated by 468 J 

- - - by enlarged portal 

glands . . . . 422 j 

gall-stone . . 468 

- - - jaundice from . . 468 

- - - liver enlarged from 

463, 468 | 

- - - - in lymphadenoma 422 j 

- - - by malignant glands 66 1 


( glands . . . • 67 

! - - stricture of, gall-blad- 
der enlarged from 411 

1 from gall-stones. . 411 

gall-stones simu- 
late J by - ■ 411 
1 - - — jaundice from . . 411 

- - - laparotomy m dia- 

gnosing .. 411 

liver enlarged from 41 1 

: ulceration of, lrom 

gall-stones .. 411 

- (Iniclm’s test tor .. 90 3 

- inspissated, jaundice 

due to . . 407, 4 10 

- iodine test lor i/vv- >29)406 

- pigment in blood serum 

in pernicious amentia 419 

- Huppert’s test for. 903 

- ■- iodine test lor . . 90 3 

- - nitric acid test lor . . 903 

- salts, bradycardia lrom 110 

- in stools, corrosive sub- 

limate in testing lor 21 5 

- urine, account of 

- - jn hiliurv colic 

- - land sec Jauridw 

- vomit . • 

- - in gastritis . . 

- intestinal obstruction 9 30 

Bilhar/u h.cnniiobia, un- 
it mu from 

- ■ in bladder 


903 

151 


929 
9 3(1 


v ail 


<l-n 


44 

102 
"-»/ tS4 


Biot’s breathing . . . . 139 

- relation to Chcync- 

Slokes breathing 110 

- - in tuberculous menin- 

gitis ..110 

Bird feeders, uspcrgillus in 792 

- food, sporotrichosis and 365 
Birds, inability to hear. . 208 

- trypanosomes in . . 37 

utic acid m . . . . 901 

Birth, blood per arumi alter 96 
difficult see 1 Kstociu) 

- forceps u ii nr v at, para- 

plegia lrom.. .. 622 
■ injury, Duchctme’s 

palsy lrom . . . . 618 

- - hemiplegia lrom . , 382 

- - mlantile diplegia from 169 

- - - hemiplegia from . . 169 

- - - monoplegia from 169 

- - - paraplegia lrom 

164,621,622 

- - -- triplegia lrom . . 169 

paralysis ot arm lrom 622 
palsies, causes of . . 169 

- - chorea spastica due to 884 

- and see l 'hildbirth ; 

and 1 .about 
Bismuth, blue line 
gums lrom . . 

- enema see lnoma 
mclivna simulated by. . 48 1 

- rectal concretion due to H7 3 

- renal caU ulus miiiii • 

lated abet . . ..441 

• s Lit v si,io|\ alter . . 481 


45 


614 

_ 

- blood per anum lrom 


- 

anil \ 

rav s see X rav s 



96, 

102 


and 

Barium 

61 3 

_ 

cachexia lrom . . 

128 

lh 

smut h - 1 

emetine-iodide 

615 

_ 

- cystoscope in dia- 



in ama 

bu dvscnicrv 98, 99 



gnosing . • 356, 

577 

Hi 

sulphnl 

e ol carbon see 

381 

_ 

- in 1 gvpt 102. )50. 

470 


< at bon 

Bisulphide 


_ 

- eoMP.ophilui lrom 



idtiim 

in l anumdge’s 



If). 

272 


test 

129 



- fainting from . . 

297 

Hi 

tv. bug 

, central punt- 

867 


- hicniaturia lrom 44, 



lure m . 

677 



)48, 355, 

722 


itching lrom 658, 659 

867 

- 

- liver enlarged Horn 

470 


- purpura lrom 676, 677 


- 

- nuetoscopc in dia- 



- i elapsing lever twin 

86 


gnosing, . 102. 

722 



)6, 420, 7 )8 


- 

- mucus per anum Iron 

1 102 


- typhi 

us lever lrom 417, 691 

’ 482 

- 

- ova ot '/we. 96 

102 


Cat , spt 

rat. hortosis lrom 2 1 3 


— 

- - in laces . . 

102 

- 

di. limit 

n lrom 211, 21) 

: 668 

- 

- - urine 102, 356. 557, 

722 


dog. de 

hriiun lrom , . 213 



- pain in penis lrom . . 

576 

- 

• h;, dr 

. 'pF ibi i 1 rom 

670 

- 

- pyuria lrom 716, 

122 



175, 21), 24 ). 885 


- 

- in rectum . . 96, 

102 


ft net. 

S pi I OV IliCtOMS 


— 

- severe an anna lrom 

)5 


from 

. . 213 

481 

- 

- in South Africa 

356 

- 

flea, vet 

hi al puncture in 677 


_ 

- ulceration ol bladder 


-- 

- itching 1 1 mu . . 659 

300 


lrom 

722 

... 

- purp 

ilia vine to . . 676 


- 

- vesical colic lrom . . 

148 


fox, del 

anum 1 rom . . 21) 


- - - tuberculosis simu- 

lated by . . 356 

Biliary cirrhosis, hyper- 
trophic . . . . 466 

- colic see C.olic, Biliary; 

- crises in tabes dorsalis 148 

Bilious headache . . 369 

- typhoid, purjpura in. . 676 
Biliousness, bicarbonate 

ol bodu and . . 566 

- bowels inactive in . . 640 

- calomel and . . . . 566 

- deheient air in . . 640 

- - exercise and . . 640 

- diet and . . . . 640 

- micropsia in . . . . 926 

- migraine and . . . . 640 

- muscar volitantes and 92 

- pain between shoulders 

and . . 565, 566, 567 

- - in shoulder from . . 580 

- pathology not known . . 640 

- photophobia in . . 640 

- salivation from . . 662 

- sick headache and . . 640 

- tongue coated in . . 640 

- uric acid from . . 901 

Bilirubin, stercobilin from 902 

- in stools . . . . 215 

- urine orange-coloured 

from . . . . 903 

Biliverdin in stools in 
duodenal ulcer .. 130 

- urine . . . . 906 

- - black from . . . . 903 

- - dark green from . . 903 

Billiard-ball smooth areas 

in alopecia areata 92, 311 


- - hydrophobia lrom 21) 

- gnat, ol cat, earache ln.un252 

- face swollen lrom . . 824 

- - sept ica;inni lrom .. 704 

- — vesicle due to .. 920 

- insect, luce swollen from 824 

- inguinal glands en- 

larged lrom . . 8 )0 

- - wheals due to . . 935 

- leech, purpura due to 

676, 677 

- mosquito, of car, ear- 

ache lrom . . . . 252 

- - lave swollen from . . 824 

- - itching lrom . . 659 

- - malaria lrom . . 38 

- — sept icaima from .. 704 

- - vesicle due to . . 920 

mouse, spirochartosis 

from .. ..213 

- ol penis, sore due to . . 76 3 

- punctum in . . . . 920 

-- rat, spirochietoMs from 213 

- relapsing lever due to 36 

- snake (see Snake-bite i 

- stoat, spirochictosis from2 1 3 

- tarantula, delirium lrom 211 

- tongue swollen lrom 85, 852 

- vesicles due to . . 920 

- viper, delirium from . . 211 

effects of . 422 

- - (and see Snake-bite) 

- weasel, spirochictosis 

from . . . . 213 

- wolf, delirium from .. 213 

- - hydrophobia from 

213, 885 

- (and sec Sting) 



BITING 


909 


BLOCK 


Biting checks in epilepsy 182 
- tongue i see Tongue, 
Biurates, solubility of . . 901 
Biuret test for aibumosc 20 
Black dot ringworm . 311 
hellebore, dermatitis 
due to . . . . 916 

- measles . . . . 345 

- motions ..481 

- (and see Mchcna) 

- small pox . 354 

SPECKS BEFORE THE 

EYES .92 

spots In field of vision 92 

vomit in acute yellow 
atrophy . . 345 

phosphorus poisoning 421 
yellow fever 345, 420 
Blackheads, absent in 
drug rashes . . v 682 

- in acne vulgaris 125, 600 
Blacksmith’s heart, pul- 

pitat ton trom . . . . 594 

Blacksmiths, cramp m . . 189 
heart hvpeMt ophy in. . 2 

left ventricle hvper- 
trophied in 258, 374 

- imoe.irdi.il change in 18 

- prolonged first sound in 2 
Bliakwatei lew r see l evel 
Bladder, abscess opening 

into . . 646 

act mornw osjs opening 
into . . . . 2 ( >6, 724 

appendicular abscess 
adherent to . . 356 

ruptured into JU0, 

V3l», 716. 72 3. 724 
atony ot. nmtuiition 

ditlKiilt trom . . 4‘>2 

Bacillus cell in . . 047 

and see t’.oli 
BitCilluria 

- hilh.tr/ta in 102, 

hie. 2W 354 

- hi >o,l -clot in, coin, trom 148 


■ niiuut.iien diliicult 

trom . . 492 

cal*, ulus in see (,al 

cuius, Vrsn.ul 
carcinoma •>! see t .arci- 
noma > >1 Bladdet 
ot «. a cum opening into 

296. 716, 724 
col. >n opening into . . 716 

invading . . 724 

pcl\ ic colon invading 

148, 356. 724 
rectum infiltrating . . 491 
invading 148, 356. 724 
opening into 296, 716 
sigmoid colon in - 

vaditig . . . . 724 

opening into 296, 76 1 
uterus infiltrating 356, 

491, 724 
opening into 296, 716 
vagina invading . . 356 
coin ■ see ( a »lic. Vesical ) 


composite calculus in 

- 7-i.g. 355 

disease of, pain in leg 
trom . . 543 

displaced down, with hy- 
pertrophy oi cervix 657 
distended, abdominal 
tumour trom . . 61 

ascites simulated by 

61, 815 

catheter in diagnos- 
ing . . 815, 841 

- - dullness over . . 61 

dystocia due to . . 250 

- - trom enlarged pros- 

tate 61, 815 

- - felt per rectum . . 728 

- - tibromvoma of uterus 

simulated by . . 840 

micturition in dia- 
gnosing . . . . 815 

- - ovarian cyst simu- 

lated by . . 815, 840 

pain ubove pubes with 55 

pelvic swelling due to 840 

- pregnancy simulated 

by .. 815, 840 

- - from retention of 

urine . . 55, 492 


liladder , distended, contd . 

signs of . 61 

- — in spastic paraplegia 815 

- - from spinal cord le- 

sions . . . . 61 

- - tabes dorsalis 61, 815 

- - tapped in error . . 815 

- - urachal cyst simu- 

lated by . . . . 815 

- diverticulitis ubscess 

opening into 296, 

356, 716 

- diverticulum of 'see 

1 Jivertii ulurn ■ 

- dysenteric ulcer of intes- 

tine adherent to . . 356 

.. _. _ ... opening into 716, 724 
epithelioma of 577, 722 

- - and see ( arcinoma 

ot Bladder 

-• extroversion of, con- 
genital 658 

- - alter operation . . 658 

- prolapse of uterus 

simulated by . . 657 

- - into vagina . . 65H 

fistula of > see 1 istula 

- foreign body in, coin 

1 mm . . 1 48 

- - X-ray * badow from 444 

- lull, priapism lr>>ni . . 657 

- gangrene ol, from cys- 

titis . . . . . . 72h 

gonococcus infecting 228 

- gradual emptying on 

catheterization 58 

- growth in, cystitis from 720 

- - cvstosi ope in diagnos- 

ing <54. 494 

- - enlarged prostate 

simulated by . . 49 3 

- - biematuria from . . 349 

- - hydronephrosis from 354 

- - pelvic swelling from 840 

- p\ una w ith . . 349 

renal pain from . . <54 

tumour lrotn 354 

- - retention of urine 


t mm .4^3 

growth invading, colic 


J r> in 


14* 

in hernia 


h 14 

l.vp >giistnuni 

815 

idiopathu 

dilatation •>! 



/•/e. f,J7 

815 

iliac absw 

;ss opening 



716, 72 3 

. 724 

in infants 


815 

inflamed 

trigone of, 


pum in 

penis lroni . . 

49 3 

iniurv to 

see Injury 



instrumentation ol. 


colic trom . . .148 

- cystitis lroni 90, 72U 

irritable . 495, 902 

- from diverticulitis . . 161 

oxaluria . . 524 

- strangury due to . . 797 

- from vesical calculus 721 
irritated bv appendicitis 148 

parametritis .. 148 

- pelvic abscess . . 148 

- pcriproctul abscess 148 

- pvosalpmx . . 148 

lavage of, in diagnosing 

origin of pyuria .. 716 

ii'dcriKi ol, trom cystitis 720 
operations 'sec Operation 
on Bladder' 

- pain in ' see Bain ' 

- papilloma of (sec Papil- 

loma of Bladder 

- pelvic abscess opening 

into . . 356, 716. 723 

- periproctal abscess 

opening into 29, 296 

- pouch of (see Diver- 

ticulum 3 

- pressure on, bearing- 

down pain from . . 529 

- prolapse of, strangury' 

due to . . . . 797 

- prostatic abscess open- 

ing intt* . . 716, 723 

psoas abscess opening 
into 716, 723, 724 

pyosalpinx opening into 

356, 716, 72 3, 724 


liladder , contd. 

- rupture of, from frac- 

tured pelvis . . 351 

- sarcoma invading . . 148 

- sound in diagnosing 

cystoccle . . . . 658 

- sphincter, nerve-supply 

of <7v» 471, 611 

- stammering . . . 491 

- stone in (see Calculus, 

Vesical . 

- succussion in . . . . 800 

- sudden emptying of, 

anuria trom . . 55 

- saprophytes m . . 90 


irabcculaled, it; cystitis 720 
trigone of, inflamed, 
pain in penis from 

493, 576 

trouble from nerve 

disease . . . . 81 

and ho Micturition ; 
Sphincter Trouble, 
etc.; 

tuberculosis of 'see 1 u- 
berculosis ol Bladder; 

- tuberculous bowel open- 

ing into . . 716. 724 

- fistula ot . . . . 296 

- - ulcers ot l ie. 574' 717 

- — - bowel adherent to 356 
tumour of, aching in 

loin from . . . . 349 

- kidncs enlarged from 349 

- - micturition inter- 

rupted bv . . 576 

- - pain during rnicruri- 

t*on due t>» 576 

- - seen with cystose >pg 350 

- ulceration <>♦ see l Iter- 

ation ot Bladder 
• uric acid calculus in 

l-ie. J'JJ ; 354 

- \ermilorm appendix 

adherent to. . .. 724 

- villous carcovnu i <>1 see 

t .ar cumin i ot Bladder 

- - tumour ot, tolie from 148 

t \ ‘■■tost ope m dia- 
gnosing 491, 576 
- t : agment >n urine 349 

- - - h.ematuna fioni 

34K, 35 3, 576. 577 

- - - pair; in penis from 574 

- - _ paroxysmal hiemo- 

globmuria simu- 


lating . . . . 358 

- - - sudden stoppage of 

urine by . . 491 

- yeasts m . . 647 

- and see under Vesical 

Blanching alter abdomi- 
nal iniurv . . 735 

- from aneurysm . . 534 

- duodenal ulcer. . 157, 482 

- leaking abdominal aneu- 

rysm . . . . 778 

- rupture of 'aneurysm . . 157 

tubal gestation 157 

-- severe hemorrhage 157 

- in typhoid lever . . 157 

Bleachers, chloride of lime 

used b\ . . 917 

- dermatitis in .. .,917 

Bleaching powder, derma- 
titis due to . . 916 

- - test for indican 395, 905 
Blebs see Bulla- 

Bleeding cheeks in stoma- 
titis . . . . 95 

- GUMS 93 

- - 'and see Citims, Bleeding 

- lips in stomatitis . . 95 

- from mouth in hemo- 

philia . . 346 

~ - Hodgkin’s disease. . .346 

- - from mcrcurv . . 94 

- NOSE . . .273 

-- - (and sec Kpistaxis 1 

- palate in stomatitis . . 95 

- tongue in stomatitis . . 95 

Blepharitis, chronic 


iFig. 212' 287 

- - marginal, conjunctiva 

hypertrophied from273 

- - - epiphora from . . 273 

lid edge hyper- 
trophied from . . 273 


- rctroverted gravid i - rectal examination in - from fucial paralysis.. 604 

uterus 61, 815, 841 1 investigating .. 350 - in Mongolian idiocy.. 293 


Blind spot in field of vision 


from albuminuric retin- 
itis 93 

- cataract . . 93 

- - — — corneal opacity 93 

- ... „ „ detached retina 93 

- - - - disseminated scle- 

rosis . . . . 93 

- - - embolism of ret- 

inal artery . . 93 

- - - - haemorrhage in- 

to vil reous . . 93 

- - iritis . . . . 93 

- - - - keratitis . . 93 

- - - -- melanotic sarcoma 93 

„ _ „ ophthalmoscope 

and . . . . 9 2 

- - - from optic atrophy93 
neuritis . . 93 

- perimeter and . . 92 

- from quinine . . 93 


- - - scotoma due to 923 

- - - - trom synechia: 93 

- - - - thrombosis of 

retinal vein.. 93 

- - - - tobacco amblyopia 93 

- -- and see Scotoma) 
BLINDNESS . • 920 

- in arteriosclerosis . . 925 

- colour i see Colour 

Blindness, 

- COMPLETE . . 924 

- congenital .. . . 924 

- from congenital optic 

atrophy . . . . 622 

day . 926 

- Bum detachment of 

retina . . . . 925 

- dilated nasal sinus . . 925 

- dectnc, red vision in. . 926 

-• from embolism of ret- 
ina! artery . . . . 925 

- in familial idiocy . . 924 

- Horn fracture of base 

ol skull . . 925 

- glaucoma . . 288, 925 

- after haemorrhage . .923 

- b.cmi- see Hemianopsia 

- from hysteria.. 754, 625 

- in idioev . . . . 622 

- from iritis . . . . 924 

- migraine . . 924. 925 

- monocular, in migraine 922 
-- night see Night Blindness. 

- from ophthalmia neo- 

natorum . . 285, 924 

- ophthalmoscope in in- 

vestigating . . . . 925 

- from optic atrophy . . 925 

- - chiasma lesion . . 925 

- - nerve compression 925 

- - -■ injury . . 925 

- - tract lesion . . . . 925 

- partial, account ot . . 923 

- - in hysteria . . . . 923 

- from quinine . . . 925 

- retrobulbar neuritis 639, 925 

- searching movements of 

eyes in . . . . 505 

- snow, hemeralopia from 926 

- - red vision in . . 926 

- from spasm of retinal 

artery . . . . 925 

- sudden, causes of . . 925 

- temporary, from retro- 

bulbar neuritis . . 924 

- from thrombosis of re- 

tinal vein . . 925 

- unilateral • . 925 

- urtvmic • • 925 

- from vitreous haemor- 

rhage 925, 926 

- (and see Amblyopia ; 

Scotoma ; Vision, 
Defective : 

Blinking tic . . 173 

Blister, limping due to . . 456 
Blisters, eosmophilc cor- 
puscles in ..127 

- from friction . . 125 

- on uedematous tissues 124 

- from vesicants . . 124 

- (and see Bullar't 
Blistering, albuminuria 

from . . . . . . 17 

- by canthnrides . . 17 

Block, heart- (see Heart - 

block 1 

- sinu-auricular (see Siriu- 

nuricular Block) 



BLOOD PER ANUM 


970 


BLOOD-PRESSURE, HIGH 


BLOOD PER ANUM . . 96 

- 

from abdominal in- 


jury 

. . 96 

- 

- actinomycosis 

. . 96 

- 

- acute summer 

diar- 


rh<ra 

. . 96 

- 

- ana-mia from 

. . 43 

- 

- from aneurysm 

. . 97 

- 

- ankylostomiasis 

97, 102 

- 

- arsenic 96, 

102, 103 

- 

- bilbarzia 

96, 102 

- 

- after birth . . 

. . 96 

- 

-- in blood diseases . . 96 

- 

- from calomel 90, 102, 10 3 

- 

- carcinoma . . 

. . 98 

- 

- - of bladder 

. . 96 

- 

- - colon 96, 97. 

356, 413 

- 

- - descending colon 


96, 97, 98 

- 

- - duodenum 

. . 97 

- 

- - rectum . . 96, 97, 556 

- 

- - sigmoid 96 

97, 556 

... 

- - splenic tlexur 

e . . 776 

- 

- - stomach . . 

. . 97 

- 

— - uterus 

. . 96 

- 

- chemicals . . 

. . 102 

- 

- In children . . 

. . 101 

- 

- cholera . . 

. . 76 

- 

- from cirrhosis of liver 



97, 783 

- 

- colitis 

96, 700 

- 

- corrosive sublimate 103 1 

- 

- diverticulitis 

96, 356 

- 

- drugs 

96, 102 

- 

- duodenal ulcer 

97, .343 

- 

- dysentery 96, 97, 98, 871 

- 

- embolism . . 

96, 97 

- 

- epistaxis 

. . 97 

- 

- fissure 

96, 97 

— 

- fistula 

96, 97 

- 

- foreign body 

. . 96 

- 

- gastric ulcer 

. . 97 

- 

- gastro intestinal 

Irrl 


tants 

102, 103 


- - after gastrojejunostomy 69 

- - from haemoptysis . . 97 

- - in Henoch’s purpura 

102, 680 

- - from hydrochloric 

acid . . . . 103 

in infants . . 101 

- - infective endocarditis 97 

- - from injury.. 96, 97 

- - in intermittent fever 96 

- - from intussusception 


96, 101, 164, 727, 

812, 829 

- - invagination of rec- 

tum . . . . 166 

- - jaundice . . . . 96 

list of causes of 96 

in lymphatic leuk- 
aemia . . . . 96 

- ~ from nitric acid . . 103 

- - Oxyuris vermicularis 


Mood per ovum , contj. 

- - from tuberculous 

ulceration of colon 96 

- - - - rectum . . 96 i 

- - typhoid lever 96, 67 j 
ulceration of rectum 97 j 

- - in ulcerative ci-litis 

96. 97, 100, 564 

- - vaginal examination in 97 | 

- - in yellow fever . . 96 

zymotic diarrhoea . . 101 

(and see Aleltena) 

- auto-agglutination in. . 51 j 

- Bacillus coli from . . 736 j 

- influenza* from . . 739 

- pyocyaneiis from . . 739 ' 

- typhosus lrom . . 739 
bacteriological investi- 
gation of (see Blood 
Culture ' 

benzidine test for . . 104 

casts (see Casts, Urinarv, 
Blood- 

Charcot- 1. evden crys- 
tals in . . ..131 

clot m bladder, colic 
from . . ..148 

- - micturition ditli- 

cult from . . 492 

- front kidney due to 

blood diseases . . 147 

- - colic from . . 147 

- - due to growth . . 147 

- - infarction . . 147 

- - infective endo- 

carditis.. .. 147 

- - injury . . . . 147 

leukarmia . . 147 

- - pernicious uruemia 147 

- - purpura . . . . 147 

- - scurvy . . . . 147 

- - tubercle . . . . 147 

- in ureter, colic from 147 

coagulability of (see 

Coagulability of Blood 
colour index of tsec 
Colour Index' 
crescents in, in malaria 420 
crusts in jaundice . . 405 
culture. . . . 83 

- germs found on . . 739 

- in infective endocarditis 

46, 261,612, 687. 

704. 715 

- leptothrix septicarmiu o92 

- Inbar pneumonia . . 736 

- Malta fever. . 455, 739 

- Micrococcus tetra- 

genus recovered on 

Pig. 550) 692 

- in pyaemia . . . . 678 

- pyrexia cases 687, 713 

- rigor cases . . . . 738 

- scpticarmia 678, 687, 

715, 739, 786 


Mi ><•</, conrd. 

- extravasations, hatno- 

globinurin from . . 357 

- ill laves (see Blood per 

A mini' 

- lat in (see Lipaniia) 

- lilaria embryos in 36, 37, 280 
lilms, I .eishnnm-i )ono- 

van bodies in . . 37 

- in lymphatic lcuk- 

a-mia . . ( lug. 4 7 ' 3 3 

- malaria parasites in 

39, Jugs. 37, ;<v> 40, 

■ Pigs. -.'9. oO 41, 47 

- method of makinn 

Pig. 27 26 

-• in pernicious aruenna, 
coloured figure of 

1 7*7 e. 4i> 31 

- - Plasmodium falci- 

parum in Pig. ?V' 41 

- - - quolidianurn in 

Jug. ou 41 

- - malaria- m < Pig. is 1 40 

- - vivax in i Pig. 57: 40 

- Spirochata ober- 

mcicri in. . . . 785 

- in splenomcdullary 

leuka-nna Png 44 32 

- - stains for . . . . 26 

- - trypanosomes in . . 37 

- - Wright -Romanowsky 

stain for .. 40, 41 

- flow in vein, direction 

of. method of testing 908 

- fowl's, malingerer and 

3 37. 356 

oval corpmcle*. in 3 37, 386 

- gonococci in . . . . 739 

- fjuaiacum test for 104, 4S2 

- mspissaiion of . . 201 

- leucocytes of . . 27, 28 

- malaria parasites in 42 

8 3, 21 3 

- .Micrococcus rhctuiu- 

ticus from . . . . 261 

- occult, in ankylostomi- 
asis . . . . . . 103 

benzidine test for . 215 

- - IN STOOLS. . 104, 215 

- - - from carcinoma of 

colon . . . . 16 3 

_ pancreas , . Mo 

- - - - stomach 44, 104. 

163, 397. 482 

- - - duodenal ulcer 104, 

130, 16 3, 554 
- gastric ulcer 104, 

130, 163 

pancreatitis .. 130 

- - technique in testing 

tor 104 

- - testing for, chlorophyll 

and . . .104 

- - diet for . . 104 


96, 102 

- - parasites . . . . 102 

in is ic abscess .. 99 

,'jrcoma . . . . 96 

peptic ulcer . . .. 96 

in pernicious anaemia 96 
from phosphorus . . 96 

- ■- piles . . . . 96, 97 

- - polypus of colon 96, 98 

- - - pelvic colon . . 97 

- rectum 96, 97, 98, 727 

- - - sigmoid colon . . 97 

- - proctitis . . . . 96 

- - prolapse . . . . 101 

ptomaine poisoning 872 

- - purgation . . . . 96 

- - in purpura . . . . 96 

- - - haimorrhagica . . 346 

- - rectal examination in 97 

- - from rectal injury . . 96 

- - relapsing fever . . 96 

- - sarcoma of stomach 97 

- - in scurvy . . . . 96 

- - from septic um- 

bilical cord 96, 101 

- - in septicaemia . . 96 

- - from sigmoidoscopy 96 

- - sigmoidoscopy in . . 97 

- - in splenic amrmia. . 783 

splcnomedullary leuk- 
aemia . . . . 96 

- - sprue . . . . 96 

- - from ‘■ulphuric acid 103 ! 

- - syphilitic proctitis 96, 100 i 

- - thrombosis 96, 97, 152 ‘ 


- - streptothrix infec- 

tions . . . . 687 

-• - tetragenous fever . . 692 

- - tvphoid fever 687, 

689, 739, 784 

- cysts in sarcoma . . 82 3 

- diseases, apoplectiform 

Meniere’s disease in 208 

- - arsenic in . . 83, 872 

- - bleeding gums in . . 362 

- - blood per anurn in. . 96 

- - - clot from kidney in 147 

- epistaxis in . . . . 362 

- gastric colic in . . 148 

- ha-matemesis in . . 3 36 

- haemoptysis jn . . 362 

- - haemorrhage into gas- 

tric mucosa in . . 148 

- - - inner car in . . 208 

- - hyperplasia of red 

marrow in . . 862 

- - peripheral neuritis in 83 

- - pleuritic effusion in 137 

- - purpura in. . 676, 679 

pyrexia in . . 688, 707 

renal colic in . . 147 

- - tenderness of ribs in 862 

- - sternum in . . 862 

- (and sec Anaunia ; 

I.euka-mia, etc.; 
from ear ; see liar. Blood ' 
from j 

lUirlich’s diazo-reac- 
tion in . . . . 414 

elliptic red cells in . . 51 


- parasites in 'see Parasites 

in Blood 

- phagocytosis of red 

cells in . . ..51 

- pigment, extraction of 104 

- - phosphates carrying 

d< wn . . 12 

- pneumococci in 261, 7 39 

- poisoning see Pyaemia; 

and Septic, emia 

- pump, respiratory . . 250 

- per rectum sec Blood 

per Anurn 1 

- rouleaux formation 

excessive in 51 

- scrum, bile pigment in, 

in pernicious anavnia 419 
sickle-shaped red cells in 51 

- specific gravity of, in 

diabetes insipidus.. 655 

high, in collapse. . 651 

method of measur- 
ing . . 651 

- - normal .. 651, 655 

- spectroscope test for 

104, 202 

- Spirochami obermeicri 

in . . 420, 709, 735, 785 

- spirochseres in . . 693 

- - in spirochtciosis ictcro- 

ha-morrhagica . . 420 

- staphylococci in 261, 739 

- in stools (see Blood per 

Anum ; and Stools, 
Blood in) 


Mood , eontd. 

- streptococci in 261, 73Q 

- sugar In diabetes 3)0, 333 
- estimation of 332, 333 

- - high, m diabetes . . 334 

- - - pregnanev . . 3 32 

- - normal difference 

value of . . . . 130 

- figure for . . 333 

- test for . . . . . . 481 

- transfusion, haimoglo- 

bmuri.i after ^57, 358 
~ - in pernicious auicmia 641 

- - rigor after . . . . 737 

- - wheals alter . . 935 

- trypanosomes m 280, 708 

- typhoid bacilli in , . 784 

- urea in, estimation of 

19. 20 

- - high, lrom alkalosis 214 
-- - - gastrectasis . . 214 
- in pyelonephritis 718 

- - normal iigure tor 20, 214 

... _ maximum of . . 718 

- - in urarnua . . ..Ill 

- lrom urethra due to 

carcinoma .. . . 2 30 

- - chancre . . . . 2 30 

- in urine see I hematuria 

■ van den Bernh’s re- 
action in . 414 

- vomiting of see llicmu- 

tcniesis i 

- water in excess in, in 

chlorosis . . 49 

BLOOD PRESSURE, AB 
NORMAL . . 105 

- in children . . ..105 

- diastolic, account of . . 105 

- in health . . 105 

- high, abdominal angina 

with . . 538 

- - ass'eniuatod second 

sound lrom 1, 2. 

5 .), IMS. 37) 

- - in acromegah . . 106 

- - due to age . . . . 1 

- - albuminuria with 17, 

)9d. 505 

- - albuminuric retinitis 

lrom . . . . 106 

- - with alcoholic heart 18 

- - angina pectoris with 

3. 39(>, 654. 864 

- - apoplexy from . . 106 

- - in arteriosclerosis 1, 


14, 17, 62, 71, 105. 

106, 201, 204, 246. 

372, 390, 504. 729 

- - ascites lrom . . 62 

- - lrom asphyxia 71, 106 

* big heart with . . 595 

- - in Unglu's disease.. 26 3 

- bulbar paralysis . . 607 

cerebral lu-mnr- 


rhage and 10<>. 1 09, 

155. 184, 382. 627 

- - chemical tailors and 106 

- - ( ’heyne- Stokes 

breathing with . . 1 39 

- - in chronic interstitial 

nephritis . . b2, 347 

- - - nephritis 12, 14, 

15, 57, 64, 106, 390 

- - - parenchymatous 

nephritis 62, 506 

- dangers of . . . . 106 

- - delirium with . . 211 

- - diabetes with . . 334 

- - in diagnosis of slight 

stroke . . . . 298 

- - dyspnoru f rom . . 246 

- - emotion factors and 106 

- - endocrine lactors and 106 

- - cpistaxi ■> from 27 3, 

274, 275 

- - fatigue factors and. . 106 

- — with fatty heart . . 18 

- -- fibroid heart . . 18 

- - first sound prolonged 

with . . 2. 105 

- -- in gastric crises 396, 5 38 

- - general account 105, 106 

- -• lrom granular kidney 

1, 17, 71, 137, 201, 

246, 504, 729 

- - harmatemesis from . . 342 

- - haemorrhage into 

vitreous from . . 106 

- - headache from . . 372 
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lUooil-presuoe, hitfh, i'ntitiJ. j Bloody sweat 80 4 

- ~ heart failure from lUmv on chest , lueinoptysis 

17, 62, 106, 201, 246 from . . .. . . 464 

- - in heart iailurc 71, 106 -- ear, noises in head from 504 

high frequency elec- - - vertigo from .. 504 

t licit y relieving.. 401 - epigastric, hamiatem- 

hot fiatlis relieving. . 404 ests from , . . . M2 

- - hypcrucusts from 489, 490 — — vomiting tine to . . 929 

from hvperpiems . 62 -- lutmaioma of mvv from 814 


hypertrophy of left - on internal semilunar car- 

vcntnele with 2, 729 triage. fainting from 297 

from hypotltyroidism 106 - periostitis of jaw from 814 

impulse forceful with 5 1 - purputa due to .. 676 

- insomnia from 402, 404 - over solar plexu' , faint- 

life insurance and . . 105 mg due to . . . . 297 

massage relieving . . 404 - swelling on hone after H17 

in melancholia .. 106 - oil testicle, fainting from 297 

menorrhagia from - tvmpamc membrane 

482, 484 ruptured bv . . 522 

metrorrhagia from, . 487 Blowing ol nose, surgical 
mitral regurgitation emphysema from . . 254 

from .. .. 262 Blowpipe worker-*, eye- 

in mitral stenosis strain in . . . . 547 

3 7, 71, 106 Blubber lips from lyin- 
with myocardial alfee - phangitis .. .. 824 

lions .. .. 18 - - macroglossia with.. 852 

nervous factors and 106 Blue brain . 204, 205 

rimses m head from M)4 - field ol \ision 1 ' r .. 921 

nutmeg hvei from.. 4b < - line on gums ( rums 

often unimportant.. 105 - pill, pokuriu alter .. 65 4 

in old age <57 - sclerolics and brink- 

palpitation from 594 bones /-'/g. 2G' 404 

pituitary vagaries and 106 - vision after cataract 

with polycystic kid extraction . . . . 926 

nevs 57. 450 Blueness of ears, blue- 

in polyt vtlnemia . . 246 hiam and . . 204 

-• pn alori Inea and .. 662 - hands, blue-brain and 204 

in Raynaud's syn- - lips in pneumonia . . 735 

drome . . 106 - and see (.vanosix 

reduplicated first Blush area in regions ol 

sound with . 729 pain . . . . 527 

second sound from <7 < Blushing, absence ol, 
in lenal disease 18 4. 472 from paralyse of cer- 
retinal arteries thin visa! sympathetic . . 270 

and wirv with 1 06 - from emotion . . <0 4 

tortuous with.. 106 - flushing distinguished 

htemorrhuges with from 303 

106, 5 l, 5 Boat, dizziness on .. 911 

- retinitis with . . 595 - race, albuminuria after 

- shortness ol breath 15, HO 

with 106 -- glycosuria alter . . 440 

sphvgtr.om uimnef ' t Boeck. multiple benign 

m detecting . . 594 sarcoid of 502 

m ‘■plenonu gabc Bod m car, deafness lrom 207 

polnuhaim,! 750 earache from .. 252 

■ throbbing, m head - -- meatal sinus Simula - 

from . . --7 1 ting . . 522 

thvroui extract h.elp- - niealcr ohst ructcJ by 207 

nn* 106 - - olorriura from . . 522 

tinnitus due to 875. 879 - - pain in ear from . . 252 

- tube-cast'- with 594 - pic-auricular gland 

in urxnua 111, 18 4, enlarged from .. 252 

\ anal ions m 106 ■ pus from . . 522 

\crtigo due i'> 504, 911 - - tender swelling due 

vision affci'ed troni 106 to . . . . 522 

without sMnptono 106 -- carbuncle distinguished 

m women at middle- lrom . . 682 

age . . 106 - on hue . . . . 824 

low. In Addison's disease - nature of pustule m .. 681 

45, 106. 212, 472, - in perineum, aching in 

641, 928, 9 <4 perineum from .. 579 

amentia . . . . <72 -- ot scrotum . . . . 849 

asthenia . . 106 - stifl neck from . . 795 

- - from cigarettes . . 106 - suppurative menin- 

• debilitating malady 106 gilts from .. .. 742 

delirium from .. 212 - tenderness ol spine 

in Graves’ disease. . 106 lrom . . 865 

- headache from .. 472 -- thrombosis of innonnn- 

m morbus cordis . . 472 ate vein from . . 9 10 

- - phthisis . . ll»6 - vulval swelling due to 85 4 

pigmentation with.. 106 Boils due to Accladium 

- - after residence in ('astell.mii . . 312 

India .. .. 106 - acute nephritis front .. 11 

- - from severe harmor- - ft om ankylostomiasis . . 645 

rhage . . . . 212 — in nsphalu workers . . 9 17 

- - vertigo due to ..911 - cow-pox simulating .. <02 

- - lrom vomiting . . 396 - in diabetes . . 4 44, 4 <5 

- maximum systolic ar- - of face, cavernous sinus 

tenal . . . . 105 thrombosis lrom . . 284 

- minimum diastolic ar- - finger affected by . . <01 

teria! . . . . 105 - general enlargement ol 

pulmonary, raised, in lymph glands due to 471 

mitral stenosis . . 46 4 - due to tar . . . . 917 

- rest in bed and . . 105 Boiler-makers, deafness in 207 

- stethoscope in mcasur- . - noises in head in . . 504 

ing . . . . 105 vertigo in . . . . 504 

- sphygmomanometer in : Boiling in removing nlbu- 

measuring . . . . 105 min . . . . 20 

Blood-root, dermatitis due - test for albuminuria . . 524 
to .. .. 916 - - Bence- Jones’ albumos8 21 


Bolting food, sense of full- Bones, bemiim ; of, contd. 

ness from . . . . 307 - - in rickets . . . . 305 

Bombs, hexa-nitro-di- - brittle < see Frai'ilitas 

phenylamine in . . 917 Ossium) 

Bone, abscess of 1 sec Abscess; : - brown, in hydroa sesti- 

- acute necrosis of, rheum- vale . . . . . . 271 

atic lever simulated by 42 4 porphyrinuria .. 904 

affections. X rays in - deformed in rickets . . 458 

diagnosing .. 818-823 - enlarged in acromegaly 

- carcinoma of (vf-c Car- 142, 255, 656 

cinorna. - - ends of, in achondro- 

- caries of 1 sec Caries 1 plasia . . . . 243 

- chloroma of 51,257.404 rickets .. .. 244 

- in dermoid cyst . . 444 - - in lcontiasis ossca . . 255 

- destroyed in xcro- -- - pulmonary osteo- 

dcirna pigmentosum 88 arthropathy 142, 446 

- disease, talipes from 144, 147 - nodules on. In yaws .. 501 

- eburnation of, in ostco- - Paget’s disease of . . 255 

arthritis .. ..4 40 - pain in see Pain/ 

- egg-shell crackling of 188 - polymyositis affecting 295 

epithelioma invading - premature ossification 

82 4, 895 ol, in infantilism . . 234 

erosion of, bv aneurysm 846 - in rickets .. 182 

■ - epithelioma .. 892 - soft, in rickets . . .. 194 

sarcoma 642 82 4 osteogenesis imper- 

- - svphilis . . . . 892 lecta . . . . 233 

expanded by mvcloid - - osteomalacia • • 244 

sarcoma ' Bio. (4‘t 822. - tenderness in 'see Ten- 

1 1 : iy. t,41 82 4 derness. 

fibroma of . . 821 - thickened in osteitis 

- lracture of, callus alter 817 deformans . . 194, 819 

- gumma ot .. 819 - tltin in mollittes ossium 

- hvdatid cyst in . . 824 Bi.x. 2(d) 405 

- hypernephroma in . . 824 - transparent - ended. In 

- iniur\ of, arrested arthritis • - 428 

growth from . . 147 - (.and see under various 

- - overgrowth lrom .. 147 Bones 

- Innocent tumours of.. 820 Bookmakers, hoarseness in 387 

- taw, myeloma affecting 822 Bool polish, mctha*moglo- 


- lachrymal, necrosis of 274 hinarinia from .. 202 

- lipoma of . . . . 821 - - oil of mtrbane in . . 202 

- malar, overgrown in - toe, worn, in peripheral 

acromegaly .. 29 4 neuritis .. 75 

- mandibular, overgrown - - - spastic paralysis.. 607 

in acromegaly . . 294 Bools, blisters from . . 123 

- marrow aflections, albu- - brown, blue-black facies 

most- and . . 22 lrom . . . . 202 

cosinophilia front 271 - ill-luting, limping from 456 

- - not red in aplastic -- Morton's neuralgia lrom540 

anaemia . . . . 4J - tight, hyperextctision ol 

- - red in pernicious toes lrom . . . . 146 

antenna . . . . <1 - - pcs cavus lrom . . 146 

necrosis of see Necrosis - - toes deformed by . . 146 

- neoplasm ol, muscular - whitlow lrom . 497 

atrophy from . . 79 Borage, dermatitis due to 915 

- - secondary to breast 406 B0RB0RYGMI .. .. 107 

- - - pelvis . . . . <06 - absent in general pen- 

- - - in pleura .. 142 torntis 107, 485, 734 

- - to stomach . . 406 - asphyxia causing . . 107 

- - -- thyroid gland 406. 876 - bacteriology of stools 

- - X ray-, tn diagnosing 406 in cases of . . . . 107 

- node on, after injury 817 - carbohydrates arid . . 107 

- osteosarcoma of 188, 190 i - from carcinoma of colon 107 

- overgrowth of, from - colic and . . . . 735 

inittry . . 147 - constipation with . . 107 

- pain in st-e Ram — cyanosis and . . . . 107 

- piece of, in trsophagus 240 - diarrhcca with . . 107 

- - trachea, gangrene of - from dysentery . . 107 

lung from ..324 - fermentation .. .. 107 

- rarefaction of. in rheu- - flatulence with . . 107 

mat old arthritis . . 441 - functional . . , . 107 

- rider's . . . 845 - in heart failure . . 107 

- rodent ulcer destroying - hunger causing . . 107 

225, 892 - at ileocarcal valve . . 107 

- sarcoma of isec Sarcoma - from intestinal band . . 107 

- sinus of, anaemia lrom - - colic . . . . 525 

infected .. .. 47 obstruction and 168, 485 

- spontaneous fracture of - in nervous people . . 107 

(sec Fracture, Npon- - sigmoidoscope in cases 

taneous 1 of . . . . 107 

- stapes, \ertigo due to - stethoscope in detcct- 

pressurc on . . 912 ing . . . . . . 107 

- SWELLING ON . 817 - from ulcerative colitis 107 

- - and see Swelling on - X rays alter bismuth 

a Bone* m cases of . . . . 107 

- syphilis of (see Svphilis Bordet-Gengou reaction 

- tender ;sce Tenderness in whooping-cough .. 250 

- thickening of, from Boric acid, erythema lrom 275 

periostitis . . 818 Boring epithelioma . . 836 

- tuberculosis of see Tu- - pains in tabes dorsalis 753 

bc-rculosis' Bothriocephalus dispar> 

- tumour ol, pain in leg anamiia from . . . . 44 

from . . 5 <9 - latus, albuminuria from 16 

Bone-conduction test of - - ana-mia from515. 634, 645 

hearing . . . . 206 - - cuchexia from . . 128 

Bones, bending of, in mol- - - cosinophilia f rom .. 272 

litics ossium < /-7y. 2/d ' 405 - - from fresh-water fish 633 

- - osteitis deformans.. 819 - - head of U*i,g. 49/) 633 

- - osteogenesis impel- ~ - < edema of legs from 


lecta . . . . 234 515, 517 
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BREATH, FOULNESS OF 


Bothriocephalus lams, contd. 


severe antemia from 35 

Bottle bacillus, baldness 
ansi . . . . 92 

- - seborrhnea and . . 92 

- nose in cirrhosis of liver 67 
Bottled fruits, botulism 

from . . . . . . 24 3 

Botulism, abdominal 

cramps in . . . . 243 

- account of . . 223, 243 

- aphonia in . . 243 

- from Bacillus botulinus 

223, 243 

- bottled fruit or veget- 

ables . . . . 243 

- coma in 153, 223, 243 

- cramps in . . . . 223 

- delirium due to 212, 213 

- diplopia in . . . . 223 

- drowsiness in . . 243 

- dysphagia in 223, 243, 662 

- dysphonia in . . . . 22 3 

- epidemic . . 223, 24 3 

- from food . . . . 22 3 

- fowls affected by . . 223 

- headache in . . . . 243 

- huskiness in . . . . 243 

- incubation period of . . 223 

- latent period of . . 24 3 

- mydriasis in . . . . 223 

- nausea in . . . . 243 

- from potted meat . . 243 

- poultry paralysis from 243 

- ptosis in .. 223, 24 3 

- ptynlism due to . . 662 

- pulse-rate raised in . . 243 

- respiratory failure in. . 243 

- strabismus in . . 24 3 

- temperature subnormal 

in 243 

- tongue stiff in . . 243 

- vomiting in .. 223, 24 3 

Bougie, ancurvsm dangers 

with 240 

-■ broken in urethra . . 575 

- in cardiospasm . . 535 

- diagnosing calculus in 

urethra . . . . 492 

- -- foreign body in oeso- 

phagus . . . . 337 

- - prostatic calculus . . 492 

- - stricture 491,493,575 

- - ureteric calculus . . 578 


oesophageal stenosis 240,927 

- opaque, in diagnosing 

calculus in ureter . . 353 

- radiographic 'Bigs. 162, 

364, 365) 443, 

{1'tg. 366 ) 444 
Bovine cough lrom laryn- 
geal paralysis.. 605, 606 

heart 258 

Bow-legs in achondro- 
plasia . . . . . . 2 33 

- rickets . . . . 232 

Bowlers, subacromial bur- 

siris in . . . . 581 

1 - clvcosuria from 3 30 

uged from . . 266 

• membrane 

iptured in . . 522 

■ " >J, dermatitis due to9l6 
;.-'~elet, eheloid from .. 131 
brachial artery, atheroma 
ol, unequal pulses from 674 

- monoplegia after en- 

cephalitis . . . . 632 

- 'and '-ee Paralysis of 
Arm i 

neuralgia see Neuralgia') 
Tietintis , see Neuritis i 
palsy <see Paralysis of Arm) 
plexus, aneurysm affect- 
ing , . . . 82, 582 

~ - Cervical rib affecting 


80, 82, 142, 204, 674 

- - diagram of - hty. 474) 618 

distribution of 615, 620 

- - enlarged thyroid 

compressing . . 877 

- - herpes zoster of . . 546 

lesion, anaesthesia 

from .. ..617 

- - - arm wasting from 82 

- In Erb's palsy . . 618 

- - muscular atrophy 

from . . . . 617 

- - - oculopupillary sym- 

ptoms from . , 619 


Brachial plexus lesion, contd. i 

- - - pain in arm from 204 

- - - - circumflex nerve j 

from . . 204 , 

- - - - shoulder from 204 j 

- - — paralysis of arm j 

from . . 617 j 

- - - progressive muscu- 1 

lar atrophy dis- 
tinguished from 80 

neoplasm affecting. . 82 : 

neuromata of, bra- 
chial neuritis simu- 
lated by . . . . 544 j 

- - occupation and le- 

sions of . . . . 204 

spinal nerves supply- 
ing .. ..543 

- - tender, in brachial 

neuralgia .. 543 

- - weight carrying in- 

juring . . 204 

Brachialis anticus, nerve- 
supply of . . 615, 

474 ‘ 618 , 620 

Brachiitis, acute, muscu- 
lar atrophy from . . 58 3 1 

- pain in shoulder from 580 

Brachyccphaly in Mon- 
golism .. ; /by. / 235 i 

Bradshaw’ s albumosuria 22 


BRADYCARDIA .107 

- from alternating extra- 

systoles .. ..671 

- in aortic stenosis . . 259 

- from bile salts .. 110 

- in catarrhal jaundice.. 411 

- from cerebellar abscess 734 ; 

- cerebral abscess 109, 613 

hemorrhage . . 109 

tumour 109, 806 

- in convalescence 671 

- cretin . . . . 290 

- lrom diet delicicncy .. 110 

- digitalis . . 1 10, 858 

- drugs . . . . .,110 

- in epidemic jaundice. . 420 

- exhaustion disease 110 

- false, in mitral stenosis 106 

- familial . . . . 107 

- from latrv heart . . 264 

- in healthy persons 107 

from heart-block 6b8, 07 1 

- increased intracranial 

pressure . . . . 109 

-- in jaundice .. 110, 671 

- myxeedema . . 109, 290 

- alter onus media . . 109 

- in phlehotomous lever 110 

- from raised intracranial 

pressure ..671 

- simple, electrocardio- 

gram of / /.e. ItMj) 107 

- in sinus arrhythmia . . 671 

- lrom sodium salicylate 110 


- in Stokes- Adams’ disease 

108, 109, 18 3 

- from strophanthus .. 110 

- in tuberculous menin- 


gltis 


109 

— urarmia 


109 

- lrom war redema 


no 

- in vcllow fever 
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110 

- from aconite . . 


no 

- in air-hunger . . 


no 

- from alcohol . . 


no 

- antimony 


no 

- butyl chloral hydrate. . 

no 

caseous bronchial glands 


110, 

in 

— in catalepsy 

no. 

in 

- from cerebellar abscess 

no 

- -- tumour 


no 

- cerebral abscess 

i io 

613 

- - compression 


no 

- - haemorrhage 


no 

- — tumour 


no 

- chloral 


no 

- chloroform 


no 

- choleraic diarrfxxa 

1 10 

- collapse 

no. 

in 

- coma with 

no, 

m 

- from depressed 

frac- 


turc of skull 


no 

- diabetes mellitus 

110, 

111. 

112 i 

- duodenal ulcer bleeding 110 1 

- epilepsy 

no, 

in 

- excessive loss of fluid 

no 


Bradyptura , coned. j 

- functional 110, ill ! 

- from gumma of me- [ 

ninges . . . . 110; 

- after huematemesis .. 110 j 

- luemoptysis .. 1 10 j 

- from hemorrhage in 

typhoid fever . . 110 ( 

- in hysteria .. 110, 111 [ 

- front medinal. . . . 110 j 

- meningeal hemorrhage 110 

- morphia . . . . 110 

- in old people . . . . Ill 

- alter operations .. 110 

-- front opium . . 110' 

- osteoma of cranium .. 110 

- pontine hemorrhage.. 110 1 

- ruptured ectopic gesta- , 


non 


no 

- after severe injury 


1 10 

- from shock 

1 10, 

in 

- stupor with 

- at sudden onset 

of 

no 

acute illness 


no 

- from sulphonal 


1 10 

- tachycardia with 


in 

- from tetronul . . 


no 

— in trance . . 

1 10, 

in 

- lrom trional . . 


no 

- in ura:mia 

1 10, 

in 

- lrom veronal . . 


no 

— alter wounds . . 


no 


Brahmins, diabetes in . . 3 35 
Brain, abscess ol see 
Abscess, Gerebrul 

- carcinoma ol, hemi- 

anopsia front . . 37W 

- concussion ot > see Con- 

cussion of Brain 

- contusion of, hyper- 

pyrexia from . . 3U() 

- cyst of, headache from 370 

- embolism of see Linbo- 

lism, ( Cerebral ) 

- fag, inusov volu.mtes and °7 

- ut neurasthenia . . 571 

- glioma ol, hemianopsia 

from . . . . 379 

- gumma of see Gumma' 


- henna of. pulsation ol 847 

- injury to :,ee lmur\, 

( .erebral ■ 

- insensitive to mechani- 

cal stimulation . . 369 

- new growth of. hemi- 

anopsia from . . 379 

- skiagraph v ol. after aii 

infection . . c > 3f> 


- softening <4 sec Cerebral 

Softening 

- speech centres in 

i / /c- 602i 770 

- stem lesions, ataxy from 

74. 76 

- tuberculous nodule of, 

hemianopsia from . . 379 

- tumour of see Cerebral 

Tumour i 

- and see under Cerebral ) 
Brassy cough (sec Cough 
Braun's sign of pregnancy 489 
Brazier, carbon monoxide 

poisoning from . . 155 

- iumes, dvsprura front 246 
Brazil, ankylostomiasis in 6 35 
Bread-crumb in throat, 

hoarseness from . . 387 

Bread-crumbling tremor 880 
Breast, abscess of 'see Ab- 
scess of Breast) 

- alveolar abscess in . . 838 

- amputation ol, i edema 

of arm after /'if;. 4')5\ 512 

- analgesia of, in tabes 

dorsalis . . 627 

- carcinoma of sec Car- 

cinoma; 

- cysts in 'see Cyst ; and 

Cystic Disease; 


- duct carcinoma of . . 839 ' 

- enchondroma of . . 839 1 

- enlarged at puberty . . 838 

- fibro-adenoma of (see | 

Fi bro-adenomu ) 

- fibroma of . , . . 839 

- folds under, erythrasma j 

affecting . . 3 1 3 i 

- heart impulse obscured 

by 372 | 

- hydatid cyst of . . 227 ■ 


Breast , contd. 

- hypenesthesia of, in 

hysteria . , . . 754 

- hypertrophy of . . 837 

- - in male, front dyspi- 

tuitarism tFi, g. 196 ) 508 

- injury of, pain in breast 

front , . . . 529 

- lineie albicuntes on . . 459 

- lipoma of . . , . 8 39 

- lymphatic drainage of 816 

- method of examining .. 837 

- milk expressed from . . 8 37 

- - - in new-born . . 838 

-- - - at puberty . . 838 

- myoma cults of . . 889 

- neuralgia of . . 530, 531 

- nodule in, microscopi- 

cal examination of. . 530 
-- (edema of, m mastitis 8 38 

- PAIN IN . . 529 

- - iand see Fain in Breast/ 

- papilloma ol, blood 

troni nipple due to. . 227 

- pigeon, ut rickets . . 233 

- pocketing of, due to 

carcinoma . . . . 8 38 

- redness of, in mnsto- 

d vma .. ..5 31 

• sarcoma of 8 3Q. H40 

- • blood front nipple due 

to .. .. 227 

- scirrhous carcinoma ot 839 
secretion ut pregnancy 24 

- sinus in. I tom tubercu- 

lous disease . . ..838 

- sole ou. axillary glands 

cnluieed Horn . . 475 
SWELLING OF . . 837 

- - and see .Swelling, 

.\lamtnar\ 

- tenderness in. front 

chronic mastitis . . 838 

- - m m istodvmu . . 5 31 

- tuhenle bacillus from 8 3H 

- tuberculosis *4 see 

I uberculoMs 


- tumour of, from Fagei's 


disease . . 887 

- von i over, disiended . . 8 37 

- weight in, from mas- 

titis 837 

BREATH. FOULNESS OF 112 

- from abscess ot lung 112 

- - antrum of Highmore 

sepsis ..113 

- - broiK lucCl.iMs .. 112 

- - caiciiionui of larynx 11 3 

- - - mouth ..113 

- - (esophagus . . 113 

- - -- pharynx , . . . 113 

- - - tongue . . ..113 

- - tonsil . . . . 113 

- - caries (4 teeth 112 

- - in catarrhal jaundice 41 1 

- - from constipation .. 113 

- - decomposing food in 

motif h 112, 113 

- -- diet and . . 112 

lrom drugs . . ..112 

- - dyspepsia ..113 

- - empyema 112 

- - endothelioma of an- 

t rurn of 1 lighmore 1 1 3 

- - fibrosarcoma of naso- 

pharynx . . ..113 

bend bronchitis .. 112 

• - foreign body . . 113 

... „ gangrene of lung 112, 364 

- - garlic . . . . 112 

~ - gast ritis . . . 3 38 

- - in general peritonitis 112 

- - from guaiucol .. 112 

- - intestinal obstruction 112 

- - mouth sepsis 112 

- - nasal sepsis 112 

- - - sinus trouble 112, 113 

- - necrosis of nasal bones 1 13 

- - onions .. .. 112 

- - ozama . . ,.113 

- - paraldehyde .. 112 

- - pharyngitis . . . . 113 

- - phthisis . . . . 112 

- - post-nasal catarrh .. 113 

- - in puerperal sepsis. , 112 

- - from putrefaction in 

lungs .. ..112 

mouth , . ..112 

- - - nasal sinuses . . 112 

nose . . . . 112 
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Breath , foulness of, conid. 

- - from pyorrhoea ulveo- 

lnris .. 94, 112 

- - rhinitis . . ..113 

smoking .. ..112 

sore throat .. 1 1 3 

- - stomatitis .. 95, 112 

- -- syphilis ol nose . . Ill 

- ~ tartar .. ..112 

- - tonsillitis . . ..Ill 

- - toxic states . . . . 112 

- in typhoid lever .. 112 

- - Vincent’s angina 

113, 760, 899 

- inflammable . • 302 

- nauseating, in cancrum 

oris . . 95 

SHORTNESS OF . . 113 
•- - tand see Dvspmea ; and 

Shortness ol Breath > 
sweet odour ol, due to 

ucetone . . . . 1 10 

unemic . . . . 396 

Breath -sounds absent 

over empvema 1 14, 695 
pleural cMush > n 175 

- piuumot borax 209,512 
deficient with fibroid 

lum: 210 

over pleural eflusn*n 


feeble, in emphysema 208 

- and see YesHul.tr Mur- 

mur 

Breathing, amphoru , with 
liht oul lum: . . . 269 

Biot’-, . . ..lb) 

rehit ion to ( ‘.hevne- 
Stokes breathme IK* 
in t ubercuh nr. memn - 
pit IS .110 

broiK hi.tl si t- Bronchia! 

Bum! lung 

e ivet iioio , w lth tihroid 
bun: . . 210 . 269 

Chevtic -Stokes mc 
( he\ i e S'o kes 
laboured in com. nKn ms 1 H 0 
nioiith see Mouth 
B i cat htne 

periodic 138 

rapid ■ si ■. 1 nr I \ pruM 

shallow , tioin pnenino- 
t In >r.»\ .. 648 

■ sluu see Htadvpiitr:i 
tubi.i.u, with lihron .1 

lung .. 210 

- ■ a! . \ e pb untis elh. - 

.lots . 209 

Breat hles'iun s trim al- 
kalis ..128 

in chronic nephritis . . 14 

dm to D. A. 11. .. 859 

in (oaves’ disease . . 877 
parenchymatous goitre 877 
umd see Shortness of 
Breath 

Breech presentation 250, 251 
Brewers* dravincn, heart 
enlargement in . . 266 

Brick- rnsiking, noises in 
head from . . 504 

- vertigo due to . . 504 

Bridge of nose see Nose': 
Bright’s disease, acute, 

infective endocarditis 
simulating . . 357 

- - acute tederna of Inrvnx 

in 197, 249 

- - - - lungs in . . 249 

- - - peritonitis in 62, 63, 71 

- - albuminuria in 

1 36, 2 36, 263, 5H, 849 

- - anasarca in.. 62, 71 

- - ankylostomiasis sim- 

ulating . . . . 514 

- - arteries thickened in 761 

■ - asdics from 62, 61, 

71, 1 36, 263 

- - account of 62, 71 

- - blood-pressure high 

in .. .. 261 

- - bulla* in . . 123, 125 

- - chronic, acrount of 263 

- - -- htematemesis in.. 136 

- heart failure from 268 

- - chronic peritonitis in 

62, 71, 72 


Bright's disease , cotitd. 

- - chylous ascites in . . 72 I 

- - cramps in . . . . 190 ; 

- - dilatation of heart in 263 

extreme (edema in.. 123 

- - famine (edema simu- 

lating . . . . 73 | 

- - general dropsy in . . 62 

- - - (edema in 136, 849 

- - hemoptysis in . . 261 ; 

- - heart dilated in . . 71 

failure from 62, 71, 

116, 263, 268 

- ~ -- hypertrophied in 71 

- - hiccough from . . 187 

- - hoarseness from . . 388 

- - hydrothorax from . . 263 

- - hypertrophied left 

ventricle from . . 263 

- - infantilism in . . 236 

- - mlarction of lung in 263 

... _ liver enlarged from 261 
-- — Milroy’s disease sim- 
ulating . . 516 

- - mitral regurgitation 

from .. 262,261 

- - multiple serous effu- 

sions in . . ..118 

- - (edema of bodv in . . 62 

eyelids m . . 849 

- - - face in . . . . 62 

- - - larvnx in 188, 799 

- - - legs in 62, 125, 

1 16,261,511,517,849 
---- - buns in . . . . 849 

-- - - penis m . . . . 849 

- -• - prepuce in . . 849 

- - - scalp in . . . . 62 

- - - scrotum in . . 849 

- - orthopnuM in . . 1 16 

- - pei icarditis in . . 1 *6 

-- - peritonitis in . . 1 16 

pleural effusions of 136 
polvuria in 2 16,676,679 

- - purpura ip 676, 679 

- - retinal hamorrhages 

in -.261 

ret mitts in . . ..263 

- - seious elluMons in. . 62 

- - specific gravity of urine 

in 263 

- - stridor m . . . . 799 

- - superior vena cava 

thrombosis simu- 
lating .515 

- - tube-casts in urine in 

1 16 , 26 k 51b 849 
various forms of 11-15 

- • and see Nephritis 
Brightness perception, ac 

count of 921 

Brittle hones see Iragilitas 
( tssium 

Brittleness ol nails . . 4°7 
Bioad ligament abscess, 
swelling in iliac fossa 
due to . 829 

- - infiltrated by carci- 

noma of uterus . . 56 

Broadbent’s sign in ad- 
herent pericardium 71, 265 

- - without adherent 

pericardium 71 

- - from heart hyper- 

trophy . . 71 

- - in mediastinitis . . 515 

- method of obtaining 71 

Broca’s area 1 1'ig- told' 770 

- - aphasia and. . ..<81 

- - hemiplegia and . . 181 

1 - - motor aphasia and. . 772 

1 Brocq on alopecia areata 866 

- pscudopelade of 92, 

865, 866 

1 Bromide, acne-like rush 

from . . . . 682 

- Hgeustia due to . . 859 

- bullir due to.. 123, 125 

-• eacogcustia due to . . 860 

- coma from . . . . 154 

- coryza from . . . . 223 

i - in diagnosis of cause of 

; fainting . . . . 298 

- epilepsy .. 298, 651 

i - effect on memory . . 25 

I - epiphora from . . 273 

- erythema from . . 275 

I - milk transmission of. . 125 
I - noises in head from . . 504 

' - ccdcma due to . . 511 


Bromide , contd. I 

- of potassium (see Potas- | 

sium Bromide; I 

- ptyahsm from . . 661 j 

- pustules from . . 125 j 

- rash . . . • 125, 920 ! 

- - acne vulgaris dis- j 

tinguished from . . 125 ; 

- - small-pox simulated i 

by . . . . 687 : 

- skin eruptions due to . . 125 

- of sodium in pyelo- 

graphy 352, 439, 445 

- in sucklings . . . . 125 

- vertigo from . . . . 504 

Bromidrosis in acute 

rheumatism . . . . 803 

- of axilla: . . 803 : 

- due to Bacillus fietidus 803 

- «.l feet . . 803 

- hyperidrosis with . . 803 

- notes on . . 803 

- of perineum . . . . 803 

- alter pneumonia . . 803 

- in scurvy . . . . 803 

- urxmia . . . . 803 

Bromine water test in 

melanuria . . 905 

Bronchial breathing in 

lobar pneumonia 199 

- - over empyema . . 134 

- -- - infarct ol lung . . 365 

- - - massive collapse of 

lung . . . . 375 

- - in phthisis . . . . 362 

- - pneumonia . . . . 789 

- - lrom stenosed bron- 

chus . . . . 365 

- casts 792 

- catarrh, cough from . . 1 H 8 

- glands see Lymphatic 

( Bands, Bronchial 

- tubes. I.piodol in de 

fining 936 

Bronchiectasis, acrount of 366 
acute nephritis lrom.. 11 

- albuminuria lrom 17. 08 

- albumo'-uria lrom . . 20 

- amphoric breathing with269 

- an.etnni from . . 47 

- trom aneurysm 366, 367 

- ascites . . . . 307 

- bronchial breathing uith26° 

- trom bronchitis . . 366 

- bronchophony with . . 366 

- trom bronchopneu- 

monia . . 366 

-- cachexia from . . 127 

- eacogeustia in . 860 

- trom caseous bronchia! 

gland . . 367 

- causes of 366 

- cavernous breathing 

with . . 269 

- cerebellar abscess from 734 

- cerebral abscess from 

109, oil 

- Charcot-1 .cyden crys- 

tals m ..131 

- from chronic tubercu- 

losis . . . . 366 

- clubbed fingers with 

17. 112, 142. 697, 790 

- compensatory emphy- 

sema with . . 366 

- from congenital atelec- 

tasis . . 366 

- cough from . . 188 

- crackling rales with 269, 366 

- no elastic fibres in spu- 


Bronchiectasis , contd. 

- from hypertrophied left 

auricle . . . . 367 

- indicanuria from . . 395 

- lardaceous disease from 

10, 469, 784 

- from large heart . . 367 

- leucocytosis in . . 453 

- iipiodol in detecting . . 936 

- from lobar pneumonia 366 

- after lung compression 367 

- from lymphadcnoma- 

tous glands . . . . 367 

- mediastinal new growth 367 

- in mitral stenosis . . 367 

- movement of chest de- 

ficient with . . . . 366 

- new growth simulating 136 

- from obstructed bron- 

chus . . . . . . 366 

- osteo-arthropathy with 436 

- pain in chest from . . 535 

- pectoriloquy with 269, 366 

- after pericardial effusion 367 

- phthisis distinguished 

f rom . . ..112 

- physical signs of 269, 

366, 790 

- after pleural effusion. . 367 

- pleuritic effusion . . 367 

- pneumonia . . 367 

- from pneumonoconiosis 366 

- pnlycythiemia in . . 651 

- pyrexia due to 689, 697 

- resonance deficient with 366 

- rigor 1 ' lrom . . 737, 740 

- lrom splenic tumour.. 367 

- sporotrichosis. . .. 366 

- sputum foul with 17, 

187, 322, 32 5, 364, 

697, 740, 790 

- from stenosis of bron- 

chus . . 367 

- subpbrenic abscess . . 367 

- s\ philis .. 36 \ 

- tactile vocal Iremitus 

deficient with .. 366 

- tt'xamua lrom . . 127 

- vehicular murmur de- 

ficient with . . <66 

- voice sounds diminished 

with . . 366 

- vomiting due to 188, 929 

- - simulated bv per- trom 927 

- without mans' abnor- 

mal signs . . 143 

- X rays in defect in o 143, 936 


- alter empyema . . 36/ 

- empyema simulating 

112, 697 

- from epithelioma . . 367 

- fibroid lung with 17. 

143, 188, 210, 269, 366 

- fingers clubbed with. . 366 

- foetid bronchitis simu- 

lated by . . 790 

- from foreign body . . 367 

- foul breath from . . 112 

- gangrene of lung distin- 

guished from . . 364 

simulated by . . 791 

- htrmoptysis from 361, 366 

- heart displaced with 

366, 373 

- - failure with 17, 201 

- from hepatic tumour . . 367 


127 Bronchioles, casts of . . 191 
ytiO Broncfiiukvtasis. caco- 

gcustia m . . . . 860 

367 - clubbed fingers from . . 112 

366 - empyema simulating.. 112 

Bronchiolitis, Curschmann’s 
269 'pirals in . . 191 

734 Bronchitis, acute, dys- 

pruea from . . 247 

613 — laryngeal obstruction 

simulated by . . 249 
131 - aneurysm simulating . . 700 

- ascites from . . 62 

366 - trom asthma 19!, 200, 249 

- asthma complicated by 131 

790 - - distinguished from 

131. 191 

366 simulated by 249, 65 3 

- bronchial casts in . . 792 

366 - bronchiectasis from . . 366 

188 - bronchopneumonia dis- 

366 tinguished from . . 390 

- capillary, delirium in . . 211 

112 - - dyspmtra from .. 247 

367 head-retraction in . . 7 31 

- carcinoma of lung simu- 

697 biting . . • ■ 700 

367 - Charcot- 1. evden crys- 
tals in ‘ ..131 

366 - Chevne-Stokes breath- 

366 mg from .. ..139 

- chronic, albuminuria 

790 with., .. ..68 

367 : - - ascites from . . 68 

112 - - clubbed fingers from 142 

; — — cough from. . 187, 188 

364 - - dyspnoea from . . 246 

791 and emphysema . . 68 

366 ■ right ventricle en- 

larged from . . 268 

373 heart failure from 68,246 

201 i - - palpitation from . . 594 

367 ; polycythacmia in . . 651 
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Bronchitis , chronic, contd. 

- - right ventricle en- 

larged from 268, 374 

vomiting from . . 188 

- - winter cough and . . 68 

- cough from 186, 187, 

254, 364 

- cyanosis with . . . . 196 

- diphtheritic . . . . 792 

- dyspnoea from . . 404 

- and emphysema 199, 

208, 269, 364 

- - age incidence of . . 17 

- — albuminuria with . . 17 

- - from asthma 272, 653 

- - asthma simulated by 272 

- - chest over-expanded 

with . . . . 17 

- - heart failure from . . 17 

- - hyper-resonance with 17 

- “ mitral stenosis simu- 

lating . . . . 18 

- - polycyihacmia with 650 

- - winter cough with. . 17 

- cpistaxis in . . . . 274 

- librinous . . . . 792 

- fibroid lung from . . 366 

- foetid, bronchiectasis 

simulating . . . . 790 

- - cacogeustia due to. . 860 

- - empyema simulating 790 

- - foul breath from . . 112 

- spuLum in . . 790 

- — gangrene of lung from 

322, 12 3 

- - leucocytosis in . . 453 

- - phthisis simulating 790 

- frtenum lingua’ abraded 

in 364 

- frothy sputum in . . 187 

- general tuberculosis dis- 

tinguished from . . 390 

- haemoptysis from 361, 


364, 366 

- heart failure from 62, 

139, 199, 201 

- in influenza . . . . 570 

- insomnia lront 402, 404 

- laryngitis with .. 196 

- f rom liver abscess . . 465 

- in Alalia lever . . 571 

- nummular sputum in 788 

- nutmeg liver lrom . . 46 3 

- in old people . . ..Ill 

- orthopnueu with . . 199 

- pain in chest from . . 5 35 

- - limbs in . . 568, 570 

- - neck from . . . . 5 32 

- plastic 792 

- purulent . . 791 

- - acute nephritis from 11 

- putrid, indicanuriu from 395 

- in pyaemia . . . . 738 

- pyrexia due to 688, 700 

- rales with . . . . 269 

- rhonchi with . . 208, 269 

in rickets . . . . 182 

' wntricle enlarged 

:,n 374 

: lormess of breath from 


111, 114 

sputum of . . 791 

- surgical emphysema 

fiom . . . . 254 

- tenderness of chest in 86 3 

- tuberculosis of Jung 

simulating . . . . 700 

- winter and . . . . 700 

- X-ray of chest in . . 700 

Bronchophony in bron- 
chiectasis . . 366, 790 

fibroid lung .. 269, 366 

lobar pneumonia . . 199 

- over massive collapse of 

lung . . . . 375 

- in phthisis . . . . 362 

- pneumonia . . . . 789 

Bronchopneumonia, albu- 
minuria in . . . . 16 

- anaemia after . . . . 47 

- asthenia in . . . . 364 

- Bacillus influenza: in. . 364 

- bronchiectasis from . . 366 


Bronchopneumonia, contd. 


I - cough from . . . . 187 

: - cyanosis in . . 199, 364 

i -- duration of . . . . 699 

j - dyspnoea from . . 247 

i - empyema from 47, 134, 

199,454 

1 - epidemic . . . . 364 

- lrom epithelioma of 

tongue . . . . 'b4 

- fibroid lung from . . 366 


- gangrene of lung from 

322, 801 

- general tuberculosis 

distinguished from 390 


- hu-’inopivsis from . . 36 1 

- - rare in . . . . 364 

I - head-retraction in . . 731 

- hyperpyrexia in . . 390 

- in influenza 200. 364, 570 

- inhalation . . . . 364 

i - knee-ierk absent in .. 621 

- laryngeal obstruction 

simulated by . . 249 

- laryngitis in . . ..199 

- from lateral sinus 

thrombosis . , . . 3o4 

- leucocytosis in 47, 454 

- lysis in . . . . 700 

-- alter operations . . 3t,4 

- from otitis media . . 3o4 

- pfigue . . . . 364 

- pleurisy with . . . . 1 ; 6 

- pneumococcal . . 

- polymorphonuclear v.e!f. 

increased in . . 37 

- pyopneumothorax from SOI 

- pyrexia in .. 68 S, 7(M> 

- relapses in . . . . 70o 

- septic . . . . . . 3o-l 

- sticky rales at bases in 3o 

- sucking in ot spaces m 199 

- tetragenous . . . . o92 

- tuberculosis of lung 

simulated by 364, 7u0 

Brnnchorrhura, dyspraea 
from . . . . . . 247 

- haemoptysis due to . . 361 


Bronchoscope, bronchial 
stenosis diagnosed by 367 
Bronchoscopic view ol 
gland obstructing tra- 
chea .. ' I'iij. Jf^ 197 

Bronchus, aneurysm com- 
pressing . . 365, 5 14 

- - opening into 157, 361, 365 

- carcinoma of, secondary 

in lung . . . . 365 

- casoous gland In. effects 

ot 249 

- empyema ruptured into 049 

- epithelioma ol see lipi- 

ihclioma 1 

- - of (esophagus invad- 

ing . . . . 361 

- foreign body in usee For- 

eign Bodv 

- hepatic abscess ulcera- 

ting into . . . . 696 

- mediastinal growth in- 

vading . . 361 

- new growth of, short- 

ness of breath lrom 114 

- obstruction ot, bv aneu- , 

rvsm 260. 32 3, 565, 

366, 377 

- - asthma simulated by 653 

- - breath -sounds defi- 

cient from . . 365 

- - bronchial breathing 

due to . . . . 365 

- - bronchiectasis from 

366, 367 

- - bronchoscope in . . 367 

- — by caseous glands 

367, 476, 858 

crackling rales due to 365 

cyanosis f rom . . 198 

- - by enlarged bronchial 

glands 471. 476 

mediastinal glands | 

471, 476 I 

- - epithelioma . . . . 367 


Bronchus . obstruction of , contd- 

- — by' lymphadenoma- 

tous glands . . 367 

mediastinal new 

growth . . 367, 386 

- - in mitral stenosis . . 307 

- - bv new growth 1 3J, 

1 36, 198, 32 3. 365 
physical signs of . . 365 

- - resonance impaired 

from 365 

- — from syphilis 32 3. 3o7,653 

tactile vocal fremitus 
deticiotil from . . 365 

- - unilateral dtticuncv 

ol chest movement 
lrom , . . '65 

- vesicular murmur 

diminished from 260 

- syphilis of ee Synhihs 

Bronzed diabetes set* 

1 h.ibcles. Bronzed 
Broom tops, poivuri.t from 65 t 
Brow ague . . . , 369 

- maipresent. nil’ll . . 350 

Broun bones m hvdr.u 

ivsiivale .127 

■- - porphvrmu: i.i . 9p4 

- boi ■: pi ’lish. im i ii.enn •- 

iTloluna'inia from 2<33 

- induration ol lung 

trim mi'ra! -tenosis 2o v x 

- rmg m uriiu ft on: 

nuhc.tr . . ,t! 5 

■uamim ol skin atlri 

ci .'em;-. . . 7-}^ 

- - - P or las i- . . . 74*> 

- tee’ h m h.t mail 'p rn!o - 

mint i.i .. 904 

- - h\droa a> Uvula 

l-.c-ll! 136. 127 
Brown -Seouard paralysis 608 

- - a rat's l lies i a m 

/•re 47' i 608, 78 2 


- aiaw in . . 76 

diagram of l ie- 4(7/ 60 w 
• fiom new growth of 

I old .. 76 

- — s\ rineomveha .. 76 

Bruising in epilepsy . . 677 

- gangrene trmn .. 317 

- in hvstena . . 677 

- gmnuKc . . 407. 67 u 

- mahnget ing . . 677 

- fiom rupture <4 muscle 677 

-- slight causes 677 

Bruit over aiieurvsrn . . 8 32 

aortic, account of 119. 120 

- - diastolic, from aortic 

regurgitation . . 504 

- - — heard at apex only 120 

- - - pericardial friction 

simulating 120 

- - - posture and 120 


- - - pulmonary regurgi- 

tation simulating 1 20 

- - -- sites where loudest 120 

in Kirkland s disease 762 

- - systolic, from amentia 260 


- - - aneurysm 119, 260 

- - - aortic stenosis 119, 260 
at heroma 1,69, 119. 260 

- — — dilatation of aorta 260 

- — — myocardial degen- 

eration . . 69 

- — - nothing definite.. 119 

- bellows, ol aortic disease 1 17 

- cardiac, effect of posture 

on 116 

- — musical . . . . 46 

- - sudden change in, 

m infective endo- 
carditis . . . . 46 

varying with respira- 
tion . . 116 

- cardm-respiralory .. 116 ! 

- - e fleet ot posture on 118 

exocardial . . . . 118 

- - mitral regurgitation ; 

simulated by . . 118' 

- d'airain in pneumo- 

thorax . . 209, 647 | 

- dc diahle in amemia 49, 374 : 


Bruit , Jiairolic , contd. 

- -- from ruptured aortic 

valve . . 123, 261 

- exocardial . . . . 70 

cardio- respiratory .. 118 

- - eflcci ol posture on 118 

- mitral regurgitation 

simulated by .. 118 

- - pulmonary . . . . 120 

- o v c i vvehal! . . . . 285 

Flint's 119 

- - with aortic disease 289 

- h.rmic, in chlorosis . . 49 

- - pulmonat v . . ..120 

- - simulat’ng mitral re - 

uuigit.Kion . . 118 

humming, ovci aneurysm 
opt mug into vena cava 122 
intracranial, m amemia 878 

- - cachexia . . 878 

- - due to to intracranial 

aneurysm . . 878 

- - in plumbism . . M78 

- - v\ plulis , . . . 878 

tinnitus w tth . . 878 

- mnl-ihast ulu , due to 

initial etnlocatditis 1 

- - of mitral stenosis 2, 

118. 110. 268 
- i ed.upli, ate d heart 

sound simulating 729 

- - fiom rlioiitiiiik endo . 

cardu.s .. .. 739 

■■ shipping first sound 

V, ;il> . , . . 2 

- uni i.i. .U.isti hi, , ! nun 

in n to r egur git ..i mu ! 1 9 

-- * in kiikhmd' . distase 7o2 



e\oc.,rdiii: bruit 


simulating . . 118 

hiemic bruit due to 1 18 
from mitral Incom- 
petence 117 

leeutgitation 69, 262 
with mvoeatdj.il 
degem. ra t ion . . 69 

- - - patent interven- 

tricular septum 
simulating .. 118 

- - - tricuspid simu- 

lating .. ..118 

- over orl’ii due to arteno- 

\enous aiuurysm .. 847 

- osteosarcoma . . . . 847 

pieuropei icardial .. 70 

-■ over popliteal aneurysm 844 

- post-systolic . 259 

- presvstolic. from ad- 

herent pet icurdiurn 266 
- aortic regurgitation 

and . . 119 

- - cerebral embolism 

and ..155 

- - disappearance of . . 666 

- - errors In connection 

with . . 118 

- - Flint’s .119 

- - of mitral stenosis 2, 69, 

118. 119. 268, 36 3, 875 

- - posture and .. 118 

- - irom relative stenosis 266 

- - slapping lirst sound 

with . . . . 2 

- - thrill with . . . . H75 

- - tricuspid . . . . 120 

- pulmonary systolic, in 

anarima . . 374 

- - — due to congenital 

hypoplasia . . 120 

- - - exocardial . . 120 

- - - htcmic . . . . 120 

- - - lrom pulmonary 

stenosis .. 144 

- over sarcoma.. 834, 844 

- slate-pencil squeak type, 

pericardial causation 116 

- over spleen . . 775, 776 

- subclavian . 122 

- systolic, over abdominal 

aorta . . . . 663 

- - from adherent peri- 


- bronchitis distinguished ; - 

from . . . . 390 j - 

- caseous, cyanosis in . . 198 ; - 

- - from phthisis . . 198 j - 

- in children . . 47, 364 j 

- convulsive chest move- I - 

merits in . . . . 199 I 


- fibroid lung from . . 367 - 

- by foreign body . . 467 

- gangrene of lung from323 - 

- by hypertrophied left i - 

auricle . . . . 367 

- impaired resonance i - 

from . . . . 260 1 


diastolic, lrom aneu- 
rysm . . 122, 260 - 

- aortic disease 259, 263 

- - endocarditis . . 261 

- - regurgitation 269, 875 

- pulmonary regurgi- 

tation . . . . 269 


cardium . . . . 265 

- with alcoholic heart 18 

- over aneurysm 122, 413 

- lrom aneurysm open- 

ing superior vena 
cava < 1 -ig. 16V) 198 

- aortic diseaso 259, 263 



BRUIT, SYSTOLIC 


'.*75 


BUTTOCKS 


Bruit , systolic , contd. 

~ - from wortic endo- 
carditis .. ..216 

- • ~ stenosis . . 259, 260 

- - arteriosclerosis . . 14 

- - cardio-respirutory . . 116 

cerebral haemorrhage 
and .. ..155 

~ - in chronic nephritis 14 

- from coarctation of 

aorta . • 262 

- - congenital disease.. 875 

dilatation of heart . . 266 

emphysema.. .. 269 

endocarditis .. 26 t 

with taiiv heart . . 18 

fibroid heart . . 18 

in ( iraves* diseuse . . 267 

Incline - • 49 

liotn malignant endo- 
carditis . . 9 

mitral endocarditis 1 
regurgitation 09, 262 

r tciio'si.s .. . . 268 

my«H ardial affections 18 
dcgeiniation .. 69 

patent ductus arteri- 
osli' 875 


Interventricular sep- 
tum 118. 121. 

196, 267. 650, 875 
in pehosis iheuma- 
tic a . . . . 679 

with pericarditis .. 265 
of pulmonary stenosis 

106 . . 67 . 650, 875 
lrom ruptui ed m-rlic 


\ a i v , . , . . i *■ ' 

miIh l.ivi.m . . 664 

i'Vei thy i ' 1 k 1 gland 267 
liKin tricuspid regut- 
gii.nion . . 2o2 

svstom diasudje, from 

aneurysm 2 60 

aortu pulmonary 

imam -m .. 122 

of patent ductus nrteri 
osus 122, 196. 267 
transient, in scptKiuiua 700 
tl leuspid soh'lli 118, 120 
Hunts in lutilr rheumu- 
1 1 '■in . . . . . . 758 

CARDIAC .116 

nxocartllal, account of 116 
general caidiac, in un* 
anna . . 117 

pi'rriint'ih amemm 117 
toxieiina . . . . 117 

- typhoid lever 117 

mitral, account of 117-119 
diastolic .. 118. 119 

pulmonary 120, 121 

- diastolic . . 121 

sudden chances In ..123 

- tricuspid, account of .120 
unimportant kinds of 7U 
vascular, account of .. 122 

llrvonia alba, dermatitis 

due to 915 

Bubbling in ear due to 
otitis media . . . . 878 

Hu bo . . 47o 

- plague bacilli in . . 709 

- with soli sores . . 7b4 

Bubonic plague.. .. 709 

inguinal glands en- 
larged in . . . . 8 30 

Buccal nerve, distribution 
of . . Jig- 581 > i 748 
Bug- bite .see Hue; 

Bulbar paralysis 731, 773 
age incidence of . . 731 

- ageustia due to . . 859 
ulbummuriu with .. 606 
articulation ulTccted 

in 172 

aspiration pneumonia 
m 323 


Bulbar paralysis , contd. 

- - eleventh nerve af- 

fected in. . . . 172 

- - fibrillary contractions 

in . . . . . . 172 

- - fibrillation of tongue 

in 77 3 

fiHh nerve affected in 172 

- - glycosuria with . . 606 

- - lrom haemorrhage into 

medulla oblongata 607 

- - heart enlarged with 606 

- - high blood-pressure 

with .. .. 607 

- - larynx atTected in 242, 606 

- - lips aflccud in . . 242 
- mastication affected in 172 

medulla oblongata 

degeneration and 80 

- - - lesion in 242, 731 

myasthenia gravis 
distinguished from 243 

- - from neoplasm of 

medulla oblongata 607 
-- -- ninth nerve allccted 172 


- - in oliler people . . 606 

- - ophthalmoplegia with 172 
- palate icllcx impaired 

m 77 3 

paraivsis ,*1 lips in. . 7 31 

m;» 'seters in .. 60 J 

- pal. He in . . . . 7 30 

- - - phar mix in . . 7 30 

■- - - tongue in 603, 7 3] 
... _ _ vocal cord in . . 773 

- - pharsnx allected in 242 

- - phon.it ion allected in 172 
progressive muscular 

atrophy and 8U, 731 


- psuido- - ee Paralysis, 
Pseudo- huib;;: 

pseudo bulbar distin- 
nulshed from 242, 603 


- - sev«n:h nerve af- 

lccted in . . . . 172 

- sw allowing affected m 172 

- t join syphiln . . 243 

- tasie allcx led :n . . 860 

- - tendon reflexes exag- 

gerated m . . 77 3 

- - tenth nerve affected 172 

- - thickened arteries 

with . . . . 606 

- - tongue allccted m. . 242 

- - twelfth nerve allected 172 

- - unilateral . . 774 

- from vascular de- 

generation . . 606 

Bulimia in hysteria . . 58 

BU LL AE 123 

- lrom acetanilide .. 12 3 

- aniline dyes .. .. 123 

- anttpyrin . . . . 12.3 

- arnwa . . . . . . 12 3 

- Bacillus pyocyancus . . 124 

- boots . . . . ..123 

- in Bright’s disease 123. 125 

- bromism 12 3, 125 

- from canthandcs 123 

- carbon-dioxide snow. . 123 

- certain trades .. 123 

- in cheiropompholyx 

123, 742, 919 

- Horn chrysarobin . . 123 

- conditions causing . 123 

- in congenital syphilis 

124, 498 

-■ Horn croton oil .. 123 
-- in dermatitis herpetifor- 
mis 12 3, 125, 126, 865, 

913, 918 

- Horn drugs . . . . 12 3 

- eosinophil corpuscles in 127 


in epidermolysis bullosa 

123, 125, 126 
erysipelas 12 3, 125. 824 
ervthemu bullosum 12 3, 

125, 126 


Bullce, contd. 

- in herpes gestationis.. 123 

- - iris . . . . 126, 919 

- - zoster • . 123, 

(Big. 110) 124, 914 

- from hot solids . . 123 

- in hydroa icsiivale 123, 127 

- - gestationis . . . . 123 

- from hypnotics . . 12 3 

~ in hysterical patients. . 124 

impetigo . . . . 124 

- contagiosa 123, 125, 498 


_ 

infantile herpes zoster 

123 


mlams . . U‘ig. 110) 

124 

- 

iodism.. .. 125, 

133 


leprosy 

743 


malignant pustule 

682 

- 

malingerers 

124 

~ 

Horn nitric acid 

123 


oars 

12 3 

- 

oedema . . 124, 

125 

- 

pemphigus 123, 125, 



120, 682, 743, 

746 

- 

- neonatorum 123, 

498 

- 

plants 

123 

... 

poisoning 

123 


m pregnancy 

124 


from Primula obcomca 

12 3 

- 

m Kavnuud’s disease- 



121, 

125 

- 

relation ol bleb to 

12 3 


- blister le« 

123 

- 

- vesiele to . . 

123 

- 

Horn resin 

123 

- 

Kims n<\icydcndmnl23, 

124 

- 

satin- wood 

123 


stabs over 

742 


m scabies 

918 

- 

Horn m. aiding water . . 

12 3 

- 

in scutvy . . 123, 

125 

- 

from staphylococci 

124 

- 

in syphilis . . 123, 

125 

- 

syringomyelia.. 123, 

125 

- 

lrom ui products 

123 

- 

tools 

123 

- 

turpentine . . 12.3, 

918 

- 

varnish 

123 

- 

"eronal 

123 

- 

vesicants 

123 

_ 

vesicles and . . 

91 3 

- 

'rom volatile oils 

12 3 

B 

■diet, cord damaged by 

22 

- 

wound, compression 



myelitis lrom 

628 

- 

-• oi cord, paralysis of 



diaphragm from. . 

385 

- 

- diaphragm, stomach 



hernia due to 

376 

- 

- luemopncurnoihorax 



from 

801 

- 

- haemorrhage into 



cord lrom 

627 

- 

- spinal, hemiplegia 



from 

382 

- 

- surgical emphysema 



lrom 

254 

- 

- transverse myelitis 



from 

486 

Bullous dermatoses, eosino- 



philia in 127. 271, 

272 

- 

- ha*matoporphyrin- 



uria in 

127 

- 

- mucous membranes 



allected in 

127 

- 

- pyrexia m . . 688, 

709 

- 

- ulcerative colitis and 

100 

- 

urticaria 

9.35 

Bundle of His 

664 

- 

- carcinoma of 

109 

— 

- gumma of 

109 

— 

- heart - block from 



lesions of 

109 

- 

- lesion of . . {Big. 72 

’) 53 


- - - (.and sec Heart -block) 

- - sarcoma of. . . . 109 

- - in Stoke-Adams’ dis- 

ease . . . . 109 

- - syphilis of . . . . 109 


Burn , contd. 

- hcemoglobinuria from 357 

- hyperpyrexia from . . 390 

- lymphatic obstruction 

following • ■ . , 894 

- muscle wasting from. . 147 

- from radium . . . . 276 

- scars from 131, 147, 180 

- in syringomyelia . . 81 

- talipes from . . . . 147 

- tenderness of chest from 861 

- ulcer of foot from . . 893 

- - leg after . . . . 894 

- lrom X rays . . . . 276 

Burning in eczema . . 914 

- epigastrium from cor- 

rosive . . . . 929 

- - irritant poison . . 929 

- eyes from error of re- 

fraction .. ..371 

- lingers in acroparses- 

thexia .. .. 545 

- herpes . . . . . . 913 

- - genitalis . . . . 914 

-- lips . . . . . . 460 

- pain in epigastrium in 

phosphorus poisoning421 

- - rectum from vesicu- 

litis . . . . 700 

- sense of, in eczema . . 682 
-- - malignant pustule.. 682 

- in vesicles . . . . 913 

- wheals . . . . 935 

Burrows in scabies 659, 918 
Bursa Achillis, inflamed, 

limping due to . . 456 

- in athletes . . . . 844 

- deal-porter’s i Big. 162} 194 

- over exostosis. . . . 820 

- fluctuation in. . . . 844 

- gastrocnemius . . 844 

- gluteal, tuberculous, 

limping lrom . . 457 

- gout ol 428 

- iliopsoas, distended, hip 

disease simulated by 826 

- - - needling in dia- 

gnosing . . 826 

- - - psoas abscess simu- 

lated by . . 826 

- - groin bulged by . . 826 

- olecranon, gout of 

•Big. 341) 429 

- in osteo-arth.rii.is . . 844 

- popliteal . . . . 844 

- prepatellar, inflamed.. 581 

- psoas, external to fem- 

oral vessels . . . . 831 

- - lemoial hernia simu- 

lated by . . . . 831 

- - groin swelling due to 830 

- - impulse on coughing 

in . . . . 831 

- - in osteo-ardiritis of 

hip-ioint.. .. 833 

- - pulsation transmitted 

by .. ..833 

- - reducible . . . . 831 

- - transluccncy of . . 833 

- semimembranosus . . 844 

- - in acute rheumatism 844 

- - pain in . . . . 431 

- - lender . . . . 844 

- sodium urate in . . 428 

- subacromial, uric acid 

in . . ‘ (Big. 338) 428 

- subhyoid, thyroid gland 

simulated by . . 876 

Bursitis, gonorrhical, pain 
in foot from . . . . 540 

- - years after gonor- 

rluea . . . . 522 

- of heel 551 

account of . . . . 552 

- - gonococcal . . . . 552 

- - pain in heel from 551, 552 

- prepatellar, limping 

from . . . . 456 


atrophy of hand 
muscles in 


gestationis .. .. 123 - right branch block I - subacromial, account of 581 

multilorme. . 281, 600 {Big. 72) 53 pain in shoulder from 580 


- - - muscles of mas- - - iris .. 123, 125, 126 

tication in 603, 77 3 ! - from excreme cold . . 123 

tongue in 243, 603, - - oedema .. .. 123 

662, 731, 773 - finger atfected by .. 301 

- - in diabetes .. .. 335 - from lractuics .. 125 

- dubbling of saliva in - friction by splints . . 123 

661, 731 - lrost-bite . . 123, 125 

- - dysarthria in . . 773 - in gangrene 123, 125, 318 | 

- -- dysphagia in 242, - glanders 123, 125, 683 j 

662, 7.31, 773 1 - heart failure . . 123, 125 I 


liurdach’s columns, sen- j Butchers, post-mortem 
sory impulses curried by 73 ' warts in . . . . 301 

Burdock, dermatitis due to 916 , Butcher-boys, scoliosis in 192 
Burn, albuminuria from 16 j Butterfly area, rosacea 

- chcloid from .. .. 131 j affecting .. .. 303 

- contracture ufter 147, I Buttocks, asymmetrical, 

(Big. 154) 180,797 j from tuberculous hip. . 457 

- ectropion from . . 273 - bedsore over . . . . 321 

- epiphora from . . 273 i - bulla; on, in pemphigus 

- gangrene from . . 317 | neonatorum . . 498 



BUTTOCKS 


CALCULUS, RENAL 


97 (> 


Buttocks , cotitd. 

- condylomata of . . 854 

- congenital syphilitic 

eruptions on . . 498 

- eczema marginatum of 312 

- Jacquct’s erythema of 498 

- linear albicantcs on . 459 

- lymphatic drainage of 8 30 

- prurigo affecting . . 601 

- sensory centre for 

(, /Y.g. 4S5 ) 631 

- sore on, inguinal glands 

enlarged from . . 476 

- (and see Bathing Drawers 

Area ) 

Button in trachea, cyan™ 
osis from . . . . 197 

Butyl chloral hydrate, 
bradypntra from .. 110 

- - -- Chcyne - Stokes 

breathing lrom 139 

- - - coma from . . 110 

- - - erythema from . . 275 

- - - purpura due to . . 676 

- - — stupor from .. 110 

Butyric acid in urine . . 3 

Buzzing noises in head . . 503 


C 1 ABB AG Li, skunk, 

dermatitis from . . 916 

Cable repairers, mercury 
and . . 661 

CACHEXIA . . 127 

- acctonuriu from . . 3 

-- achlorhydria in . . 341 
- Africana . . 128 

~ albuminuria and . . 128 

- alkalina . . ..128 

- from alkalis . . . . 128 

- Ankylostomum duo- 
denal c .. ..128 

- anaemia in 27, 44, 127, 515 
aquosa . . . 128 

- from bad habits . . 128 

- in Barlow’s disease .. 128 
- from beri-beri . . 44 

- Bilharzia ha 1 mat obi a . . 12S 
- blood-picture in . . 44 

- from Bothriocephalus 

latus .. .. 12S 

- bronchiectasis .. 127 

- cancer . . 27, 127, 21 8 

- - impotence in . , 39 3 
- carcinoma .. ..515 

- - of colon . . ..815 

- - stomach . . . . 340 

- chloasma from . . 642 

- chlorotica . . . . 128 

- from chronic starvation 128 
- cigarettes . . . , 128 

- cirrhosis of liver .. 218 
- coli bacilluria. . .. 127 

in congenital syphilis . . 498 
- constipation in . . 1 60 

- diazo-reaction in ..218 
■M Lgvptian splenome- 
galy 781 

!:<>m grave anremia .. 218 
iti Graves’ disease . . 128 
hypoplasia of bowel in 160 
in infantile scurvy . . 128 
- from intestinal stasis.. 127 
- intracranial bruit in . . 878 
- from late hours . . 128 
- lead . . . . . . 128 

- in leukaemia . . . . 128 

- loss of weight in . . 127 

- from malaria 16, 27, 44, 

127, 128, 218. 347, 515 
- - acetonuria from .. 3 

- - impotence in . . 393 

- malignant . . 16, 44 

- acetonuria from . . 3 

- asthenia in . . . . 93 

- - bleeding gums in . . 93 

- - impotence in . . 393 

-- - sordcs in . . . . 93 

- thrombosis in leg in 512 
- in malignant peritonitis 65 
- from mediastinal growth 

534, 535 

- mercury . . . . 128 

- negro . . . . . . 128 

- (edema of legs from 515, 517 
- from (esophageal stenosis 44 
- pains in limbs in . . 572 
- palustris . . . . 128 

- parasitica . . . . 128 

- peripheral neuritis in 572 


! Cachexia, contki. 

- phthisical . . 27, 218 

I - - impotence in . . 393 
1 - pigmentation in mouth 

! in . . . . ..643 

- — of skin in . . . . 644 

- from pyelonephritis . . 127 
, — pyorrlnea alveolaris . . 127 

- ready fatigue in . . 572 

- renal thrombosis in . . 10 

, - renalis . . . . 12S 

- from rheumatoid arth- 

ritis . . . . ..127 

- rickets and . . . . 128 

- sallow complexion in. . 127 

- from sarcoma 515, 821 

- saturnina . . . . 128 

- scorbutica 128 

- severe amentia in 16 

- from smoking . . 128 

- splenica . . . . 128 

- lrom starvation 44, 515 

- strumipriva . . . . 127 

- - (and see Myxeedema' 

- in subacute tubal neph- 

ritis 128 

- syphilitic 10, 10, 27, 44, 

127.128, 218. 515. 684, 746 

- - acetonuria from . . 3 

- — impotence in .. 30 S 

- from tonsil-, and ade- 

noids . . ..127 

- toxa-mia . . . . 127 

- Trichina .spiralis .. 128 

- tropical 0. . . 127 

- from trop'cal infections 

44, 5 IS 

- tuberculous 16. 44. 127. 515 

- - acetonuria lroni . . 3 

- lrom unhealthy damp 

surroundings .. 128 

- - occupation . . .128 

- uler m. 1 . . 12H 

Gacodvl.ite of soda, ar- 
senic in . 277 

- — erythema from 275. 277 

Cacoorustia. causes of . . 860 
(. .actus granditlorus, der- 
matitis due t" . . 915 

C ade. oil of, erythema 
from .. 275, 918 

- - folliculitis due to . . 9] 8 
Cieco.stoim m d\ ‘.cillery 90 
Ciecum, aciinoim cosjs of 

see Actinornvcosis • 

- carcinoma oi sec Carci- 

noma 

- dilated, succ. ussioit in 800 

- distended in chronic 

constipation . . 802 

- - by farces . . . . 828 

- - in intestinal obstruc- 

tion . . 802 

- - spastic constipation 161 

- - with wind . . 828 

- gas in, pain in iliac fossa 

from . . * . . 557 

- injury of, surgical em- 

physema lrom . . 254 

- lymphosarcoma of, 

fever with . . . . 814 

- overloaded, colic from 148 

- pelvic, skiagtam of 

/•Ye. I3fj. 159 

- sarcoma of, appendi- 

citis simulated by . . 814 

- — lever with . . . . 814 

- - swelling in iliac fossa 

from . . . . 814 

-- stercoral ulcers in . . 564 
pent vphihtis from 564 

- succussion in . . . . 802 

- time at which barium 

reaches ' Fix. I'M’ 160 

- transposition of . . 556 

- Trichocephalus dispar 

in ( Fig. 4 95 j 634, 635 

- tuberculosis of .see Tu- 

berculosis) 

- ulceration of, surgical 

emphysema from . . 254 
Cafe-au-lait skin in con- 
genital syphilis . . 498 

Caffeine in cocoa . . 653 

- coffee 653 

- delirium from . . 212 

- polyuria from . . 65 3 

- in tea . . . . 653 

Caisson disease, air bubbles 

in nervous system in. . 385 


Caisson disease, cotitd. 

Chcyne-Stokes breath- 
ing from . . ..139 

- - cyanosis in . . . . 200 

- - cpistuxis in . • 274 

- - hemiplegia in 382, 385 

- - paralyses in • • 385 

- - softening of brain in 139 

- work, fainting due to 297 

- workers, ataxy in . . 77 

- - deafness in . . 207 

- - noises in head in . . 504 

- - vertigo in . . . . 504 

Cajapui oil, heart sym- 
ptoms and . . 377 

Calcaneovalgus . . . . 144 

- from spina bifida . . 146 

Calcanodynla . . 540 

Calcareous appendicular 

glands, colic from . . 148 

- bronchial gland, haemo- 

ptysis from.. .. 361 

- changes m aortic valve 1 

- concretions in sputum 

</Y.g. r./,s\ 792 

- glands ;see under Lym- 

phatic Glands.’ 
Calcification ol ligaments in 
spondylitis deformans 869 

- muscles . . ..703 

- - in myositis ossilicans ISO 

- tuberculous abdominal 

glands .. ..811 

Calcified costal cartilage, 
calculus simulated by 

440, 142 

- evst, carcinoma simu- 

lated hv . . 802 

- gland, calculus simulated 

by 440.441.442,443 
uterine fibroid, \-rav 
shadow lrom . . 444 

Calcium arsenide in terro- 
s il icon .. ..421 

- carbide, cc/cma from 917 

- - ulcers «>) skin due to <117 

- - used by acetylene 

workers . . . . 9J7 

- carbonate, effervescence 

in urine due to . . 5 

- - opalescence in urine 

lrom . . 5 

- chloride, dermatitis from 9 17 

- - in Huppert’s test . . Op 3 

- - physiological albu- 

minuria . . . . 18 

- - used hv bleachers . . 917 

- coagulation of blood 

and 484 

- deficiency, menorrhagia 

from .. 487, 488 

- hypochlorite in indican 

test .. t/Yg. ilu, 395 

- lactate in physiological 

albuminuria . . 18 

- menorrhagia and . . 484 

- metabolism, para- 

thyroids and 190 

- oxalate, acidity of urine 

and 901 

- - calculus, X rays and 440 
crystals of <7Y.c. 4 il 523 

- - — in urine in pan- 

creatitis .. 129 

- - in intestinal sand . . 741 

- - normal amount ex- 

creted daily . . 523 

- - 1 powdered wig ’ pre- 

cipitate of . . 52 3 

- - uric acid and 900, 901 

- phosphate crystals 

"< /Ye. 498 1 638 

- - in intestinal sand . . 741 

- - opalescence in urine 

from 5 

- - stellar phosphate and 6 38 

- phosphide in lerro- 

silicon . . . . 421 

tetany and . . . . 190 

Calculous disease of kidney, 
Cheyne-Stokes breath- 
ing from . . . . 139 

- — — spleen simulated by8l2 

uraimia from . . 139 

Calculus, biliary (see Gall- 
stones) 

- calcium oxalate, X rays 

and . . . . 440 

- in common bile-duct, 

colic from . . . . 147 


, Calculus, contd. 
i - composite, in bladder 

</Y g. 294) 355 

- in cystic duct, colic from 147 

- cystin . . . . . . 203 

- - X rays und . . . . 440 

; - in hepatic duct, colic 

from . . . . . . 147 

- lachrymal. epiphora 

from . . ..273 

! - - due to streptuthnx 273 

- - stye simulated by .. 27 3 

- oxalate, in bladder 

t/Yg. 2V4> 355 

- pancreatic, cyst with . . 811 

without diabetes .. 3 35 

; - - laparotomy in dia- 
gnosing . . 5 38 

- - pain in epigastrium 

from . . . . 538 

- - - shoulder from . . 580 

- in pancreatic duet, colic 

from . . . . 148 

- penile \see Calculus. 

Urethral > 

- phosphate, skiagram of 

1 B iK. 29 4: 355 

- - X rays and . . . . 440 

- prostatic, abscess due 

to 723 

- - bougie mi diagnosing 492 

- - carcinoma simulated 

hv . . 575 

- - epulidvnio - orchitis 

lrom . . 584, 585 

- -- grating on catheter 

due to . . 575, 578 

- - pain in penis from 

574, 576. 578 

- - passage hack into 

bladder . . . . 578 

-- - pyutia due to .716 

- - rectal examination m 

diagnosing 444. 492, 

875, 578 

- - skiagram of 1 / Ye. C7 444 
-- - sfratigur\ due n> . . 797 

- - X-ra\ shadow from 444 

- renal, account of . . 351 

- - aching m loin 1 rom 

351, 719 

age mcidetue ol . . 55 

- - albuminuria with. 1 o, 

19, 554, 719 

- anuria from . 55 

- - ascending nephrm • from 9 

- - biliary colic simu- 

lated by . . . . 554 

- - bismuth simulating 441 

- -- calcined costal taiti- 

lage simulating440, 442 

- - - mesenteric glands 

simulating 440, 441 
-- - caseous kidney simu - 
lating . 440, 442 

- - Chc\ nc-Mokcs breal ti- 

ll ig f rom . . . . 1 39 

- - colic due to 19, 147, 

150, 579, 719, 902, 931 

- - contralateral pain 

lrom . . 556 

- - convulsions lrom . . 181 

- - crepitation with . . 450 

- - crystals in urine with 349 
-- - effects ol jolting on 351 

- - epithelial cells in 

urine from . . 902 
- lew symptoms with 719 
-- - gall-stone simulating 

440, 442 

- - neneral account of . . 56 

- - hatmaturia with 19, 

56, 348, 349, 351, 

449, 719, 902 

- - hydronephrosis from 

" 351, ( I’ ik. 376; 449, 654 
; - - impacted in ureter. . 351 
[ - - increased frequency of 

micturition from 351,490 

- - intermittent unuria 

with . . 56 

- - — bactcriuria in . . 90 

i - — intestinal contents 

! simulating . . 440 

j - - kidney destroyed by 55 

- - - enlarged from 449, 554 
I - - magnesium simu- 

j lating . . . . 441 

I - - neuralgia simulating 525 

1 notes on . . 719 



CALCULUS, RENAL 
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Calculus , renal, contd. 

■ operation in diagnos- 
ing . . . . 56 

oxaluria and 35 3, 524 

pain in back from . . 554 
iiypochondrium 

from . . 55 3, 554 

over kidney from 56 ; 
in loin from 56, .351 
test is from 351, 589 ; 

thigh from .. 351 ' 

along ureter from 56 

passage of . . . . 56 

phlebohth simulating 440 
pricking pam lrom 350 
pyelitis from 718, 710 
pyelography and . . 446 
pyelonephritis lrom 719 
pyonephrosis lrom 

351, 450, 718, 719 
pyrexia lrom . . 150 
p\ u l ia lrom 5o, 349, 

351, 716. 719 
renal abscess lrom . . 351 

colic 1 r> >m . . 851 

tuberculosis simula- 
ting ,/a 7 : 3 5 2, 7 1 9 
rigor lrom 150, 7 37, 7 39 
sex incidence* o! . . 55 

skiagrams ol 1 hies. i n. 

its 440, hie. 136 441 
spleen simulated by 812 
tenderness ol kidney 
with . . . . 5->4 

undue pulsation oj 
abdominal aorta 
sjniului mg . . 661! 

urt ter a! ca, heteri/a - 
imn in diai’ii.oing 554 
uric :u id and 9p \ , 902 
ut me normal vs oh . . 719 

X r o m diaiui. >\uig 
19, no, 35 1, 35 v, 

554, t>*>4, 718. 719 
salivary, account ol 590.848 
turn m longue lrom 690 
pi vaiiviu lii’iii 


Calculus , ureteral , contd. , Calculus, vesical , cotud. 

- - pain in testis from 1 . . 589 j r- - frequency of mictu- 


56, 719 
. . 494 
559 


565 

719 


ureter from 

- - urethra lrom 

- - without pain 

phlebollth simulating 

442, 443, 559 

- — anil phlcboliths, skia - 

gram ot hie- .h,h, 444 

- — psoas abscess simu 

luting 

- - pyonephrosis from 

- — pvuria from 577, 

716, 720 

- - renal colic preceding 719 

- - rheumatoid arthritis 

ol spine simulating 565 

- — ligidity in right iliac 

tossa lrom . . 559 

- - sites of impaction of 719 
skiagrams ol 

i 7ui,M. iou, jfil / 442, 

( hie. 762:44 3, 

hie. 44 7; 558 
... .. j n diagnosing 56, 577 

- - spinal curie, simu- 

lating • - - . 565 

- '-pondyhi i-. deformans 

simulating . . 565 

- - tuherculom bladder 

simulate, vl b" 577, 719 

- - ureteral catheter m 

diagnosing . . 559 

- - ureteritis Mmul.oing 559 

- vesical calculus simu- 

lated bv . . 577, 719 

- - X r.ivs in diagnosing 

35 3, 442. 659, 578, 720 
urethral, account of . . 493 

- - aching in perineum 

lrom 

- - behind stricture 

-i *1 *i , 

- - blood per uretl 

due 1 > 

- - bio. id -stained dis- 

charge due l< 


■ i, laer mi of 1 : e. < > J 

848 


b. <ugn* m di igiiosine 

4 9 2 

■ A , ! 1 1 1 1 g "1 ! Uv. V Ir.'IU 

59( i 

-- - 

in c: iddren . . 

Co 

1 - -! igwe s\v i-II'.-n f i mil 

M 52 


di cl:,iree due to 227, 

2 30 

X i ,t v ■ in diiu'iu'sim* 

690 

_ .. 

eitdo'Cope m duettos 


S U i ) i . ! 1 g l i . 1 ! . 1 , » ! 1 V i K • VV , > i 



itn. 2.30. 35ti, 

576 

S.-n 1 r * 'in 

8 6 2 


etuvlnlvmitis 1 r« 'ill . . 

850 

tiMi \ :'.r. -• and . . 

440 


epivhdvtno - orchitis 


u : ci via!, ah «. ;• • limn 

49 1 


fioni 

684 

account ol 35J. 550. 



lelt bv linger 

575 

577. 719 


hiematuna in an 348, 

356 

arm i i.i I rum . . 

55 


impaction of 

574 

appends., .d c mci e- 


~ ... 

increased lrcquencv 


timi si nr. i. at mg 44 2. 

44 3 


of micturition lrom 

4« 1 

appcndiv.i:- smuO.it v 

1 

- - 

in male- 

356 

hv 35 3. 55C 7 1 u . 

72-1 

— — 

iiiiiUimion stopped 


backache fimu 57-1. 

72o 


bv . . 2 30, 49 3, 

575 

bilateral 

5*s 

_ _ 

pain in penis lrom 


bougie in diagno - mg 

678 


2 3{), 35t>, 49 3, 

574 

calcified gland simu- 


- - 

priapism due to . . 

066 

latino 35 3, 442. 443. 659 

- — 

retention ot urine 


cohc from .. 147, 

550 


from . . 356, 

49 ; 

CVslosCope in dia 



skiagram of l ie- > f > X ' 

445 

gnosmg 56, 35 3, 


- - 

strangury vine to . . 

797 

559, 578, 

720 


sudden stoppage of 


felt per rectum 56, 



urine by.. 

2 30 

578, 72.0, 

729 

- - 

tumour of urethra 


- vagiuam . . 56, 

720 


due to . . 

2 30 

fistula lrom . . 

494 

- - 

urethritis from 

850 

lrecjuencv of micm- 


_ _ 

X ravs and . . 

444 

rition from 577, 

719 

- uric acid 

900 

general account of . . 

56 


- in bladder : T/.e-d'O 

i 354 

htemuturiu lrom 348, 


- - 

- not opaque to 


35 3, 559, 577, 

720 


X rays . . 

440 


ritiun from 355, 490, 

576, 719, 721 

- - harmaturia from 348, 

355, 576, 721, 874 

- - irritability of bladder 

f rom . . . . 721 

- - jolting and. . . . 491) 

- - micturition inter 

rupted by 355, 491, 576 

- - nocturnal micturition 

with . . . . 355 

- • pain after micturition 

from . . . . 493 

during micturition 

due to . . . . 576 

- - - in penis due to 

574, 576, 719, 721 

- - priapism due to . . 656 

- - pricking pain in penis 

from .. 355,721 

pvuria from 355, 

576, 716, 721 

- - renal colic arid . . 355 
-- - sex incidence of . . 355 

- - sound in diagnosing 

355, 576, 874 

- - - not detecting . . 721 

- - strangury due to . . 79? 

- - tenesmus from 873, 874 

- - ureteral calculus 

simulating 577, 719 

- - X ravs in diagnosing 

W *55. 444, 721 

- xantlun, X rays and . . 440 
< ialendula, dermatitis lrom 915 
Call, analgesia in, in talus? 

dorsalis . . . . 753 

bruising of. limping from456 



579 

- Jacquel's cr 

vthema ot 

498 



- nuiseie se. 

Muscles 


•7*5, 

76n 

- nodule, ill. 

in Bazin's 


am 


disease 


5(32 


-19 < 

- pain in, lrom prm.uui ; i 

, 5 n 



- paral' u, <4 


610 


3 3;) 

— ‘-ebonh.'cis 

derma*, it 



hydronephrosis from 719 
impacted . . . . 331 

intestinal contents 

simulating . . 442 . 

kidney atrophy from 719 
- pelvis dilated from 577 
opaque bougie in 

diagnosing .. 35 3 

ovarian pain simu- 
lated by . . . . 719 

pain over . . . . 56 

external abdo- 


vesical, account of 355, 

576, 721 

- aching in perineum 

from . . . . 579 

- age incidence of . . 576 

- behind enlarged pros- 

tate .. ..721 

- blood from penis dtu* 

to .. 576, 721 

- colic due to . . 148 

- convulsions from . . 181 

crystals in urine with 721 


titled mg . . . . 498 

- waned, m Tooth’-, pero- 

neal atrophy 1 5’ .sj.7'9 
Cali;: 1 ', auditor*.' nerve in- 
volved m . . . . 208 

- deal ;ic- ? from .. 208 

- disappear a:ice ol .. 817 

- tiller fracture . 817, 8 34 

- miercost.il pam from.. 5 31 
involving nerve, muscle 

atrophy lrom .. 82 

- - - R.l ). lrom . . 82 

- on iavv ..834 

- muscle atrophy from. . 90 

- muscular .. ..179 

- museulospiral nerve 

paralysis from 84, 615 

- R.l>. lrom . . . . 80 

- of spine, aliocheiria from 22 

- - cord compressed by 22 

- wrist-drop front . . 84 

Calmettes reaction in 

Addison's disease . . 45 

- - tuberculous periton- 

itis . . . . 777 

Calomel, biliousness and 566 

- blood per anunt from 

96, 102, 103 

- colic from . . 148, 525 

- colitis from . . . . 103 

- tlatulcnce and . . 560 

- indigestion and . . 560 

- mucus m stools front 10 3 

- polyuria alter . . 65 3 

- tenesmus due to . . 87 3 

- ulcerative colitis from 100 
Cam midge, fat estimation 

method of . . 290, 300 

CAMMIDGE’S PANCRE- 
ATIC REACTION . . 128 

- — - carcinoma and . . 129 

w it it carcinoma of 

pancreas 67, 776 

- - - in pancreatitis 316, 810 
retroperitoneal cyst 



minul ring from 

577 

-• - cystitis from 

355, 

, and 

.. 811 

- - 

along iliac crest 


490, 576, 

699, 721 

technique of 

. . 129 


from 

577 

- — cystoscope in 

dia- 

. Camphor, coma lrom 

.. 154 

- 

in iliac fossa from 


gnosing .355, 

491, 

- convulsions lrom 

. . 181 


555, 557, 

559 

494, 576, 

721, 874 

- delirium lrom 

. . 212 

- -■ 

kidney from 

577 ! 

- - in diverticulum 

. . 721 

- eosinophilia from 

. . 271 

- - 

penis from 494, 

! 

- - exercise ami 

. . 490 

| - Tehling’s solution 

rc- 


576, 577, 

719 i 

- - felt per rectum 

. . 728 

1 duced after 

.. 327 


657 

625 

85 


691 


95 

93 

95 

317 


226 

549 

212 

926 

657 


729 


863 

729 


729 


1 1 
17 
55 
17 
124 
915 
275, 917 
348 


123, 


1 Camphor , contd. 

| - priapism from 
’ Canada, tick paralysis in 
; Canal, inguinal, testis in 
i - of Nuck, hydrocele of 
(see Hydrocele) 

; - semicircular see Scmi- 
i circular Canals) 

Canary Islands, Alalia 
fever from 
Cancer < see Carcinoma, 
Sarcoma, clc.) 

- cells, atypical mitosis in 365 

- - in pleuritic effusion 365 

- - sputum . . . . 365 

- green (see Chloromaj 
Cancrum oris, account of 
bleeding gums front 

- - from debilitation 

- - gangrene front 

- - illustrated t l ie- 95) 95 

- - after measles . . 95 

- - pivaiism from . . 661 

Canine tooth, empyema of 

antrum of Highmore 
from 

- - nasolabial tenderness 

lr« >m 

Cannabis indica, delirium 
from 

- - micropsia from 

- - priapism from 

- - yellov. vision due to 926 
Canter rhythm in anaimij 729 

- - from dilated fatty 

heart 

- - in pericardii is 265, 

37 3, 53 3, 729, 

-- - pernicious an-xmia 

- - reduplicated heart 

sound simulating 
C.mthundfs, acute ne- 
phritis from 

- albuminuria from 

- anuria lrom . . 

- blistering with 

- bulke lr*>m 

- dermatm- due to 

- erytnern i due to 

- hiematuna lrom 

- hysterical pa’ien: using 124 

leucocyfo us lrom .. 651 

- malingerer using . . 124 

- polys > tii.emia from 650,651 

-• priupiun lrom . . 657 

- ptvahsm lrom . . 661 

- strangury due to . . 798 

- tene-mus due to .. 873 

- vesication due to . . 917 

Cap, duodenal, deformed, 

in duodenal ulcer . . 554 
Capillary bronchitis (see 
Bronchitis , 

- pulsation from aortic 

disease . . . . 263 

- - regurgitation . . 259 
Capsicum, bull.e from . . 124 

- dermatitis due to . . 915 

- erythema from 275, 917 

- lasiigiaium, dermatitis 

due to . . . . 915 

- hysterical patient using 124 

- malingerer using . . 124 

- pain in tongue from . . 591 
Capsule, internal (.see 

Internal Capsule) 

Capsules, suprarenal (sec 
under Suprarenal' 

, Caput Medusa: in cirrho- 
sis of liver . . 59, 910 

C .arbide of calcium, eczema 
: from 917 

- - ulcers of skin due to 917 

- - used by acetylene 

workers . . . . 917 

Carbohydrate fermenta- 
tion. borborvgmi from 107 

- starvation, acidosis from 3 
Carbol-luchsin, formula 788 
Carbol-methylene blue in 

Ziehl-Ncelson staining 788 
Carbolic acid (sec Acid) 
Carbolurla. account of . . 906 
Carbon bisulphide, der- 
matitis due to . . 917 

- - fainting due to . . 297 

- - haunoglobinuria from 357 

- - india-rubber solvent 84 

neuritis from 80, 84 

tinnitus due to . . 878 

02 
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CARBON BISULPHIDE 
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CARCINOMA OF COLON 


Carbon . bisulphide, could. . I ( 

- - tremor due to . . 881 - 

- - used by rubber I 

workers . . . . 9V7 . 

- vertigo due to . . 87S ! - 

- dioxide, after-damp and 154 | - 

- - eoma from . . . . 154 j 

- - headache Irom . . 371 j - 

- - in inflation of stomach307 j - 

-- -- snow, bulla: from . . 123 j — 

- - in wells . . . . 154 | - 

monoxide, coma from 154 ■ 

- - fainting due to . . 297 : — 

- - gangrene Irom . . 317 

- -- luemoglobinuria from 357 


- headache from 

- poisoning from bra- 

zier 

- curhoxyhivmoglo- 
bin in . . 

cherry-red colour 


571 


551 


- - circulation disor- 

ders ail or 

- - — from coal-gas 

- coma from 

- gangrene after 

- from lime-kiln 

- - - Raynaud’s disease 

simulated after 

- - - from slow combus- 

tion stove . . 155 

- tetrachloride in anky- ! 

lostomiasis . . 103, 635 j 

Carbonate of calcium, offer- i 


322 

155 j 
155 

. . 155 

322 


327 ! 
204 ! 


155 ; 


vescence due to 

- - opalescence in urine 

from 

- sodium in Benedict's 

solution 

- - dead lingers and . 
Carboxy haemoglobin, am- 
monium sulphide and 

- tn carbon monoxide poi | 

sotting . . . • 155 | 

- spectrum of .. ; Fix. I <>] 13 j 

Carbuncle, cellulitis dis- j 

tinguished Irom . . 682 i 

- in diabetes . . 334, 3 55 

- on face . . . • 824 

cavernous sinus throm- 
bosis from . . 284 j 

- furuncle distinguished 

from . . . . 682 

- malignant pustule simu- 

lated by , . . . 682 

- - - simulating . . 68 3 

- pain in face from . . 311 

- in perineum, aching in 

perineum from . . 579 

- pyrexia due to 311, 687, 695 

- stiff neck from . . 795 

- swelling of face from. . 311 

- tinea sycosis simulating 311 
Carcinoma, abdominal, 

rectal shelf in diagnos- 
ing .. •• •• 729 

- albumosuria with . . 21 

- of ampulla of Vater, 

colic from . . 147, 148 

- anaemia from.. 27, 515 

- of antrum of Highmore 226 

- ascending colon, blood 

per anum from . . 96 

- basal-cclled (see Rodent 

Ulcer) 

- of bile-duct, bile pig- 

ment in urine from 130 
carcinoma of duo- 
denum simulating 811 

- - colic from . . . . 147 

- - jaundice due to 407, 811 

- bladder, aching in peri- 

neum from . . 579 

- -- age incidence of 277, 

355, 722 

- anuria from 55, 56 

- - at base . . 577, 722 

blood per anum from 96 

- - - drops from penis 

due to. . . . 721 

cystitis with 490, 699 

- - cystoscopc in diagnos- 

ing 56, 353, 576, 577, 722 

- - felt per rectum 355, 

577, 728 

- - fragment in urine ... 349 

- - frequency of micturi- 

tion from 56, 353, 

355, 490, 576, 577, 722 


Carcinoma ol bladder , could. ! 
hamaiuria due to 

56, 348, 349, 35 3, J 
355, 576, 577, 721, 722 j 

- - hydronephrosis from 5t> 1 

- - illustrated 

( Figs. 2SS. 2X9) 354 

infiltrating type . . 56 ; 

- - in men . . . . 7 22 < 

- - multiple . . - - 722 

obstructing both ure- 
ters . . 55. 56 

opening into rectum 296 

pain due to 490, 722 1 

- - - alter micturition 

due to 493, 576 

- - - on micturition Irom r>6 

- - - in penis from 355, ! 

49 3,574,576,577,722 ; 

- - perineum from . . 494 

- urethra from . . 494 

- - vulva from . . 4 Q 4 

- papilloma simulating 7 22 

- -- peiwc glands en- 

larged Irom 330, 

577,721,722 

- - pricking in penis Irom 721 

- - pyelitis from 718 

- - pyonephrosis front . . 718 

- - pyuria from 56, 355, 

576/716, 722 , 

rectal examination in 

diagnosing 56, 350, 

55 1. 570, 731 

rectum in v titled by . . 96 

renal aching from . . 722 

- - -- pain Irom . . 577 

retention of urine 

Irom .. ..35 3 

- - strangury due to . . 797 

- - symptoms of . . 56 

- — ulceration of . . 722 ; 

ureter obstructed by 

577, 722 

- - vaginal examination 

in diagnosing 56, 350 

- — vesical crises simula- 

ting . . • . 798 

- - villous 349, 577, 722 

fragment in urine 3-1 9 

hannaiuria from 

348, 35 5 

- - - pyuria due to . . 716 

- bone . . . . 1 90, 82 3 

albumosuria with . . 21 

- - Bence-Jones’ ulbu- 

mose and . . 22 

- - sarcoma simulated by 

{lug. 7 56) 190 

- - secondary to thyroid 876 
skiagram of (Fig. 2<>) 21 

- - spontaneous fracture 

due to ...... 304 

- brain, hemianopsia from 379 

- breast, account of . . 839 

age incidence of . . 8 39 

amputation of breast 

for (/w.c. 405) 512 

- - atrophic . . . . 839 

axillary glands en- 
larged from 475, 

838, 839 

blood from nipple 

due to . . . . 227 

- - breast smaller with 839 

- - carcinoma cn cuirasse 

from . . . . 886 

- — cyst simulating . . 838 

- - from cystic disease 8 38 

fear of . . • 529 

- — fibro-adenoma simu- 

lating . . . • 839 

growth in spine after 583 

hardness of . . 839 

lenticular cancer of 

skin from . . 886 

little anarmia with . . 44 

in married women. . 839 

mastitis simulating 

838, 839 

microscope in dia- 
gnosing . . 838, 840 

nipple retracted with 839 

oedema of arm after 

{Fig. 405) 512 

pain with . . . . 529 

rheumatism of shoul- 
der simulated by 863 

secondary in axilla. . 322 

bone {Fig. 26) 21 , 823 


Carcinoma oj breast , cotitd. 

- - secondary in frontal 

boric . . . . 256 

lung . . ... 365 

- — — round subclavian 

vein . . . • k'2 

- — - in scalp . . - - 866 

spine U '.'g. / ">S M 1°2, 

19 3. blO, 869 

- - sex incidence of . . 8 ’9 

- — skin puckering from 

8 38, S W 

ulcerated over . . 8 39 

- - supraclavicular gland 

enlarged from 277, 475 

- - tubercle simulating 8 38 

- bronchus, empyema 

1 34 


— ■ secondary m lung . . 3p5 

— bundle of Ills. • . . R)9 — — 

— cachexia f:om 27, 216, 8 15 

— of cteium, abdominal 

turnout due io 

— - account of . . 

— — actinomycosis simu- 

lating 

— - appendicitis simula- 

ted by 

bismuth and X rays 

in diagnosing 


( direinoma of colot;, canid. 

- • borboi vgnn from . . 107 

- - cachexia from . . 815 

- - carcinoma of stomach 

simulated bv . . 809 

- - colic from 148, 162, 163 

- - colitis simulating 700, 872 

- - constipation from 

98, 162, 41 3 

- - descending (see ( arci- 

noma of 1 descending 
Cob'll! 

- -• diarrhtva due to 9p,, 

lo2, 216, 872 

- - diverticulitis simula- 

ting 167, 108, 356, 

557, 697, 827 

- - gastric ulcer simu- 
lated by i Fig. I •Hi' 1 161 

hiccough from . . 387 


a hypochondrium . . 806 


- indicanuiia non 


395 


- - blood per anum irou 

- — - in stix-ls from 

- — carcinoma ol rectun 

simulating . . 

- — - sigmoid simulatinj 

- - cllects ol adhesion: 

simulating 

- -- fa ces simulating . . 

- - with lew symptom: 

- - hydatid cyst simula- 

ting . . • • 5r> 4 

- — impacted la:ecs will) 814 

- - intestinal obstrm lion 

irom . . . • 828 

- - intussusception simu- 

lating . . • • 829 

- — laparotomy in dia- 

gnosing .. 50 3, 828 

- — mucus in stools lioin 828 

- - opening into bladder 

290, 7!o 

- — pain in iliac ios.-a 

Irom .. ..558 

- - pyuria due to . . 71u 

- - swelling in iliac loss.i 

from .. 56 3, 814 

- - tuberculous civcurn 

simulating . . 

- - tumour m iliac fossa 

from 

- - volvulus simulating 

- - wasting with 

- cauda equina 

- in cervical glands 

- of cervix uteri, bleeding 

on examination 

fortid discharge 

irom 

- cheek . . . . . . _ 

- colloid, of peritoneum 65 

- of colon, abdominal dis- 

tention from . . 413 

- tumour due to 

167, 439, 555, 815 
_ - abscess round . . 72 3 

- - account of 98, 162, 439 
! - - Addison’s disease 

simulating . . 642 

- - albuminuria from . . 439 

; - -- albumosuria with .. 21 

- - anaemia Irom 98, 163 

_ - anaesthetic in dia- 
gnosing . . . . 162 

- - annular . . . . 776 1 

! — - anorexia from . . 163 

j - - appendicitis simula- 
ting . . . . 812 

ascending, blood per , 

anum from . . q 6 j 

- — ascites from 67, 412 j 

- - barium enema show- 

ing C Fig. 143 ) 163, 

(Fig. 144 ) 164 | 

bismuth and X rays | 

in diagnosing 594, 809 | 

blood per anum from j 

96,356,413! 

in stools from 163, \ 

439, 495, 815 1 


828 

- - inguinal glands 

di- 

831 

563 

larged tiom 



■ - intestinal obs! ru 

et inn 


562 

irom 1 6 3, 167, 

, 168 , 



555, 7 35 

, 776. 

8 1 5 

814 

- — - sand imm 


742 


- - intussusception 

l>om 

727 

56 3 

- - 'auuditc Irom 

412, 

413 

724 

kidney enlarge: 

uent 


96 

simulated h\ 


447 

828 

■ ■ ■- - -■ simulating 


4 39 


- - lapatoiomy in 

dia- 


5o3 

gno’mg .. 

356. 

827 

■ 5 0 3 

• - liver eiilai iu 

ment 



simulated h\ 

4 13, 

463 

50 3 

- - h»s ol strength 

trom 

16 3 

56 3 

- - \\ eigtil Horn 

9.8. 

16 - 

828 

- - malignant pel in 

mil us 



1 1 om 


t,5 


miscm efiC gland:, 
enlarged i:om 
movable kidney sim- 
ulated by . . 

iiiuun pel lectum 
l;.>m . . 

■ - in stools from f <7, 

4 39 , 

■ ■ ibvt 1 ue an: b\ 
oca ill I blood ill stools 

Irom . . . . 16 3 

- often no tumour with 162 

opening into bladder 7 1 0 

- p;»m with . . . . l, S 

- - in In 00 , liotnli mm 

trom .. 55 3, 555 

- - spine t : om . . 871 


: i 3 
356 
4‘'-> 

4 30 


562 

• • - - at umb-iicus from 
- - palpable pet 1 ■ 1 nisi • 

59 3 

168 

with 

16 I 

56 3 

- - pelvis 1 sec ( 1 rein 01 m 


82 S 

ol IVUio. Cvlon 


81 

- - pci !• 'rated, general 


241 

peritonitis from . . 

149 

- - - simulating colic . . 

149 

251 

- - - urgent laparotomy 



lor 

149 

2 32 

- - pericolitis simulating 

812 

225 

- — perinephric abscess 



642 

800 


from .. . . 438 

peristalsis powerlul 
above . . . . 107 

peritonitis due to . . 735 
perityphlitis simu- 
lating .. ..812 

• pigmentation in 

mouth from 

- pneumoperitoneum 

iiom . . . . w 

■ portal glands enlarged 

Irom . . 412, 476 

• - vein obstructed by 67 

pyuria due to . . 716 

- rectal examination for 413 
renal pelvis opened by 647 

- retroperitoneal glands 

enlarged from . . 476 

■ secondary in liver . . 315 

- - lung . . . . 365 

■ - portal glands^ . . 42 3 

• sigmo’d (see Carci- 

noma of Sigmoid) 

- sigmoidoscope in dia- 

gnosing 104, 163, 

827, 872 

- simulated by polypi 98 

- skiagrams (F'lg. 1 43) 163, 

(Fig. 144 ) 164 

- spasm of bowel with 163 



CARCINOMA OF COLON 


CARCINOMA OF PELVIC COLON 


Carcinoma of colon, contd. 

- - spastic constipation 

simulating .. 161 

- - spleen simulated by 775 

spurious dturrhuta with 98 
subdiaphtagnialic ab- 
scess t rom . . 649 


< F 

tenderness 


g. 77) 66, 475 
<>f spine 


tenesmus due to 815, 872 
transverse, blood per 

anvim 1 tom . . 96 

skiagram showing 

v 140) 161 
tuberculous carcum 

simulating . . 1 62 1 

colon simulating . . 812 ' 
periionitis simu- 
lating . . . . 809 

tumour with . . ] 62 
tvmpamtes from . . 413 
umbilical tumour 

trom . . . . 5 ( >3 

\ C u < 's t die Jistula 

in >m .. .. 167 

visible peristalsis with 16 1 
vomiting Irom 1 68, 4 1 3 
X rav- m diagnosing 
104, 16 k 
i ,e. I44< 164, 41 3, 


uiMir in le It ib:u 
lo^sa l nun . . 
i eactK >n lrom . . 
1 breast 

1 o o ti lrom nipple 


blood per unum lrom 97 
cursinoma of bile- 
duct simulated by 811 
pancreas simulated 

b\ .. ..811 

- stomach simulated 

bv .. ..811 

colic lrom . . 147, 148 

dilatation ot stomach 
lrom . . 218, 811 

duodenal ulcer simu- 
lating . . ..412 

emaciation lroin .. 412 
epigastric tumour 

trom . . ..811 

- gall-bladder distended 

with .. .. 811 

- h am uu emesis from 

336, 811 
jaundice with 412, 811 
portal vein obstructed 
b\ . . . . 67 

rarity of .. 343, 811 ' 

secondary in liver . . $15 

- portal lissure . . 811 : 

suppurative cholan- 
gitis from . . 81 1 ! 

- supraclavicular glands j 

enlarged trom . . 475 i 
• tumour with . . 343 ! 
visible peristalsis from HI 1 ■ 
vomiting due to . . 811 ! 

- wasting due to . . 81 1 ! 

en cuirasse 886, ! 

(Ft g. 66 4) 887 \ 
cosinophilia from . . 271 

ot Fallopian tube, pelvic 
swelling due to . . 840 
fatty heart from . . 264 

of fauces . . . . 762 

- sore throat due to. . 757 
femur, skiagram (Fig. 26) 21 


( la rcinoma , contd. 

- of forehead . . . . 225 

- gall-bladder, biliary 

colic and . . . . 314 

- - cholangitis with . . 408 

cholecystitis lroin . . 696 

- — colic from . . . . 147 

- - dilatation ot stomach 

with .. ..218 

cm p vent a of gall- 
bladder lrom . . 696 
Hall stones and 314, 315 

- - jaundice in . . . 314 

laparotomy dia- 
gnosing .. ..315 

- - pain in hypochon- 

drmm lrom .. 55 3 

- - - between shoulders 


praclav lcular gland 315 

- — - h \ er . . . . 316 

- - suppurative cholan- 

gitis trom . . 415 

- - supraclavicular glands 

enlarged lrom . . 475 

- - lender ih ol gall- 

bladder 1 rom . . 55 3 . 

- general wasting lrom . . 78 

- gumma simulating . . 765 

- »<1 hepatic flexure, blood 

pt i amitn trom . . *>6 

- histoiogv in diagnosing 226 
ot ilium, skiagram ot 

Fie. do' 2! 

-- io inguinal glands 777, 830 

- ot lscuium, > ktagram o] 

il'lg. Jr, 21 

-- kuliiev . . . . . . 446 

- (. .heync-Stokes breath - 

mg trom . . ..139 

colic trom . . . . 147 

- ■ ljiLuiaturia t , om MS. 

350, 448 

- - kidney enlarged, lrom 448 

liver displaced by . . A kS 

- - pvuri.i due to . . 716 
-■ supraclavicular gland 

enlarged lrom . . 475 

- - ui :vnua lrom . . 139 

- larynx, dysphagia from 245 

- - foul brva’.h trom . . 11s 

- - l.wvngo 1 cope in dia- 

lmo ane . . . . 7<>7 

sore thioat due To . . 758 

- m lelt supraclax ictilar 

glands, irom carci- 
noma of colon . . 776 

- leucocytoMs in .. 45 3 

- Ot hp 225, [Fig. 37S ) 4o0 
liver, account of . . 467 

- age incidence of . . 467 

- - albumosuria lrom . . 21 

- - ang.ioina simulating 469 

- - ascires with 62, 63, 

66, 68, 315 412, 468 ’ 

- - without ascites .. 414 

- — bile-duct obstruction 

simulating . 468 

- - Camrmdgc’s reaction 

and . . . . 68 

- - from carcinoma coli 776 

- - catarrhal jaundice dis- 

tinguished from . . 411 , 

- - cirrhosis with . . 466 1 

- - - simulated by . . 466 j 

simulating . . 468 : 

- coma with . . . . 468 

- diabetes simulating 461 
-■ dragging in hvpo- 

ehondiium from 468 

- fluctuation in . . 468 

- gall-bladder enlarge- ; 

mem simulated by 315 : 
-- gall-stone simulating 468 ; 

- gumma simulating. . 417 ( 

- haemorrhage into 465, 468 j 

- hepatoptosis Simula- I 

ting . . . . 461 

- hiccough from . . 387 I 

- hyatid disease distin- 

guished from 468, 470 1 

- jaundice from 66, 68, 

315, 408, 412, 414, 468 I 

- without jaundice . . 414 i 

- large portal glands with68 ! 

- leucocytosis in . . 468 1 


Carcinoma of liver , contd. i 

liver enlarged from 

63, 68, 315, 408, i 

412, 414 ! 

hard from 68, 315, 414 ■ 

- — — nodular from 315, 414 

- - — tender with . . 68 

- - nodules of . . . . 414 

-- -■ olive-green colour 

lrom . . . . 414 

- - pain in epigastrium 

from . . . . 538 

- - - hypoehondrium 

from . . ..553; 

liver from . . 468 

light arm from . . 468 

- - - shoulder lrom . . 468 

- - - between shoulders 

lrom . . . . 566 

- - - in spine lrom . . 871 

- - perihepatitis over . . 468 

- - portal gland involved 

with . . ..414 

primary . . 468 

- - - very rare . . . . 41 4 

- - puke feeble W'ith . . 46H 
-- - pvrexia lrom 

Fa;. iJF 408, 468., 

469, h88, 700, 715 

- - rectal examination in 68 

- - i et mal examination in 68 

- - rub over . . . . 468 

- -■ secondary . . . . 467 

- - - to coltjn . . . . 315 

- - - duodenum .. 315 

■ -- - gall bladder . . 315 

- . .. india-rubber bottle 

stomach . . 1 38 

- - - pancreas .. 6S, ’.15 

-- - - lev turn . . . . 3] 5 

- - - stomach 241, 315. 

397, 777 

- -• ; ense of fullness Horn 408 

-- -- skn. dry and shriv- 
elled mih .. 468 

- -- Skod.uc resonance due 

to 755 

- - svplulis simulating . . 467 

- - tenderncs., ol spine 

lrom . . . . 871 

- - utnoihcated nodules 

inft«. 315,414,405, 468 

- - usually secondary . . 414 

- - wasting f tom 468, 469 
lo'.s ol weight title to . . 9 32 

- in lumbar glands . . 727 

■ ol lung, bronchitis sim- 

ulated by . . . . 700 

- - ceivical sympathetic 

irritated by . . 675 

- - luemoptysis from 361, 365 

- - pupil dilated with . . 675 

- - red-currant jelly spu- 

tum I rom . . 365 

- - secondary to breast 365 

- - - bronchus . . 365 

— colon . . . . 365 

- - - oesophagus . . 365 

- - - pancreas . . . . 365 

” - — stomach . . . . 365 

- - shortness of breath 

lrom . . 114 

- - skiagram of t Fig. 105)114 

-- - unsuspected .. 114 

- - X rays in diagnosing 114 

- mamma: t see Carcinoma 

of Breast i 

- in mediastinal glands ( see 

kymphatic i ilands. 
Mediastinal > 

- melanotic, long latency 886 

- - melanotic sarcoma 

simulating . . 886 

- - microscope in dia- 

gnosing . . . . 886 j 

papules in . . . . 598 : 

- - from pigmented mule 886 

retina . . . . 886 , 

- - of skin . . . . 886 ; 

- of middle ear, pain from 253 : 
spread to mastoid ! 

process . . 253 j 

- muscular atrophy from 78 ; 

- nose affected by . . 225 j 

- of (esophagus, dysphagia ! 

from . . ' . . 5 35 j 

emaciation f rom . . 535 | 

- - empyema from . . 134 J - 

foul breath from .. 113 J 

illustrated (Fig. 204) 241 ! 


Carcinoma of (esophagus, contd. 

- - pain behind sternum 

from . . . . 535 

- - secondary in lung . . 365 

squamous -celled . . 240 

“ — X rays in diagnosing 535 

- ovary, abdominal dis- 

tention with . . 842 

- - anuria from . . 57 

ascites with 412, 842 

- - emaciation with . . 842 

- - fixation of . . . . 842 

- - inguinal glands en- 

larged from . . 831 

jaundice lrom . . 412 

- - lumbosacral plexus 

a fleeted by .. 81 

malignant peritonitis 



566 

i r< >m 


65 


871 - 

— mesenteric elands 



468 

enlarge 

d from . . 

476 

ved 

- 

- pain in i 

umbosacral 



414 1 

region 

from 

81 


468 - 

- pelvic i amour lrom 

57 


414 - 

- portal < 

lands en- 



468 

larged 

turn 412, 

476 


- 

- reimperit 

oneal gland- 


468 


enlarge 

d from . . 

476 

i00, 

7 1 5 - 

- m .’ angary 

due to . . 

797 

n in 

68 - 

— suprnclav 

cular glands 


>n in 

68 

enlarge 

d lrom . . 

475 


468 - 

- tumour 

ol cauda 



467 

equin i 

simulated In 

,• 81 


315 - 

- ureter ob 

; i acted by 

57 


315 - 

paint'- . . 


762 


315 - 

- sore throa 

1 due To . . 

757 


pancreas, account of 

- amentia with 
■- aortic pulsation 
through . . 


-- Canon 
with 


67, 68. 776 
i always posi- 
tive with . . 129 
rna of duodt - 
simulating . . 811 


i olic with . . 
wit hot it diabetes 


147, 316 
. . 335 


irom . . . . 218 

- - epigastric tumour due 

,«'i . . . . 810 

- - lat m stools wirh 67, 

130, 300 

- - gall-bladder enlarged 

with 67, 316, 408, 

412, 554 

- - palpable with . . 776 

- gall-stones simula- 

ted by .. ..316 

- glveoxuria with . . 67 

- inflation of stomach 

in diagnosing . . 67 

- iodine co-ethcient of 

urine in . . . . 129 

- jaundice from 67, 316, 

412, 554, 776, 810, 811 

- laparotomy in dia- 

gnosing . . . . 538 

- malignant peritonitis 

from . . 65 

- muscle fibres in farces 

With .. ..130 

- occult blood in stools 

trom .. ..130 

-- pain in epigastrium 

lrom .. ..538 

- - hypoehondrium 

from . . . . 554 

- - shoulder from . . 580 

- portal glands enlarged 

from . . 412 

- - vein obstructed by 67 

- prognosis in ..810 

- pyloric stenosis from 218 

- secondary in liver 68, 315 

- - lung . . . . 365 

- spleen simulated by 775 

- stcrcobilin and .. 130 

- stools acid with . . 130 

- supraclavicular glands 

enlarged from . . 475 

- tumour from . . 554 

- wasting with . . 810 

pancreatitis from . . 128 
of parotid gland . . 848 
pelvic colon, barium 

enema in detecting 

(Fig. 144) 164 



CARCINOMA OF PELVIC COLON 980 CARCINOMA OF STOMACH 

Carcinoma pelvic colon, contd. \ Carcinoma of rectum, contd. ! Carcinoma, contd. , ('arcinoma, contd. 

- - - bladder invaded by ' emaciation from . . 727 - of sigmoid colon, account - of stomach . . .. 97 

148, 356, 724 | explosive diarrhoea of . . 826 - - ubdominal tumour 

- colic from . . 148 j from . . 394, 727 - - — age incidence of. . 556 due to . . . . 340 

- - - dvsehezia from . . 166 i - - fa-ces per vaginam - - - barium enema in - - acanthosis nigricans 

- - — explosive diarrhoea from . . . . 356 diagnosing with . . 295, 646 

from . . . . 394 | - — fixed to coccyx . . 727 * fi'/r. t,44'< 827 I - - account of . . 340, 777 

- faeces per vaginam I — — - sacrum . . . . 727 - — — bismuth enema in — - acetonuria from . . 3 

from . . . . 356 1 foot-drop from . . 146 diagnosing . . 557 ; - - achlorhydria in 

- - - - hiematuria from 356 j frequent desire to blood per anum (7*7.1,'. 2Sf> ) 344 

- - - incontinence of j defaxate from . . 556 irom . .96, 97, 556 - - age incidence of 340, 397 

faxes with . . 394 ! - - ha-maturiu from 348, 356 ■ — - — carcinoma of cxcum -- - albumosuria with . . 21 

- - - opening into blad- j — — haemorrhage from simulated bv . . 563 j — - nnaamia with 42, 44, 

der .. . . 716 1 bowel due to .. 727 colloid .. . . 826 340,342, 397,777,811 

- pyuria due to .. 716 | impacted faxes simu- - - constipation from 556 - - antesihetic in dia- 

- sigmoidoscope in lating .. 557, 87 3 - - - explosive diar- gnosing .. .. 342 

diagnosing .. 163 , incontinence of faxes rlnea from .. 394 - - aneurysm simulated 

- urine per vaginam | from .. .. 304 . - ~ - frequent desire to by.. (Fit,’- 650 > 846 

from .. .. 356 - - increased frequency defalcate lroin 556 - - anorexia from 58, 340, 397 

- - - X rays in detecting j of micturition fnmi 491 - - - impacted taxes - - - nervosa simulated 

(Ftp. 144) 164 | inferior vena cava ol)- simulating .. 557 by .. .. 572 

- in pelvic glands , . 727 . Structlon from . . 9 - - - incontinence of -- - ascites from 67, 412 

- of pelvis, hydronephro- { jaundice from 409, 412 taxes with .. 394 - - bismuth and X rays 

sis from .. 353 j — — loss of strength from 166 I — - — intestinal obstruc- in diagnosing 

- penis, account Of .. 765 ] weight from 98,166,557 ; lion from 815, 826 t h'tgs. 277, 27$) 340, 

- impotence due to . . 393 ! lumbosacral plexus | invading bladder 724 777, 930 

- - leucocytosis from.. 454 i affected bv .. 81 - - - loss of w eight trom 557 - - blood per anum lrom 97 

- - lcukienua simulated | malignant peritonitis -- - - mucus per rectum - - - in gastric contents 

by.. .. .. 454! lrom .. .. 65 trom .. .. 556 with .. .. 397 

- - myelocytes from . . 454 , microscope in dia- opening into blad- - - - vomit from . . 777 

- perineum, aching in gnosing . . . . 727 der . . 296, 716 - - ol bodv 397 

perineum from . . 579 i mucus per rectum pain along colon - - cachexia from . . 340 

- - incontinence of faxes ! from .. 556, 727 lrom .. .. 556 - - carcinoma ol colon 

from .. .. 394 - - - in stools from 97, 166 - - - - in iliac tossa fi mm simulating .. 809 

- peritoneum, primary . . 65 - - opening into bladder 555, 556, 556 ~ - - duodenum simu- 

pharynx, earache from 253 2°6, 716 pyuria due to .. 716 filing .. .. 811 

- - sore throat due to .. 757 - - pain widi .. .. 98 - - - ring t\pe.. .. 826 -- - cardiac end, skiagram 

- portal glands (see Lvm- - - - in bottom of back — — — scirihotis. . . . 826 ol . . i Fig, 27 S ; 340 

phatic Glands, Porta!,) from . . . . 727 - - - sigmoidoscope m - - - orilice . . 1 . . 397 

- prostate, aching in - - - along colon from 556 diagnosing 98. 557 - - cirthosis ol liver 

perineum from . . 579 - - - in iliac tor.su trom - - - spastic mnstipa- simulating . . 344 

- - calculi simulating. . 575 555, 556 tion simulating 557 - • cotlee-ground vonm 

- - felt per rectum . . 728 . - - -■ penis from 576, 578 - - - supraGm lcofir gland in. . . . . . 340 

- - luematuriu trom 348, 355 1 — - -- rectum from . . 727 enlatged m - - colic from . . 148 

increased frequency 1 - - - spine lrom .. 871 77 66 -- - u<kmr index low uuh 

of micturition from 490 - - pcriprocral abscess • ~ - swelling m left 442, .397 

- pain in penis trom lrom . . . . 874 iliac tossa due to 826 - diagnosis of . . . . 397 

574, 575, 576 simulating .. 874 X iav, in dueuos- - diffuse .. .. 341 

- - pelvic glands enlarged piles lrom ..’ .. 726 mg .. .. 557 - - india-rubber -"Pottle 

lrom .. .. 350 - - - simulated bv .. 97 - skin .. .. .. 886 siomuch wiili. , ]3S 

- ■ rectal examination - - polypi simulating - skull, secondary io thy- - - - multiple serous 

in diagnosing 350, 575 > 98, 727, 874 sold .. .. .. 876 eltusions lrom 138 

- - secondary in sculp . . 866 portal glands enlarged - spine, abdominal pan*. secondary m glands 138 

spine .. .. 869 1 1mm .. .. 412 lrom .. .. 151 - liver .. 138 

- - strangury due to .. 797 , proctoscope in dia- trom breast.. 19 4 SrO • - sense of tallness 

- - urine difficulties from 493 i gnosing .. ..166 - - colic simuhiied bv .. 151 with .. .. 30t> 

- pylorus, bismuth and - - pyuria due to .. 716 - - hysteria simulated by 541 - - - skiagram ( Fig. 221) 342 

X rays in diagnosing 594 - - rectal examination in -• - intercostal pain 1mm - - - no symptoms with 

- - calcified cyst simu- ; diagnosing 98, 166, U'ti; l >Xj 192,5 11 138, 306 

lating .. .. 802 168, 557, 727, 873 kyphosi, imni .. 193 - ~ dilatation of stomach 

- - dilatation of stomach - - secondary in inguinal - - malingering simu- with 218. 340, 342, 

from .. .. 218 glands .. .. 727 filled by .. .. 541 397, 81 1, 829 

- gastrcctasis from .. 801 ~ liver .. 315, 727 - - pain in back from distaste for meat with 

- I1C1 in stomach in . . 802 -- -■ - lumbar glands .. 727 (fin/. /58b 192 58, 393 

- — laparotomy in dia- ; — pelvic glands . . 727 — - — between shoulders — - dyspepsia simulated 

gnosing .. .. 802 sigmoidoscope in dia- from .. .. 566 by .. 341, 933 

microscope in dia- ! gnosing . . 163, 166 - — — in testis lrom . . 589 - - dysphagia from 240, 

gnosing .. .. 802 ! - -- simple ulcer simu* front prostate .. 869 241, 397 

- - simple stenosis simu- lating .. .. 727 secondary to breast - - enlarged spleen che- 

lating .. .. 802 site of .. .. 727 (/*’»'(,•. 14H) 192 unguished from. . 776 

- - skiagram of (/*'/.?. 277) 340 : - - spurious diarrhoea with 98 ■ - — — thyroid .. .. 876 - - epigastric tumour 

- - lest meal in diagnos- j strangury due to .. 797 skiagram of (17g. 157) 192 clue to .. 342, 809 

ing .. .. 594 j stricture due to .. 727 lrom testis .. .. 869 - - epithelioma of trsoph- 

- - from ulcer . . . . 802 i supraclavicular glands thyroid . . . . 869 agus simulated by 340 

umbilical pain from 593 j enlarged from 9, 475 - splenic flexure, account filling defects with . . 397 

- - - tumour from . . 593 j syphilitic proctitis of . . . . 776 fractional test-meal 

- - in young subjects .. 802 j simulating .. 100 annular .. .. 776 in.. (.F'tg. 2$n) 344 

- rectum, account of 98, 727 1 — tabes dorsalis Simula- blood per anum — lungating endocar- 

aching in rectum from727 j ting .. ..874 from .. 96,776 chtis simulating.. 27 

- adenoma simulating 874 j - - tenderness of spine ■ - - — constipation due to 776 : - - gas under diaphragm 

- - age incidence of 556, 727 | from . . . . 871 diarrhoea due to. . 776 from . . . . 647 

aniEmia with .. 98 j - - tenesmus due to .. 873 hypochondriac - - gastric 1IC1 absent 

- -■ ascites from .. 412 j tuberculous ulcera- tumour from .. 776 with ..44,537, 930 

bearing-down pain tion simulating . . 101 | intestinal obstruc- ulcer simulated by 339 

from .. .. 529 j - - turnout of cauda : tion from .. 776 gastritis simulated by 341 

- • bladder invaded by j equina simulated by 81 mucus in stools - - gustroscope in dia- 

148, 356, 491, 724 j - - ulceration of . . 727 from . . . . 776 gnosing . . . . 341 

- - bleeding from . . 727 ! urine per vaginam physical signs of. . 776 - - ha-rnatemesis due to 

- - blood per anum from I from .. .. 356 \ secondary in liver 776 ; 3 36, 340, 811 

96, 97, 556 j venereal ulceration skiagram ( fi/g. 144) 16 3 ; heartburn from .. 376 

- in stools from .. 166 j distinguished from 98 spleen simulated bv 775 -- - hiccough from .. 387 

- - Bright’s disease simu- ; vesiculitis simulating 700 supraclavicular gland history in . . . , 397 

lated by . . .. 9 i wasting with .. 874 affected from .. 776 hour glass contrac- 

- - carcinoma of caecum 1 - - X rays in diagnosing 557 ! - - - without tumour.. 776 tion from (file. 2S0) 341 

simulated by . . 563 — rib, tenderness ol chest - spontaneous fracture - - hydrochloric acid dch- 

- colic front .. .. 148 j from .. .. 862 due to .. .. 304 ' cicnt in 341, 397, 777 

- - constipation due to ; - sacrum, skiagram {Fig. 20) 21 - squamous-cellcd (see ! - - hypothermia with.. 347 

98, 166, 556, 727 1 - sciatic nerve, rectal lipithelioma; j hysteria simulated by 572 

- - diarrhoea due to 98, 727 ! examination in dia- - of sternum, tenderness \ indiarubber bottle .. 341 

- - dyschezia from . . 166 ! gnosing . . . . 729 of chest lrom . . 862 I indigestion from . . 397 



CARCINOMA OF STOMACH 


CARTILAGE 


Carcinoma of stomach, coni d. | Carcinoma of stomach, contd. 

- - jaundice from . . 412 , - - wasting due to 811, 829 

- lactic acid with . . 397 - - weighing machine in 

j n vomit in . . 930 excluding . . 342 

- in left hvpochondrium81 1 ~ - X rays in diagnosing 

leucocytosis with 454, 777 ' 341, 342, 397,537, 829 

- - leukaemia simulated by454 - in supraclavicular gland 777 

- - liver enlargement , secondary to india- 

simulated by . . 462 rubber bottle 

- loss ol strength from 340 stomach . . 138 

- - weight from 340, - of suprarenal capsule, 

397, 93 3 ascites from . . 67 

- malignant peritonitis - - -• portal vein ob- 

lrorn .. 65 strueicd bv 67 

malingering simu - -- - supraclavicular glands 

lated by . . . . 572 enlarged from . . 475 

- - mt ltrna lrom 97, 482 testis . . . . 586, 850 

mesenteric glands en- -■ iliac glands enlarged 

larged from . . 476 lrom . . . . 587 

- myelocytes trom . . 454 - - lumbar glands cn- 

nausea with 340, 397 larged lrom . . 587 

nodules m round - - mesenteric glands 

ligament lrom . . 804 enlarged from . . 476 

- at umbilicus lrom 804 - - microscopical cxamin 

in urachus from. . 804 aiion m diagnosing 76^ 

occult blood in stools -- - portal glands en- 

wttli 44, 104, 163, 397 larged lrom .. 476 

(esophagus infiltra- - - retroperitoneal glands 

ted by . . . . 241 cnlaico! lr-un . . 47o 

- obstructed by — — scrotal sore Irorn 768,766 

/'/ i/. .?/;'»! 242 - - scrotum involved in 767 

operation in diagnos- • -- »C'. ond.uv in scalp.. 866 

)tig 3-12, 367,933 - - - * pine .. .. 8f>9 

( >pp!et -Boas bacillus - - supraclavicular glands 

with 397, 401, 6 30 enlarged lrom .. 475 

pam with .. .. 397 - thyroid gland, age iiui- 

lii epigastrium from deuce ol .. .. 876 

340, 537 - - - cervical glands in- 

hvp.u hondriurn larged lrom . . 876 

lrom .. 55 3 - characters ol .. 876 

• shoulder lrom . . 580 - - Ineruorrhage into 

be :w ecu shoulders c\st simulating 876 

trom .. 566 - - paraivo ot vocal 

in spun, trom .. 87] eoid due- to .. 87o 

- - stomaih lrom .. 777 - - - s L -v_..n.hir\ in bones 

pernicious arifemla sim- 82 3. 876 


ulated by 


397 

- - Irontal bone . . 

250 

simulation 

27, 

347 

scalp .. 

Hf>6 

phantom tumour 


- skull 

876 

simulating 


80S 

- - spine . . 860, 

876 

physical sinns of 777. 778 

me idcnce ol . . 

87h 

pigmentation of 

skin 


- - - ulceraimn ot tra- 


with 


20 <5 

chea liom 

876 

pneumothorax lrom 

647 

tongue . . 

896 

port.il glands 

cn- 


- - dysphagia lrom 

244 

larged from 

112, 

476 

- - fou! breath from . . 

113 

- vein obstructed by 

67 

- - and sl e unde: 1- pi- 


pulsation in ( 1 ■/.e 

nil)) 846 

i lu Itoma • 


pylonc stenosis 

due 


- tonsil. ea T aehe from .. 

25 3 

to. . 

340, 

9 30 

- - toul breath trom . . 

1 1 l 

at pvlorus . . 


197 

- - gumma simulating . . 

761 

p\rexm with 

M0, 

347 

- — histology in diagnos- 


retroperitoneal gland 1 


ing 

761 

enlarged from 


476 


757 

salivation lrom 


662 

transverse colon, blood 


sarcm;c with 

777, 

M 30 

per anum lrom 

96 

secondary in bone . . 

306 

- - - gall-bladder en- 


- liver 241, 315 

147, 

largement sim- 



*97, 

777 

ulated by 

316 

“ long 


365 

- - - skiagrams of 



- neck glands 241 h'ig.l4n) 161, 

- supraclavicular C-tg. I4C 163 

gland .. .. 777 -- at umbilicus, secondary 

- - - at umbilicus .. 397 to stomach.. . ’ 397 

- sex incidence of .. 397 -- of urethra, blood-stained 

with simple ulcer discharge due to .. 2 30 

t /"Ye- 274) 338 - - histology in diagnos- 

- skiagrams of ing . . . . 2 30 

(fug. 277) 340, - - inguinal glands en- 

(/•’ig. 279) 341 larged from .. 230 

- - spleen simulated by — — painlul micturition 

775, 811 lrom 230 

- - starting in old ulcer 397 from stricture . . 230 

- - subdiaphragmatic ab- tumour of urethra 

sccss from 647, 649 ; due to , . . . 230 

- supraclavicular glands i - uterus, anuria from 55, 56 

enlarged with 397, 475 - - backache from . . 574 

- - swelling in iliac fossa bladder invaded bv 

tine to . . . , 829 56, 148, 356, 491, 724 

tenderness of spine 1 opened by 296, 716 

lrom .. 871 j blood per anum from 96 

test meal in . . 44 | body, la- lid discharge 

-- - tumour from , . 537 i due to . . . . 232 

in epigastrium with 397 I broad ligament in- 

ulcer distinguished vaded by . . 56 

from . . . . 219 ! - - colic from . . . . 148 

" " visible peristalsis from8 11 j dyschczia from .. 166 

~ vomiting from 340, - - endometritis simu- 

397, 537, 777, 811, lating .. . . 700 

829, 928 1 - - erosion simulating. . 488 


Carcinoma of uterus, tontd. Cardol, dermatitis due to 915 

- laces per vaginam ! Carles, cervical, account of 795 

from ,, . . 356 j — — in children.. .. 795 

- - with fibroid . . 488 i - - curvature due to . . 795 

fibroid simulating.. 842 j dysphagia from 244, 661 

- - foul discharge due to ; dyspnoea from . . 246 

2 32, 489 ; head held between 

-- - luematuria from 348, 356 hands in. . . . 795 

- - hiccough lrom , . 387 - - — rigid with . . 528 

- - hydronephrosis from 57 1 - - hoarseness from . . 388 

- - increased frequency ■ - - larynx displaced by 388 

of micturition from 491 - - pain in arm from . . 545 

- - lipiodol in diagnosing 940 - - - neck from 528, 694, 795 

- - lumbosacral plexus , - - ptyalism from . . 661 

affected by . . 81 - - retropharyngeal ab- 

- mesenteric glands scess from . . 694 

enlarged from . . 476 ' - - rigidity of neck from 795 

- ~ metrorrhagia lrom ' - - skiagram of (Fig. 619) 795 

487, 488 - - stance in . . . . 795 

- - metrostaxis from .. 489 - - stiff neck from 694, 795 

- - microscope in dia- - - torticollis simulating 179 

gnosing . . 488, 842 - - X rays in diagnosing 


pain in inguinal re- 


528, 

694 

gion trotn 

574 

■ - (and see Spinal Caries 

, , 

- down legs trom.. 

574 

- dental, abscess of unlrur 

n 

- in ovarian region 


ol Highmore from. . 

567 

ft i >m 

574 

~ -■ adenitis trom 

474 

- spine liom 

871 

- - bleeding gums- from 


pel v it, swelling due to 

849 

93. 

. 94 

polypus simulating 

488 

- - cacogeustia due to.. 

860 

postal glands en- 


- - empyema of antrum 


larged ft om 

476 

of Highmore from 

226 

pvelitis trom . . 

71K 

- - toul breath from . . 

1 12 

pyometr i trom 

489 

- -- gastritis In an . . 

398 

pvonephru: . from 

7 J 8 

- - liamioptyds Simu- 


p\ uri i due to 

7 Hi 

la led bv 

'359 

tectum invaded by 

9 6 

- - loss of weight due to 

933 

- opened bv 

29o 

mercury and 

94 


- - relr c-peritoneal giands - neuralgia lrom .. 372 

enlarged from . . 476 - - pain in ear from . . 253 

- - stcrditv due To ..7^3 iaw from.. .. 567 

-tr.mgurv due to .. 797 - • p’yulism due to .. 661 

tendcirKWs ol spine - - retraction of gums 

lrom . . . . 87 1 due to . . . . 731 

- - tubercle simulating iSS - - tauc abnormality 

- tumour ot eauua from . . . . 861 

equina simulated by 81 - - tongue swollen in . . 852 

- - both ureter- nb~ - - ulcer in mouth from 898 

Mructed bv 55. 56 - - ulceration ot tongue 

- - urine per vaginam from . . 244, 897 

from . . , . 356 - of os calcis . . . . 552 

- - vaginal examination pain in heel from 551 

in diagnosing . . 57 - pelvis, tuberculous, 

- uvula . . . . . . 762 limping lrom . . 457 

- - sore throat due to. . 757 - pubis, scrotal swelling 

- vagina, aching in per- due to . . . . 851 

mourn from . . 579 - rib, abscess of chest 

- - bladder invaded by 356 wall from . . . . 530 

- twees per vaginam sicca . . . . . . 869 

lrom . . . . 35o ~ - tenderness of spine 

- - hwmaturia lrom 340, 356 lrom . . . . 868 

- - inguinal glands cn- - of spine (see Spinal 

larged from . . 476 Caries) 

• - micturition diflieult - tuberculous . . . . 818 

from . . . . 492 - - spontaneous fracture 

- - urine per vaginam due to . . 304, 306 

from . . . . 356 Carminatives, heart sym- 

- ventrieult see Card- pioms and .. .. 377 

noma of Stomach' Carneous mole, metro- 

- of vertebra see Card- staxis from . . . . 489 

noma of Spine Carnin, uric acid and . . 901 

- vulva, micturition diffi- Carotid aneurysm, pupils 

cult from . . . . 492 unequal fr»m . . . . 675 

- vulval swelling due to 853 - artery (see Artery) 

- iand see Epithelioma' - glands enlarged from 

CARDIAC BRUITS ..116 " epithelioma of tongue 897 

- crises in tabes dorsalis 597 Carpenters, dermatitis in 

- dullness isce Heart 659, 917 

Dullness' - itch of .. .. 659 

- failure vsee Heart Failure) t - paralysis of serratus 

- impulse ' see Heart Im- ! magnus in (Fig. 472) 617 

pulse) 1 Carpopedal contractions 

- infantilism .. .. 236 vsee Spasm, Carpopedal) 

- pain (see Pain) Carpus see Wrist) 

- mnd see Heart) 1 Cartilage, arytenoid, peri- 

Cardio-respiratorv bruit J chondritis of .see Peri- 

scc Bruit- chondritis) 

Cardiosclerosis, auricular - blackened in ochrono- 

librillation in.. .. 665 sis .. 644, 906 

- extrasysloles with . . 668 - capping exostosis . . 820 

- heart -block due to . . 668 ! - costal, calcified, calculus 

- mitral regurgitation < simulated by 440, 442 

from .. ..118 - cricoid, perichondritis 

- paroxysmal tachycardia of, hoarseness from 388 

in . . . . . . 670 - - - sore throat due to 758 

- (and see Myocardial - destroyed in ostco- 

AfTcctions' I arthritis . . . . 430 

Cardiospasm 243, 244, 535 - of ear, sodium urate in 428 

- (and see Achalasia of - eroded in rheumatoid 

(Esophagus) ! arthritis . . . . 427 



CARTILAGE 


CENTRE 


( \irt i/ogc, court/. 

- internal semilunar , l»io\v 

on. fainting lrom . . 2.01 

- - - painful . . . . 431 

- tenderness over . . 435 

of joint, eroded in 
hemophilia . . 435 

- loose, in knee, limping 

from . . . . 456 

- necrosed by lupus vul- 

garis . . 500, 892 

- in new growth ol bone 843 

- rodent ulcer destroying 225 

- semilunar, displaced, 

synovitis from . . 435 

- - kick on, vomuing due 

to . . . . 929 

- thyroid, perichondritis 

of, sore throat due to 758 

- - - thyroid gland simu- 

lated by . . 876 
Caruncle, urethral, bleed- 
ing from . . . . 855 

- - dysparcunin due to 2*9 

- - pain in . . . . 855 

- - prolapse of urethra 

simulating . . 855 

- - strangury due to . . 797 
vulval swelling due to 85 3 

Caruncul.x m y 1 1 i 1 o r m e s 
reddened in gonorrhoea 854 
Cascara sagrada, colic from 148 
Casein indigestion, stools 
in . . . . . . 215 

Caseous glands vsee under 
Lymphatic Glands; 

- bronchopneumonia 198 

- kidney (see Kidney i 

- mass in sputum . . 792 

- omentum in tubercu- 

lous peritonitis . . 65 

- rhinitis, ioul breath l’romll* 

- - not tuberculous . . 225 

Cassinia uculcata, derma- 
titis due 1 1 > . ..915 

Castellani on dhobic’s itch 312 

- Tinea imbricata .. 112 

- Treponema pertenue of 501 
Castor oil, cacogeustia 

lrom . . . . . . 860 

- - colic lrom . . . . 148 

Castration, double, severe 

flushings due to . . 303 

Casts of bowel in mem- 
branous colitis . . 633 

bronchial . . 792 

- ol bronchioles . . 191 

- lardaceous . . . 10 

- mucous cylindroids 

simulating . . . . 7 

■ - of intestine (J'ig.38t> ' 495 
mucus simulating . . 496 

of stomach . . . . 929 

urinary, in acute nephritis 
12, 17, 57 
albuminuria and . . 655 

1 r o m ar i er i os cl cr osi s 

15, 655 

ascending nephritis 11 

- - bacterial . . . . 8 

- in baetcriuria . . 90 , 

blood (7 Ye. 12) 6, 8 

in acute nephritis 12, 57 

- from inferior vena 

cava obstruction 9 

- in Bright’s disease 

136, 263, 513, 849 
cerebral haemorrhage 
and . . . . 155 ; 

in chronic interstitial 

nephritis . . 347 1 

- nephritis 13. 14, 15 

- parenchymatous 

nephritis . . 506 

peritonitis . . 64 

cystic kidneys 15, 655 ; 

- - disintegration in alka- 

line urine . . 16 j 

- on standing . . 12 i 

- from displaced uterus 1 1 

enlarged prostate .. 11 j 

- epithelial (Fig. 13) 7, 8, 349 j 

- - in acute nephritis 

12, 17, 57, 353 j 

- - from catarrh . . 496 i 
-- - in infective endo- 

carditis . . 9 

- - from inferior vena \ 

cava obstruction 9 | 

- - in lardaceous disease 10 ; 


; Ousts, urinury , epithet ;u! , could. 

little diagnostic help 

from . . ..716 

- - - in subacute nephri- 

tis . . . . 140 

- - fatty. . tl’ig.lih 6. 8 

- — — in acute nephritis 12 

- - — chronic nephritis 14 

. - - - i rum inferior vena 

cava obstruction 9 
; — — — in lardaceous disease 10 
-- -• general account of . . 8 

- - granular O-ig. 9i 6, 8 

- - - in acute nephritic 12 

- - ~ chronic nephritis 14,15 

- — - from cystic kidneys 15 

- - - inferior vena cava 

obstruction . . 0 

- - - in lardaceous disease 10 

- - with high blood- 

pressure . . . . 5^5 

hyaline The. 14 7, 8 

- - — in acute nephritis 

1 2, 36 * , 

- - - chronic nephritis 14, 15 

- - - from cystic kidneys 15 

- - - in lardaceous disease 10 
Illustrations cf . . 6, 7 

- - in infective endo- 

carditis . . 9. 357 : 

- - from Inferior vena cava 

obstruction 9 

... ... - - thrombosis . . 909 . 

- - with lardaceous kidney 

10, 655 

leucocytic < lug. It,) 7, 8 

- - mixed , . . . 8 , 

- -- m nephritis . . 249 

- - due to new growth 10 
-- - cedema ot legs with 513 

- - I 10111 pale granular 

contracted kidney 65** 
in pregnancy . . 11 

- - |)US. . 'Tig. 7, 8, 718 

- - in pyelitis . . . . 720 

- - pyelonephritis . . 720 

- - lrom red granular 

contracted kidney 655 

significance of different 

kinds 8 

- - in spirochirtosis icttro- 

hatmorrhagica . . 420 

- - subacute nephritis . . 140 

- - suppurative neph- 

ritis . . . . 736 

- - unenua . . 1 11, 521 

waxy . . (hi g. 11 1 6, 8 

- - — in lardaceous disease 10 

- ol uterus . . . . 237 

from membranous 

dysmenorrhoea . . 238 

- - pregnancy . . . 238 

- - uterine tumour . . 11 

- vaginal, from astrin- 

gents . . . . 232 

- - Bacillus coli .. 232 

- - diphtheria . . . . 232 

- membranous vaginitis2 32 i 
Cat -lute, spirochatosis 

from . . . . 213, 740 1 

Catalepsy, bradvpnrca in 

110, 111 

- dementia with . . 741 : 

- fixed attitude m . . 741 

- - smile in . . . . 741 

- head-retraction in . . 731 ; 

- melancholia w ith . . 741 J 

- pupil dilated m . . 675 | 

- risus sardonicus in 741 | 

- trismus due to . . 885 1 

Catalpa hignonioides, der- j 

mantis due to . . 915 

Catamenia (see Menstruation; I 
Cataract anterior polar, j 
lrom corneal ulcer . . 890 ' 

- - - ophthalmia neo- I 

natorurn . . 922 ■ 

- blindness never total I 

from . . . . 925 ! 

- congenital, nystagmus j 

from . . . . 505 | 

- in diabetes . . 334, 335 i 

-- extraction, blue vision \ 

alter . . . . 926 j 

- - erythropsia after . . 926 j 
fatigue of retina after 926 j 

- monocular diplopia lrom220 , - 

- ophthalmoscopic ap- 1 

pcarancer. ol . . 220 - 

- - examination for . . 93 j 


( \ itamet, confit. 

~ polyopia with . . 220 

- scotoma from . . 01 

Catarrh oi bile-duct, jaun- 
dice iluc to . . . . 40 1 

~ bronchial, cough from 188 

- of colon, diarrhtea from 217 

- coniunclival, lrom iodulcs94 

- duodenal, taundicc from 407 

- -- pain in shoulder lrom 580 

- -- pancreatitis lrom . . 128 

- eyes swollen from . . 515 

- of fauces, bacteria which 

cause . . 757 

- - sore throat due to . . 757 
•- gastric, dyspepsia mis • 

calks! ' . . . . 398 

- gastro-intestinal, carpo - 

pedal spasms from. . 190 

- nasal '.see Nasal Catarrh 1 ' 

- cedema ot hue from . . 515 

oral. lrom iodides . . 94 

- of palate, bacteria which 

cause . . 757 

- - sore throat due to . . 757 

- pancreatic ducts 411 

- pharyngeal, middle-ear 

disease lrom . . 253 

- post -nasal, acute ne- 

phritis from . . 11 

~ - anamia lrom . . 47 

foul breath lrom . . 1 1 * 

- rectal, dnurluea from 217 

- of small intestine, causes 

of 217 

- urinary, mucus in urine 

lrom , . . . 496 

- - from oxaluria . . 496 

- pus cells in urine ffoin496 

- of uvula, bacteria which 

cause . . 757 

- - sore throat due to . . 757 

- vesical, albuminuria from 16 

- - ascending nephritis 

from . . . . 16 

. uiarrhal jaundice (sec 
.Jaundice, Catarrhal 1 
Caterpillar hairs, derma- 
titis from .. 659, 9)5 

- - itching from . . 656 

. alheter, broken, in 

urethra . . 230, 575 

- calculi grating on . . 575 

- coude, tor enlarged 

prostate . . 492, 49 3 

- in diagnosing cause oi 

pyuria . . . . 716 

- - distended bladder 

815, 841 

- - enlarged prostate . . 355 

- - stricture of urethra 461 
epididymo-orchttis from 

passage ot . . 584, 585 

- specimen of uiine for 

culture . . 88. 0 ! 

- in testing for pyuria . . 72 5 
urethral discharge due 

to . . . . . . 227 

Catheterization, anuria 


( .7/m/,/ e/uitni, tumour ot, contd. 

- - - peripheral neuruis 

simulated by . . f07 

- - - K.l >. from 80, 81 

- - - sciatica simulated by 81 
Caustic potash in examin- 
ing lor tuhercie bacilli 789 

-- - lai estimation . . 299 

- soda in biuret test . . 20 

- - dermatitis from . . 917 

- - in detecting elastic 

fibres .. 112,789 

-• - lorming alkaline hu. 111 - 

at m . . 357 

- - used by coopers . 917 

Cauterization lor id, us 

serpens . . . . 891 

Cavernitis from gout . . 579 

- pain in penis from . . 579 

- lrom leitiary syphilis 579 

- urethritis . . . . 579 

Cavernous angioma ol 

liver . . . . . . 469 

- breathing with librwid 

lung . . . . 2 , 10 , 269 

-■ sinus '.see Sinus 
Cav it v in phthisis . . 562 

- - skiagiam ol ' /•/;;. / /,V4 1 15 

- — Miccussnm in . . 800 
Cayenne pepper deposit 

of uris' acid . . . . 900 

- - - m urine in bovs 901 

health . . . . 901 

- - pain in tongue lrom 


Celandine, derma;".:', due 

to 

( iellist.,, crump in 
Cellulitis lrom abraded 
toe 

- bacrcnologjc.il examina- 

tion in diagnosing . . 
carbuncle dist 111 c: :: bed 
lrom 

- from dissection wound 

- in elect ioplaters . . 

- erythema with 

- from lim-er wound . . 

gout simulating . . 

- oi leg lrom acute r.cci . - 

sis ot tibia . . 

- - compound lra.-<me 
“ - cuntnu lure al Ui 

- - talipes from , , 


lrom mercury 
ol neck, stridot due t 
(L'denia due to 

- of arms lrom 

- lace lrom . . 5 1 * 

- neck from . . 5 i ‘ 
orbital, cavcrni ms sun 

thrombosis ft < >rn 

- — - distinguished 

from 

- exophthalmos lrom 
with osteomyelitis 
pehie, elephantiasis » 

scrotum lrom 

- alter labour 


.. 147 
ue 147 
. . 147 
, . 147 
. . 511 
. . 917 
_• to 799 
. . 51 J 
. 516 
318, 516 
si 5. 516 


- for enlarged prostate. . 

58 

- - pelvic absces , dis 


- gradual 

58 

ttnguished lrom 

84 5 

- rigor after 

757 

■ - swelling due to 

840 

- lor stricture . . 

58 

- - uterus displaced b\ 

843 

- ureteral (see Ureteral 


- - - fixed bv . . 

84 3 

Catheterization) 


- lrom potassium evann 

c 917 

’ Cattle, anthrax lrom 

683 

- pvrcxiu in 

51 1 

Cauda equina, carcinoma 

.1 81 

- red streaks of . . 

511 

1 — — glioma of . . 

81 

- in silk-winders . . 

6J 7 

- - gumma of Nee Gumma/ ' 

— silver-platers 

97 

— — lesion, bedsore from 

321 : 

Cellulose, acetate of, 11 : 


— — - gangrene lrom . . 

317 ! 

aeroplane varmsn 

416 

incontinence of 

I 

Central Africa, dvsenten 

in 99 

fa/ces lrom 

394 i 

- America, dysentery in 

. 99 

— - - sciatica simulated 


- — yellow fes er in . . 

420 


by . . . . 5 39 

- - talipes from . . 145 

- sarcoma of . . 81 

- tumour of, account of 81 

- -- amesthesia from . . 81 

muscular atrophy 

from . . 80, 81 

- - pain in leg from. . 81 

- - -- loin from . . 81 

- — — over lower spine 

from . . 627 

paraplegia from 

626, 627 

pelvic tumour simu- 
lating . . . . 81 


- canal ol cord, abetted 

in syringomyelia . . 628 

- - - hypcrglioinatosis of, 

in syringomyelia 81 

- deafness . . . . 205 

- scotoma (see Scotoma) 

- vision . . . . . . 921 

Centre, auditory word 

dig. (02) 770 

- chciro-kinetic ' l ie. 692)770 

- cough, in medulla ob- 

longata .. .. J85 

- facial, in mid-brain . . 603 

- glosso-kinoesthetic 

(lug. f>02 770 



CENTRE 


CERVICAL CARIES 


»h:-{ 


Centre, cow (I. : Cerebellum, encephalitis , ( 

- smell, in uncinate gyrus 756 : affecting .. 157, 701 I - 

visual word l-'iy. Mj > 770 - equilibrium and 911 - 

- vomiting, apumorphine - muscle lone and . . 73 ! ~ 

acting on . . . . 928 — non- .civ.ni y aflcrciil im- ' - 

in medulla . . . . 027 pulses and . . . . 75 1 

Centre;, niicnintion, in - role in co-ordination.. 75 I - 

spinal cord .. 190,494 C lercbral abscess (see Absce v s i i 

reflex, in S|)inal cord amemia in Stokcs- 

( /wg. 4m > ; 631 Adams’ disease .. 183 I - 

sensory, in spinal cord -- aneurysm > see Aneurysm » !~ 

( /-Vt,’. 4S 1 ) 1 631 ~ ariery Artery i 

speech in brain - i i>nip:cst.ion, bradypniea ' - 

i I'li,-. bi)J) 770 lrorn . . . . 110 1 - 

(iepbivlis ipecacuanha, - lrmn cerebellar ab- i - 

dermatitis due to .. 9J5 m ess .. lip 

Cephalalgia 1 sec J Icadaehe/ - - - tumour .. 110 

Cerebellar abscess see - - cctebral abscc .s 110, 111 

Abscess; -- liana >rrhaee .. 110 - 

ataxy .. .. 76 tumour .. ..110 

acute, delirium Ironi 212 - - coma liorn .. .. ]5* - 

ciiorejlorm mow- - - lrom Iraciure of skull 110 l — 

ments in . . . . 88 j - - minima ol meninges 110 - 

1 1 1 disseminated scler >• - - hamorrh.ige .. Ill ' - 

sts .. . . 157 - - meningeal h.einor- ' - 

eneephalilis .. 157 rhaee .. ,. 110 - 

intent. on tremor in 884 - - osteoma of cranium 111) ' — 

srnsoiy phenomena of 76 - - pontine ha-mot rhage 110 | 

.itiopliv. intention - - simulated by urarmi.i 111 

tremor lrorn .. 884 by tumour .. .. Ill ! - 

delects, atavv lrorn .. 74 - and see Intracranial 

disease, reeling gait in >14 Pressure / 

pail . . 77 - congestion, epistaxis 

- bieinoi i hage, priapism lrorn .. .. 274 

It <n .. .. 657 - diplegia see i >iplegia > 

vomit mp due to .. 'Ml -- dwarfism .. 234 - 

lesion-,, ataxv tis-m .. 77 - embolism 'see I ; mboli«,ni i 

nvstapmus from . . 77 endartenus, headache - 

vertip'i liorn .. 77 lrorn .. . . 380 

peduncle, superior, ■ - vomitinp from . . >80 - 

lesion of, intention - phoma, diabetes in- - 

tremor lrorn .. 8S4 sipidus lrorn .. 655 

trail, asccudmp. lesuai - pumma, diabetes in- - 

m, m disseminated sipidus j ri >tn . . 655 - 

>,ck'tosis . . 76 - ha/morrhape see Matin- - 

Pried: eu.li’ aia\v 7n orrhauc 1 - 

- talw-' dor, alls.. 76 - injury i see Injury; 

detect, vi i ax \ liorn .. 74 - malaria -see .Malaria': - 

- sjpr.' ol . . .. 71 monoplcpia, talipes with 145 

- degeneration m - sclerosis, ch<>reilorm con- 

ataxa p.iraplepia 6 *1 tractions lrorn 170, 171 

■ - mnibaied sclerosis 631 sotremnp. anosmia from 75t> 

tracts, all c rent impulses - - It om artenal dcgoncr- 

b> . . . . . . 7 < ation. . . . . . 1 3*» 

tumour, account of .. 733 - - bilateral, diagnosis of 627 

- acetonun:. from .. ’ - - - paraplepia lrorn.. 626 

anklt. -i loiui • in . . 630 - - trom caisson disease 139 

utuw trom 7e>, 371, - - Chcvnc-Stokes brealh- 




630, 

7 H 

mg lrorn 

1 39 

bradvprnea In 

>;n 

110 ■ - 

- deal ness trom 

205 

ccrebi .il 

comp 

re'-sion 


in diabetes.. 

3 35 

ll oil'. 



HO - 

- diabetes insipidus 


( otn.i ll 

I'm. . 


1 10 

trom 

655 

V onvulr.t 

ons 1 : i 

nn . . 

1 84 - 

from embolism 

139 

OMir.e . 

'1 


7 < 3 

- general paralvsis . . 

139 

diswnnn 

cited s 

cl c rose, 

- 

- hemiplegia from . . 

*85 

si null; 

tttng 


*71 - 

- hyperpyrexia lrom 

390 

extensor 

plant 

ar re - 

- 

-- pseudo-bulbar para- 


flex it 


88. 

0 *0 

lysis due to 242, 

731 

tailing l 

o one side 

- 

- round cerebral ab- 


from 



7 i > 

scess 

385 

heudachi 

e trom 

110, 

6 30 - 

- - - tumour 

385 

head-i ctrac 1101 

:i in 

- 

-- lrom syphilis 

1 39 


7 31, 75 3 - syphilis (.see Syphilis! 

hesitant voice lrorn 630 - thrombosis (.see Throm- 

hypothernna with .. 392 bosis' 

hypotonia from . . 76 - tumour, neetonuri.i from 3 

intention liemor in - - apeustia due to . . 859 

371, 6 30 - -- alteration of charac- 

knee icrk incrca -ed in 6 30 ter due to .. 882 

lateral sclerosis from 88 - - anosmia from . . 756 

medulla compressed by 88 - - aphasia f rom . . 772 

nystagmus in 371, - - arteriosclerosis simu- I 

505, 6 30, 7 33 lating .. . . 37 1 j 

obesity lrorn 505, 509 - - liabitiski’s sipn from 88 

occipital headache - - bradycardia from .. 109 ; 

with . . . . 370 — - bradypnuta from . . HOI 

- optic atrophy from 73 3 - - cerebral abscess dis- 

- neuritis lrorn 110, tinpuished lrorn.. 109 

371, 6.30, 7 33 - - - compression from 

- paraplegia from .. 626 110, 111 ; 

- scanning speech from 6 50 - - - haemorrhage simu- 

- staggering from .. 631 luted by .. 385 ; 

stupor from .. 110 ■ — — cerebrospinal fluid 

tendon reflexes exap- under pressure, in 383 i 

perated from ..73 3 - - Cheyne-Stokcs breath- i 

" unilateral headache j ing from . . . 13Q j 

with .. 370 I - - choked disc from 184, 385 i 

- vertigo from 76, 110, 912 I - - coma from 110, 153, j 

- vomiting from 4, 110, 630 | 154, 158 | 


'.crcbral rumour , contii. : Ccrchrmpinul fluid, contd. 

■ - convulsions lrorn . . 184 I - — cryoscopy of . . 383 

■ - deafness from . . 205 - - cy to loqical examln- 

• - delirium from . . 212 ; ation of . . . . 383 

- diabetes insipidus - in diagnostic; tuber- 

from .. .. 655 culou*. meningitis 184 

- encephalitis simula- - - dripping from nose 224 

ting . . . . 157 - - from car from lrac- 

■ - fainting due to 297, 298 lured skull .. 155 

-- frontal hcadr.i he with 370 in encephalitis .. 223 

- gas-fire effects simu- | - - Iwhling’s solution 

lilting . . . . 372 ; reduced hv . . 224 

- giddiness from . . 385 j - - fibrinous, in acute 

- glycosuria from .. 3.30 meningitis .. 382 

- luemorrh tge into . . 385 - - freezing-point of . . 383 

- headache from 110, I globulin in.. .. 383 

184, 370, 385, 396, gold chloride test in 383 

61 3, 640, 655, 772 ; - - in hemiplegia .. 382 

- hemiplegia trom 88, 1 - - lymphocytes in . . 243 

382, 385 - — - in cerebral tumour 383 

- hippus with . . 675 - - - chloroma . . 383 

- hyperacusis from . . 389 j - — — encephalitis . . 383 

- hyperpyrexia from . . 390 i - - - general paralysis 

- hypothermia with.. 392 j 157, 305, 383, 384 

- inattention due to. . 882 I - - - herpes zoster . . 383 

- incoherence due to 882 j - - - leukaemia . . 383 

- increased intracranial j mumps .. .. 383 

pressure from .. 1 (>Q ! — — — poliomyelitis .. 383 

- insomnia from 402, 404 I ■- - - sleeping sickness 383 

- Jacksonian epilepsy - - — - syphilis . . . . 243 

lrorn . . . . 174 ; - - - tabes dorsalis 383, 541 

- knee-jerk absent from 452 j tuberculous menin- 

- latency ol .. 298, 385 gitis .. 383, 623 

- lateral tumour from 882 - - in meningitis . . 732 

- loss of memnrv due to 882 ; - - meningococcus in 384,521 

- lumbar puncture in - - from nose, due to 

diagnosing .. 640, fractured skull .. 155 

- lymphocytes in cere- j - - nudeoprotcid in . . 383 

brospinal fluid in 383 - - opalescent, in acute 

- mental changes with 882 \ meningitis . . 382 

- myxiedema simulating 50 | - - platinochloridc test 

- no nausea with . . 929 I in . . . . . . 383 

- neurosis simulated by 158 - - pneuinobacillus in 384 

- noises in head from 504 - - pneumococcus in . . 384 

- obesity with . . 509 - - polymorphonuclear 

- occipital headache (ells in . . .. 383 

from . . . . 528 ----- - m mcningococ- 


- optic neuritis with cal meningitis 623 

109, 110, 184, 385, , - - - - suppurarive 

396, 528, 613, 640, meningitis . . 623 


655. 772, 

866 

- - under pressure, in 


- paralysis due to 396, 

866 

cerebral abscess . . 

383 

- - of arm trom 

613 

- - - h.cmorrhage . . 

383 

- pellagra simulating 

279 

----- tumour 

383 

— photophobia from . . 

639 

- - - meningitis 

383 

- plumbisrn simulating 

371 i 

- - purulent, in acute 


- pulse slow lrom 109, 

866 1 

meningitis 

382 

- pupil constricted from675 

- - reaction always alka- 


- pyramidal tract lesion 


line 

383 

from 

88 | 

- - reddish-brown in 


- saturnine encephalo- 


acute meningitis 

382 

pathy : imulating 

155 ; 

sarcoma cells in 

383 


- - softening round . . 385 - -- specific gra\ ity of . . 383 

- - stupor lrorn . . 110 - - Spirochieta pallida in 384 

- - subjective smell from 756 - - staphylococcus in .. 384 

- - tenderness of -calp | streptococcus in . . 384 

trom . . 865, 866 • - - sugar in . . . . 383 

tremor due to . . 880 in syphilis . . . . 243 

- - unilateral headache ! not tinged in jaundice 406 

from .. 369, 370 j Treponema pallidum 

- - - paralysis from . . 154 j in . . . . 384 

- - - tremor from . . 882 | - - Trypanosoma gambi- 

- - urtemia simulating . . HI j ense in . . .. 384 

- — vertigo lrom 110, 504, 912 — - trypanosomes in 37, 708 

vomiting from 4, ; tubercle bacilli in . . 384 

110, 184, 385, 528, i - - turbid, in acute men- 

613, 640, 655, 772, 1 ingitis . . . . 382 

866, 929, 931 ! - - urea in . . . . 383 

- — Wassermann reaction 1 — — - in uraemia .. Ill 

in diagnosing . . 040 ■ - - W assermann rcac- 

- veins (see Veins) I tion in 243, 384, 628 

- vomiting . . . . 931 j — — — — in general para- 

- indigestion simulated lysis.. 157, 305 

by. . . . . . 396 | - - VTeichsclbaum’s dip- 

- (and see under Brain) i loeoccus in . . 384 

Ccrebritis, convulsions j — — xantho-proteic, in 

lrom . . . . . . 183 ! acute meningitis 382 

Cerebrospinal fever (see ! yellow, in acute men- 

Meningitis, Cerebrospinal) | ingitis . . . . 382 

- fluid, albumin in . . 383 j - meningitis (see Menin- 

~ - Bacillus coli in . . 384 | gitis. Cerebrospinal) 

- -- - influenza: in . . 384 j Cerumen (see Wax) 

- - - typhosus in . . 384 I Cervical adenitis, epidemic 

bacteriological exam- j (see Kirkland’s Disease) 

illation of . . 384 \ - - leucocytosis in . . 454 

- in meningitis - - symptomatic leuk- 

623, 627 a'mia in . . . . 454 

Characters Of . . 382 - - (and see Lymphatic 

choline test in . . 383 Glands, Cervical) 

coagulation of . . 383 - caries (see Caries, Cervical) 



CERVICAL ENLARGEMENT 


CHEST, HYPERALGESIA OF 


9S-I 


Cervical, eontd. 

- enlargement, transverse 

myelitis involving. . 81 

- glands ( see Lymphatic 

Glands , Cervical) 

- herpes (see Herpes ) 

~ nerve-roots (see Nerve 
.Root) 

- nerves (see Nerve) j 

-- pachymeningitis (see 

Pachymeningitis ) 

- plexus, enlarged thyroid i 


compressing . . 877 

- rib, abductor pollicis 

wasted f rom (Fig. 47 5) 619 

- - account of . . 544, 619 

- age incidence ol sym- 
ptoms of . . . . (104 

- - analgesia from . . 142 

arm wasted from . . 82 

- - atrophy of muscles 

from 80, 142, 204 

- - •- of hand from 545, 619 
brachial neuralgia 

simulated by . . 544 

- ■ ■ neuritis simulated 

by . . . . 544 

- - plexus affected by 

80, 82, 142, 204, 674 

- ~ claw-hand from 141, 

142, 545 

-- - congenital . . . . 544 


- - cyanosis of hand from 545 

- - dead fingers from . . 204 

- - fibrous band repre- 

senting . , 204, 

{Fig. 441 ) 544, 545 
• - flexors alfectcd by . . 545 
inequality of pulses 
from . . . . 673 

- - ligamentous band 

representing . . 619 

- - occupation and sym- 

ptoms of . , . . 544 

- ■ pain in arm from 1 42, 

544, 545, 619 

and hand from 674 

fingers from . . 544 

- - neck f rom . . 142 

- - - relieved with hand 

behind hcau . . 545 

- • - in ring and littie 

fingers from 619 

- - - scapular region 

from . . . . 545 

w orse at night from 545 

- - paresthesia of arm 

and hand from . . 674 

- - paralysis of arm from 619 

- - - and hand from 674 

- radial pulse dimin- 

ished by . . 142, 545 

- - Raynaud’s disease 

simulated by , , 545 

R.D. due to 80, 619 

sensory loss from . . 619 , 
seventh cervical seg- 
ment affected by 82 ; 

- skiagrams of 

(Figs. 440 , 441 > 544 ; 

- - subclavian artery 

kinked by . . 674 

- -- thenar wasting from 82 

- - ulnar anaesthesia from 545 

- - vasomotor symptoms 

f rom . . 142, 204 

- - women afflicted by. . 544 
* - X ravs in diagnosing 

82, 142, 204, 545, 6.19 

- segment of cord (see Spinal 

Segments, Cervical) 

-- sympathetic (see Nerve, 1 

Cervical Sympathetic) 

tabes 76 J 

Cervicitis, sterility due to 793 ! 
Cervico-bruchial neuralgia, 
pain in shoulder from ! 

580, 583 ! 

- plexus, diagram (Fig.474)hl8 \ 

Cervix uteri, bacteriolo- 
gical investigation of. . 83 | 

- - carcinoma of, bleed- j 

ing on examination 251 ' 

foetid discharge due 

to .. ..232 

closed, sterility due to 793 

erosion of, backache 

from . . , . 574 

cancer distinguished 

from . . . . 488 


■ Cervix uteri , erosion of, eontd. 

/ metrorrhagia from 48' 

I - - — vaginal discharge 

from . . ..241 

- - Lergusson's specu- 

lum in examining 231 

- - i ibromyoma presen- 

ting through vagina 657 


- - gonococcus in 23 J, 854 

- — herpes of . . . . 913 

- - hypertrophic elonga- 

tion of, pit.; lapse ol 
uterus simulated by 657 
hypertrophy of . 657 

- — — bladder displaced 

down with . . 657 

- — - congenital . . 657 

sound in investi- 
gating . . . . 657 

- - imperforate, amcnor- 

rhcca from . . 2 3 

- infection of, acute 

nephritis from . . 11 

- — long conical, dys- 

menorrheea from 237 

- - new growth of, dys- 

tocia lrom . . 250 

- - occluded by injury 23 

- — - after operation . . 23 

- -- polypus of, present- 

ing per vagtnam. . 658 
rigidity of, cicatricial 250 

- - - dystocia from . . 250 

- - - liom new gtnyvth 250 

- — - spasmodic . . 250 

- — secretion ol, normal 2 31 


soil in pregnancy 61, 489 

- — Uihetcle of, cancel 

distinguished lrom 488 
Ceylon, Uidium iropicale 
in . . . . . . 792 

- ulcerative dermato- 

onychosis in ..312 

Chalk, rectai concretion 
from . . . . ..873 

Chalk-white sputum . . 792 

Chancre, account of . . 764 

- balanitis with . . . . 763 

- characters of . . . . 764 

- digital, epitrochlear 

eland enlarged from 476 

- epithelioma distmnuisheri 

from . . 854 

- - simulating . . . . 765 

- extragenit.il i Fig. 04 94 

- on eyelid < Fig. 382 1 473, 824 

- - pre-auncular gland 

enlarged from .. 473 

- face . . . . . . 824 

- linger affected by . . 301 

- gumma simulating . . 765 

- herpes and . . 764, 914 

- incubation period of. . 764 

- inguinal glands enlarged 

with 230, 764, 766, 

830, 854 

- of labium minus . . 855 

- lips . . 460, 824 

-• lymphatic glands en- 
larged with 824, 897 

- malignant pustule dis- 

tinguished from . . 68 3 

- molluscurn comagiosum 

simulating . . . . 889 . 

- on nose . . . . 824 

- (edema round 824, 855 

- on penis 763, 824, 897 

- in perineum . . . . 766 

- phimosis obscuring 764, 765 

- salvarsan healing . . 898 

- of scrotum 747, 767, 849 

- from soft sore . . . . 830 ; 

- soft sore simulating . . 765 

sores with . . 764, 765 

- Spirochreta pallida from 

230, 683, 764, 766, 

824, 830, 854, 898 

- in syphilis . . . . 472 

- of tonsil . . . . 761 

- - dysphagia from . . 661 

■ - ptyalism from . . 661 j 

- tongue . . . . 897 : 

dysphagia from . . 661 

- - ptyalism from . . 661 

- in urethra . . . . 230 : 

- vulval swelling due to 853 

- Wasscrmann reaction ! 

with . . . . 230, 898 j 

not positive with 824 i 

- whitlow simulated by 476 j 


: Chancroid ; see Soft 3>crc 
' ( hung 'ot life > sec Menopause- 

i Chapping of bps • • 
Charcoal, mekena sirnu- 
kited by . . • • 

- in occult blood testing 1(4 

- testing constipation . . 158 
. Charcot's disease of elbow 

i in syi ingoxnyelia 

. Ftps. :'4v, j 10) 4 W | 

- - - tabes dorsalis 

( Figs. 447 44 S ) 4 34 

- - hip-joint, skiagram of 

t Fig. 34’> '43 3 
joints, account of . . 433 

- - - in syringomyelia 

321), 4)5, 628 

- - - tabes dorsalis 

{Fig. 345) 4)3, 

627, 628 

knee-joint [Fig. 3 44) 43) 

-- dissociated atucMhcuu 320 


- hepatic fever . . . . 739 

- spasmogenic /ones in 

hysteria . . . . 862 

CHARC01 LEYDEN CRYS- 
TALS 131 

- -- in asthma . . 1)1, 191 

- • blood . . . . 131 

- - - m leukauma . . 131 

- - bronchiectasis . . 131 

- - bronchitis . . . . 131 

- - diameters of .. 131 

- - Curschmann’s spirals 

with .. ..191 

- - sperntm and . . 131 

- - in sputum .. 13], 391 

- - • tools . . ..13] 

- - - from parasites . . Ill 
Charwomen, aciopar.vs- 

ihc.sia in . . . . 5-15 

Cheek, acne affecting . . 600 

- aOinoimo'Ms alfeding 

95, 562, .Fig. 45</ 56). 

687, 698 

- angioneurotic >rdema <4 824 

- haggv, in facial paralysis 602 

- bitten, in convulsions 180 

- -- epilepsy . . . . 182 

-- bleeding, in stomatitis 95 

- unn utii oris affecting 95 

- carcinoma ol . . . . 225 

- coloured sweat of .. 80 3 

-- crusts on . . . . 95 

- dermatitis herpetifor- 

mis affecting . . 95 

- endothelioma of . . 225 

- epithelioma ol ; see 

T.pitheii’ m.i 

- erythema bullosum af- 

leciing . . . . 95 

- flapping in facial para- 

lysis . . . . . . 602 

- flattened in laciul para- 

lysis . . . . 602 

- Hushed in myxiedema 290 

- Koplik’s spots in 224, 282 

- nu-'vi of, multiple bleed- 

ing . . i Fig. 500) 368 

- noma affecting .. 318 

- pain in, lrom mercury 94 

-- pemphigus affecting . . 95 

- perforation of . . 95 

- pigmentation inside, in 

Addison’s disease 

44, 224, 

(Figs. 500 , 50 J j 641, 934 

- in pernicious an.xmta 


(Fig. (.4 > 45 


- sarcoma of . . . . 225 

- sepsis on, cervical aden- 

itis from . . . . 763 

- sloughing of . . . . 95 

- sore on, pre-auricular 

gland enlarged from 473 

- stomatitis affecting . . 95 

- swollen from mercury 94 

- - in stomatitis . . 95 

- telangiectases on, from 

alcoholism . . . . 294 

- - in cirrhosis of liver. . 67 

- tender in stomatitis . . 95 

- ulcer of (see Ulceration) 

Cheilitis exfoliativa . . 459 

- glandularis . . . . 459 

- (and see I.ips) 
Cheiro-kinctic centre 


(Fig. 602) 770 j 

Chelropompholyx 124, 918 j 

- brittle nails with . . 497 I 


( (he tit >/“>( tmpholv.x, eontd. 

~ bulkt in .. 12 3, 742 

crusts in . . 742, 919 

- desquamation in . . J 24 

- a dysidrosis . . ..124 

- ec/ema simulated by . . 919 
■ feel affected in 9J8, 919 

- of lingers . . 301, 918 

- funds affected in 918, 919 

- - and feet affected by 743 

- irritation ot skin in .. 124 

- itching in . . . . 658 

■ ot palms . . . . 918 

- parts a fleeted by . . 124 

- pemphigus distinguished 

from . . . . 919 

- sago-grain lesions of 742,918 

- in summer . . 124, 919 

- of toes . . . . 918 

- in tropics . . . . 124 

- vesicles in .. 918, 919 

Chehdonium majus, der- 
matitis due to. . . . 915 

CHLL0ID . . 131 

Cheltenham disease (see 
Kirkland'-; Disease) 

( In mists, dermatitis in . . 917 
Chemosts in gonorrhual 


conjunctivitis . . 285 

Che- t, acne affecting GUO, GM 3 

- ala i , phthisis and . . 208 

- ana.sthe.Ma ol, in syrin- 

gomyelia . . ' . . 752 

- analgesia ol, m tabes 

dorsalis .. ..75 3 

- asymmeuical movement 

ol, in pneumothorax 209 

- asymmetry of, alter 

empyema . . . . 209 

- - iTom tibroid lung . . 209 

- - latei al curvat ure . . 209 

- - pleuritic etlusion . . 209 

- barrel-shaped . . . . 208 

- - m emphysema . . 460 

BLOODY EFFUSION IN 132 

- bulged bv abscess ot 

yhcu vail . . . . 210 

~ ~ aneurysm . . . . 210 

- - big heart . . . . 210 

- ' - liver . . . . 210 

- - emphysema . . 210 

- - empyema . . ..210 

• - hernia ot lung . . 210 

- - hydatid evst . . 210 

- - intiaihoraeic tumour 210 

- — liver abscess 210, 465 
•• - psoas abscess . . 210 

- — Mibphrouc abscess 210 

- - tumour ot chest wall 210 

- cheitopmnpholyx of .. 124 
-• colon lesonance m . . 755 

- congenital hbroina in 911 

- contusion ot, gangrene 

ol lung from . . 32 3 

- crumpled . . . . 208 

- crushing of, empyema 

1 mm . . ..135 

- — lucmothorax lrom . . 135 

- cubical, from emphy- 

sema . . . . 269 

- DEFORMITY OF 114, 208 

-- dermoid cyst in .. 911 

- dilated veins on, from 


adherent pericardium 265 

- - ~ lymphosarcoma ol 

mediastinum 

< Fig. 530' 660 

- dragging in, from medi- 

astinitis . . . . 355 

- effusion in (see Diffusion) 

- emphysematous, out- 

line of (Fig. 182) 209 

- expansion, diminished 

in emphysema 208, 269 

- - normal degree ol . . 208 

- fixation of, in rheuma- 

toid arthritis . . 114 

- - spondylitis deformans 1 14 

- fullness in, lrom medi- 

astinal growth . . 534 

- gripped -in-vice sensation 

in, f rom heart disease 52 

- gunshot wound of, em- 

pyema from . . 135 

- - - ha-mot borax lrom 

135, 649 

- - - pneumothorax 

lrom . . . . 649 

- hydatid cyst in . . 910 

- hyperalgesia of . . 863 



CHEST, HYPER-RESONAN 


985 


CHILDREN, SPEECH DELAY IN 


Chest, coutd. i Chest wall, could. 

- hvpcr-rcsonant, with cm- j cancer deposits in . . 210 

physema and broil- j - flattened in phthisis 362 

chitis .. .. 17 j - - gummata ot .. 210 

- injury to Kec Injury) ; - - myelomata of .. 210 

- linear albicantes on .. 459 - - tumour ol, bulging 

- lymphatic drainage of 816 ; due to .. . . 210 

movements, convulsive, ' - - ulceration ol, uctino- 

iti l>t one ■hopncunionia 1 90 1 mycotic . . . . 502 

laryngitis .. 199 - ~ wasting ol, in phthisis V>2 

deficient, in bron- - wound, empyema from 134 

ehu-etasis .. 366 - - gangrene ol lung 

libroid hmg 210, 366 Irom .. 322, 323 

pbthisi, .. .. 362 - - pneumothorax from 

with pneumothorax 647, 649 

512, 647 : - - pyopneumothorax 
unilaterally deficient, after . . , . 801 

from stenosis of - - surgical emphysema 

bronchus . . 365 fiom . . 64 l >, 805 

myoma cutis on . . 8H9 -- X rays ol, in (edema of 

needling ol 'see Needling > arm . . . . . . 512 

normal outline (bYg. J; HO) 209 CHEYNE-ST0 KES RES- 
outlinc \wth fibroid lutiK i PIRATI0N .. 138 

hii,’. ISi i 209 - — irom acute nephritis 139 

over-expanded, with \ - - arm-waving m . . 212 


empl ysenu and bron- — - Irotn ursenobcnzol 


chid - 

17 



derivatives 

422 

PAIN IN 

530 

- 

- 

arsenobillon 

422 

- land '-co l'ain in Chest) 

- 

- 

arterial degeneration 

1 39 

Pediculosis pubis al- 


- 

- 

arteriosclerosis 

1 39 

lect mu 

499 

- 

- 

ascending nephritis 

1 39 

pigeon, outline of 


- 

- 

butvl chloral hvdiate 

139 

I n:. 181 

209 

- 

- 

caisson disease 

1 39 

- in rickets 

208 



calculous disease of 


pityriasis rosea aflcciim 

746 



kidney 

1 39 

prurnro alb ding 

601 

- 

- 

catemoma of kidnev 

1 39 

PUS IN 

132 

- 

— 

cerebral luernorrhage 

i 39 

-- 'and see b.uipvema 1 


- 


- syphilis . . 

1 39 

retr.ution ol. after cm- 


- 

— 

cerebrospinal menin- 


rvnn.i 

210 



gins 

139 

- Irom fibroid lung . . 

210 

- 

— 

chloral 

1 39 

in phthisis 

210 


- 

in cholera . . 

] ^9 

- after pleuritic cflusioi 

210 


- 

from cl ironic nephrid 

139 

rickety, characters of. . 

208 

- 

.... 

cystic kulnevs 

139 

- outline of ■ /•/(.'. 17 ( ) J 

209 

- 

-* 

delirium with 

212 

schorrliuM allcciing . . 

745 



m diabetes . . 

3 35 

reuse . >i band round. 


- 

- 

diphtheria . . 

1 39 

Irom ie.-ut disease. . 

52 

- 

-- 

irom embolism ol 


ol v. eiL-ht on, Irom 




brain 

1.39 

heart disease 

52 

— 

- 

emphysema and bron 


sensor v centre tor 




chitis 

139 

il-i.e. JSi 

631 

- 


fatlv heart . . H9, 

264 

SEROUS EFFUSION IN 

135 



m fevers 

1 39 

- 'and see [illusion 




Irom libroid heart . . 

1 39 

Serous . 




- lung 

1 39 

shrivelled on one side. 


- 


functional 

1 39 

from empvema 191, 

192 

- 


Irotn galyl 

422 

fibroid lung 191 

192 

— 

- 

general paralysis . . 

1 39 

• - scoliosis Irom.. 

191 

- 

- 

graphic record of 


shrunken. from l.bronl 




- Cii,’. 121 > 

139 

lung 

269 

- 


grave omen ol 

140 

skiagram ot normal 




groaning in 

212 

l iy. m\ 

374 



from heart failure . . 

1 39 

small pe\ ot . . 

920 

-■ 

- 

high blood-pressure 

1 39 

stomach in ( /uy. 514) 

649 

- 


hydrocephalus . . 

1 39 

- resonance in 

755 

- 

- 

infective endocarditis 

1 39 

succussion in . . 

800 

- 

- 

kharsivan 

422 

surgical emphysema of 

254 

- 

- 

list of causes of 

139 

systolic retraction of. . 

535 

- 

- 

long-lasting in some- 


swelling, oJ , from aneu- 




cases 

140 

rysm 

198 

- 

- 

in malaria 

139 

telangiectases round, in 


- 

- 

from meningitis 

1 39 

cirrhosis 

910 

- 

— 

moaning in 

212 

emphysema 

910 



from morphia 

139 

TENDERNESS OF . . 

861 


- 

myocardial degenera- 


* and see Tenderness 




tion 

139 

of l Test 


- 

-■ 

narcotic poisoning.. 

1 39 

tightness m, Irom me- 


- 


neokharsivan 

422 

diastinal growth 

5 34 

- 

- 

neosalvarsan 

422 , 

mediastinius 

535 

- 

- 

novarsenobillon 

422 i 

tinea versicolor of 

313 i 

- 

- 

opium 

139 

unilateral enlargement 


- 

— 

in pneumonia 

139 , 

nf . . 208, 209 

- 

- 

from posterior basal 

; 

by empyema 

208 : 



meningitis 

139 : 

intrathoracic lu- 


- 

- 

recovery from 

140 ; 


niour .. .. 208 i - - relation of lliol's to 110 

- pleuritic effusion 208 - - Irom salvarsan .. 422 I 

- - pneumothorax .. 208 ! sarcoma of kidney.. 139 

- varicella affecting 919, 920 - - senile .. . . 139 

- VARICOSE VEINS ON 910 - irom softening of 

- - - land see Veins, 1 brain ..139 

Varicose Thoracic) | medulla .. 139, 212 

- veins on (see Veins, j - - sulphonal .. .. 139 ; 

1 horaeic' j - - suppurative rnenin- I 

- wall. abscess of (see < gitis .. .,139 

Abscess of Chest Wall) j syphilis .. ..139 

actinomycosis affect- tuberculous kidney 139 

i n K . • . . 562 ! meningitis 139, 184 j 

~ - bulging of, from tumour of brain .. 139 j 

aneurysm .. 260 1 medulla .. . . 139 ! 


C hey ne- Stokes respir, could. , ('children, could. 

- from tumour of pons 139 - cirrhosis of liver in 415, 465 

in typhoid fever .. 1 39 j - coli bacilluria in 15, 712 

-- - from uraemia .. 139 | - congenital tremor in 880 

- — valvular disease ..139 — convulsions in .. 3 

veronal .. .. 139 causes of . . .. 181 

Chicken-pox, account of.. 919 - cough in .. 186, 187 

- cheloid from .. .. 131 - cross-logged gait in .. 176 

- day of rash in . . 919 - cyclical vomiting offset 

- delirium in .. .. 211 , Vomiting, Cyclical) 

- distribution of rash in 920 - diarrhoea in 2, 215 

- eosinoplulia alter . . 27 1 — dirt -eating in . . . . 58 

- eruption in mouth in 762 — empyema in . . . . 47 

- gangrene from . . 317 - encephalitis in 76 

- itching in . . . . 919 - enuresis in . . . . 270 

- lichen urticatus simu- - epilepsy in . . . . 182 

lating . . . . 919 - epislaxis in . . 274 

- molluscum contagiosum - extensor plantar reflex in 88 

simulating . . . . 889 - foreign body in larynx 

- mouth affected in ..919 in .. .. ..187 

- ol mucous membranes 919 - - -- nasopharynx in . . 113 

- (esophagus affected in 762 - - -- nose in .. 113, 225 

- papules in . . 762, 9 19 throat in . . . . 113 

parts affected in . . 919 - lra-nal ulcer in . . 898 

- pharynx affected in . . 762 -- gastro-iiiLcstinal trouble 

- pustule: ill . . 762, 9 19 m . . 2 

- rash centripetal in .. 920 - granuloma rubra nasi in 803 

- scar lmm .. 131 ~ grinding ol teeth during 

- small-pox distinguished sleep in .. .. 335 

from.. 919, 920 - nrowing pains in .. 568 

- - simulating .. .. 685 — Hanot’s cirrhosis in .. 466 

- sore throat in . . 757, 762 - heart failure in . . 17 

- svphilide simulated bv 919 - - impulse in . . 372 

- vesicles in 762, 91 \ 919, 920 - hemichorea in . . 385 

- - unilocular in . . 91U - Henoch's purpura in 

Hhicory, oxaluria from ..525 102, 428, 680 

Chilblain, blue brain and 205 - hernia of lung m .. 210 

- from cold .. .. 8^4 - hip disease in.. .. 831 


- ot ear, earache from . . 

252 

- 

Hirschsprung's disease 


- linger affected bv 

301 


in 

486 

- of heel 

551 

... 

hypothermia j n 

392 

- itching in 

658 

- 

incontinence ol faces in 

i 394 

• limping due to 

456 


increased frequency of 


- lupus erythematosus 



micturition in 

491 

simulating . . 

741 

- 

insomnia in . . 

403 

• menorrhagia and 

484 

- 

intussusception in 727, 

828 

- pain in loot from 

456 

- 

irritability in . . 

405 

- ulcer of foot from 

89 3 

— 

keratomalacia in 

891 

Childbirth, acute yellow 


- 

knee-ierk absent in sick 621 

atrophy and 

416 

— 

laryngismus stridulus in 

- empyema alter 

1 35 


3, 

249 

general peritonitis due ti 

>734 

- 

leucocytes high in 

453 

- luemopiysis alter 

36 5 

- 

leucocv tosis in 

35 

- incontinence <4 t’a-ccs 


— 

LIMPING IN . . 

456 

after 

394 

- 

liver relatively big in. . 

461 

- infected emboli of lung 


- 

loss of weight in 

932 

after 

135 

- 

loud pulmonary second 


- trdenia of leg alter 

512 


sound in 

1 

— paralysis of anterior 


- 

lymphatic leukaemia in 

34 

crural nerve after . . 

009 ; 

- 

simulated in 

35 

-- -- obturator nerve alter 

609 

- 

lymphatism in 

477 

- pelvic thrombosis after 

699 

- 

lymphocytes in 28, 

35 

- perineum torn during 

394 

- 

marasmus in . . 

479 

- rhlegmasia alba dolens 


- 

miliary tuberculosis in 

719 

alter 512, 699, 894 

- 

nightmares in 

499 

-- pyanuia from . . 

419 

- 

noma in 

318 

- pyosalpinx after 

829 

- 

osteomalacia in 

233 

- pvrexia alter 

699 

— 

Oxyuris vermicularis in 

102 

- rectovesical fistula after 

296 

— 

paraplegia in 

621 

— septicaemia from 704, 

785 

- 

pediculosis capitis in. . 

474 

- tetany after 

799 

- 

peritonitis deceptive in 


- thrombosis in leg after 

512 


149, 

150 


- urinary fistula after .. 494 - perleche in . . .. 460 

- and see I.abourt persistent pvrexia in .. 711 

Children, acetonuria in. . 3 - phthisis rare in . . 4S0 

- ucutc cerebellar ataxy in 76 - pica in . . 58 

- - endocarditis in . . 26 3 - pneumococcal arthritis 

- adenoids in . . 712 in . . . . 424 

- adherent pericardium in 17 - posi-hemiplcgic chorea 

- aphthous patches m 95 . in .. . . 171 

stomatitis in . . 898 - post-pharvngeal abscess 

- bactcnuria in.. 88, 91 , in 244, 794 

- blood per e.num in . . 101 — prolonged simple py- 

- blood-pressure in . . 105 rexia in . . . . 688 

- bronchopneumonia in - pseudo-leukanma in 

47, 364 49, 50, 781 

- capricious appetite in 58 — pyelitis in . . 15 

- carpopedal spasms in — pyelonephritis in . . 15 

2. 3, 190 - pyrexia In .. 711 

- caseous bronchial glands - red nose in . . . . 803 

in . . . . . . 186 — rheumatoid arthritis in 

- cerebral diplegia in .. 176 ! 47, (b/>- 381) 472, 781 

embolism in .. 170 - rickets In 2,182,305,458 

- - thrombosis in . . 170 - rigors in . . . . 736 

- cervical caries in . . 795 - scurvy in 50, 51, 93, 679 

- - gland enlarged in . . 474 - sinus arrhythmia in . . 664 

- chancre of tongue in. . 897 - sore throat in . . 760, 761 

- chest bulging in, from j - spasmophilia in 3, 182 

large heart .. 258 - spastic parapleqia of .. 169 

- chorea in . . . . 385 i - speech delay in 769 770 



CHILDREN, SPLEEN ENLARGED IN <)8t> 


CHOLESTERIN CRYSTALS 


Children , contd. 

- spleen enlarged in 49, 

781, 782 

- - palpable in. . . . 778 

splenomegalic cirrhosis 

in . . . . 344, 781 

- Still’s disease in 47, 781 
syphilitic arthritis in . . 432 , 

- - liver in . . . . 467 

- tetany in . . 2, 3, 189 : 

- tick paralysis in . . 626 j 

- tonsillitis in . . . . 712 1 

•• tuberculides in .. 68 3 

- tuberculosis in . . 480 ! 

- tuberculous dactylitis in 818 

- - glands in 

- - joints in 

- - meningitis in 

- - peritonitis in 

- - spine in . . 


Chloride, contd. 

- ferric tsec her tie Chloride' 1 

- of gold test in cerebro- 

spinal fluid . . 383 

- lime, dermatitis l'rotn . . 917 

- - used by bleachers . . 917 

- mercury test tor albumen 7 

- sodium, thirst due to. . 87b 

- sulphur, acute yellow 

atrophy from . . 416 

- - jaundice due to . . 408 
Chlorides absent from 

urine in pneumonia 

200, 364, 419 

- in urine in acute ne- 


i Chlorosis, contd. 

- characters of . 

1 - colour index in 26, 49, 346 

- constipation in . . 49 

- dyspnoea in . . 340 

! — epistaxis in . . . . 274 

1 - fainting due to . . 297 

-* Hushing *.lue to .. 303 

- gastric ulcer m . . M6 

- past rost axis in . . >46 

- greenish yellow tinge m 346 

- liiemaiemcds in 3 10, 34t> 

- hit'Miu’ bruits in . . 49 

- heart impulse displaced 

in . . . . . . 374 


Cholangitis, contd. 

. . 346 f urobilin in urine from 129 

Cholecystitis, account of 696 

- appendicitis simulated 

by 

from bacillus coli 

- - paratypliosus 

- - typhosus . . 

- carcinoma . . 

- chohvmta from 

- colic from 

- cough from 
-- delirium from 
-• duodenal ulu- 
lated bv 


.. 554 
690 
696 
696 
696 
21 3 

147. 148, 151 
. . 187 
21 3 

554 


- urticaria m 

- venous hum below' 

clavicle in . . 

-- vomiting in, at onset 

ol levers . . . . 928 

- Werdnig-IIofhnann par 


712 i 

phritts 

12 

•' indigestion 

in 

. . 49 

— rntpv 

vim from 


1 *4 

432 1 

— - phosphorus poisoning 

421 

iron m 


. . 49 

- fib to* 

i t is from 


571 

7 32 ; 

Chlorine, acne from 

917 

leucocytes 

in . . 

49, 346 

- gal 1-1 

'ladder enl. 

irgcd 


706 

- cyanosis front 

200 

- marriage o 

HI III'.’. 

. . 49 : 

fro 

in 3 1 6, 408. 

<j9o, 

7 39 

868 1 

— exfoliative dermatitis 


- menstrual i 

rregula 

ruv in 49 

- from 

gall-stones 

316, 


356 i 

due to 

917 

- never lata! 


. 49 



696, 

699 

600 

- exudative cedcma ol 


- noises in h< 

■ad in 

. . 50-1 

- lnirtg 

er pam from 


554 


lungs front 


122. - haemoptysis from 361. 367 


- hoarseness front 
oedema due 


200 - tnlcma of tecl in 49, 840 

- legs from .. 515, 517 

388 pain alter lood in . . 49 

9]7 - palpitation in.. 346, 595 


- indigestion simulated by 396 
jaundice from 151, 69fc 
lrom new growth . . 316 

— operation m diagnosing 


alysis in 


172 


zymotic diarrhoea in.. 101 


CHILLS 


. . 736 


— acute nephritis from . . 353 > 


169 

572 

569 


917 
917 
834 
834 
600 
. . 290 


- athetosis from 

- myalgia from 

- notes on 

- pain in limbs in 508, 569 

- (and see Rigors) 

Chimaphila umbcllata, der- 
matitis due to . . 915 

Chimney-sweeper’s cancer767 
Chimney-sweeps, eczema 
in . . . . ..917 

- epithelioma in 

- warts in 
Chin, abscess of. . 

from tooth . . 

- acne affecting 

- defective in cretin 

- fat in cretin (h»g. 274 > 294 

- heavy in acromegaly . . 293 

- pigmented in pellagra 

U'V.y. 224) 280 

- receding, in micro- 

cephaly .. ..234 

- reflex, hiccough from 386 

- sycosis vulgaris affecting 682 

- syphiloderm of . . 601 
China, Distoma pulmonale 

in . . . . . . 367 

- dysentery in . . 

- filariasis in 

- Paragonimus Wester 

mani in 
Chloasma from cachexia 642 ; 

- leucodcrmia distin- 

guished from 
alter skin eruptions . . 642 
tinea versicolor simu- 
lating .. 313, 645 

- uterinum . . . . 642 

- - from chronic endo- 

metritis . 

- - fibroids 

lcuc.irrhm . . 

Chlorai, bradypneea from 110 

- Chcync-Stokcs breath 

ing from 

- coma lrom 

- erythema from 
behling's solution re- 
duced after 

- hydrate, bradypmea 

from . . 

coma from . . 
erythema from 

- - purpura due to 

- - stupor lrom 

- leucopenia from 

- poisoning, hypothermia 


- sore throat due to 

75 S 

- plasma increased in . . 

26 


534, 696 

- stridor due to . . 

799 

- rarer than lornierh 49, 

34(' 

■ piain over gall-14, 

aider 

Chlorodync, coma from 

154 

- in servant girl , . . 

49 

lrom . . 

. . 696 

Clilorolorm, acidosis lrom 

410 

- sex incidence of 48, 

346 

— - 111 livpoclior.c 

mini 

- and bonzone in measur- 


— si/c of red cells in 

.346 

trom 

55 ', 696 

ing specific gravity 


- treatment of . . 

49 

— - shoulder from 

580, 58 3 

of blood 

651 

- vertigo in 

504 

- phantom t uniour s 

itnu- 

- bradypnri'a from 

110 

- Mcarious menstruation 


lating 

. . 80S 

- coma front .. 110, 

154 

in 

’■46 

pleure y t mm . . 

. . 1 37 

death from, lymphatisni 


- vomiting from 48. 49. 


- pvrexu from 5') 3. 

687, 

and 

477 

- watei in excess in blood 


096, 70o, 

71 >, 715 

- delirium from 

212 

in 

49 

- rigors from 55 3, 

oop, 7 >7 

- fainting due to 

2 l >7 

Chlorotic type of anaemia 

26 

- subdtaphragmatic 

Pell 


- h’ehling’s solution re- 

duced after . . 327 

- luvmoglobinuria from 357 

- hepatic degeneration 

lrom . . . . 416 

- headache from . . 371 

- in indican test 

if- n;. dir. - 395, 905 
jaundice due to 408, 416 


Chloroxylon swieicma, 

dermatitis due to . . 916 
Chocolate, oxaluria from 52 3 

- pus from abscess ol 

liver . . 315, 696 

Choked disc 1 see Opliv. Disc 
Choluemia lrom abscess 
ol liver . . . . 21 > 

- acute yellow atrophy . . 213 


lorutis lrom 

- suppuramc cholangitis 

lrom 

- - i igor with 

- tenderness over gall- 

bladder f;om 55 3, 696 

- typhoid fever simu- 

lated by . . 

- and see limp' cjii.i 


58 3 


6 -’6 
M9 


689 


99 

36 


792 


645 


128 

128 

128 


139 

110 

275 

327 


110 i 
110, 154 
. . 275 
. . 676 i 

. . no : 

455 : 


_ 

mcthvlcne blue diss 

olved 

- 

aeroplane dope pot 

son- 

Dali- bladder 




In 

. . 906 


mg . . 

. . 213 

Cholelithiasis isec 

Cali- 


- 

nivocardial degen 

era- 

— 

antimonv potsonin 

g .. 2M 

stones i 




tion lrom . . 

. . 416 

- 

cholangitis 

. . 213 

Cholera, acute nepi 

ritis iv 

1 1 

- 

poisoning, delayed 

.416 

-• 

cholecystitis 

..213 

— albuminuria in 


16 

— 

acetonuria in 

3 

- 

cirrhosis ol liver 

21 3, 

— anuria lrom . . 

55 

, 58 

- 

- tetanv from 

. . 1 89 



344, 414 

- blood per anuin 

n . . 

96 

- 

prostration from 

. . 416 

- 

coma in 

153, 407 

-- Chcvne-Stokes l 

math 


- 

renal degeneration i 

lrom 4 1 6 

— 

convulsions in 

. . 407 

mg m 


1 39 

- 

stupor lrom . . 

.. 110 

— 

death from 

. . 407 

— colic lrom . . 


148 

— 

in tetanus 

. . 8K5 

- 

delirium from 

21.3, 407 

- utma m . . 


15 3 

- 

tinnitus due to 

. . 879 ■ 

- 

headache in 

.. 371 

- comma bacillus , 

n . . 

872 

- 

vomiting ltom 

. . 410 ' 

- 

lrom hvdutid disca 

sc.. 213 

- cramps m 


1 90 

Chloroma, account of 

. . 51 

- 

jaundice 

213, 407 

- cyanosis m . . 

196. 

201 

- 

anarmia in 

4 3, 51 

— 

phosphorus poisoning 213 

- delirium m . . 


21 1 

- 

blood changes negative 

~ 

pylephlebitis . . 

. . 213 

- from the hast 


709 


- purpura due to 

- stupor from 


392 

676 

110 


Chloralamide, coma from 154 

- erythema from . . 275 

Chlorate of potash (sec 

Potassium Chlorate; 
Chloride of barium in 
Huppert’s test . . 903 

- - test in earboluria . . 906 

- calcium (see Calcium 

Chloride; 


in 679 

- delirium in , . . . 21 2 

- deposits in cranial bones257 

- in early life . . . . 679 

- forehead swelling from 257 

- green tumours in . . 51 

- greenish colour of 257, 679 

- lachrymal glands en- 

larged m . . 679 

- lymphatic glands en- 

larged in . . 257, 679 

- - leukaemia related to 

51, 679 

- - -• simulated by . . 257 

- lymphoi vies in cerebro- 

spinal fluid in . . 38 3 

- purpura m . . . . 676 

- relation to lymphosar- 

coma . . 51, 679 

-• salivary glands enlarged 

in 679 

- spleen enlarged in . . 257 

- spontaneous fracture 

due to . . . . 304 

- tumours of bones in 51, 679 
Chlorophyll-free diet in 

occult blood tcsL 44, 104 

Chlorosis, account of . . 48 

- age incidence of 48, 346 

-- albuminuria rare in . . 49 

- amenorrhtra in 23, 49, 346 

- anaimia in . . 42, 48, 515 

- blood characters in . . 346 

- bruit de (liable in . . 49 

- also called cachexia 

chlorolica . . . . 128 


- stupor m . . . . 407 

- from T.N.T. poisoning 213 

Cholalic acid .. .. 299 

Cholangitis, abscesses in 

liver from .. 415,464 

- account of 415, 696 

- albumosuria with . . 21 

- from carcinoma . . 408 

- - of duodenum . . 811 

- - gall-bladder .. 4 15 

- cholaemia from .. 213 

- from cholccvstitis . . 696 

, - delirium from.. 211,213 

- diaphragmatic pleurisy 

simulating . . . . 532 

- from empyema ol gall- 

bladder .. ..415 

: - gall-bladder tender from739 

- lrom gall-stone 316, 

408, 415, 7 39 

- jaundice from 408, 415, 696 

- leucocytosis in 45 3, 697 
. - liver enlarged from 

, 415, 464, 696, 739 

- — tender from 415, 464, 739 

: -- pain in spine lrom . . 871 
, — pleurisy from. . . . 137 

i - pylephlebitis simulated 

i by 697 

- pyrexia with 316, 464, 

j ‘ 687, 706, 715 

- rigors w'itli 316, 408, 

415, 464, 696, 739 
| - septicaemia from . . 785 

- tenderness of spine from871 

- after typhoid fever . . 415 


- epidemic . . . . 709 

- gangrene from . . 317 

- gasiru-inte-.iiu.il sym- 

j plums in . . . . 345 

- general wasting in . . 78 

- hicmatemesis ft um 330, 345 

•- hypei pyrexia i:i .. 390 

- lrom India . . . . 709 

- indii anuria from . . 395 

- mlectivc diarrhoea sim- 

; ulating . . . . 872 

- inspissation of biood in 201 

-- leucocytosis in . . 453 

i - menorrhagia after . . 482 

- muscular atrophy in . . 78 

- nostras . . . . . . 872 

- pain in limbs in . . 568 

- polycyihtemia in 650, 651 

- purpura in . . . . 676 

| - pus in stools from . . 681 

i - pyrexia in . . . . 688 

j — rice- water stools in 345, 
i 709, 872 

-- rigor rare in . . . . 737 

- severe diarrhoea in . . 650 

-- on ships . . . . 709 

‘ - tenesmus in . . . . 872 

, - thyroid gland enlarged 

in 877 

- trichinosis simulating 569 

- trismus in . . . . 885 

- uridrosis in . . 803 

- vibrio in motions in 345, 709 
Cholesteatoma of ear . . 522 
Cholesterin crystals in 

hydrocele fluid . . 849 
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C holt'sicrin crystals , coutj. ] C hnrca , cnntJ. 

- - illustrated (/•/>. 2b i) 317 - insanicm .. .. 170 

In pleuritic fluid . . 138 hypci pyrexia in . . 390 

microscope in diagnos- - knee-jerk In . . 452, 614 

mils . , . . . . 1 38 - major, chorcilorm con- 

in mucocele .. .. 317 tractions in.. .. 170 

- pericardial cilusion . . 1 38 - - epidemic ol . . 171 

Cholesterol . . . . 269 - - hysteria and . . 171 

- in chylous ascitic fluid 73 - - religion arid . . 171 

Choline test in cerehro- - minor, choreiform con- 

spinal fluid .. ..383 tractions in .. 170 

Cholurla . . . . 903 - mitral stenosis and 69, 

Chondrodystrophy, account 363, 857 

of 233 - movements cease in 

Chondroma of breast . . 836 sleep . . . . 170 

- ilium, pain in iliac fossa - pandemic, choreiform 

from .. 558. 564 contractions m .. 170 

-■ - swelling in iliac fossa - paialysis of arm in .. 614 

from . . 564, 826 - patient emotional in . . 170 

- metacarpal hones .. 820 - pet jpheral neuritis m . . o2 3 

- multiple .. .. 820 , - posi-hcmiplegic, in clul- 

- myeloid sarcoma siir.u i dren .. .. .. 171 

la tine {!•:•■. hi > 822 - - choreiform contrac- 

- pain in hands pom .. 820 tions in . . .. 170 

- of pelvic bones, X ra> s - in pregnancy .. .. 170 

in diagnosing .. 826 - pre-hemiplegic .. 17 i 

phalange:. . . . . 820 - - choreiform conrrac- 

round i on it:, from (ton- lion, in .. .. 170 

onhtca .. .. 176 - respiration ierky in .. 170 

- - rheumatism .. 176 - rheumatic lever and J 70, 42 1 

rheumatoid arth- •- vex incidence of . . 170 

mis .. .. 176 - spastica .. .. 884 

- - - spondvhlis dolor- - tic distinguished from 170 

mans .. . . 176 - tremor m .. .. SH0 

- - -- UiberculoM'. ,. 176 — unilateral tremor in .. 862 

- ulceration over . . 820 - valvular disease and . . 17 

ChoiKlromaia. gout Amu- -- weakness o! one side in 385 

latmg . . 2 /i'. f, >4 821 - wns! flexed it) . . 614 

of hand, skiagram ol CHOREIFORM C0NTRAC- 

2 / :. mV 821 TIONS . . 170 

nerve distribution of - - and see Contraction*-. 

■lay. hi-}' 821 ( 'horeif.i.-m ' 

Chondrosarcoma ot lemur. mo\ emenis m verehell.tr 

skiagram ol 2 ;g. t<C 822 af.ixv .. .. 8B3 

Chorda t\mp.ini, geiucii- - - diplegia .. .. 88 3 

late ganglion and . . 604 -- - from encephalitis . . 223 

- paralvsis v sec Laialvse. 1 -- in h: tedren It’s ataxy 

CHORD EE 140 624,883 

- corpus c;n ernosuni and 140 - - hemiplegia .. .. 883 

-- - spongiosum and .. 140 - - alii r hemiplegia .. 171 

- from fracture of penis 140 - - m infantile hemi- 

gonorrhira . . . . 1 40 picgia . . . . 76 

- pain in penis from . . 576 - Idtllc's disease . . 169 

from urethritis 576, 753 - - ohvo-ponto-cercbel- 

Chorea in acute rheuma- lar atrophy .. 8S 3 

tism .. 1 36, 568, 758 ~ - spim* cerebellar afnxv 86 3 

acute, starts in .. 173 Chorion-epuheiioma, loul 

- age incidence of 170 discharge from . . 488 

aortic disease after 261, 26 3 - from hvdatidilorrn mote 486 

arsenic in 85, 10 3, 62 3, 872 metrori liagia from 487, 488 
articulation interfered metrostaxis from .. 48° 

within .. 170 - pregnancy and .. 468 

in children .. .. 385 ot uterus, ci'ltc due to 14S 

chronic, account of .. 171 Chorionic \ ilh m uterine 

- - choreiform contr.u- cast .. .. .. 238 

tions in . . ., 170 Choroid, coloboma of 

- degenerative, account of 171 •/w.i.x 412 517 

- duration ol .. .. 170 Choroidal tubercles /see 

- clectnca, choreiform I ubercles in Choroid > 

contractions in .. 170 1 Choroiditis, ring scotoma 


■ - convulsions lrom .. 1.81 1 due to .. .. .. 624 

endocarditis and 170, 263 - syphilitic, account of . . 518 

- extensor plantar reflex in 88 - - defective vision from 518 

- family incidence of .. 170 - - illustrated (I-’iy. 41 J 1 518 

- fingers extended in .. 614 - of yellow spot, ambly- 

- fright and .. .. 170 opia with .. A 922 

general account of .. 170 — - nystagmus due to 922 

- grasp not maintained in 614 , Choroido-retinitis, night 

- habit chorea distill- blindness due to . . 926 

guished front .. 170 - optic atrophy due to .. 924 

- hemi- . . . . . . 170 j -- visual fields constricted 

- Henoch's, choreiform in . . . . 924 

contractions in . . 170 1 Christ, hearing voice of, 

- - convulsions from .. 181 ■ in the insane .. .. 503 

myoclonus and 174; Christmas lose, dermatitis 

- - neck and shoulder ! due to .. .. .. 916 

affected in .. 171 ’ Chrome, yellow, derma - 

Huntingdon’s.. . . 171 j titis due to .. 917 

- - acute chorea simti- I Chromic acid, luernoglo- 

lutcd by . . .. 171 ! binurin front .. .. 357 

- - age incidence of .. 171 | Chromldrosis 645, 803 

~ - articulation defective j Chronic hypertrophic 

in .. .. 171 : haemorrhagic pachy- 

- - chorea simulating .. 171 j meningitis .. .. 627 

- - choreiform contrac- j - interstitial nephritis isee ; 

tions in . . 170 Nephritis) 

-- - duration of . . .. 171 I Chrysanthemum, derma- 

- - hereditary . . . . 171 1 titis due to . . . . 915 

- — insanity in . . . . 171 Chrysurobin, bulue lrom 123 i 

- hysteria simulating . . 171 I - dermatitis from . . 124 


Chrysurobin . enntd. Cirrhosis of liver, contd. 

- dia/o-reuction from.. 218 - - from congenital syph- 

- erythema lrom 275, 917 liis .. .. 411 

- staining of skin due to 917 - - conjunctiva icteric in 67 

- vesicles from . . . . 124 - - cramps in legs in . . 67 

Chrysophanic acid (see - - delirium from .. 213 

Acid 1 *•■■■--- tremens in . . 466 

Church, fainting in . . 297 - - delusions in . . 466 

Churning sounds in hy- — - diarrhoea from .. 217 

dropneumoperieardium 800 - - diazo-reaction from 218 
Chvostek’s sign In tetany 3 - - dilated venules on 
Chylous ascites (see cheek in . . 466 

Ascites, Chylous) - - diminished appetite in 58 

- fluid, characters of 72, 73 - - dipping in . . . . 466 

~ plouritic exudate, ac- - - drowsiness from . . 414 

count of . . 138 - - dyspepsia with . . 465 

CHYLURIA . . 140 - - in hgypt .. ..465 

- lrom abdominal injury 140 - - Lgyptian splenome- 

- age incidence of . . 140 galy . . . . 709 

- chylous ascites and 72, 140 - - enteritis with . . 465 

- elephantiasis with . . 140 - - cpistaxis in 67, 273, 783 

- eosinophilia with .. 140 - - facies in 48, 294 

- in hlariasis . . 36, 140 — - gall-stones simulating 466 

- lipa:mia with.. .. 140 - - gastric ulcer simu- 

- ln>m malignant disease 140 lated by . . 339, 344 

- reccptaculum chyli rup- gastrins in 58, 398, 465 

ture . . . . 14(i general account of . . 67 

- rectal examination in . . 140 - - - wasting in .. 78 

- sex incidence of . . 140 - - haematemesis in 47, 

- spontaneous .. ..140 67, 336, 33 7, 344, 

-• in subacute nephritis. . 140 415, 465, 482, 780, 783 

• lrom thoracic duct - - hannorrhages in . . 783 

blockage .. .. 140 - - hiernorrhoids in .. 67 

- in tropics .. .. 140 • - Hanot s, account of 

- vaginal examination in 140 414, 466 

Cider, regurgitation ol - - - acholuric jaundice 

lood through nose due to 730 in .. .. 414 

Cigarettes, cachexia lrom 128 -- - - ascites in 414, 466 

- dead lingers from . . 204 - - - in children . . 466 

- dyspnu-a from .. 247 - - - clubbed finger.- in 

- low blood -pressure lrom 10o 415,466 

• palpitations from .. 59o - - - duration of .. 466 

Cigarci te-rollers, cramp in 189 - - - grow tii stunted in 466 

Cigarette-rolling tremor 880 - - - haemorrhages in 466 

Ciliary muscle paralyse , - - - jaundice in . . 466 

accommodation dithcuiL - - - liver enlarged in 

Horn . . . . 84 414, 466 

- - - from diphtheria 84, 242 - - - - hrm in . . 466 

Cinchona, dor matins ir"m 915 - - - in males .. .. 466 

Cinnamon, Icucocytosis - - - purpura in . . 466 

lrom .. .. ..45 3 - - - pyrexia in .. 466 

- icctal concretion from 87 3 - - - spleen enlarged in 

Circmate syphilodcrm .. 691 414,466 

- tubercular syphiloderm 311 - - harsh dry shin in .. 466 

- ulcers ol syphilis .. 892 - - heart failure in .. 466 

Circuinci-ion, death after, hypertrophic biliary 466 

lymphatism and . . 477 - - infantilism with . . 235 

-• priapism from 656, 657 - - insomnia from . . 404 

tuberculosis of penis - - intestinal catarrh from217 

after. . . . . . 705 - - - llatuicnce from . . 308 

Circumllex nerve see Nerve - - jaundice from 47, 63, 
Cirrhosis of liver, account 67, 336, 408, 414, 

of 465 415,466,468,783 

- - achlorhydria in ..341 - - leucoeytosis in .. 468 

- - acne rosacea in . . 67 - - no leucocytosis in . . 415 

- - age incidence of . . 465 - - liver dullness dimin- 

- - albuminuria from 16, 21 ished in . . . . 460 

- - alcohol and 67, 336, edge beaded in 67, 414 

.344, 414, 465, 679 - - - enlarged in 67, 

- - amenorrhora in . . 23 336, 344, 408, 

antenna in 47, 415, 783 414, 415, 465, 468 

- - ascites in 48, 62, 6 3, - - — firm in . . 344 

67, 68, 72, 83, 143, - - - hard from 67, 414, 465 

3 30, 344,414.466, - -■ - rough in.. .. 67 

783, 910, 9 33 small in . . . . 67 

late in . . . . 67 - - smooth in 67, 414 

- — Hanti’s disease and - - - surface uneven in 465 

49, 72, 83, 143, tender in . . 414 

415, 422, 780, 783 - - long duration of ..67 

- - blood per anum lrom — - loss of appetite in . . 67 

97, 78 3 - - - weight due to . . 933 

bottle-nose in . . 67 - - from malaria 417, 466 

- - in bronzed diabetes - - malignant peritonitis 

335, 467, 644 simulating . . 65 

- - cachexia from .. 218 - - xnclarnu in 67, 97, 

- - cancer with .. 466 465, 481, 482 

simulating . . 466 - - menorrhagia lrom 

- - caput Mcdusx* in 59, 910 482, 484 

carcinoma simulated - - mental obfuscation in 466 

by. . . . . . 468 - - meteorism in . . 486 

- - - or stomach simu- - - morning sickness in 

lated by . . 344 67, 466 

in children .. 415, 465 - - multilobular .. 67 

- - cholsjcmia from 213, - - muscular atrophy in 78 

344, 414 - -- muttering delirium in 414 

chronic peritonitis in 72 myelocytes in . . 30 

clubbed fingers in nausea in . . . . 67 

(L7g. 127) 143, 415 nocturnal delirium in 404 

coma in 153, 414, 466 -- - nose red in . . 466 

- - commoner in males 465 - - (edema in . . . . 653 
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Cirrhosis of liver, contd. j Clarke’s column lesion, 

- - (edema ol’ ankles in 466 i blue feet from . . 145 

- - pain in limbs in . . 568 trophic ulcer from 145 

- — — over liver in . . 465 ; Claudication, intermittent 

pallor in . . 48 j (see Intermittent Claudi- 

- pancreatitis from . . 128 cation) 

- - paracentesis abdo- I Clavicle, myeloma affect- 

minis in . . 67, 68 j ing . . , . . . 822 

perihepatitis and 68, 465 - nodule on, in vavvs . . 501 

- phthisis with .. 337 j - rudimentary , in anosteo- 

- - pigmentation of face plasia . . . . 213 

in.. 67, 294, 466 j - syphilitic node on .. 819 

- - - skin in . . . . 48 ; - wasting above and 

- pulse weak in . . 466 I below, in phthisis . . *62 

- purpura with 676, 783 j Clnvus hystericus 179, 570 

-- - pvrexia in 48, 408, j - - headache from . . 372 

414,466,688,706, 'CLAW-FOOT ..140 

708, 709, 715 | - illustrated Cdg. 122) 141 

- - rouleaux formation ; - from lesion of 1st and 

in.. .. 51, 784 2nd sacral segments 141 

- - sallow facies in 67, ! — paralysis of internal 

294, 466 i popliteal nerve . . 610 

serous effusion in . . 653 : — poliomyelitis . . . . 141 

short survival after i — seldom result of iniurv 141 

ascites .. 67 | CLAW-HAND .141 

- - spleen enlarged in 67, ] - irom acute poliomyelitis 141 

83, *36, 344, 415, ; - amyotrophic lateral 

465, 468, 778, 782, 78 3 ' sclerosis . . . . 141 

splenic ana*mia and - cervical pachvmcnin- 

49, 72, 83, 143, gitis.. .. 141, 142 

415, 422, 466, 780, 783 - - n b . . 141, 14.2, 545 

splenomenalic 415, 780 - extent or communis 

acholuric jaundic** digitorum and . . 141 

and . . 780, 781 - fiexores digitorum and 141 

- - - age incidence of 780 ■ interossci and . . 141 

amentia in .. 780 - lumbricals and .. 141 

ascii es tn . . 780 from poliomyelitis 141, 177 

in children 344, 781 illustrated <l : ig. 125) 143 

clubbed fingers in 780 - in progressive muscular 

- family incidence of 780 atrophy Fig. S3' 80, 

- -■ liability of red cells 81, 'L/c. 125) 141, 177 

and .. .. 780 - syringomyelia 141, 142, 321 

haimatemesis in - - illustrated Fig. 123) 142 

346, 780 - from transverse myelitis 81 

■■ - - haemorrhages in.. 780 - ulnar paralysis 

jaundice in .. 780 < Fie. X5) 82, 141 

- lack of develop- ( Uav-colourcd siools in 

ment in .. 780 catarrhal laundicc .. 411 

- - prognosis in . . 780 - - chronic pancreatitis 810 

- - pseudo-lcukarmia Cleaners, chloride of lime 

and .. .. 781 used by .. .. 917 

-- spleen enlarged in 346 - dermatitis in . . . . 917 

splenic anaemia and Clclt palate, congenital. . 223 
467, 780 - - dysphagia from . . 244 

“ stages Of .. .. 414 - - harelip with .. 730 

- - stools not pallid in . . 466 - - regurgitation of food 

-- - strength impaired in 466 through nose from 

- -• stunted growth from 415 22 3, 730 

- - without symptoms. . 466 Cleidocranial dysostosis, 

- - syphilitic liver simu- anosteoplasiu and . . 233 

lating . . . . 466 Clematis erecta, derma- 

- - telangiectases in . . 48 titis due to . . . . 915 

- - - of cheeks in . . 67 - virginiana, dermatitis 

- - - round chest in . . 910 due to . . . . 915 

temperature chart in Clergymen, hoarseness 

(Fig. 66) 47 in 387 

tongue furred in 67, 466 - pharyngitis in 757, 762 

- tremulous in 67, 466 - sore throat in . . . . 757 

- tuberculous periton- - - - cough from . . 186 

itis simulating 64, 806 ('licking in car lrom 
tympanites in .. 466 dilatator tuba.* .. 878 

umbilical veins dis- - - salpingo-pharvngeus 878 

tended in.. 59,67,465 Climbing up oneself in 

- - unilobuiar .. 67 pseudo-hypertrophic mus- 

- - urine high-coloured in466 cular paralysis 314,625 

- - — scanty in . . 466 - shortness of breath 

- - - specific gravity J from.. .. .. 113 

high in. . . . 466 Climacteric (sec Menopause/ 

urobilin in 466, 784, 902 Clitoris, epithelioma of, 
ujoerythrin from .. 903 j inguinal glands enlarged 

- varicose (esophageal ! from . . . . . . 476 

veins in . . . . 337 - hypertrophied from 

venous congestion of ; hypernephroma . . 508 

stomach due to . . 928 ' — leukoplakia of . . 855 

- - vomiting due to . . 928 ■ - long, in pscudo-hcr- 

- - wasting in . . . . 466 j maphroditism . . 793 

■ lung t see i ibroid Lung ; ! - priapism ol . . 656 

and Pncumonoconiosis) j Clonic spasm (see Spasm.) 

- pancreas in bronzed ! Clonus, account of . . 174 

diabetes .. 335 j - ANKLE- ..54 

- pericellular, in con- - - (and see Ankle-clonus) 

genital syphilis .. 467 - definition of . . ..173 

Cirsoid aneurysm < Fig. 651 ) 847 ’ - in epilepsy .. .. 174 

Cisterna magna, puncture ; - patellar. . . . . . 451 

of, in meningitis . . 623 j Cloudy swelling in fevers 16 

Citrate of sodium in : - — of heart in fevers . . 109 

Benedict’s solution .. 327 ; heart-block with . . 109 

Citrates, polyuria from.. 653 - - palpitation from .. 594 

Citrus vulgaris, dermatitis Clough and Richter’s syn- 

due to . . ..915. drome . . . . 51 


CLUBBED FINGERS . . 142 , Coarctation of aorta . . 262 

from adherent peri- Coarsely granular eosino- 

cardium . . . . 142 phil corpuscles 27, 28 

aortic aneurysm . . 142 coloured figure 

- — in asthma . . . . 142 j of {Fig. 39) 29 

| Banti’s disease .. 143 (and sec liosino- 

- — from bronchiectasis i philiu) 

17, 112, 142, 366, 697 | Cocaine in endoscopy . . 229 
I - - in chronic bronchitis 142 , - delirium lrom .. 212 

- - - phthisis .. .. 142 - drug habit from .. 113 

- - cirrhosis of liver - habit, impotence f rom 393 

i Fit,'. 1 21) 143, 415 j Magnan’s sign in . . 755 

congenital .. .. 14 3 , sudden stopping of, 

in congenital heart delirium from . . 212 

disease 142, 14 3, - leucopenia from . . 455 

196, 267, 650 - noises in head from . . 504 

- — cyanosis with 142, 196 , - out of condition lrom 113 

- - in emphysema . . 142 - palpitation from 594, 596 

- - empyema .. 112, 142 - prick marks from tuking 596 

- - familial . . . . 143 - pupil dilating from . . 018 

- - from fibroid lung 17, - shortness of breath froml 1 3 


142, 210, 269, 366, - sprav, asthma relieved 

466, 790 by 654 

in fungating endo- - suppository in inves- 

carditis \Fig. 6/5> 787 ligating spasm of 

- - Hanot’s cirrhosis 4 15, 466 sphincter ani 166 

- — from mediastinal nco- tremor due to 879, 881 

plasm .. .. 142 vertigo from .. .. 504 

- - rnediastiuitis .. 142 Coceydynia, rectal exanu- 

mitral regurgitation 142 nation m diagnosing . . 729 

- - - stenosis . . . . 142 Coccygeal nerve, first, dis- 

- - morbus ercmleus .. 142 tributlon of .. ,. 611 

- nails overcurved on 142 Coccyx, bedsore over .. *21 

- - with patent inter- — carcinoma r<x li fixed to 727 

ventricular septum 142 - felt per rectum . . 729 

- - from pericarditis .. 142 - semon ecntie tor 

• - pleurisy w ith ellusioii 1 42 'Fie. -Wk 6H 

- -- pulmonary osteo- Cochlea, auditory nerve 

arthropathy with 4 H> terminating in .. 205 

- - in pulmonary stenosis - dculnc-s lrom chances 

142, yFtg.'Urn 14 *, 875 m ... 205,207 

- — splenic .ina-mi.i .. K* Cochlear part ol eighth 

- - splcnomegahc cirrho- nerve . . . . 604 

sis . . . . 780 Coelilvatr Uterus, dys- 

- - lrom subclavian an- mcnon lue.i vs/th .. 238 

eurvsin .. .. 142 - -- stctiiuv due to .. 79* 

- toes lroin congenital Cocoa, c. oleine in .. 65* 

heart .. .. 267 - oxaluna lrom 52* 

- - in pulmonary stenosis 875 - pohusia tiom .. 65* 

CLUB-FOOT ..143 Cocos wood, dcrmililis 

- .and sec Talipes' lrom . . . . . . ( U6 

Coachmen, Dupuvircii’s Cod-lner oil, cacogeustia 

contracture and . . 179 due to . . . . 860 

Coagulability .if blood. ( in l'iic axis arterv, ar.cw- 

ca leium and .. .. 484 r\Mii of .. ..411 

- - deficient, menor- - disease . . 216 

rhagia from 482, 484 - - tuberculosis simu- 

- - - metrorrhagia from 488 kited by .. .. 216 

Coagulation of cerebro- infantilism lrom celiac 

spinal fluid . . . . 383 disease . . . . 2 *6 

- spontaneous, of ascitic - - illustrated (ihg. 197) 235 

lluid .. 65 Coffee, cafletnc in .. 65* 

pleuritic lluid ..1*2 - chronic gastritis from *38 

- - urine . . . . 140 — heart irregular from . . 596 

- of sputum in phthisis 792 - insomnia due to . . 402 

temperature of Bence- - oxaluna from .. 52* 

Jones' albumose . . 22 - palpitations from 594, 5^6 

Coal-gas, carbon monoxide - polvuna from .. 65 3 

poisoning from .. 155 Coffee-ground vomit (see 

- coma from . . . . 154 Vomit) 

- delirium from . . 212 Coffin-lid crystals . . 638 

- dyspnira from . . 246 Coin in oesophagus . . 240 

-- fainting due to 297, 299 Coin-tap sound over 

- fumes, ataxy from . . 77 pneumothorax 209, 647 

out of condition from 113 - - in subdiaphragmatic 

- - shortness of breath abscess . . . . 555 

from . . ..113 Coitus, excessive, menot- 

- gangrene from .. *17 rhagia from .. .. 482 

- headache from 370, 371 - forcible, lucmatoma of 

- noises in head lrom . . 504 ; penis from . . 579 

- poisoning, circulation . - fracture ol penis during 140 

disorders after . . 322 , - menorrhagia and . . 484 

-- - gangrene after 317, 322 - painful ( see I )ysparcunia) 

- - oxygen for . . . . 154 Coke fires, noises in head 

Raynaud’s disease : from . . . . . . 504 

simulated after . . 322 ! - - vertigo from . . 504 

- products, delirium from 212 j — fumes, ataxy from . . 77 

- tinnitus due to . . 878 ; - oven emanations, de- 

- vertigo from . . . . 504 : lirium from . . 212 

Coal-miners, anthracosis i fainting due to . . 297 

in . . . . . . 363 ! - - lurries, dyspnoea from 246 

- epithelioma ol scrotum - stove, headache from.. 370 

in . . . . 767 ; Colchicum autumnalc, 

- pncumcmoconiosis rare 1 dermatitis due to . . 915 

in . . . . 363 | Cold, abdominal rigidity 

Coal-pit, going down, from . . . . . . 734 

fainting due to . . 297 | - abscess (see Abscess) 

- workers, photophobia in 639 | - acute nephritis from 13, 57 

Coal-tar products, fainting j - ankle-clonus from .. 54 


due to . . . . 297 I - bath, albuminuria and 18 



COLD BATH 


<)K0 


COLIC 


Cold bath , com J. \ 

- - menorrhagia from . . 482 | 

- chilblain from . . 894 | 

- common, ugeustia from 859 j 

- - arsenic effects simu- ! 

luting . . . . 224 ; 

- - bromism simulating 224 

D.A.ll. due to ..859 
deafness from . . 207 

- - liustachian tube 

blocked in . . 207 

- - eyes swollen from .. 515 

inflamed fauces in . . 7b 1 
-- palate in . . . . 761 

- - - uvula in . . 761 

- - iodism simulating. . 224 

- - measles simulating 

224, 282 , 

- - due to Micrococcus 

catarrhal is . . 223 


nasal discharge in 221,224 
evdetnu of face from 

515 , 516 

- tympanic membrane 

concave Irom . . 207 
dead fingers from . . 203 
extreme, bull.e from 12 3 
coma from .. 154, 156 

erythema due to 275, 278 
■ gangrene lioin . . 317 
fainting due to . . 297 
lebrile, coryza m . . 224 
Micrococcus catar- 
rhalis in . . . . 224 

- misnamed mtluen/a 224 
feel, menorrhagia and 4,84 


- lev ei r-h, rigor in . . 7 37 
hands, menori h lgia and 484 
at menstruation, amenor- 

rho. a Irom . . . . 2 3 

- muscular twitching*. 

from . . 172 

- myoma cute, toniiact- 

mg in . . . . 889 

pam m heel from . . 540 

parow -mal hicnioglo- 

binuria and . . . . 358 

- physiological albtimm- 

ui ia and . . . . 18 

- sense eg, flushing and 3t) 3 

- - loss of, 1 1 om cerebel- 

lar art u\ I li r, uuhosis 76 


in s\ rmgoim elia 81, 

82. 125, 4 35. 619, 628 
sensory paths of . . 750 

- spasm of urethia from 492 

stage in malaria . . 38 

still neck irom . . 795 
sw eels from arsenic . . 10 3 

- tremor due to 879, tiaO, 882 

- tike. of leg due to . . 894 
-• water, intoieiatue of, 

in tabes dor -.all-. . . 75 3 

Coldness, sense of, from 
laity hean . . . . 264 

in syrmeomv« ha . . 752 
Colectomy in dysentery 99 


Coli bacilfuria, account of 559 


- - aching m loin from 699 

albuminuria with 

559, 647, 699. 712, 933 

- - appendicitis simu- 

lated by 153, 559, 697 

- - apvrcxial . . . . 699 

- - cachexia from . . 127 

- - in children . . . . 712 

- - chrome . . . . 699 

- - colic Irom . . . . 147 

“ cough from . . 187 

- ’■ delirium Irom . . 211 

frequency of mictu- 
rition from 699, 901 

- - hamiaturia with . . 349 

hiccough from . . 387 


- - lnlluctiza simulating 692 
“ - leucocytes in urine 

with 559, 699, 712, 933 

- - loss of weight due 

to 933 

multiple abscesses in 

kidney in . . 699 , 

- - notes on . . 699 i 

- - out of condition ftom 113; 
-- - pain in back from . . 559 : 

- - - iliac fossa from 

555, 557, 559 ! 

- - - limbs in . . . . 570 i 

loin Irom 559, 699 ! 

- - - on micturition due 

to . . 699 I 


Coli bacilluria , contd. 

perinephric abscess 


from 

697 

perinephritis from. . 

187 

pneumaturiu in 

647 

in pregnancy 

556 j 

pyelitis from 

15 1 

pyelonephritis from 

is j 


- - pyrexiu in 559, 688, 

699, 711, 712, 713 i 

- - pyuria with.. 349, 716 
-- -- renal tuberculosis 

simulating . . 352 

- - right side rather than 

left . . . . 556 

shortness of breath 

from . . 113 

strangury due to . . 798 

- - without symptoms . . 712 

- - temperature chart in 

f l-tx. 44S > 560 

- - toxfcmia from 113, 127 

- - tuberculosis simu- 

lated by . . . . 712 

- - tuberculous glands 

simulating . . 712 

- - typhoid fever simu- 

lated by . . . . 689 

- - urxmia from .. 211 

- - ureteric colic from. . 15 3 

- — urine culture in dia- 

gnosing 15 3, 559, 

699, 712. 715, 93 3 
-* - - opalescent from 699 
-• - vesical colic from . . 148 

- - land see Uacieriuria ; 

Pyelitis ; and Pye- 
lonephritis i 

COLIC 147 

abdominal distention in 149 
ngiditv with .. 735 

- - vascular lesions sim- 

ulation .152 

- abdominal, Irom lead 45 

- account of . . 735 

- acute general peritonitis 

simulating . . ..149 

- from acute b.i morrhagie 

panel cant is . . 148 

- - mdigesiu >n . . . . 1 48 

- - i nfe< Moils . . . . 148 

- adhesions . . . . 148 

- alcoholic gastritis . . 148 

- aloes 148 

- angina ahdominalis sim- 

ulating . . 148, 152 

- from antimony . . 148 

- appendicitis . . . . 148 

- appendicular, bacilluria 

simulating . . . . 153 

- causes of . . 148 

-- - nsteo-arthntis of spine 

simulating . . 565 

- - psoas abscess simu- 

lating . . . . 565 

- - rheumatoid arthritis 

of spine simulating 565 ! 

- spinal caries simu- 

lating . . . . 565 ■ 

- spondylitis deformans 

simulating . . 565 

Irom appendicular adhe- 
sions . . ..148 

arsenic . . . . 148 

atheroma of aorta 148, 

152, 485 

attitude in . . . . 150 

biliary, abdominal pain 

in 931 ; 

- bile in urine in . . 151 

- Irom bile -duct inllain- ; 

mat ion . . . . 147 

- carcinoma of ampulla J 

of \ uter . . 147 

~ - common bile duct 147 

- - cystic duct . . 147 ; 

- - duodenum . . 147 ! 

- - gall-bladder 147, 314 

pancreas . . 147, 316 

portal glands . . 147 

- - cholecystitis 147, 151 i 

- chronic pancreatitis 

147, 31C ! 

- dysmenorrhoeu simu- 

lated by . . . . 2 39 ! 

- fainting due to . . 297 

- from gall-stones 147, j 

151, 314, 316, 343, 410 ! 

- haemorrhage into por- 

tal lissurc . . 147 


Colic., biliary , contd. 

from injury to portal 

fissure . . . . 147 

- - jaundice with 151, 

168, 931 

list of causes of 147, 148 

- — from lymphadenoma 

of portal glands.. 147 

- - movable kidney simu- 

lating . . . . 554 

- — pain in back from . . 55 3 

- -- — chest with . . 864 

- — - epigastrium from 5 36 

- — - hypuchondrium 

from . . . . 553 

- - - pelvis from . . 573 

- - - shoulder from 553, 864 

- - peritonitis distin- 

guished from . . 734 

- - pyrexia with 150, 699 

~ — renal calculus simu- 
lating . . . . 554 

- - restlessness in . . 536 

- - rigor in . . ..150 

- - rolling about in . . 734 

- - from sarcoma of por- 

tal glands . . 147 

- — stone in common bile- 

duct .. ..147 

- — — cystic duet . . 147 

- - syphilis ol portal 

glands . . . . 147 

- - tenderness in chest 

with . . . . 864 

- - - shoulder with . . 864 

from tuberculosis of 

portal glands . . 147 

- - urates in urine alter 554 

- - vomiting in 150, 929, 9 31 

- from blood diseases . . 148 

- borborygrm present with735 

- from calcareous appen- 

dicular glands . . 148 

- calomel . . . . 148 

- carcinoma of ampulla 

ofVater .. 148 

- colon . . 148, 162 

- - duodenum . . . . 148 

- - stomach . . . . 148 

- - uterus 148 

- caseara sagradu . . 148 

- cantor oil . . . . 148 

- cholecystitis . . . . 148 

- cholera . . . . 148 

- chorion-epithelioma of 

uterus . . . , 148 

- chrome pancreatitis 148.410 

- colitis . . . . 148, 16 3 

- collapse from . . 735 

- Irom eolocynth . . 148 

- condition of abdomen In 149 

- from croton oil . . 148 

- diabetes mcllitus . . 148 

- m diabetic coma 148 

- iiom displacement of 

uterus . . . . 148 

- dissecting ancurvsin 

simulating . . . . 152 

- from diverticulitis 148, 697 

- doubling tip in . . 150 

- Irom duodenal ulcer 

148, 153 

- dysentery . . . . 148 

- dvsmcnorrhtca . . 148 

- embolism of pancreas 148 

-- endometritis . . . . 148 

- enlarged gall-bladder 4 37 

- enteritis . . . . 148 

- ergot . . . . . . 148 

- eroticism . . 148 

- examination of hernial 

orifices in . . 150 

- irom extra-uterine ges- 

tation . . . . 148 

- facies in . . 501 

- Fallopian, causes of . . 148 

- Irom far cal accumula- 

tion . . 148, 163, 439 

- — concretion in appen- 

dix .. .. 148 

- faecal vomiting with.. 151 

- from foreign body in 

appendix . . . . 148 

- gall-stones 148, 150, 153,409 
in ampulla of Yater 148 

- - impacted in bowel. . 148 

- gamboge . . . . 148 

- gangrenous appendicitis 

simulating . . . . 149 

- from gastric adhesions 148 


C'olic, contd. 

- gastric causes of . . 148 

- from gastric ulcer . . 148 

- gastritis . . . . 148 

- glycosuria with . . 153 

- groaning and moaning 

in .150 

- harmaturia with . . 349 

- from hxmorrhage into 

bowel wall . . 148 

- - gastric mucosa . . 148 

- Henoch’s purpura 148, 680 

- Hirschsprung’s disease 148 

- hunger . . . . 148 

- hyperchlorhydria . . 148 

- ileocsccul kinking .. 148 

- indigestible food . . 148 

- inflamed appendicular 

glands . . . . 148 

- injury to pancreas .. 148 

- - stomach . . . . 14H 

- - uterus . . . . 148 

-- insomnia from . . 402 

- Irom instrumentation 

of uterus . . . . 148 

- intestinal indigestion.. 148 

- - obstruction simulated 

bv.. .. ..151 

- - — simulating . . 636 

- intestinal, abdominal 

distention with . . 525 

- - - rigidity with . . 525 

account of . . . . 525 

- - Irom aloes . . . . 525 

- - antimony . . . . 525 

arsenic " . . 525 

- - boiboiygmi with .. 525 

from calomel . . 525 

- - causes of . . . . 148 

- - from eolocynth . . 525 

-- - drawing-up of legs 

m . . . . . . 525 

- -- dvsinenorrhuia simu- 

lated by . . . . 239 

- - eructations with . . 525 

from food . . . . 525 

- - jalap . . . . 525 

lead . . . . 525 

- - magnesium sulphate 525 

- - nausea with . . 525 

-■ - from obstruction . . 525 

-- • pam m pelvis due tv) 57 3 

- — peritonitis di-om- » .* 

guished Irom . . 7 34 

- - pressure relieving . . 525 

- — from purgatives . . 525 

- - pvrexia whh . . 525 

- — rolling about in . . 734 
- undcscended testis 

simulating . . 832 

- - varying site of . . 153 

- - visible peristal*- is vvith525 

- - Irom wind . . . . 303 

- from intussusception 

148, 164, 829 

- irritant poisons . . 148 

- jalap 148 

- jaundice and . . . . 153 

~ from labour . . . . 148 

- laparotomy revealing no 

cause for . . 151 

- from lead 148, 151, 16 3 

- - renal colic simulating 554 

- leukaemia . . . . 148 

- list of causes of 147,148 

- meteoric distention withl51 

- mobility of abdomen in 149 

- mueomembranous, mem- 

branes m stools in . . 161 

- - mucus in stools in . . 161 

- - in neurotic women . . 161 

- -- spastic constipation 

and . . . . 161 

- - shreds in stools in . . 161 

- from mucous colic . . 148 

- neurosis . . . . 148 

ot bowel . . . . 148 

- - stomach . . . . * 148 

~ - uterus . . . . 148 

- obstructed hernia . . 148 

- alter operation on 

stomach . . . . 148 

- from overloaded catcum 148 

colon . . ..148 

- pancreatic, causes of . . 148 

- f rom pancreatitis . . 153 

- perforated carcinoma 

coli simulating . . 149 

- - duodenal ulcer simu- ■-< 

lating . . , . 149 



COLIC 


COLLAPSE 


Colic, COtlt d . 

- perforated gastric ulcer 

simulating . . . . 149 

~ - typhoid ulcer simu- 
lating . . . . 149 

- and peritonitis, distr 

guishing points 150, 735 

- peritonitis simulated 

by . . .. ..151 

~ from pernicious amentia 148 

- phenolphthalein . . 148 

- podophvllin . . . . 148 

- pulse In' . . 150, 735 

- from purgatives 148, 161 

- purpura . . . . 14S 

- pyloric stenosis . . 148 

- pyosalpinx . . . . 148 

- pyrexia in . . . . 785 

-- rectal examination in. . 15 1 

- relation of cramp to .. 188 

- renal, albuminuria with 151 

- - appendicitis simulated 

by . . . . 554 

from blood clot 147, 

491, 579 

- - - d ; senses . . . . 147 

- - calculus 19, 150, 351, 

491, 579, 719, 902. 931 

- - carcinoma .. .. 14 7 

- - caseous debris . . 579 

causes of . . 147 

from coli bacilluria 147 

Dieil’s crises . . 147 

- ” dysmenorrlnca simu- 

lated by . . . . 219 

- -- fainting due to . . 797 

-■ lever with . . . . 654 

frequency of mic- 
turition from . . 1 5 1 

- -- gall-stone colic simu- 

lated by . . . . 554 

- - gravel in urine after 554 

from growth of kidnev 147 

- - haematuria with 151, 168 

- alter . . . . 554 

•• - herpes zoster simu- 


mvcosis of spine .. 151 

- - acute dilatation oi 

heart -• . . 15i 

diverticulitis ... 149 

- — — hamorrhagic peri- 

tonitis . . . . 149 

irritant poisoning 149 

pleurisy . . ..151 

- - aneurysm eroding 

spine . . . . Ml 

• - angina abdominalis 151 

- aortic aneurysm .. 1 L '_ 1 

- arthritic ol spine .. Ml 

- atheroma <4 aorta . . 151 

- — coronary artery.. 1-51 

- carcinoma ol vertebra; 151 

- dissecting aortic an- 

viirysrn . . . . 151 

- rpiLheiioma ol ii*so 

phagus . . . . Ml 

- libi. nd hear". . . 1 5 1 

- lracture of spine .. 151 

- gumma ot spine .. Ml 

- iiarmatoma ol spine 151 

- intarci ol lung .. 151 
• intestinal obstruction 149 

- lobar pneumonia .. 151 

- myeloma of wrtcbr.v Ml 

- mvoeardial dceencra- 

; ion -- -.151 

- pachymeningitis . . 151 

- pertorated tubercu- 

lous bowel . . J*i ,j 



, Colic , vesica/-, cotird. 


Colitis , uh crative, contd. 



lre>m ch re>n ic cystitis 

148 

- -- dm ai ion ot 

100 

’. 151 

a 

coll bacilluna 

148 

- - uvsenicry simulates. 


- — iorcign bodv m blad- 


' by 

216 

151 

der 

148 

- - ec/ema and 

100 

. 1 49 

frequency ot nuctu- 

151 

- -- emaciation in 

812 


rition lrom 

- - Irom erysipelas . . 

100 

. 149 

- - alter instrumentation 

148 

general account of 98- 

100 

149 

- - irom in\ asion ol 


— — — wasting in . . 

78 

. 151 

bladdei In growth 

148 

- - indicanuria lrom . . 

395 


- - paramen ills 

MS 

lardaveous disease 


. 151 

- - pel\ ic abscess 

148 

liom 10, 100, 217, 

469 

151 

- - penproc lal abscess . . 

148 

- - mesenteric glands en- 


. l t; i 

- - p\ .'salpinx 

MS 

larged lrom . . 

476 

. 151 

• stone u: bladder . . 

MS 

- - mucous Ce'litlS dis- 


. 151 

- -- tubeicle ol bladder 

148 

tinguished lrom 

100 

. 151 

- - villous tumour ol 


- - mucus per anum in 

864 

x 151 

bladder . . 

148 

~ - - in stools in 100, 



- - sand see Strangury) 
lroin visceroptosia .. 148 
• winning in .. 15U, 7 <t> 

ailius, .uiitg, blood per 
anum lroin . . . . 96 

- — m stools liom . . 215 

- dysentery simulated 

by . . . . 2 1 0 

- mucus m stools horn 215 
atony o! colon Isom . . iOU 
blood and mucu . per 

rectum 1 tom .. 70U 

lroin calomel . . . . ib.j 

carcinoma simulated hy 

7 Do, 872 

chronic, .i.i.i'nii.i lroin 43 

- bioud m stool.-, irom 216 


'oil's ei.se. 

se .. 151 

- — miK us m 

> i o. 4 s 

; .’in 

c 1 (J 

upimvd ect 

opic ec.,- 

— coin Juan 


146, 

It) 3 

tat ion 

. ' . . 149 

- constipation 

from 


16U 

liver 

.. 149 

- dial l J uea It. 

>m 


700 

- pyosalpim 

x .. 14° 

- el.vcrti, uhtr 

. lrom 


5 "3 6 

- spleen 

.. 149 

- - simulated 

in 


7 00 

.ircorna of ’ 

vertebra; 151 

general account of 

08 

100 


spinal meningitis .. 151 
spornh litis deformans 151 
siranguiated hernia 14 y 
tuberculosis ot spine 151 



lating 

564 

- - t a rued ovarian evst 


from hydronephrosis 

147 

pedicle 

- 

hypernephroma 

449 

- - - subpentoneal 

- 

- increased desire to 


libroid 


micturate with . . 

491 

- spinal conditions Simula 


• from infective endo- 


ting 


carditis 

147 

- lrom slone in pan- 


injury 

147 

creatic dm t . . 

- 

• lead colic simulated c; 

v* 54 

- in Labes dorsalis 

- 

from leukaemia 

147 

- temperature in 


- malignant kidnt v . . 

448 

- lrom thrombosis of ap- 

- 

- movable kidney 147, 


pendicular Wills 


352, liw.g. .3 7.3 ) 447, 

491, 554 
pain in groin with . . 9 31 


thrombosis of interior 
vena cava simulating 157 
- mesenteric wins sim- 


i.,s ol w eight due to . . 
iUconiciiiOranous, au- 
auiia Inna . . 
blood m tools m . . 


constipation m 
diarrhoea due to 
cm . ro-pasm and 
intestinal sand in 
mucous casts in 

inu«.us m stool , ;a 


sail el in .-.tools m 
1 ic ra u folium :.u 
ul.ded by . . 
tenderness ol colo; 
tenesmus due to 


217, 812 

- - muscular atrophy in 78 

- - pain in iliac lossa 

(rum 555, 588, 564 

- - pemphigus and . . 100 

- - pernicious amentia 

simulated by . . 100 

- - pneumococcal . . 100 

in pneumonia . . 100 
prognosis m .. 812 

- - p> rr\ia due to 688, 812 

- - t emission •; in . . 100 

- - serum tests in . . 217 

shreds m stool . lroin 217 
sigmoid colon palp- 
able in . . . . 826 

- - sigmoidoscope ami 99, 2 1 7 

- Mgmoidosi opic appeal - 

ances of . . 100 

- - strepiocoscal . . 1 00 

- s\ p. nli i ic proctitis 

eh ■dineuishcel lrorn 1 01 

- - t emi ernes , ol colon m 812 

- lene-nm in 100, 872 

- tuberculous uli era- 

lion simulating . . 101 

- ulceration ol rectum 

li'oni .. .. 727 

- vuu. nine m . . 812 

X rav.s m diagnosing 

104, 70b 

iollapse in acute pan- 
creati: i' .. ..810 

In 'in nncurvsni . . 5 <4 

m angina pcclous . . 6 3 3 
anuria 1 nun . . 55, 58 

lrom arsenic . . 10 i, 872 

bradypn.ra Irom 110, 111 
lrom cholera . . . . 55 

choleraic diarrhoea . . 110 

colic 7 35 

coronary thrombosis.. 52 
corrosive poison . . 338 


pelvis lrom 

573 

- 

lrom tubercle ot uterus 

148 


- uiccraiiw colitis dis- 



duodena! ulcer bleeding 

1 10 

penis from 

579 

- 

tuberculous appcndi- 



tinguished from . . 

loo 

- 

dysentery 

65 

- — testis with . . 

93| 


i ular glands 

MS 

- 

niUCUs ill : look ill 

496 

- 

extra-uterine gestation 


- towards groin in 

554 

- 

- ulceration of bow el 

148 

- 

pain along colon lrom 

700 


489, 

842 

peritonitis distin- 


- 

in ulcerative colitis 100 

148 

... 

— in spine lrom 

871 

- 

levers 

55 

guished from 

734 

— 

ureteric, from acute 


- 

pus in stools lrom 

681 

' - 

filix mas 

421 

from pernicious un- 



ureterilh 

147 


pyrexia due to 688, 

713 


gall-stones 

410 

a*mia 

147 

- 

- appendicitis simula- 



sensibility of bowel dc- 


■ - 

haanatemesis . . 

J 10 

- purpura 

1 47 


ted by 

15 3 


licient from 

160 

, - 

haemoptysis 

110 

- pyelitis 

147 

- 

- from blood-clot in 


- 

sigmoidoscope in dia- 


- 

hannorrhage 

392 

alter pyelography . . 

147 


ureter 

i 47 


gnosing 104, 700, 

872 

- 

- in typhoid fever 

110 

- from pyelonephritis 

147 

- 

— calcareous gland 

147 

- 

tenderness of spine lrom871 


heart disease 

52 

- pyonephrosis 

147 

— 

-calculus 147 

559 

— 

tetany and 

3 

- 

from inferior vena cava 


pyrexia with 

150 

- 

- causes of 

147 

- 

tropical dysenteric, an- 



thrombosis . . 

J 52 

-- pyuria with 

151 

- 

— lroin coli bacilluria 



tenna from . . 

47 

- 

injury . . . . 58, 

110 

- from renal infarction 

147 


147, 

153 

- 

tuberculous, indicanuria 

- 

with intestinal obstruc- 


- rhabdomyoma . . 

147 


- instrumentation . . 

147 


from 

.395 


tion . . 168, 

392 

- rigor in 

150 

- 

- tuberculous gland. . 

147 

- 

ulcerative 

107 

— 

from loss of fluid 110, 

392 

rolling about in 

734 

- 

- ureteral catheteriza- 


- 

— abdominal pain from 

564 

- 

of lung, massive 

375 

Irom sarcoma 

147 


tion 

147 

- 

- account of . . 

100 


in malaria 

39 

scurvy 

147 

— 

- - obstruction 

147 

- 

- albumosuria with . . 

21 

- 

mushroom poisoning. . 

421 

- tubercle of kidnev. . 


— 

urine changes and 

151 

- 

- ana:mia from 

47 

1 - 

from myocarditis 

264 

147, 352, 

719 

; — 

uterine, causes of 

148 

- 

— anus not affected by 

101 

- 

onset ol acute illness. . 

110 

- twisting of ovarian 


- 

— lrom defective uter- 


- 

— arsenic simulating . . 

103 

1 — 

operation 

110 

cyst pedicle simu- 



ine muscle 

238 

- 

- bacteriological exam- 


! ~ 

perforated gastric ulcer 

807 

lating 

4 38 

. - 

- in membranous dys- 



ination ol stools ill 

217 


peritonitis . . 150, 

342 

- vesical calculus and 

355 


menorrlxxa 

237 : 

- 

- bacteriology obscure 

100 

; - 

in phosphorus poisoning421 

- vomiting with 554, 


- 

vaginal examination in 

151 , 

- 

- blood per anum from 


1 - 

from ruptured ectopic 


929, 

931 , 

— 

vesical, lrom acute cys- 

i 

i 


96,97, 100,217,564,812 


gestation 

110 

from retained products 



titis 

148 ' 

- 

- bullous dermatoses 


— 

severe blood loss 

110 

of conception 

148 ! 

- 

- appendicitis 

148 ! 


and 

100 

— 

- diarrheca 

392 

rhubarb 

148 > 


- bilharziosis 

148 

- 

— from calomel 100, 

103 

- 

- injury 

55 

salpingitis 

148 

; — 

- blood-clot in bladder 

148 

- 

- in chronic tubal ne- 


- 

- vomiting 

392 

sarcoma of uterus 

148 

- 

- carcinoma ol bladder 

148 1 


phritis 

100 

- 

specific gravity of blood 


scammony 

148 i 

: — 

- - pelvic colon 

148 ; 

- 

— colic in . . 100, 

148 


high in 

651 

scurvy 

148 j 

- 

rectum . . 

148 

- 

- colon thickened in. . 

812 

- 

from summer diarrhoea 

215 

senna 

148 

~ 

uterus 

148 i 

- 

- diarrheca in 100, 217, 


- 

temperature subnormal 


sheer hunger . . 

148 ' 


- causes of 

148 


564, 812, 

872 


in . . . . 150, 

392 



COLLAPSE 


COMA 


Collapse, ,ontd. 

trnm tovenua • • f {/ 

wound.- •• ‘ ‘ i t- 

yellow lever . . ■ • 

( .o) lapsing pulse born 
aortic tcgur.tKuuon 2b'h 59 d 
C. ollar tight, hunting imm JMl 

- tie In *m . . . . 17 i 

Collargol in pyelography 

4 39, 445, i/ft; 440 

Collier on physiological 
albuminuria . . . . 18 

Colliers, post-mortem 
warts in . . . . 30 1 

Colloid carcinoma of 
peritoneum . . . . 65 

degeneration ot carci- 
noma ol colon . . H26 
milium . . . . 889 

Collosol manganese, c 1 e- 1 1 - 
rium Irom . . ..212 

rigor after . . . . 7 <7 

selenium, delitmm from 212 
C iolobt 'in i o! the i h> irojJ 

li.X. 41 2) 517 
condemn.] .. ..517 

- in- 517 

lens . . . . . 517 

macular amblyopia with U22 
- nystagmus due to . . l >22 

- ot eptu disc .. .. 517 

Col Ok. y i a h, k\die from 

148. 525 

tone mu- due to . . M7 d 
l 'ohm, .t, i- ec s rouriil . . 812 

.ok r : . . 1 1 ! v . di .tended m 
i>l '-- 1 rue t ion . . . . 812 


/'ii'. /.),v. 1()0 


coneeniial dil, nation ot K2b 
dermatit: . herjientoimis 
iitln ling .. .. 95 

deskemiun: . time at 
wo.C. ha; mm reaches 

l ie. I C 160 
dilated. in Hnseh- 

■ prung‘> di-oase . . 486 

suet u- sion in . . 800 

- divertieuium ol -ee 1 >i- 

\ erticu! um 

dropping o{, .kiagtams 
o! /')!-«. 4 4 is 5 57 

erythema bullosum at- ' 

feeling .. .. 85 

f.rc.il turuou: in . . 777 

lax e in, ’user enlarge- 
ment miniated bv 402 

gas m, appenduiti', sim- 
ulate*.! t>v . . . . 560 

iiser dullness dimin- 
ished by . . . . 462 

- greeds . . . . 160 

in Hirschsprung’s dis- 
ease . . Ji.ir.J4C 164 

hyperionus of, consti- 
pation from . . 308 

pain due to . . 308 

sense ni lullncss from 308 

- - X rays in diagnosing 308 ' 

- hypertrophy of, in Hirsch- 

sprung s disease . . 805 
~ due to obstruction. . 805 
idiopathic dilatation of ; 
l see Hirschsprung’s 
Disease) 

- iliac, time at which 1 

barium reaches 

(Fix. 138) 160 | 

- kink of, constipation I 

Irom . . . . 163 

- - in Hirschsprung’s 

_ disease .. .. 163 

- - visceroptosis . . 163 

- low, skiagram (lux. 136) 159 
mucous cast of (Fix. 386) 495 

- normal skiagram of 

(Fig. 432 ) 526 

- obstructed, X rays in 

demonstrating . . 826 

- overloaded, colic from 148 

- pain along, from carci- 

noma of rectum . . 556 1 

- - - “ sigmoid . . 556 I 


( 1,4 on, i ontd. 

- pelvic, atony ol, const i- 

pat ion and . . . . H>5 

- - diverticula of, skia- 

gram ol '.Fix- UF 

- - paresis ol, constipu- 

t um Horn 165 

nine at which barium 

teaches Fix . 1)8) lt»0 

- pemphigus affecting 95, 12/ 

- polypus ol isee I’olypus / 

! - icsonance ol, in chest 755 

- sacculation ol, diverti- 

culitis Irom . . 556 

- scybala in . . 809, 815 

-- - palpable in . . . . 805 

- sigmoid, palpable 815, 826 

- - polypus ol, blood per 

ununi from . . 97 

- - suceossnm in . . 802 

- - volvulus of .see Vol- 

vulus of Sigmoid 
(.ohm, 

-- spasm ol, appendicitis 

simulated by . . 161 

- - pain Irom . , . . 161 

■ - - m right iliac fossa 

irom . . . . 161 

- stenosis ot, account of 162 

- - barium enema in dia- 

gnosing .. . . ll>2 

- -• from di\ eruculiiis . . Ib2 

- ~ d vsentet \ .. .. Ifc2 

- - tuberculous cacum 102 

-- - - ulceration . . 1 02 

- - X rays m diagnosing lo2 

, - stercoral ulcer ol . . 0 1 

- thickened . . . . 812 

- time relations ol barium 

and X lays Fix, 1 38 1 160 
• Tnchoccphalus dispar 

m . . /•<.:. 4'*> . 034, 6 15 

- tuberculosis "I o.ee'I'u- 

bereulosts i 1 t Vloil t 

- tumour ol, ascites Irom 61 

- - jaundice limn . . 407 

- - portal \ ei n obstrue- 

ttiin by . . . . 61 

- - spleen simulated by 814 

- ulceration ot see C a litis, 

l.'hcrativc , aiikl L'lccr- 
aiiori ol (. a >1* >n : 

- in visceroptosis 

J >X. 433 . 526 
- visible, in obstiuciion 812 

- - ricKets . . . . 809 

Colorimeter in estimating 

blood-sugar . . . . 3 32 . 

hi'li'stomj in dysentery 90 
Colour blindness 925, 926 

- - congenita! . . . . 925 

- - Holmgren’s test lor 926 

- - in hysteria . . . . 923 

- - nystagmus irom .. 505 . 

- - irom optic atrophy 926 

- - tobacco , . . . 92o 

- index in chlorosis . . 340 

definition ot 26 

- - after hivmorrhage . . 44 

- - high in ankylostomi- 

asis ‘ 36, 10 1, 635 . 

- - - lymphatic leukaemia 35 : 

- pernicious nntrmiu 

26, 30, 72, 8 3, 397 

- - low in aplastic an- 

xnna . . 49, 72 i 

- ■- - carcinoma of 

stomach .342, 397 

- - — chlorosis . . 26, 49 

- - - larduceous disease 10 1 

- - - lymphatic leukaemia 34 j 

malaria . . . . 37 

- - - parasitic amentia 35 ; 

polycyihaipiia . . 651 

not always high in ! 

pernicious anaemia 30 

- perception, cones and 921 1 

- reactions ol acetone . . 3 ! 

- vision 921 

Colours, central scotoma I 

lor 923 

- fields of vision for . . 921 

COMA 153 

- from absinthe . . 154 

- acctonuria and . . 3 

- acidosis und . . . . 3 

- from aconite .. ..110 

- in acute alcoholism 

331, 390 

encephalitis 153, 156 


< lorn ii, i orud. 

- - ;n ncu»e vcllow atrophy 

Ot liver . . ,.153 

- Addison s disease .. 15 5 

Horn aeroplane dope 
pm-oning . . . . 1 5 * 

- at icr-duinp ..154 

air-hunger with 111, 112 

- horn alcliol 8", 1 10, 154 

- uiutiMhcuc .. h-i, ] -j 4 

- ummiony . . ..lit) 

- anuria . . . . 55, 57 

- apoplexy . . . . 181 

- in asphyxia . . . . 181 

- Hubiiishi s sign in . . 88 

- in black water lever . . 153 

- alter bladder operations 58 

- Irom blood loss . . 154 

- m botulism .. 153, 243 

- biadyLardiu in . . 109 

- bradygncoa with 110,111 

- trmn bromides . . 154 

- butyl chloral hydrate. . 110 

- camphor . . . . 154 

- carbolic acid . . . . 154 

- carbon monoxide 154, Id 5 

- with carcinoma ol liver 468 

- from cavernous stilus 

thrombosis . . . . 153 

- cerebellar abscess .. 110 

-- - tumour . . . . 110 

- cerebral abscess 110, 

153, 154 

-■ - compression . . 153 

- - emt-ohsm 153, 154, 787 

- - htcniorrhagc i 10, 

15 3, 15‘», 155, 184, 

3 51, 382, 384 

- -- paralysis . . ..181 

- -- miius thrombosis .. 15 3 

- - syphilis . . ..181 

- - thrombosis .. 15 3, 1 34 - 

tumour 110, 153, 154 - 

- in cerebrospinal ineinn- 


Jfom haemoptysis 
hat hi- image .. 154 

heat stroke 154, 15(; 


. . 154 

154, 157 


hyperpyrexia m 

- hypothermia in 
• hi hy, term 

■ from ulmcy . . 

- incontinence ol 

during 
in infants 
infective endocai 


215, 390 
id .. I Hi 
.. 154 
.. 390 
.. 392 
154, 181 
.. 181 


rditis 

153, 787 


gills 

childi cn 

liom chloral .. Ill 

citoraiamidc 

ehlorodyiic 

chloroiorm .. 110 

m cholxmiu . . 153 

cholera 

Irom chrome alcohol 


. . 153 
. . 181 
110, 154 
. . 134 
.. 154 
110, 154 
153, 407 


- in cirrhosis ol liver 15 3, 

414, 46b 

- from coal-gas . . . . 154 

- cold 154 

- concussion 88, 153, 331 

- congenital heurt disease 181 I 

- conjugate deviation of 

the eyes in . . 154 

•- convulsions and . . 180 

- irom depressed frac- 

ture ol skull . . 153 

- in diabetes mellitus 3, 110, 

111, 112, 153, 154, 213, 
331, 334, 335, 486, 928 

- diabetic, alkalis in . . 154 

- - insulin in . . . . 154 

- - pancreatic colic in 148 

- in diphtheria . . . . 153 

- disseminated sclerosis 

153, 181 

- drugseausing .. 110, 154 

- Irom drug poisoning .. 181 

- duodenal bleeding . . 154 1 

- in dysentery . . . . 153 

- irom encephalitis 153, j 

156, 15/, 181, 243, ' 

632, 701, 733 ; 

- enlarged thymus .. 181 , 

- in epidemic jaundice. . 420 ! 

- epilepsy 88, 181, 183 j 

- irom eucalyptus oil .. 154 j 

- excessive cold . . 156 | 

- extremes of temperature 154 i 

- fatty heart . . . . 264 I 

- hre-damp . . . . 154 j 

- lracturc of skull 110, 

153, 154, 331 ! 

- fumes . . . . . . 154 , 

- in garages . . . . 154 i 

- from gastrcctasis . . 214 j 

- in general puralvsis 153, | 

157, 181, 384 | 

- glycosuria and. . . . 331 I 

- irom gumma of me- I 

ninges . . . . 110 ! 

- harmatemesis . . . . 154 i 


- influenza . . . . 153 

- injury due to . . . . 154 

- Irom injury . . ..154 

- intestinal bleeding .. 154 

- intracranial growth . . 181 

- in kala-a/ar . . . . 15 3 

- Kirkland’s disease . . 762 

- knee-jerks unequal in 154 

- from lardaccous kidney 57 

- lavage of stomach in. . 154 

- m lcukarrnia . . . . 153 

- list of causes of 153. 154 

- in lobar pneumonia . . 153 

- from luminal . . . . 154 

- in malaria 39, 153, 157 

- malingering . . . . 181 

- from marsh gas .. 154 

- in measles . . . . 153 

1 rom tnedinal . . ..110 

meningeal lucmorrhage 

111), 15 3 

meningitis 153, 154, 181.732 
in mines . . ..154 

Irom morphia. . 110, 154 

in motor-boats .. 154 
mushroom poisoning . . 422 
irom myth >1 .. ..154 

in myxadema 153, 156 
liom nervous shock . . 154 
neurosis .. 158 

omnopon . . . . 154 

onset o! acute levers.. 181 
opium 1 10, 154, 155, 390,391 
osteoma ot cranium .. 110 
oxalic acid . . . . 154 

in pellagra . . . . 279 

pernicious anaemia .. 153 
irom petiol lumes .. 154 
phcnacctin .. ..154 

phenazonc . . . . 154 

in phosphorus poisoning 

153, 421 

phosphuretted hydro- 
gen poisoning ’ . . 421 

plantar reflexes unequal 
in . . . . 154 

from plumbism . . 154 
poisons .. ..110 

pontine haemorrhage 

110,155,390,391 
in post-epileptic state 153 
posterior basal menin- 
gitis . . . . 153 

irom posi-partum haem- 
orrhage . . . . 154 

in pregnancy . . . . 181 

pupils uneaual in . . 154 
from pyramidon . . 154 
in Raynaud's disease. . 153 
rheumatic fever .. 153 

from rickets .. .. 181 

rigor represented by 736 
irom ruptured aneurysm 

154, 157 

- tubal gestation . . 154 
saturnine encephalopathy 

88, 154, 155, 181 
in scarlet lever . . 153 
severe fevers . . . . 153 

from severe heart disease 181 
sewer gas . . . . 154 

shock . . . . . . 154 

in sleeping sickness . . 15 3 
small-pox . . . . 153 

from snake-bite . . 422 
with spasm of glottis. . 912 
in spirochaetosis ictero- 
hccmorrhagica 153, 420 
spotted fever . . . . 153 

stertor in . , . . 153 

in Stokes-Adams’ dis- 
ease 109, 154, 181, 596 
from sulphonal 110, 154 
sunstroke . . . . 156 



COMA 


CONJUNCTIVITIS 


W)2 


Coma, cotud. 

- in superior longitudinal 

sinus thrombosis 153, 733 

- in suppurative menin- 

gitis . . 153, 154 

- - pyelonephritis . . 57 

- syphilis ot the brain . . 153 

-■ from tctronul .. 110, 154 | 

" in T.N.T. poisoning. . 153 

- trance . . . . . . 154 ! 

- from trional . . 110, 154 ! 

- in trypanosomiasis 153, 708 | 

- from tuberculous kidney 57 ; 

- in tuberculous incnin- | 

gitis .. 3 53, 184 

- typhoid fever . . . . 153 

- typhus lever . . . . 15 3 j 

- unilateral paralysis in 154 

- in urtemia 57, 88, 100, i 

153, 154, 181, 521 j 
urea in cerebrospinal 

lluid in . . . . 381 j 

- from veronal .. 110, 154 ! 

- in VCeil’s disease . . 153 ! 

- wells . . . . . . 154 | 

- yellow fever . . . . 153 

Combined sclerosis of cord, 

achlorhydria in .. 341 

- - - achylia gastrica and 631 

- - - no anaesthesia in 631 

• ■- ■ ascending nephritis 

in . . . . 211 

- - - ataxic paraplegia 

and . . . . 631 

- - - ataxy in 7.5, 6 31, 754 

- - ■ bladder distended 

from . . . . 61 

- - - cystitis in ..211 

- - delirium in ..211 

- - - in diabetes . . 3)5 

- - - extensor plant a r 

idles in 88, 176, 545 

- - hypei a'sthesia in 734 

- - - incontinence of 

urine from . . 61 
• inco-ordination in 313 

• - -- manganese poison- 

ing simulating 212 

micturition ditli- 

cu!l lrom . . 492 

- - no nystagmus in 631 

- - - paricsthesia in . . 545 

- - - paraplegia lrom . . 626 

- - - pernicious anutmia 

and .. 30, 631 

■ posterior column 

sclerosis in . . 75 

- - - retention of urine 

in .. ..211 

~ ■ • sensory changes in 754 

- - - spastic paraplegia 

in . . 545, 754 

- - - spasticity in 176, o3i 

- - sphincter trouble 

in . . ..176 

-- svphilis ami . . 631 
tendon jerks in- 
ci eased in . . 545 

- - tracts affected in 631 

- - - urannia in ..211 

- - - no voice change in 631 
Combustion products, 

delirium from. . . . 212 

- - dyspnoea from . . 246 

- - fainting due to . . 297 
Comedones in acne 303, 

600, 683 

Comes nervi mediani, en- 
larged . . . . ..673 

Comma bacillus in cholera 872 


Common bile-duct (see 
Bile Duel) 
cold (.see Cold) 

Commoiional shock . . 77 ! 

Compass paint, aeroplane, ' 

sclcmurcLtcd hydrogen i 

lrom . . . . . . 421 ! 

Compensation, failure of 

cardiac, causes of . . 62 1 

Compensatory emphy s e m a 
in bronchiccLasis . . 366 

- • with fibroid lung 269, 366 

Complexion, florid, in i 

Mongolian idiocy . . 294 

- mottled, in Mongolian ( 

idiocy . . . . 294 ' 

- (and see Facies) ; 

Composite calculus in ! 

bladder.. {Jug. 294) 355 j 
Compositors, cramp in.. 189 ; 


Compression, cerebral (see i 
Cerebral Compression) I 

- of cord (see Spinal Cord, j 

Compression of) 

- lumbar enlargement, I 

paraplegia from . . 626 i 

- myelitis (.see Myelitis) j 

- paraplegia (see Paraplegia) \ 
Conception, prevention ol, | 

menorrhagia from . . 482 ; 
Concert room, tainting in 297 j 
Concrete-boring, subacro- 
mial bursitis lrom . . 582 
Concretion, appendical, 
colic from . . . . 148 

- - ureteric calculus simu- 

lated by . . 442, 443 

- rectal . . . . . . 873 

- (and see Calculus) 
Concussion, acetonuria from 3 

- liubinski’s sign in . . 88 

- of bruin, no nausea with 929 

- - pain in scalp alter . . 8oo 

- - tenderness ol' scalp 

from . . 8b5, 866 

- — vomiting due to . . 929 

- coma lrom 88, 153, 331 

deal ness Bom . . 207 

- delirium from . . 212 

- glycosuria from 3_>0, 331 

- from head imury . . 212 

- headache lrom . . 370 

- hvperacusis after . . 389 

-- jaundice due to 408. 422 
Condiments, pain in 

longue from . . . . 5 ( h) 

Conduction deulness (see 
Deafness) 

Condyloma, account of . . 854 

- ot anus . . 498, 854 

- buttock . . . . 854 

- m congenital syphilis 

480, 49 S 

- genital organs . . 498 

- of lip.; . . . . . . 460 

- mercury far . . . . 854 

pemphigu,, distinguished 

from .. ..743 

- in perineum . . 579. 7bo 

- salvarsan to: . . ..851 

- solt sou- will) . . 85 1 

- - - distinguished from 854 

- sore throat with . . 854 

- in syphilis . . 601, 854 

- ol thigh . . . . 854 

- vulval swelling due to 851 
Cones, L'iighLlie..s percep- 

l ion and . . . . 921 

- colour perception and 921 

- in retina . . . . 921 

- and rods, functions of 921 

- in yellow spot . . 921 

Confectioners, dermatitis 

in 917 

- nail changes in . . 496 
Congenital abnormality of 

subclavian artery .. 241 
-- absence ol levator pal- 
pebral superions . . 660 
olfactory nerve, an- 
osmia due to . . 756 

- - recti abdotninales . . 636 

- ulcaptonuriu . . . . 905 | 

- alopecia . . . . 91 

- amenorrhcea, causes of 23 

- aiiophlhuiinos . . 924 

- atelectasis, bronchiec- 

tasis lrom . . . . 366 

- — fibroid lung lrom . . 366 ' 

- blindness . . . . 924 

- brittleness of nails . . 497 1 

- cataract, nystagmus 

lrom 505 ! 

- cerebral diplegia .. 169 

- - — athetosis in . . 169 

- cervical ribs . . . . 544 

- cleft palate . . . . 223 ■ 

- club-foot, account of 144 

- clubbed lingers . . 143 ■ 

- coloboina of choroid ' 

(FY. ? . 412) 517 : 

- - iris 517 I 

- - lens . . . . . 517 : 

- - optic disc . . . . 517 i 

- colour blindness . . 925 

- crescent of the optic l 

disc . . (.lag. 41U) 517 j 
in retina . . . . 517 | 

- cryptomcnorrhoea . . 23 ■ 

- cystic hygroma . . 816 i 


Congeniral, could. 

- deal-mutism . . . . 772 

- deafness . . . . 205 

- delect of cortex, in- 

fantile diplegia from 622 

- - paraplegia from . . 621 

- diaphragmatic hernia 801 

- dilatation of colon . . 826 

- dislocation of hip in 

female sex . . ..195 

head of lemur on 


dorsum 1 1 i i 

in . . 

195 

hips \vu 

1c in 


D»5 

limping 

lrom 


457 

lordosis 

from 

191 ’ 


(Fn, 

. 164) 

194, 




195, 

314 

Scarpa’}' 

triangle 



hollow in . . 195 


skiagram (Fn;. J(>5) 195 

stance in 

(//Ye. 1 64) 194, 195 

- — - waddling gait in 

195, 314 

- - ~ X rays in diagnosis 19.5 

- double pupil . . . . 220 

- elephantiasis . . . . 849 

- enophlhaimos . . 2 /0 

- error m ocular muscle 

insertions .. .. 270 

- extrover, ion ol bladder 658 

- libioma in chest . . 911 

- - supeiior vena cava 

obstructed bv .. 911 
lislula, slertliLy due to 79 3 
lngiditv, impotence 

from . . . . 393 

heart disease without 

bruit .. 14 3, 650 

clubbed lineei s m 

142, 14 3, 196, 650 
coma 1 rom . . 181 

- - - convulsions lrom 

181, 182 

- - cyanosis from 1 12, 

182, 19b, 05;; 

— — with cyanosis and 

no bruit . . 196 

— — delirium lrom . . 212 

- - dyspiuca lrom . . 246 
-- - h.emuglobm m . . 650 
hatmnprws m .. 36 3 

- — - heart enlarged in 182 

tail are 1 mm . . 24o 

-- - fell ventricle en- 
larged in . . 258 

~ - palpitation 1 rorn . . 594 

- - - phthisis in . . 368 

- -- - physical signs of. . 650 
~ - - plethora in . . 212 

- - — polycylh.emia in 650 

- - - systolic bruit due to875 

1 1 n ill due to . . 875 

varieties of 196, 267 

- herniation ol stomach 

into chest . . . . 649 

- Hirschsprung’s disease 805 

- hydrocephalus . . 622 

- hypertrophy of cervix 

uteri . . . . 657 

- hypoplasia of intestine 160 

- — pulmonary artery . . 120 

- ichthyosis, onychogry- 

phosis with . . 497 

- incidence of acholuric 

jaundice . . . . 50 

- - rare ana-mias . . 51 

- inguinal hernia, oblique 8.3 3 

- inguinoscrotal hernia 834 

- lymphangioma circum- 

scriptum .. ..919 

- macrocheiha . . . . 852 

- macroglossia . . . . 852 

- macular coloboma . . 922 

- malformation ol aortic- 

valve . . 260, 262 j 

- - duodenum, acute in- i 

testinul obstruction j 
from . . . . 167 i 

- - heart, right ventricle \ 

preponderance in j 
(,1’ig. lllS) 122 ! 

— hemiplegia lrom . . 382 , 

meningocele . . . . 622 

merycism . . . . 485 

morbus cocruleus . . 241 I 
myelocele . . . . 622 j 

narrowness of anal canal 166 ! 
obliteration of bile-ducts 411 | 

- - jaundice due to . . 407 I 


Congenital obliteration . eontd. 


- - of duodenum . . 167 

ileum . . . . 167 

- obstruction of lachrymal 

ducts . . 273 

- - rectum . . . . 167 

- tedcm.i . . ..511 

- optic atrophy 511 idiocy 622 

- persistence of hyaloid 

artery . . . . 922 

- - pupillary membrane 674 

- porphyrinuria . . 904 

- ptosis . . . . . . 660 

- pulmonary stenosis, 

ascites irom . . 62 

- — - clubbed lingers 

from . . . . 142 


heart failure lrom 62 

- — - regurgitation with 269 

- spastic paraplegia see 

Paraplegia, Spastic ■ 

- spina bifida . . . . 622 

-- stcatorrlaea . . .301 

- stenosis of pylorus, vom- 

itino front . . 480 

- syphilis (see Syphilis) 

- talipes, account of . . 14 

- -- cqumovarus, illus- 

trated F;e. /J.V* 144 

- torticollis . . 179 

- transposition ol heart 373 

- viscera . . . . 241 

■ trcinoi . . . . 874 

- - hi children . . 880 

- urmarv ti .tula . . 494 

Congestion ot live: - , c 

1 ave- 

lung-., p.roive, from 

mitral sicnosr- . . 268 

- pelvic see Peiv.v. C.rv. 

gestioti 

- pulnumarv, in .'.-term- 

scleroMs 14 

- - chi omc oephr.l:'- 14 

- — heart Janm r . . 14 

- ot -sire: US . ,<■( l ' mills 

(.'.once, live ailal in 

nenei.,1 paraiv -as . . 770 

Cong' i red n. ,t 1 >m a,, id . . 401 

( anneal e c; , m u> urn mg - 
t hu-.i t mm . . . . 237 

- heel in l.iiipe-, . . 144 

Conjugate Umi i! mu m 

eye-, m coma . . 154 

< .onumcliv a. di vm- s m 891 

- gl; -( :mng, in < i:\ivcs’ 

- herpes /o .ier ol . . 

- hypertrophied from 

Plepliant, . . . . 273 

-• icti rie i:i orrlm a-, oi 

liver . . , . 87 

- inieetcd m glaucoma 288 

- xerosis of . . . . 891 

- mgiit blindness due to926 
Coniunctival catarrh lrom 

iodides . . 94 

Conjunctivitis, angular. . 286 

- characters of the red- 

dening in . . 285 

- chronic . . . . 286 

- cornea clear in . . 285 

- corneal ulcer from . . 890 

- with cutaneous diph- 

theria . . . . 681 

- diphtheritic, ulcer of 

cornea u'ilh . . 891 

- in electric blindness . . 926 

- epiphora from . . 272 

- erythropsiu wnli . . 926 

-- eye inflamed in . . 285 

-- lrom facial paralv.sis.. 604 

- follicular 285, lag. 231) 286 

- general account of . . 285 

- olaucoma distinguished 

from . . 289 

- gonorrhoeal . . 285 

- - ulcer ol cornea with 891 

- grittiness from . . 285 

- headache from . . 370 

- illustrated ( lag. 223) 286 

- iris normal in . . . . 285 

Iritis distinguished from 289 

laclirymation in . . 285 

membranous, due to 

diphtheria . . . . 286 

— staphylococci . . 286 

(edema of eyelids from 

285, 660 

pain in . . . . 285 



CONJUNCTIVITIS 


CONVERGENCE 


( Umj unct ivit is , coni d. 

- pain in eye from . . 546 

- - face lrom . . . . 548 

- phlvctenulur 

(I'W.210) 286,890 

- photophobia 1'rom 285, 

6 59, 626 

- ptosis lrom . . . . 660 

- pupil black in . . 285 

rainbow vision due to 626 

- in snow-blindness . . 626 
■ spirochiutosis ictero- 

lucrnorrhagica . . 420 

- tic lrom . . . . 175 

- in trench fever .. 710 

Connective tissue in stools 215 

- - in diurrfvca .. 216 
Consciousness, double . . 26 

- loss of, in grand nial . . 87 

- - pent trial . . . . 87 

- (and set' ( Ionia ; Fainting ; 

and Syncope; 

Con'-onating rales . see Kale,) 
CONSTIPATION . . . . 158 

- abdominal distention in 80S 
• -- swelling tiu'.' to . . H04 

lrom abdominal tumour 164 
active congestion ol 
liver . , . . 417 

acute gastritis , . 5 58 

intestinal obstruction 166 


pane reatttis 1<>8 
- peritonitis . . 

-• Yellow airophv 
adhe i v ms . . 

agar-agar and , . 
anaania lrom 
in anorexia nervo 
aperients and 
lrom appendicitis 
ascites 

in ast Inna . . 
from atonv ol ch 


810 , 6 11 
. . 168 


C onstipation , cotitd. 

- from fibrous stricture 

oi rectum .. ..166 

linger in rectum reliev- 
ing 165 

- lrom fluid loss . . 165 

- foul breath lrom . . 1H 

- I ragmemary . . . . 156 

- in general peritonitis. . 714 

- alter luemorrhagc . . 165 

- from haimorrliagic pan- 

creatitis , . . . 746 

- hard dry farces 162, 165 

- headache Irorn 466, 471 ! 

- in Henoch’s purpura. . 102 | 

- from Hirschsprung’s ] 

disease . . 164, 802 ; 

" in hot weather . . 162 

- hypochondriasis .. 161 1 

- lrom hvpoplaaa of bowel 160 

- indicanuria from . . 465 

- in insane persons . . 161 

- insomnia from . . 402 

- intestinal . . 158 

causes of . . 160 

- - diet relieving . . 156 

- - hard la.ee from .. 165 

- - mild aperients reliev- 

ing .. ..156 

- » scvbala in .156 

with intestinal fermen- 
tation . . . . 404 

- intestinal flatulence due 

to 108 

- from intestinal obstruc- 

tion 10 1, 555, 6 s6, 825 

- intu-'i! veplion 101, 82 <l 

- invagination ol rectum 166 

- mi jaundice . . . . 406 

-■ lrom kink ol colon . . 161 

- lame’s kink .. . . 561 


, of weight due to 


ness ol anal canal . . 166 
cumulative . . 158 

from deficient water- 
drinking . . . . 162 

- definition of . . 158 

in diabetes .. 158, .162 

- diagnosis of Hirsch- 

sprung’s disease . . 486 
after diarrhura .. 165 

diet and .. 160. 161 
difliculty of micturition 
with .. ..165 

lrom disease of duode- 
num . . ..161 

- female pelvic organs 161 

- gall-bladder .. 161 

stomach .. ..161 

vermiform appendix 161 

distended tubes .. Ion 

diverticulitis and 556, 667 
dropped liver and . . 164 

in emphysema . . 165 

enematu and . . . . 160 I 

- from enterospasm .. 5 58 ! 

enuresis from . . . . 270 | 

laical tumour in colon I 

with . . . . 777 

fainting due to . . 267 

familial . . . . 160 

in fat people . . . . 160 

from fatty infiltration of 
bowel . . . . 160 I 

D 


- perspiring . . . . 162 

~ petroleum and . . 160 

- photophobia lrom 639, 640 

- pigmentation of skin 

lrom . . . . 643 

- from polypi of pelvic 

colon . . . , 68 

- - rectum . . . . 98 

- pregnancy . . . . 164 

- pressure of gravid 

uterus ..166 

- - uterine fibroid . . 166 

- proctoscope in . . 166 

-■ prolapse from . . 101 

- lrom prolapse of anus 101 

- purgatives .. ..9 53 

pyloric obstruction .. 160 

- rectal examination in. . 166 

- in rickets . . . . 182 

- from senile hypoplasia 

of bowel . . . . 160 

• shock J 61 

- sigmoidoscope in 159, 166 

- soap in rectum relieving 165 

- lrom spasm of sphincter 

ani 166 I 

spastic, account of . . 161 I 

- or cum distended in 161 j 

- cancer of colon simu- j 

la ted by . . ..1611 

- sigmoid simulating 557 j 

- diverticulitis simu- I 

luting . . . . 161 I 


Constipation , spastic , cotitd. , 

- - from hypertonus of 

colon . . . . 308 

memhranex in stools 

in . . . . 161 | 

- - mucomembranous i 

colic and . . 161 ! 

- - mucus in stools in. . 161 j 

- - in neurotic women 161 ! 

pain with . . . . 308 j 

-- - - in iliac fossa from 555 ! 

~ - sense of fullness from 508 ! 

- - shreds in stools in.. 161 1 

X lays in diagnosing 308 ! 

- from strangulated hernia ! 

825, 833 ! 

~ syphilitic proctitis .. 100 

- in tabes dorsalis . . 165 

- from tea -drinking . . 160 

- technique of barium and 

X-ray examination in 159 , 

- tenderness of spine lrorn871 - 

- from tuberculous colon 812 

- in typhoid fever 689, 7 57 

- with undue pulsation 

of abdominal aorta 662 ' 

- vertigo from . . . . 504 . 

- from visceroptosis .. 16 5 

- in women . . . . 162 

-- from worry .. .. 161 

- X ravs in diagnosing 

nature o! . 161 

- in yellow lever . . 420 

Contortionist ,, hami.t rings 

elongated in . . . . 195 

- lordosis m . . . . 105 

( Contract ion. cicat ricu.1. 

at to i burn .. .. 797 

- ring ol uterus, recog- 

nition ol .. 250, 251 

CONTRACTIONS, ATHE- 
TOTIC 168 


pel' 

It' . olo 

i . . 

105 

- m Malta le\ er 

571 

rectum 


164 

- memngit is 

165 - 

bei l:ui 

>1111.1 t(. 

lie vine . . 

lt.l 

-- men- .rrhagia from 

48 2 - 

bihou 

nr,'. Jr 

•m 

640 

- lie .-.hie kidney and . . 

It. 4 - 

h< >rb> ’ 

wnn \ 

Oh 

107 

- tnucu-, in stools from 

•195 

cavan 

i dr let 

ded 111 . . 

802 

- m no. elm . 

165 - 

lrom t. 

arc nit i! 

la t •! Ct.lt .t 


~ due to ncelcled calls 

1 64 



‘>8, 162. 

41 5 

- in neurasthenia 

ltd - 

iIlm 

’ending 

don . . 

OS 

- noise , m head from . . 

504 - 

pels 

1C eh. 


166 

• lrom obesity . . 

164 - 

l ec! 

inn 98 

1 66, 55n. 

727 

- (esophageal obstruction 

1 60 - 

MCI 

mid 


556 

- in old age 

160 - 

‘•pie 

Mk flc\ 

tire 

77o 

- opium relieving 

161 - 

liter 

u • 


1 66 

- lro m ovaiian tumour. . 

1 66 — 

in cat; 

ril.al i 

nmdice . . 

41 1 

- pain in abdomen 

161 - 

chare, i 

.al in te 

sling 

158 

- - pelvis 

161 - 

in chit 

ir<>Ms 


49 

spine from 

871 - 

chronic, account of 158 

161 

- lrom paresis oi peivic 

lrom 

hronic 

gast nt is 

3 58 

colon 

165 - 

- into 

dial t, 

•struct ion 

590 

- - rectum 

lo5 - 

pen 

tonitis 


6} 

- pelvirectal 

158 - 

colon 

visible 

in . . 

809 

- lrom pericolitis 

812 

cmnpl 

ite, in 

intestinal 


- after peritonitis 

163 - 

oKsiriiL'in >n 
r.«. 

• • 

151 • 

from perityphlitis 

812 - 


( arp. .pedal - 

CHOREIFORM . . 170 

- - of arm . . ..170 

- - ataxy disnnguuhcd 

lrom . . . . 170 

- -- from cerebral embol- 

ism .. ..170 

- - - thrombosis . . 17(i 

- - in chorea electrica . . 170 

... maior .. ..170 

- -• - minor . . ..170 

- - chronic chorea . . 170 

-- - cortical sclerosis 170, 171 

- - of lace 170 

- - in Friedreich's ataxy 171 

of hands . . 170, 171 

- - alter hemiplegia . . 171 
-- -- in Henoch's chorea 170 
Huntingdon's chorea 170 

- - hysteria . . 170, 171 

- - intention tremors dis- 

tinguished from. . 170 
in pandemic chorea 170 

- - post - hemiplegic 

chorea . . . . 170 , 

preceding hemiplegia 171 ; 

i in pre-hemiplegic 

chorea . . . . 170 ’ 

j - - St. Vitus's dance .. 170 ; 

j of shoulder . . 170 ' 

! in spastic paralysis of j 

children .. .. 171 i 

infants . . 170 ! 

- - tremors distinguished 

f rom . . . . 170 

- chronic, in paramyo- 

clonus multiplex . . 174 

- FIBRILLAR . . .171 

in amyotrophic lateral ; 

sclerosis . . 172, 619 i 

arm muscles . . 615 ! 

bulbar paralysis . . 172 j 

- - chronic poliomyelitis 177 

muscle degeneration 880 ; 

neuropathic muscular 

atrophy . . . . 172 

- - progressive muscular ' 

atrophy . . 172, 177 j 

tremor distinguished , 

from . . . . 880 ] 

in We rdn ig -HofFmai in ; 

paralysis . . . . 172 | - 

- hour-glass, of uterus. . 252 j - 
dystocia from . . 250 j < 

- SPASMODIC . . . . 172 | 

accoucheur’s hand 

from . . . . 2 ! - 


I Contractions, spasmodic , contd. 
j ~ - in athetosis . . 2 

j - - chorea . . . . 173 

i - ~ delirium tremens . . 173 

! - - epilepsy . . . . 174 

i - - from fatigue . . 173 

- — in general paralysis 173 

i Graves’ disease .. 173 

1 hysteria . . 2, 173 

j - - of intestine (see Colic ; 

and lintcrospasm ) 

- — from nervous ex- 

haustion . . . . 17 5 

I - - in neurosis . . . . 2 

} - - from overwork . . 173 

- - in tetany . . . . 2 

- tetanic, in epilepsy . . 175 

- - of uterus . . . . 252 

- tome, of uterus . . 252 

- wormlike, in intcr- 

i mirtent claudication 542 

- - - reaction of degenera- 
tion . . 74 

Contracture after a burn 

147, {Fix. 154) 180 
' - Dupuyt ren’s see Du- 
puyiren’s Contracture) 

- of face 178 

- - after lacial paralysis 

i f-'i.its. 4(o-4(>7 / 604, 605 
: - front fracture (/•'/>. 151) 178 

- injury ol nerve . . 178 

- ischaemic, of calf muscles J 47 

- al ter laceration . . 147 

■ massage preventing . . 178 

-- m monoplegia . . 613 

- movement preventing 178 

- of muscles, ischaemic, 

talipes lrom . . 147 

- front splint i 'FYg. 151) 173 

- tuberculous joint . . .179 

- tumour of joint . . 179 

- Volkmnnn’s. ot hand 

'/•p'. / 51. 173, 617 
CONTRACTURES . . 177 
lrom adhesions about 
joints .. .. 178 

- m akoholic neuritis .. 177 

- arsenical neuriTis . . 177 

- Hell’s lacial parulvsis. . 178 

- chrome poliomyelitis. . 177 

- from disuse . . . . 178 

- after ent erica . . . . 147 

- lrom gonorrhoea . . 179 

-- in hysteria .. 171, 178 

- - duration of . . 178 

- joint changes from . . 446 

- from joint diseases . . 179 

- of leg (see Talipes) 

- in peripheral neuritis .. 436 

- poliomyelitis . . 177, 620 

- after polymyositis . . 703 

- in progressive muscular 

atrophy .. ..177 

~ from rheumatism . . 179 

- rheumatoid arthritis 179,428 

- scars . . . . 147, 180 

- spasticity . . . . 176 

- spondylitis deformans 

179, 180 

Contralateral pain in 

appendicitis . . . . 556 

— from renal calculus 556 
Contusion of brain, hyper- 
pyrexia from . . . . 590 

- chest, gangrene of lung 

after . . . . 323 

Convalescence, anaemia in 

42, 43 

- ataxy in . . . . 77 

- bradycardia in . . 671 

- delirium in . . . . 212 

- fainting due to . . 296 

- hoarseness in.. .. 387 

- hyperacusis in . . 389 

- hypothermia in . . 392 

- knee-jerks exaggerated 

in 45! 

- oedema of legs in 515, 517 

- polyuria in . . o53, 654 

“ priapism from . . 657 

- shortness of breath from 11 3 

- sinus arrhythmia in. . 664 

- tachycardia in . . 857 

- tremor due to 879, 880 

- vertigo in . . ..911 

Convergence pupillary re- 
flex lost in alcoholism 674 

- - _ diphtheria . . 674 

- - -- tabes dorsalis . . 674 

63 



CONVERGENT STRABISMUS 


COTONEASTER MICROPHYLLA 


Convergent strabismus , 
diagram of (Fig. I$7 ) 221 

CONVULSIONS .. ..180 

- albuminuria after .. 181 j 


from alcohol .. 181, 182 

- anuria . . . . 55, 57 

~ apoplexy .. 1»1 } 184 
~ arachnoid haemorrhage 183 

- arscnobenzol dcriva- 

tives . . . . 422 

asphyxia 181, 182, 18 3 


I Convulsions , contd. 
j - from meningitis 156, 

385, 182, 183, 184 , 

181, 622, 627, 700, 732 


; Coffer. eon:J. 

' - salts, ptvalisni lroiu 
j - sulphate in Benedict : 


181, 182 j - mental hebetude alter 181 
55, 57 I - micturition in .. 181 
1 H 1, 184 I - from morphia. . .. 181 

huge 183 j - mushroom poisoning 422 
riva- / - myoclonus . . . . 181 

. . 422 / - neokharsivan . . . . 422 

182, 18 3 | -- noosalvarsan . . . . 422 


atropine 

. 181 

— in nephritis 

. 181 

automatism after 

. 181 

- from nervous exhaustion! 81 

breathing laboured ii 

180 

~ neurotic inheritance . 

181 

from camphor poisoninglSl 

- nose disease . . 

181 

cerebellar abscess 

. 1S4 

- novarsenobillon 

422 

cerebral abscess 

. 184 

— onset of acute fevers. 

181 

- aneurysm . . 

. 184 

- optic neuritis and 

. 183 


paralysis . . 181, 182 

- syphilis .. 181, 184 

- - tumour . . . . 184 

~ cerebritis .. .. 183 

- cheeks bitten in . . 180 

- in children . . . . 3 

- - causes of . . . . 181 

- from chokvmia . . 407 

- chorea clectrica , . 181 

- chronic alcoholism . . 181 

-- - nephritis . . 14, 174 

- congenital heart disease 181 

- consciousness lost with 181 

- cyanosis in . . . . 180 

- dentition and.. 181, 182 

- diarrhoea and. . . . 182 

- in disseminated sclerosis 

181, 185 

- from drugs . . 181, 182 

- duration of . . . . 181 

- from ear disease . . 181 

- in eclampsia . . 174, 7 36 

- from embolism of brain 46 

- emotion .. ..181 

encephalitis 156, 157, 

181, 183, 613, 622 

- enlarged thymus 181, 182 
in epidemic laundice. . 420 

- epilepsy 180, 181, 182, 

183, 208 

epileptiform . . . . 183 

in general paralysis 

157, 314 

- - from hemorrhage . . 157 

- - in heart-block 208, 

668, 671 

- - saturnine encephalo- 

pathy . . . . 155 

- - Stokcx-Adams’ disease 

109, 506 

- from fatigue . . . . 181 

- in fevers . . . . 182 

- foaming at mouth in 180 ; 

- from fright . . . . 181 

- galyl 422 

gustreclasis . . . . 214 

in general paralysis 181, ; 

184, 305 ; 

- grand mal . . . . 87 

- from gross brain lesions 111 

habit spasm . . . . 181 

haemorrhage . . . . 157 | 

- headache after . . 181 | 

with . . . . 370 j 

- from hereditary syphilis 181 

• hydrocephalus 182, 18 3 ! 
hydrophobia .. . . 181 ! 

hyperpyrexia from . . 300 j 
in hysteria 181, 184, 1 

391, 741, 884 | 


| - oxygen relieving . . IP 3 
j - from parietal lobe tumour 87 
; - partial or local . . 181 

1 - trorn phimosis . . 181 

- phosphorus poisoning 421 

j — pneumonia . . . . 181 

! - poliomyelitis . . 142, 620 

| - porencephalus 182, 183 
| - pregnanev 174, 181, 183 
1 -■ pyrexia alter . . . . 181 

, - rectum emptied in . . 181 
! - reflexes absent in , . 181 
i - -• unequal on two sides 
i in .. .. 181 

• - from renal calculus . . 18] 
j - rickets. . . . 81, 182 

I - rigor represented by . . 736 
-- trorn salvarsan . . 422 

i - santonin . . . . 181 

- in saturnine encephalo- 

pathy .. 155. 181 

- scarlet lever . . . . 181 

- severe heart disease 181, 18 3 

- - lung disease . . 18 3 

- sleepiness after . . 181 

- from spasmodic tic . . 181 

- spa tic paraplegia .. 182 

- in spirochetosis ictero- 

h.rmorrhugiea . . 420 

- spot led lever . . . . 184 

- lrom status Ivinphaticus 181 

• sterior m * . . . . 180 

- in Stnkcs-Adarm’ dis- 

ease 109.181,183,596 

- from strvchmne 181, 

741, 884, 885 
subdural haemorrhage 183 
superior longitudinal 
sinus thrombosis 156, 622 

- suppurative mcnimnris 

184, 627 | 

- - pyelonephritis . . 57 1 

- terror alter .. . . 181 J 

- from tetanus 181, 741, 884 ; 

- in tetany . . 3, 181 

- tongue bitten in .. 180 : 

- from toxarmia . . 183 ; 

- tuberculous kidney . . 57 • 

~ - meningitis . . 184, 627 i 

- unconsciousness with 180 i 

- unilateral . . 184 

- in uraemia 14, 55, 57, 1 11, ! 

174, 181, 183, 521, 736 ; 
-- from vesical calculus . . 181 , 

- vomiting and . . 182 ‘ 

- in whooping-cough 181, 182 ; 

- from worms .. .. 181 ^ 

- (and see JLpilcpsy) 
Convulsive tie, chorea dis- j 

tinguished from . . 170 , 


0, 732 / solution . . ■ • ' 

T 181 biuret test . . . - 70 

. .181 dermatitis from . . ,} 1^ 

LSI : m l chling's _ solution * 20 

422 i Copra, dermatitis due to °1 0 

181 ■ - it eli 41b j 

422 -- parasites from . . °J6 , 

422 Coproporphyriu ol bischer 90 3 
181 1 Coprosterol .. .. 299 

il81 Coracobracliialis, nerve- 
181 ! supply of . . 615, 

181 i/dy. 47-/' 618, G20 ! • 

422 Coracoid process, tender- 

181 ness below, liotn read- - 

18 3 ing in bed . . . . 584 

IP "3 Coral sumac, dermatitis - 

r 87 1 due to . . . . 916 - 

181 ; Cor hovinum . . . 258 

181 1 ( .ord, spermatic <scc ! - 

421 Spermatic Cord ' 

181 - spinal 'see Spinal Cord') : - 

620 - umbilical (see Umbilical j - 

183 Cord) 

183 — vocal i see Vocal Cord' - 

181 Coidilo, malingerer using 
181 596, 859 - 

181 - palpitation from . , 594 

1 - tachycardia trorn . . 859 

181 Corn, ear of, in trachea, - 

18] : gangrene of lung from 32 3 
82 - Iron i foreign body . . 552 

1 3 6 - on heel . . . . 552 

122 • limping, due to . . 456 

181 ■ - pain in fool from . . 456 


( \>n,'<ixr poison, comd. 

~ - acute gastritis from 3 38 

- - albuminuria from 138 

- - burning Ptun in c*pi- 

gastnum due to . . 029 
- collapse trorn . . 118 

dysphagia lrom . . 11 8 

- - pastritis due to . . 338 

- fuemaieniesis from 3 16 

- - lurmaturiti from .. 3 38 
~ oxalate crystals in 

urine lrom . . 138 

- by oxalic acid . . 3 18 

- pain in abdomen from 338 

- - epigastrium from 138 

- - mouth lrom . . 3 18 

- -- behind sternum 

from 338 

- - in throat from . . 338 
pulse rapid and feeble 

lrom . . . . 3 38 

- scrotum ulcerated 

lrom . . . . 767 

- sore throat due to 758,76 3 

- tenderness in epigas- 

t rium from . . 338 

- - behind sternum 

lrom . . . . 3 38 

- tongue swollen lrom 

851, 852 

- vomiting due to . . 928 

sublimate, blood per 

anum l ’tom . . . . 10 3 

- homicide by . . 10 3 

- suicide by . . 10 3 

in testing tot blood 


- perforating ulcer 1’iom 89 3 

- suppuration under . , 89 3 
Cornea, ainesthetic, in 

glaucoma . . . . 2S8 

- cloudy, lrom congenital 

syphilis . . . . 207 

- - deafness with . , 207 

- dendritic ulcer ol .. K (i l 

- loamy white patches m 89 1 

- hazy in glaucoma . . 286 

- litiection round, in glau- 

coma . . . . 924 

- insensitive in tilth 

nerve paralysis .. 8‘>1 

- - glaucoma . . . . 924 

- - herpes frontalis .. 891 

- leash ol vessels in . . 286 

- Mooretrs ulcer of .. 891 

- opacity of . . . . 890 

defect of vision due to 924 

, - - from keratitis . . 9 3 

- - in keratomalacia .. 89 1 

1 - - nystagmus lrom . . 922 

j - - due to ophthalmia 

neonatorum 922, 924 
: - - scotoma from . . 0 3 

: - perforation of . . 287 

; - — due to herpes . . 891 J 

- - ophthalmia neona- I 

i torum , . . . 922 

i - - ulcer ol cornea 890, 89 1 
i - rodont ulcer of . . 891 
, - steamy in glaucoma 924, 926 ; 
; - tuberculosis ol . . 891 

- ULCERATION OF 287, 890 

- - (and see Ulceration of j 

Cornea) 

; Corneal rellex in facial , 
paralysis . . . . 603 j 

| Cornet-players, cramp in 189 
, Cornilication of heel . . 551 ! 


Cortex, sensory impulses 
and . . . . . . 7 3 

- visual, lesion of, am- 

blyopia from . . 922 

- - - hemianopsia from 922 
Cort ical degcnei at ion, 

facies due to .. ..881 

- - mental failure lrom 881 

- - paralysis agitates sim- 

ulated by . . 881 

reflexes increased in 88] 

- - rigidity due to . . 881 

- - sphincter trouble 

1 nun . . . . 88 1 

- - weakness due to . . 881 
Coryza lrom ammonia .. 22 3 

- arsenic 8.3, 223, 224, 750 

- asthma . . ..223 

- Bacillus iniluen/,«E . , 224 

- bromide . . . . 22.4 

- bromisrn .. ..22.3 

- common cold . . 223 

- 1 feiui (see l ever, flay: 

- epiphora lrom . . 272 

- eyes swollen from .. 515 

- m 1 eh rile cold . . 224 

-- lrom log . . . . 22 3 

.. 22 3 
224, 570 


hay lever 
in influenza 


- from idiocy . . 181, 

18 3 

- twitchings with anuria 

55 i 

Cornwall, ankylostimiasis 


increased intracranial 


| - - in unemia . . 

55 

in . . . . 103, 

6 35 | 

press, ire 

184 

: Coopers, caustic soda used 


Corona veneris in syphilis 

601 1 

infantile, account of . . 

181 

j h y ; 

917 

• Coronary artery (see Artery) ! 

- causes of 

181 

; dermatitis in . . 

917 

! Corpora quadrigemina 


- - unilateral 

185 

| Co-ordination, cerebellum 


lesion, intention tremor 


- in intective endocarditis 

i 46 

t and . . 73, 

911 

j from . . . . 

884 ; 

- from mi racranial growthlBl 1 

- mechanism of . . 

73 

tumour of, pupil rc- 

’ t 

irritating food in bowel 

181 

Copaiba, albuminuria 


| acting to light but 

i 

- in Jacksonian epilepsy 


simulated by 

6 ! 

not to accommoda- 

| 

174, 181, 183, 

185 ! 

- erythema lrom 

475 1 

tion in 

674 

- from kharsivan 

422 

- purpura due to 

276 I 

Corpus cavernosurn, chor- 

1 

- lardaccous kidney 

57 ; 

- rash, small-pox simulated 1 

dee and 

140 ! 

laryngismus stridulus 


by 

687 

- luteum cyst, haemorrha- 

! 

and .... 

249 

syphilis simulated by 479 1 

gic, pelvic pain from 

573 | 

- lassitude after 

181 | 

- resin, polyuria after . . 

653 i 

haemorrhage lrom. 

1 

- from lead . . 45, 

184 

- resin in urine after . . 

6 

haematocele due to 

840 ; 

in malintierer 181, 184, 741 

- wheals due to 

935 

- spongiosum,chordce andl40 

- manta alter 

181 i 

Copper, cacogeustia from 

860 

- striatum lesions, hyper- 


- in measles 

181 | 

- in estimating blood- 


pyrexia from 

392 

- from meningeal haemor- 

1 

sugar 

332 

Corrosive poison, abdo- 


rhage 

183 1 

- green sweat due to . . 

803 

minal distention from 

338 


- from iodides 94, 22 3, 

224, 756 

- irritant gases . . . . 22 3 

- lachrymal ion .. ..223 

- measles 22 3, 224, 479, 547 

- Micrococcus caiarrhalis 

223, 224 

- neurosis . . 223, 224 

- oedema of face lrom 

515, 516 

-- pain in limbs from 568, 569 

- from rhinorrhuea . . 22.3 

- in rickets . . . . 182 

- from snuff . . . . 223 

- sulphur dioxide . . 223 

- taste allccted in . . 860 

- in trigeminal neuralgia 223 

- varieties of . . 223 

Costal cartilage, calcified, 

calculus simulated by 

440, 442 

Costermongers, hoarseness 
in 387 

- pharyngitis in 757, 762 

- sore throat in . . . . 757 

cough from . . 186 

Costophrenic angle not 

obliterated by subdia- 
phragmatic abscess 

(Fig. 116) 133 

obscured, skiagram 

of . . (Fig. 303) 375 
Cotoneastcr microphyllu, 
dermatitis due to . . 915 



COTTON 


CRETINISM 


tmr> 


Cotton, actinomycosis 

from .. . . 95, 792 

- sporotrichosis and . . 365 

Cot ton-seed, dermatitis 

due to.. .. ..916 

( 'otton-wool an;est hesia 
in peripheral neuritis. . 74 

- in testing amexlhcsiu . . 748 

epicritic sensibility 749 
Coudo catheter tor en- 
larged prostate . . 49 3 

COUGH ... • • 185 

from adenoids .. 186 

- age relationships of .. 187 

- lroin aneurysm 186, 

187, 188, 605 
appendicitis .. ..187 

- Arnold’s nerve irrita- 

tion . . ..185 

- Ascaris lumbrieoide . . . 180 

m babies . . ..187 

barking .. ..180 

I t orn bin heart . . 180 

bovine, lroin laryngeal 

paralysis . . 005, 000 

- brassv, from aneurysm 

(0/C. /0V 198, 605 

- - compression ot recur - 

ren; laryngeal nerve877 
enlarged thyioid .. H77 
- laryngeal paralv.-is . . 605 
from bronchial catarrh 188 
btoiicluei lasts .. J8M 

-- broiu hitis 186, 187, -'54 
-- bionchopncurnonia .. 1 s>7 

- ca seou- broiu h:al gland- ISO 
centre in rm dulla oi 'Ion - 

son a .. . . 1S5 

in chihlien .. 186, 1 8 7 

- irom i bolec\ tilis . . 187 

- diMim broil, lull' 157. 158 

pharvngo-larvngit i , 1 Ho 

dergv man's sore throat ISo 
Coal slice t s . . . . 1 80 

- cob bacilluria . . . . 187 

- compression of trachea 188 
co lei monster's sore 

throat .. .. 1 So 

- diapinaen) strain fiom 86 . 

trom diphtheria. 3 57 

dry, account of . . 186 

- Irom duodenal ulcer .. 187 

- dust . . . . . . 1 8S 

- dv >pcpsi., causing . . 1 85 

Irom Oe/cm.i ot ear 185, 180 

- in emphsserua and bron- 

chi! is . . . . 364 

in >m empvema 1 12, 188, hi5 
entering cold bedroom ISO 
epithelioma ol lar> n\ . . 188 

- u'sophacus . . . . 70J 

- - pharvnx .. . . lHo 

- tonsil .. .. ISO 

on exertion . . . . 188 

trom libi old luni; 185, 2t>9 

- fibrosarcoma ot post- 
nasal lossa . . 


1 ('.ought cotitJ. 

- in measles . . . . 479 

; - from mediastinal growth 

i 188, 5*4 

- mitral refund tat ion .. 262 

I — morning . . . . 1 88 

- lroin neurosis 185, 187 

- overuse ol voice . . 1H6 

- pain in ( best Irom . . 532 

- Irom paialysis ol vocal 

cord .. 186, 188 

- paroxysmal, in whoop- 

ing-cough . . . . 250 

- from pendulous uvula 188 

- perihepatitis . . . . 187 

- permephutis . . . . 187 

- perisplenitis . . . . 187 

- pharyngeal branch ot 

vagus . . . . 185 

- phrenic nerve and 185, 186 

- irom phthisis 180, 187, 

188, 195, 362, 58 2 
| - pleurisy . . . . 187 

- pneumonia . . 180, 187 

- pressure on trachea . . 1 80 

- in purulent bronehitis 791 

- Irom sarcoma ot medt- 

iot mum . . . . 180 

- tonsil . . . . 180 

in senile phthisis . . 7U0 

-- short catchy, in pneu- 
monia . . 419 

- shortness ol breath with 188 
to*, f broker's sore 


tin « at 

siomai h causes 
mi! >) 'h: emc abscess 
- irritation 
supcitor lannecal 
branch ol vagus 
syphilis ot Ln n>; 
syphilitic phurvngitis 
i imdeiness ot chest trom 80 3 
Iron: tobin co muoU’ 185, I8t> 
: onsdiar luie^iion . . 1 86 

l lopval hvt t . . 
tuber ch bacilli in spu- 
l u hi and 

irom tuberculous ol 


180 

187 
J 88 
158 

185 

188 

186 


187 

187 


Cow-pox, boils simulated 
by 302 

- occupation and . . 302 

- whitlow simulated by 302 

Coxa vara, limping Irom 457 
Crab, anaphylaxis to .. 450 

- delirium due to ..211 

- erythema trom . . 278 

- itching alter . . . . 659 

- urticaria Irom 278, 9^5 
( •rubs see Pediculosis Pubis i 
Cracked nipple, jiaiu in 

breast from . . . . 529 

Cracking in ear due to 
dilatator tuba: . . .. 878 

- - snlpirigo-pharyngeus 878 

- noises jn head. . . . 50 3 

Crackling with arthritis 18H 

- ot bone due to sarcoma 82 3 

- EGG-SHELL . . . . 188 

- - trom aneurysm . . 840 

- - craniotabes . . 188 

- ~ hydrocephalus . . 188 

- - myeloid sarcoma . . 188 

- - osteosarcoma 188, 840 
•- - pulsation with . . 840 

- rales 'see Rules' 

with subcutaneous em- 
physema . . 188, 805 

- with tenosynovitis . . 158 

- and see Crepitus/ 

Crump in ballet-dancers 188 

- bleu ksmilhs . . . . 189 

~ Bright's disease .. 190 

- call muscles . . . . 188 

••• cardiac. Irom coronary 

spasm . . . . 54 

- in cellists . . . . 189 , 

- cigarette -rollers .. 189 

- i omposjp ir* . . . . 189 

- cornet-placer-, . . 189 

- drowning from . . 188 

- in drummers.. .. 189 

- tile rriakv i s . . . . 189 

- flute-plavers . . . . 189 

- during game-.. .. 188 

- m glutei . . . . 189 

- gout . . . . . . 190 

- hamstring muscles .. 189 


lai vnx 

. . 18b 

- 

irom heat 

189 

- tnoerculuu . bronchial 

- 

in iron-ioundcrs 

189 

gl ukK 

. . 712 

- 

milker 5 

189 

uvula 1 1 nuble . . 

. . 186 

- 

hi night 

189 

- vagus nerve and 

185, 186 

- 

occupation and 

188 

- Voice altered with 

. . 188 

- 

in orbicuiai ts oculi . . 

189 

- and vomiting 

188, 929 

- 

o\ ci -exert ion causing 

188 

- waking li oni sleep 

. . 188 

- 

pain in muscles 111 

188 

- tr<>m wax m ear 

1 85, 186 

- 

in painters 

189 

-- whooping-cough 

186, 

- 

paralysis of limbs from 

188 

- winter, a-ui es and 

187, 18 8 


m pianists 

189 

. . 68 


relation of colic lo 

188 

“ - emphysema and 

17, 199 

- 

in rowing men 

188 

- - heart failure and 

. . 68 , 

— 

seamstresses . . 

189 

- X ray> in diagnosing 

- 

stokers 

189 

1 au*,c ot . . 

. . 1 86 

- 

swimmers 

188 


180 

foreign body . . . . 1 88 

in larynx . . 187 

fumes . . . . ..185 

■ gall stones . . . . 187 

gangrene ol lung . . 322 

- gasirie ulcer . . . . 187 

on getting into bed . . 188 
from glands . . . . 188 

goitre . . . . . . 188 

granular pharyngitis .. 180 

growth . . . . 180 

- of lung . . 187, 188 

harmopl ysis with .. 389 

- trom heart disease 180, 188 

helpful and not helpful 185 

- irom hepatic abscess. . 188 

- hernia of lung Irom .. 210 

- lroin huge heart . . 188 

hysteria . . . . 187 

incessant, in phthisis. . 210 
inferior laryngeal nerve 

and 185 

from inflamed bron- 
chial glands . . 186 i 

after influenza 185, 186 j 
in inlluenza . . . . 570 

trom intestinal worms 180 
irrilunts . . ..185 

laryngeal inflammation 188 

- irritability . . . . 188 

laryngitis ' . . . . 186 

lymphosarcoma of medi- 
astinum . . . . 186 


Coughing, epistaxts Irom 2/3 

- eves swollen trom . . 515 
' - lr.enum lingua.- abraded 

in . . . . 364, 590 

- ha-moplysis from . . 364 

- hernia trom . . . . 832 

- impulse on, in lemoral ' 

hernia . . 825, 826 

hernia .. 8 31, 8 32 

~ of lung . . . . 210 ! 

- - hydrocele of cord .. 8 32 

- - lnguinoscrotal hernia 833 

- - lipoma ot round hga- I 

nic-nl . . . . 832 

- - psoas abscess . . 831 

bursa . . . . 831 ; 

- - saphena varix 825, 831 j 

- — scrotal hernia . . 588 

- - umbilical hernia . . 593 j 

“ - varicocele . . . . 589 j 

- evdema of lace from .. 515 j 

- - neck liom . . ..516 

- pain m epigastrium from 537 ■' 

- pyrexia due lo . . 711 

-- regurgitation of food ! 

through nose f rom 730 J 

- surgical emphysema 

from . . . . 254 

- violent, haemoptysis 

from . . . . 361 

Cousins, marriage of, rct- 
ini tis pigmentosa f rom 924 
Cowhage, dermatitis from 916 
Cow-parsley, dermatitis 
due to . . ..915 


- tailors 

- telegraph operators 

- tetany 

- thigh muscles . . 

- tongue.. 

- frc-adlers 

- typists 

- urcenna 

- violinists 

- watchmakers . . 

- writer's 
CRAMPS . 


. 189 
. 189 
. 189 
. 188 
. 189 
. 189 
, 189 
. 190 
, 189 
189 
189 
188 


- abdominal, in botulism 243 | - 


in acute fevers 

- from alcohol . . 

~ in alcoholic neuritis . . 

- arms in cholera 

- botulism 

- carpopedal spasm 

- cholera 

- enteric fever 

- lead poisoning 

- legs 

in cholera . . 

cirrhosis of liver . . 

peripheral neuritis. . 

- occupational . . . . 546 

- lroin peripheral neuritis 85 

- professional, account of 189 

- in syringomyelia . . 752 
Cranial boner., tender, in 

congenital syphilis . . 866 

- - thin and fragile, from 

hydrocephalus . . 622 
(and see Skull) 


1 90 
85 ! 
190 I 
190 j 
22 3 | 
190 
190 
190 
594 
188 
190 
67 
570 


i Cranial, contd. 

-* nerves (see Nerve) 
i - sutures separated in 

hydrocephalus . . 622 
I Craniotabes from con- 
genital syphilis . . 256, 866 

- crackling of skull in .. 188 

- rarefaction >f skull in 190 

- from rickets . . . . 256 

- tender skull in . . 866 

j Cranium (see Skull) 

Creaking in ear due to 
cerumen . . . . 878 

- ~ i "reign body . . 878 

Great! nin, i ehling’s solu- 
tion reduced by . . 327 

- oxuluria and . . . . 523 

- red-brown colour from 3 
Cremaster, nerve-supply of 

610, {big. 471) 611 
Cremasteric reflex, centre 
. l'»r .. Fig. 4H(] ) 631 

Cremated red cells, col- 
oured figure of i H ) 29 
Creosote, cacogcustia due 
. *'> . ... . . . . 860 

Crepitations, mediastinal 535 
-- in pneumonia. . 199, 789 

- redux . . . . 789 

CREPITUS .. .. 190 

-- in caieiiK.ma of bone. . 190 

- trom craniotabes .. 190 

- with dendritic sviiuvitis 190 

- from tr.iv lure. .' 190, 862 

- !i\ciro,:epliaius .. 190 

- myeloid sareom.i of 

bone . . . . . 190 

~ ostc-n-arthi iris . . 190 

- osteosarcoma of bone 190 

- prostalic calculi .. 578 

- renal calculi . . . . 450 

■ ‘ silken ’ . . . . 190 

- in surgical emphysema 

190, 254 

- tenosynovitis.. 190 

- ; and sec Ci adding ; 

and Ciuting/ 

Crescent, rmopic 517, 

< An;,. 4M, 417) 518 

- of the optic disc, con- 

genital i-ig. 4KP 517 

- - - pigmented 

’ Fig. 41 1 >517 
Crescents in blood in 

malaria .. 41, 42, 420 

Cretaceous glands . . 712 

- pellet in sputum 249, 792 
Cretinism, amenorrhoea 

from . . . . . , 23 

- chin defective in . . 290 

fat in (Fig. 254) 294 

- ears coarw in. . . . 290 

- eyelids thick in . . 290 

- eves half closed in 

(big. 254 ) 294 
-- facies in 2 34, 290, 

J : igs. 254 , 255) 294 

- trog-bdly in ( Fig. 2 (IS 1 290 

~ hair brittle in . . . . 290 

- - coarse in < Fig. 255) 294 
scanty in 290, 

( Fig. 255) 294 

- idiocy simulating . . 622 

- infantilism in (Fig. l ( n) 234 

- lips Thick in 236, 290, 

(Fig. 254) 294 
mental defect in . . 290 
mistaken for Mongolian 
idiocy (J'ig. 476) 622 
Mongolism distinguished 
from . . 236, 294 

mouth gaping in 290,’ 

(Jig. 254) 294 
neck squat in (Fig. 254) 294 
nose broad in 290, 

(Fig. 274) 294 
pads above clavicles in 290 
paraplegia in.. .. 621 
pseudo-oedema in 234, 236 
pulse slow in . . . . 290 

relation to thyroid in- 
fantilism . . . . 235 

skin course in . . . . 290 

- dry in . . . . 290 

- yellow in . . . . 290 

stunted growth in . . 290 
temperature subnormal 

in . . . . 290, 392 

thyroid extraci in dia- 
gnosing . . 294, 622 



CRETINISM 


CYANOSIS 


Cretinism, conid. 


- tongue large in 

.. 236 

- - protruded in 

.. 290 

- - swollen in 

.. 852 

Cretinoid facies . . 

. . 290 

Crick in the neck 

. . 528 

Cricket-ball blow, 

testis 

atrophy from . . 

. . 86 


Crico-arytcnoid ioinr, ankv- ; 

losis of, hoarseness Irom 388 i 
Cricoid cartilage, peri- 
chondritis of, hoarse- 
ness from . . . . 388 

- - - sore throat due to 758 

Criminology, epilepsy and 25 
Crises, biliary, in tabes 1 

dorsalis . . . . 148 | 

- cardiac, in tabes dor- 

salis . . ..597 

- Dietl’s, appendicitis sim- 

ulated by . . . . 814 ! 

- - ft om movable kidney I 

147, 352, 814, 929 j 

- - no pyrexia in . . 814 

- - vomiting in. . . . 929 

- gastric, abdominal pains 

in 525 

- - ncctonuria from . . 3 

- - before other signs ol 

tabes . . . . 538 

- - blood-pressure raised 

in 396, 538 

- - dyspepsia simulated 

' by . . . . 3nt, 

- - intestinal obstruction 

simulated by . . 1 M 

- -■ knee-jerk; absent in *125 i 

- - pain in cpigustiium 

from . . . . 5 *8 

- - peritonitis simulated 

by .. ..151 

- - in tabor; dorsalis 5, 

148, 149, 151, 39 ( >, 

525, 538, 541, 594, 

597. 827, 753, 931 

- - vomiting in 5 38, 929, 93 i 

- genera! abdominal, in 

tabes dors. 1I1:. . . 627 

- hiccough _ . . 386, 387 

- intestinal, intestinal ob- 

struct ion simulated by 151 
- peritonitis simulated 

by .. ..151 

-- - in tabes dorsalis 148, 

149, 151, 597, 75 3 

- laryngeal, Argvll Robert 


Croup . . . . . . 388 

Crura cerebri lesions, 

ataxy from . . . . 76 1 

Crura! monoplegia from ! 

syphilis .. .. 611 1 

- — (and see Paralysis of I 

Leg) I 

- ring, testis at . . . . 589 ; 

Cruritis, anterior. . . . 540 

Crushing of chest, em- 
pyema from . . ..135 

- — luenmlhorax from.. 135 

- gangrene Irom 317, 318 

- transverse myelitis irom 486 

Crusts on cheeks . . 95 

- in cheiropompholyx 742,919 

- leader's disease . . 8 l K> 

- dermatitis herpetiformis 95 

- eczema 50S. 682, 742, 

745, 746, 913, 914 

- on epithelioma . . 886 

- in erythema hullosum 95 

- on fauces . . 95 

- in favus 309, 311, 742 

- follicular impetigo . . 682 

- on gums . , . . 95 

- in herpes zoster 742, 913 

- - laciahs . . 69 k 914 

- huney-like, in impetigo 

contagiosa . . . . 12n 

- in impeLigo 681, 686. 914 

- — contagiosa . . . . 918 

- jaundice . . . . 405 

- keratosis l’ollicularis . . 890 

- leprosy . . ..74s 

• ('it lips 95, 742, 74 3 

- in lupus vulval is 

53k). 74-3, 891 

- mycosi- lungoides .. 888 

- nose Irom atrophic 

limit is .. .. 225 

- PaecL’s disease . . 887 

- i'ii palale . . . . tJ 5 

- in pemphigus 95, 74 s 

- on pharvnx . . . . 95 

- inpilvriu'i: rubia pdai e 

594. '• 4 6 

- prurigo . . . . 6t)0 

- psoriasis rupioides . . 746 

- Iron: pustule , . . 681 

- in scabies . . . . 74 2 

- xeborrhuea . . . . 744 

- seborrhieic eczema . . 742 

- small-pox . . ..743 

- sycosis vulgaris . . 743 


Crystals, osazone, contd. 

- — from pentose . . 327 ! 
phenyl-hydrazine and 327 

- oxalate of lime . . 523 

- - in urine (see Oxjluria) 

- pherivl glucosuzone 

271) 328 - 

- — — melting-point id 328 

- - laetosuzonc (/•';, g. 272 ) 328 
~ ... - melting-point ot 328 

— lat\ ulosazoiie, melt- 
ing-point ol . . 328 

- — pentosazonc, melting- 

point of . . . . 328 

- rosette, 01 uric acid . . 900 

- soap, in stools . . 301 

- ot sodium urate in gout 428 

- stellar phosphate 

( /•/!,’. 49S) 6 38 

- thorn-apple i/'V.g. 678' 899 

- - due to ammonium 

urate . . . . 899 

- tuple phosphate 

t/*7y. 497. 6 38 

- tyrosin . . ( i iy. Co' 41o 

- - in urine in acute 

yellow atrophy . . 315 
• urea, on skin . . . . 80 3 

- ot uric acid ;/5y. 6,59' 9(H) 

in acuic nephritis 12 

oxalate crystals \vith2 35 

- - - renal calculus and 902 

- in urine . . . . 1 2 

- - with calcu'us 3 19, 721 
whetstone, of uric acid 9(H) 

Cubcbs, ervllieiua liom 2 7 6 
CUU-CH EWING . . . . 485 

- land see Vlvrycism : 

Culture ot blood set blood 

C 3i'i lire 

- sputum 8 3, 1 87, 360,789,75 2 
-- urine < >ee Racier a>- 

iogi. c! 1 .xaminaliou 
Cumulative constipation 158 
Cum ale nuclei, sensory 
iiupub e., and . . . . 7 3 

6,um u . le.aon oj , berm - 
aliop'.ia in . . 37", 38o 

- -- pupil rcachoie. with 37" 

t.up, pliysiolovtca!, ab- 
sent in ii\ perniLlrojuc 
astigmatism . . . . 526 

account of . . . . 517 

- - lllus! rated /nr. 4 : 1 ■' 1 5i7 
Guprmi 1 .! ol optic disc in 

glaucoma . . . . <! 2 \ 


iy ariosi's, contd. 
from antikamnin 

ills'. 167 ) 197 
in asthma . . . . 200 

borborygmi from . . 107 
in Rright 's disease .. 197 
from bronchitis . . 199 
bronchopneumonia 199, 364 
bronchus obstruction 198 
brown boots . . . . 202 

in caisson disease . . 200 
from cardiac failure . . 196 
caseous bronchopneu- 
monia . . . . 198 

■ - gland irrupted into 

bronchus.. .. 249 

- - obstructing trachea 197 
chlorine . . . . 200 

cholera .. 196, 201 

- clubbed fingers with 

142. 196 

- :n congenital heart dis- 

ease 142, 182, 1"6, 

267, 650 

■ convulsions . . . . 18(1 

from crushing of chest 200 
in divers . . . . 200 

- lion; drugs . . 196 

in d\ sentei v . . . . 21)1 

I rum emboli'- m ol lung 1 99 
in emphvsenta . . 199 

wit li emp\ cma . . 199 


14 3, </■/,;. 1 6 
1 Raynaud’: 


.. 5-12 
.. 143 
196, 201 


1 bode inti a*, 
'isiil’llig 


e 1 r t laihire 1 07, 
] 99 , .’. 00 , 
'pe, in inliueufo- 
inoiiia 1 /■/•:. / / V 


son pupil wilii 

249 ; 

on tomnie 

05 

(. lupr. >u.-. o\ ide in b -hi 

ing 

- m t ' 

dri ptiei.mot !i> -i a\ 

Hl’i 

dyspnoea Irom . . 

24 0 

- tuberculides 

68 . 

It si 

. . 327 

- mliiK 

..-nz.i . . 200, 

2(1 

iodide effect:- simu- 


- irom vesicles 

913 

( '.lire l tage in dtaenosi , 

of 

. . 48 s 

- liom 

ii'-.pis'-aiion ut 


lating 

2-1 9 

- in xeroderma pigmen- 


end- '-metritis .. 

bl. 

Kiel 

20 ! 
19,8 

knee-jerks absent 


tosum 

888 

- - uterine !e i-ms 

. . 4-87 

- iodid 

ie of poia:-sium . . 

with 

249 

- 'and see Scabs) 


- dysmetion hie.i 

. . 2 38 

- laun. 

ho with.. 

-i 17 

in tabes dorsalis 198. 


Ct ut eh. musculospiral 


- endometritis cured 

by 2 38 

- from 

laryngeal obsti uc - 


246, 249, 388, 597, 

, 627 

nerve paralysis from 84, 615 

- lor sterihtv 

. . 79 3 

in 

m 

196 


- ulceration of larynx 

simulating . . 249 1 

- in lobar pneumonia 199, 

700, 703, U -is,’. 6/7) 789 

- pyrexial, in meningitis 732 

- — posterior basal menin- 

gitis . . . . 390 i 

- rectal, diarrlura from . . 217 1 

- - ill tabes dorsalis 217, 

627, 798, 874 j 

- in relapsing fever . . 785 ! 

- renal, in tabes dorsalis 

148, 627 ! 

- sweating, in tabes dor- | 

sabs . . .. 627, 803 | 

- in tabes dorsalis 753, 798 | 
... .. _ cessation of . . 798 I 

- tvphus lever 418, 691, ! 

I /•/.£'. 6 14) 786 i 

- urethral, in tabes dor- ! 

sabs . . . . 627 j 

- vesical, strangury due to 797 

in tabes dorsalis 627, 798 

Cross-legged gait (see Gait; 
Crossed diplopia, dia- 
gram of - hi' s’. JUS) 221 

- hemiplegia from pons 

Varolii lesion . . 381 

- paralysis . . . . 604 

- pyramidal tracts . . 81 

Crossing legs, difficult, in 

obturator nerve paraly- 
sis .. .. CIO 

Croton oil (see Oil) 

- lighum, dermatitis due 

to . . . . . . 915 


- wrist-drop irom . . 84 

Crying, eyes swollen from 515 

- (edema ol lace irom 515, 516 

- pyrexia due to . . 711 

- (and see 1 .achrvmation ) 

Cryoscopv of cerebro- 
spinal fluid . . . . 383 

Cryptomenorrhcoa 22, 23 
Cryptorchism (see Testis, 
lictopic) 

Crystals of calcium oxa- 
late, illustrated 1 lie. 431: 523 

- CHARCOT-LEYDEN . . 131 

- — {and sec Charcot- 

Leyden ( Crystal si 

- cholestcriti, in hydro- 

cele fluid . . ‘ . . 849 

illustrated (/'7g. 263 j 317 

in pleuritic fluid . . 138 

- coffin-lid . . 638 

- evstin . . (1-it;. 177) 203 

- dumb-bell . . . . 523 

- envelope . . . . 52 3 

- fatty aeid, in stools 216, 300 

--in stools .. 215,301 

- hedgehog, due to am- 

monium urate . . 899 

- knife-rester . . . . 638 

- leucin . . 1 I if.. 32h) 416 

- - in urine in acute 

yellow atrophy . . 345 

- needle, from magne- 

sium phosphate . . 638 

- osazone, from lactose 327 

- - hevulo.se . . . . 327 

~ - melting-points of . . 328 


CURSCHM ANN’SSPIRALS 

191 

- - in asthma . . 131 , 19 1 

- - bronchiolitis . . 1 9 1 

- - sputum . . .131, 191 

CURVATURE, SPINAL 191 

- - (and see Spinal Cur- 

vature ) 

Cut, excessive bleeding 
Irom, in lucmophiha . . 346 
| - septicaemia liom .. 7 59 

■ — severe, fainting due to 297 
: - tenderness of chest 
, from . . . . 861 

: - throat, ha-moptysis from 

361, 367 

- — stenosis of trachea 

alter . . . . 799 

i - - stridor after . . 799 

, - ulcer ol leg from . . 894 

Cutaneous diphtheria .. 681 

- sensibility . . . . 82 

dulled in multiple 

neuritis . . . . 541 

i -~ - lost in leprosy . . 82 

1 - - (and see Anesthesia, etc.; 
Cyanide of potassium, 
dermatitis due to .. 917 

- — used by electro- 

platers . . . . 917 

Cyanosis Irom abductor 
| paralysis .. ..197 

- acetanilide . . . . 196 

- acuLc (edema of larynx 197 

- aneurysm . . . . 260 

i - in angina Ludovici . . 197 


larynx .. . . J " t 

- ligneous thyroiditis .. 197 

- it: lobar pneumonia . . 199 

- Irom lung lesions . . 196 

- lupoid ulceration ol 

larynx .. ..197 

- malformation of heart 196 
-- malignant ulceration of 

larynx . . . . 197 

- mediastinal growth . . 3 57 

- mediusimiti*. . . . . 535 

- methemoglobinemia 

196, 201, 202 

- mitral stenosis . . 847 

- new growth of lung .. 198 

- pancreatitis . . . . 196 

- in paroxysmal tachy- 

cardia . . . . 670 

- with patent interven- 

tricular septum 142, 196 

- from pharyngeal ob- 

struction . . . . 196 

- phenacetin . . . . 196 

- phenazonc . . . . 196 

- in phthisis . . . . 198 

- f rom phosgene . . 200 

- in pneumonic plague. . 200 

- from pneumothorax 

198, 532, 648 

- pulmonary embolism 36 3 

- - stenosis 142, 196, 875 

- pulsatile liver with . . 847 

- from purulent bronchitis791 

- retropharyngeal abscess 694 

- in rigors . . . . 736 



CYANOSIS 
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CYSTICERCI 


Cyanosis , contd. 

- in splenomcgalic polv- : 

cvthsemia 196, 201, 780 I 

- Stokes- Adams’ disease 109 

- sulpharmoglobiiuEmia 

196, 201 ! 


- from sulphonal . . 196 

- superior vena cava ob- 

struction . . 196, 198 

- suppuration in thyroid 

gland ..197 

- syphilitic ulceration of 

larynx . . . . 197 

- tabes dorsalis . . . . 198 

• ol longue in Raynaud's 

disease . . . . 852 

- traumatic 200, i/*'ig. I7r>) 202 

- from traumatic ulccra- 

t ion of larynx . . 197 

tricuspid r- 1 ciiosi , . . 847 

trional 19o 

t ubei eulous ulceration 

ol larynx . . . . 197 

in typhus lever . . 201 

- lrom variolous ulcera- 

tion ol larynx . . 197 

veronal . . ..196 

in yellow lev ct . . 20 1 

Cyclic albuminuria . . 18 


( ychc.il vomiting see 
Vomiting ' 

( vclmg, menorrhagia tiorn482 
( .ychti ., phot ophobia 

1 roni . . . . . . 6 to 

Cy linrlro ids. mucous i • 7 

I tom g< ‘tiorrlma . . 7 

t .vpri'u. ilium aii. is 'lus , 

dermal it I due t< ' . . l > 1 5 

C'vsl. abdominal, ascites 
simulated In . . 60. 6] 

dvs i >na a I rout . . 2-17 

due to h\ dal id . . (i 1 

hvdtonepluosb . . ol 



lelri'perttoneal .. 61 

• varieties ol . . o! 

Maker’s popliteal . . 844 

Bartholin . . 855 

ol brain, beadacbe from 370 
breast, earcinoma mis - 

ul.it ed bv .. ..8 5s 

tibro adenoma and 

8 38, H i9 

lrom mast it i , 227, S IS 

pain m breast trorn 529 

- simple .. ..8 58 

- and see I'.ysiic Disease 

calcified . . . . 802 

corpus luteum, lurnior- 

rliagic, pelvic pain 
lrom . . . . 57 ’> 

- dental, skiagram of 

/•re. 8 36 

dentigerous, ol jaw . . 82 1 

- skiagram of l'iy.t>4S< 8 
dermoid, bone in . . *114 

- in chest . . ..911 

- tibroma simulated by 888 - 

- hairs in urine lrom 046 

- mediastinal, dyspnoea 

ltom . . . . 247 

- of orbit .. .. 281 

- ovary, bone in . . 444 - 

extra-uterine gesta- 
tion simulated by 842 - 

teeth in . . . . 444 — 

• - X-ray shadows in 444 

superior vena cava - 

obstructed bv . . 911 

- suppurating, bacillus - 

coli in . . . . 646 - 

teeth in . . . . 444 . - 

- - vulval swelling due to 853 - 

- of epididymis . . 587, 851 

- in fibroid of uterus . . 842 

- due to hydatid of Mor- - 

gagni . . . . 587 , - 

- hydatid (see Hydatid 

1 disease) ' - 

- implantation, vulval 

swelling due to .. 855 

- inguinal . . . . 850 

- of lesser omental sac, — 

abdominal distention 
frmn . . . . 61 - 

- - - - ascites simulated 

by . . . . 61 | - 

- liver, kidney simulated I 

by . . . . . . 438|- 


Cyst, contd. | ( 

- mammary tsee C.yst of i - 

Breast ) 

- of meninges, headache 

from . . . . 570 , 

- mesenteric, hydrone- 

phrosis simulated by 447 ! 

- mucous, vulval swelling I - 

due to . . . . 853 - 

- omental . . . . 810 

- - pelvic swelling due to 840 - 

- of omphalo-mesenteric 

duct ..595 

organ of < hraldes .. 587 

- ovarian, abdominal dis- 

tention from .. 60 

- - albuminuria from 9, It) - 

- — amcnorrluva with .. 485 

- - ascending nephritis 

from 9 - 

- — asette with 60, 66, 

4 58, 841 - 

- - - sim it la fed by 6 0 

- - - simulating 64, 841 

- - bimanual examina- 

tion in diagnosing 4 58 

- — bladder distention 

simulating 816, 840 

- - characters ol fluid hi 60 

- - chronic peritonitis 

simnlat mg . . 6-] 

- - dullnc-s omt 60, 4 58, 841 - 

- - dv -.menoirluea from 
2 37, 2 3,8 

dvsj.’cia Jr - mw ..251 

- - cm vsled ascites Simu- 

la! mi 1 . . ..845 

- - ext i a -uteM-'v gesta- 

tion * miniated !>'• 842 

- -- libroin ■, - 0111.1 simu- 

lated bv . . , . 48 ’ 

- - • simulating 2*> 1. 

840, 842 

- - lluetu.il ion in 251. 84 3 

- gas m . . . . 800 

- — li.eru.iri h,u:n , dv x 

memorrhuxi lrom 2 >7 

- - hydatid cv's' : nan* 

hit me . . . . S-i 5 

- -- interior vena cava 

ob iiuetiM by 515, 909 

- Jaundice Pom . . -Ill 
■ kidncv enlargement 

simulated I ' v . 4 3,8 

- lip. ana • unulat mg. . . 84 3 

- malignant peritonitis 

Iron- .. 66 

mensuration and . . 60 

- meteor:, m simulating 486 
< edema ol lees from 

515, 517 

- opera: ion in diagnos- 

ing . . ..843 

- palpitation liom 595. 597 

-- pancreatic cyst sim- 
ulating . . . . 840 

- paracentesis in dia- 

gnosing . . . . 60 

- pelvic swelling due to 840 

- physical signs of 60, 438 

- pregnancy simulating 840 

- proliferating, ascifc. 


with . . . . 63 

- - multiple tumours 

with .. .. 63 

- - papillomatous . . 66 

- renal colic simulated 

by . . . . 4 38 

- rupture of, d\ smenor- 

tlnea simulated by 239 

- - pain in pelvis f rom 573 

- strangury due to . . 797 

- succussion in . . 800 

- suppurating, appen- 

dicitis simulated by 558 

- - leucocytosis with 45 3 

-- pyrexia due to . . 687 

- - vaginal examination | 

in diagnosing, , 693 

- swelling in iliac fossa 

due to .. ..829 

- tenesmus due to . . 873 

- thrill with . . . . 60 

- tuberculous periion- ; 

it is simulating . . 65 

- twisted, abdominal 

pain from . . 555 

- - appendicitis simu- 

lated by . . 559 

- - colic simulated by 149 


iyst, ovarian , tzeisted , contd. 

■ dullness in flanks 

lrorn , . . . 559 

- - - dysmenorrliuca 

simulated by . . 239 

- - - fluid in abdomen 

from . . . . 559 

- - laparotomy for . . 559 

- — — pain in iliac fossa 

from 555. 557, 559 

■ - — pelvis lrom . . 57 3 

- - - pelvic adhesions 

alter . . . . 57 3 

- - peritonitis from.. 559 
strangulated hernia 

simulated by . . 559 j 

- - - urgent laparotomy 

(or . . . . 149 

- twisting of pedicle of 438 

- - - a cites with . . 842 

umbilicus and . . 60 

- urachal cv.,l simu- 

lating . . 816, 843 

- utcru-. drawn up by 60 

- vaginal examination 

and . . . . 60 

pancreatic, abdominal 
di 1 t ermon t r, -m . . 61 

- - tumour lrom . . 811 

- account of . . . . 811 

- asitie- simulated by 61 

— Iron; ehronic pancrea- 
titis . . ..811 

- without diibiMr-, .. >35 

-- epigastric tumour 

I r- mu . . ..811 

- huctnat ion in . . 811 

- g.oti'v inflation m 

diagnosing . . 776 

- glycosuria with .. 81 J 

- in hynoch ondnum . . hit 

- induce -lion with . . 8 ] ] 

- jaundice with ..Mil 

- o\ naan o..; simu- 

lated b\ . . . . 840 

-- n.un in shoulder mini 580 
- pale Oulky stools with 81 1 

- with p.mcreuiic cal- 

s lllur. . . ..811 

- pel v k sv\ riling due to 840 

- - peptonizing iennenis 

1:1 . . . 61 

- spleen simulated by 775 

staivh-dii'esring fer- 
ments in.. .. 61 

- parovarian, simulating 

ascites 60 

- penpanercatic .. 811 

- 1 l peritoneum, lesser sac 81 1 

- retention, m kidneys. . 15 

- - ol mucous gland in 

mouth . . . . 590 

- - salivary . . . . 590 

- - in senile kidneys . . 14 

retroperitoneal .. 811 

- - abdominal distention 

from . . . . 61 

- — ascites simulated by 61 : 

- - carcinoma simulated 

by . . . . 802 

- - dilatation of stomach 

from . . . . 218 

- - jaundice from . . 407 

- - in !eli hypochondrium812 1 

- - pyloric stenosis from 218 

- in sarcoma . . ..823 

- scrotal, spermatozoa in 588 

- - translncency tests of 588 

- sebaceous, on back . . 888 | 

ol face . . 824, 888 1 

- - hernia simulated by 59 3 ; 

- - inflamed . . . . 593 , 

- - lipoma distinguished 

from . . . . 888 

- - on scalp . . . . 888 : 

- of scrotum . . 769, 849 : 

- suppurating, occipi- j 

tal glands enlarged 
from . . . . 473 ; 

- thvroid gland simu- 

lated by . . . . 876 ; 

- at umbilicus . . 59 3 

“ vulval swelling due to 85 3 : 
serous, ol kidney, hydro- j 

nephrosis simulated by 450 j 
suppurating, of scrotum 767 i 
suprahyoid, tongue j 

swollen from . . 852 j 
tarry, of ovary, pelvic 

pain from . . . . 573 [ 


Cyst, contd. 

- of testis, account of . . 587 

- thoracic, unilateral 

sweating of head from 803 

- of thyroglossal duct . . 852 

- thyroid gland, adenoma 

simulating . . . . 876 

- - - carcinoma simu- 

lated by . . 876 

- -- - ha-morrhage into 876 

- urachal, bladder dis- 

tention simulating.. 815 

- - ovarian cyst simu- 

lated by .. 818, 843 

- - pain in hypogastrium 

1 t om . . ..815 

- - pelvic swelling due to 840 

- - tuberculous periton- 

itis simulated by . . 815 

- of vagina, presenting 

externally . . . . 658 

- vas aberrans of Haller 587 

- Wolflian body . . .. 811 

C ystalgia 495 

Cystic change in fibroid 

of utet us . . 483, 488 

- disease of breast . . 838 
------ carcinoma from., 8 38 

- c\ stn; epididymis 

allied to ' . . 851 

- - — pain in arm lrom 8 38 

- - - - hi ca-.t from . . 838 

- duct, carcinoma of, colic 

lrom .. .. 147 

- - ob'-t ructrd, call blad- 

der enlarged from 316 
- - b v gall- tone . . 316 

- stone in, colic from 147 

goitre 876 

In croma < •!' axilla . . 816 

lipoma Mirml.it ed by 816 

- - micron ope m dia- 

c no -mg . . . 816 

kidncx abdominal de- 
tention from . . 15 

•• account of . . 57. 150 

- - aclinic m loins from 450 

- - a :c incidence ot . . 450 

- - alhuniinuria lrom y ‘, 

15. 655 

- - anuria from.. 55, 57 

- arteriosclerosis with 

57, 450 

- - ascites uncommon with 57 


- - bilateral tumour with 57 

- - blood-pres: urc raised 

with .. .. 57 

-- - Cheyne - Stokes 

breathing from .. 139 

- - in childhood . . 352 

- - chronic nephritis 

simulated by . . 57 

- - difficulty in delivery 

due to 15 

- - enlarged . . 352, 448 

- - flatulence from . . 57 

- - general account of. . 15 

- - - lassitude with . . 57 

- - harmaturia with 57, 

348, 352, 35 3, 450 

- - - first sign of . . 15 

- headache from . . 57 

-- -- high blood-pressure 

with . . . . 450 

- - hydronephrosis dis- 

tinguished from. . 353 

- - intestinal obstruction 

from . . . . 15 

- - in new-born . . 15 

- — <edema uncommon 

with .. .. 57 

- - in old age . . . . 15 


- - polyuria from 353,654,655 


- — with poreneophalus 622 

- - renal tube-casts due to 655 

- -- - tumour with 353, 450 

- — specific gravity of 

urine low with . . 353 

- - spleen simulated by 812 

- - without symptoms . . 450 

- -■ tumour from . . 15 

- - uraimia lrom 57, 139 

- urine changes with 

15, 57, 450 

- - vomiting with . . 57 

- ovary, extra-uterine ges- 

tation simulated by 842 

- - felt per rectum . . 728 
Cysticerci, cosinophilia 

from . . . . . . 503 



CYSTICERCI 


DEAFNESS 


Cysticerci , contJ. 

- microscope in diagnos- 

ing .. .. ..503 

- nodules due to .. 50 3 

Cystin calculi . . . . 203 

X rays and . . . . 440 

- crystals (Fig. 177 3 20 5 

- sulphuretted hydrogen 

from . . . . 203 

- tests for . . ..205 

CYSTINUR1 A . 203 

Cystitis, account of . . 720 

- aching in perineum 

from . . . . 57 9 

- acidity of urine due to 902 

- acute, from calculus. . 6°9 , 

- - carcinoma . . . . 69" ■ 

- - colic from . . . . 148 i 

- - cystoscopy in dia- i 

gnosing . . . . 69 9 ■ 

- - frequency of mictur- 


Cystitis , contJ. 

- pyelitis distinguished 

from.. .720 

- pyonephrosis lrom .. 718 

- lrom pyosalpinx .. 724 

- pvrexia from 576, OSS, 

71 \ 720 

- pvuria from , h i\\ ,f t> 86 , 

57o, 6 58, 6 U>, 71 6 . 720 

- from reicniion of urine 

211, 726 


ol pus commc. liorn 
ureter d'/t ..<71 
jctravlcd uuter m 
renal tuberculous 
■ ! ;v. ’>7 > 
stone m ureter . . 
tuheieuioiis bl.iddct ' 

- kidnev 

- ukar- el hi.uiuet 


- rigor in . . . . i ' 

- lrom .Staphylococcus 

aureus <, I':g. VT 8 °, 90 C’vs 

- strangury due lo . . 797 

- from .Streptococcus 

pvogcnc.s Jongws 

(F/c.fw) 86 , 6 () 

- stricture 211, 718, 790, 72 5 

- suppurative nephritis 

from . . . . 690 


Day blindness . . . . 92 b 

DEAD FINGERS .203 

- uind sec 'lungers, Dead ■ 
Peal -mutes .. .. 205 

l>ea( mutism, congenital 772 
- 11 . 'in ear disease . 77 s 

DEAFNESS ..205 

in aeroplane pilots . . 207 
lrom auditory nerve 


in hoilcn linkers 
lo rn brain legions 
m (..ussoji vvoikcts 


.vsJopunn tor pyuria 
- strangury due Jo 


ILSHL'NP uwarl- 


erebrai li.uiior- 


it ion lri in . . 

690 

! — suprapubic pam lrom 


1 J ism 

. 2 D 

ingitis 


208 

- -- harmaturin with 348, 

355 

57o yp 

722 

1 >av tvht is, tuberculi -us 


- ftom cervical 

herpes . . 

25 1 

- - notes on 

699 

- in tabes dorsalis 211 , 


age incidence ol . . 

8 1 8 

- sloudv cornea 

with . . 

207 

- - pain in hypogastrium 


720, 

798 

- - m children . . 

480 

- horn cochlea: 

1 changes 


from 

699 I 

- tabes dorsalis sirnula • 


- - limping due to . . 

456 


205, 

237 

— - pyrexia from 355, 

699 

ting 

798 

- - pam m loo; due to . . 

436 

- common cold 


707 

— - pyuria from 

355 ! 

- in transverse myelitis 

720 

~ - skiagram ol yi-iv. t>J9 

. 818 

- comussi'ui 


207 


- - rigors from. . . . 699 

- - suprapubic pain from 355 

- - from tubercle . . 699 

- - urine loul-smelling 

from . . . . 699 

- - vesical tenesmus lrom 355 

- albuminuria in . . 720 

- due to appendicitis . . 724 

- ascending nephritis lrom? 11 i 

- from Bacillus coli 90. 278 
- pneumonia?) t'ig.91 ) 89, op 

- - tuberculosis . . 90 


triple phosphate 111 . . 

tubercle bacilli in urine 


- tuberculous (see Tuber- 

culosis of Bladder 

- from tuberculous ulcer 

ol bowel . . . . 727 

- two-glass lest in 720, 72 3 

- ulceration of bladder 

lrom . . 720, 722 

- urcenui! lrom . . ..211 

- lrom urethritis 228, 720, 722 


638 Datlodii sap, dermatitis 

due lo . . . . . . 915 

722 : D.A.H., account of 115, 

24 7. 597, 859 

- breathlessne- s from .. 880 
bom bronchial jepsis 246 

724 - chi onic scp-is . . .. 2 H> 

72 3 - common cold .. .. 856 

- coronary artery sclerosis 


from dental sepsis 240, 816 
dysprnea from . . 246 


- typhosus 

90 

- urethritis lrom 

850 

electrocardiogram 

tuv,- 

carcinoma of bladder. . 

490 

- - distinguished lrom 

72 3 

ative with . . 

..115 

chronic, colic from . . 

148 

- urine acid in . . 

720 

- fainting dm to 

. . 859 

in combined scleroses 


alkaline in chronic. . 

720 

- laliguc due to 

. . 859 

of cord 

211 ' 

- urotropine effects simu- 


- from tear 

115, 859 

Compression paraplegia 

211 

lating 

798 

- giddiness from 

. . 247 


- cystoscope in diagnosmg494 

- cystoscopic appear- 

ances of . . . . 720 

delirium from . . 211 

■ in disseminated sclerosis 211 
from dysenteric, ulcer of' 
bowel . . . . 724 

dyspareunia due to . . 239 
from enlarged prostate 

211, 718, 720 
enuresis simulated by 271 
epididymitis lrom . . 850 

fuetid, from Bacillus coli 
infection . . . . 296 

in fracture-dislocation 
of spine . . ..211 

frequency of micturition 
from 2 39, 490, 576, 

646, 720, 901 
one to Friedliindcr's 
bacillus . . ( J ; ig. 91) 89 
gangrene of mucosa 


. . 720 

. . 228 j 

576, 722 1 


from 

in gonorrhoea . . 
haemal uria from 57t 
haemorrhage due to . 
hiccough lrom 
from instrumentation 
malignant ulceration < 
bladder 

mucus in urine from, 
from nivclitis . . 
nocturnal mieturilio; 


pam m bladder from 

2.39, 646 

- alter micturition from 49 3 

- in pun, from 49 3, 

574, 576, 577 
perineum from . . 720 

urethra from . . 494 

- vulva from.. .. 494 

painful micturition from720 
due to papilloma of 

Madder . . . . 722 

piliiniction with . . 646 j 

posterior urethritis sim- 
ulating . . . . 720 1 

in primary lateral scle- 
rosis . . . . 211 | 

prostatitis simulating 720 | 
pus in urine from . . 239 1 


- lrom vesical calculus 

555. 490. 576, 721 

- vesical ceils in urine in 720 

( .ystoceie, aching in peri- 
neum liorn . . . . 579 

- bladder sound 111 dia- 

gnosing . . . , (.58 

- dystocia due to . . 250 

- prolapse ol u torus with 658 

- - • - simulated by . . 657 

- vulval swelling due to 853 
Civs 1 ms cope in diagnosing 

appendix adherent to 
bladder . . . . 724 

- - beating-down pain 

cases . . . . *529 

- - bilhar/aa . . 356, 577 

- - bladder conditions. . 444 

- - bowel adherent lo 

bladder . . . . 356 

- - carcinoma of bladder 

56. 353, 576, 577, 722 

cvstujs 494 699, 720 

- - diverticulum of blad- 

der . . . . 447 

- enlarged kidney . . 840 

hromaturia cases 350, 449 

kidnev growth . . ]() 

movable kidney . . 564 

origin of pyuria . . 716 
- papilloma of bladder 

493, 576, 577, 722 . 

- - pyelitis . . . . 720 

- - renal from vesical 

tuberculosis . . 721 
simple ulcer ol'bladder722 . 

- - tuberculous bladder 

577, 722 

kidney 352, 448, 

564, 719 . 

- - ulcer of bladder . . 724 

- — ureteral calculus 56, i 


-- intestinal sepsis 2- 

- nasal scp-i:. . . 2s 

- nerve silos k . . 

• nervous nature of 

- lrom nervousness 

- oral sepsis 

~ palpitations from 24 

- from panie 

- piecordiai discomfo 

from 

- - pain from 115 , 24 

- lrom renal sepsis 


115. 

?. 16, 247 
246, 8 -a 6 


LMiK-hiction . . . . 205 

- account of . . 206. 207 

- lower-tone limn 

ran ed m . . . . 206 

- negai i\ c Rome's 1 csi 

with . . . . ?06 

conge: lit a! . . . . 205 

from congenital syphilis 

207. 29 1. 912 
drugs . . . . . . 207 

exo-tons . . . . 2(17 


ueien bodv . . 
act, .ire of skull . . 
tin ough temporal 
bone 
tow ill 

aurtorihage into inner 


sinus arrhythmia anti 
soldier s heart and 247 


- after tonsillitis 

- lrom toxauniu 115, 246. 

- trench lever 115, 246, 

247, 

- urethral sepsis 

- vaginal sepsis . . 

- worry 

Dairy -maids, cow-pox in 

- cramp in 

Daisy- ox-eye, del matins 
due to . . 

Dalbergia latifolia, derma- 
titis due to 

Dalrymple’s sign in 
( 1 raves’ disease 

Dnmiana, priapism lrom 

Damp, acute nephritis 
lrom 

- pain in shoulder from 


353, 559, 578, 720 Dancers, cramp in 


ureteritis 
urinary fistula 
vesical calculus 355, 
491, 494. 576, 721, 


Dancing, d e t e c 1 . 1 v e , 
general paralysis 

- lucrnaiuria alter 

- menorrhagia from 


, HV9 

- in 1 iv - 1 er in 

754 

8 V> 

- from influenza . . 

207 

859 

- imurv 

7.07 

115 

- internal 

208 

246 

account of . . 206. 

207 

, 859 

lov er-tone limit nor- 


859 

mal in 

206 


-- - poMtiu.- Rhine's test 


247 

* with 

206 

859 

- interstitial kcrutith w :tl 


2 16 

207, 

ui 2 

246 

- labyrinthine, account 


859 

of 

207 

i 

■ - lrom malaria . . 

7 of 

115 

- .Meniere’s disease 207, 

9J7 

664 

- mumps 

207 

859 

- nerve, in congenita! 


859 

syphilis 

433 

246 

— - syphihtk. bone-con- 


246 

duction audibility 


, 859 

shortened in . . 

206 


whispered word test 


, 859 

and 

206 

746 

- from obstructed meatus 

207 

241) 

- occupation 

207 

115 

- organ ol Coni changes 

287 

302 

- otitis media . . 25 3, 

389 

189 

-- otosclerosis 

9 12 


— perichondritis of auricle 

207 

916 

- polypus of auditory 



canal 

207 

9)6 

- quinine 

207 


- rifle-fire 

207 

877 ! 

- salicylates 

207 

657 

— scarlet lever 

207 


- septic teeth 

207 

13 

— — tonsils 

207 


" spiral ganglion changes 

207 

58' 

- syphilis 205, 207, 

912 

188 

- telephone 

879 


- unilateral haemorrhage 

seen with . . 10 . 350 


■>54, 491, 494 Daphne iru-acreum. 


rnalilis due to 
Darier’s disease.. 


vesical tumour seen with 350 , Datura stramonium, dcr- 


Cysioscopic appearance of 
congested ureter in cal- 
culous pyelitis {Fig. 572) 717 


matins due to. . 

1 laughter cysts in hvdatid 
^yst 


- tcmporosphcnoidal lobe 

lesions 

- three main groups of. . 

tinnitus and . . .207, 

lrom tobacco . . 
to' aunia 

tumour of acoustic 
nerve . . . . 208 

typhoid fever. . . . 20/ 

vertigo with . . 205, 207 

from wax . . . . 207 


.707, 878 
. . 207 



DEAFNESS 


9!M.» 


DELIRIUM 


Deafness, canul. 1 Degeneration of anterior , Delirium , contd. I Delirium, cotitd. 

- in wireless operators 207 j cornua! cells, general i - from cerebral harmor- j - lumbar puncture in 21 1, 213 

- (and see Hearing, lm- j paralysis simulating . . 78 j rhage .. .. 212 I - from lupulus .. . . 212 

paired) - - - tabes simulating 78 i — — malaria .. 211, 212 ; — m lymphadenoma .. 212 

Deal porter, Dupuyfrcn’.x ; - arterial, C .lievnc-Stokes i - - syphilis . . .. 212 ; - lymphatic leukaemia.. 212 

contracture in (li^.l'ii) 170 broat him.' lrom .. 139 : - - thrombosis., .. 212 - malaria .. .. 211 

_ porter’s bursa 162) 194 — - degeneration of me- j — — tumour .. . . 212 ; - from manganese .. 212 

Death under anaesthetic, 1 dulla from 1 39 j - with Cheyne-Stokes 1 - in measles .. ..211 

lymphatlsm and . . 477 diabetes and 5 54 j breath inf) . . 212 | - from melacna , . 211 

- appearance in ( ihevne- ' - cardiac \ in old people . . 5 5 , - in chicken-pox .. 211 ' - meningeal haemorrhage 212 

Stokes breathing MM - colloid, ol carcinoma - lroin cholangitis .. 2M meningismus .. .. 212 

delirium in upproaching 2 1 1 . ol colon .. .. 82b j - cholecystitis .. . . 21 > 1 - meningococcal mcnin-- 

j rotn malaria . . . . 39 - combined, of cord see ' -- chloroform . . . . 212 : gitix. . . . .. 212 

mirror in excluding . . Ill l mubincd Sclerosis) - in cbloroma . . 212 - milk , . . . . . 213 

sense ol impending .. 52 - cortical (see l '.ortic.il - lrom clioUcinia 215, 497 - mitral stenosis .. 212 

sight ol, fainting .. 3.90 Degeneration' - in chorea .. ..211 - morphia .. .. 212 

_ during sleep, from cor- ; - lamilia! lenticular, exag- ; - trom chronic nna.mii . . 212 — muttering* from cir- 

ouary artery dise.i"C 115 geraled laughter m 294 - - interstitial nephritis 211 rho'i*- of liver .. 414 

tatty heart .. ..115 - - - facies of t fug. 3Jm 294 - parenchymatous nr- — front myocardial changcs21 2 



1 15 

_ 

- — liability to iall It 



phritis 

211 


nv« >k! larsivan . . 

422 

- mvocardiul degener- 



(>ne side ill . . 

294 

- 

cirrhosis of liver . , 

21 5 


nr. -salvarsan . . 

422 

at. ion 

115 

- 

iattv.of heait sec Heart, 

- 

coal gas 

212 


night 

2 i 2 

sudden, lrom aneuiystn 



ban v . 


- 

cocaine . . 

2 1 2 

■ - 

- jt: cirrhosis of liver 

404 

5 57, 

5 54 

- 

- kidnevs m pirns- 



t < ike-oven emanat ions 

2 12 


1 r< mi tut r« m ; oxide . . 

2 1 2 

cerebral emboli:. in 



plionis poisoning 

421 

- 

coli hacilluria . . 

21 1 

- 

rtovursenobillon . . 

422 

l ie. 

) 46 


- liver from phos- 


- 

collosol manganese . . 

2 1 2 

- 

m old age at night. . . 

212 

coronarv artery dis- 



phorus . . f, 4 

421 

- 

- selenium 

2 1 3 

— 

1 r. mi opunn 

212 

case 

115 


ol fibroid-. 

842 

— 

in combined scleroses 


— 

o! it;s media 

212 

embolism of lung . . 

198 

- 

knlnex lrom chloroforn 

416 


of cord 

21 1 

- 

paralvphoid.il menin- 


-- epithelioma ol <eso- 


- 

— diabetes and 

554 

- 

compression paraplegia 

21 1 


gills . . 

212 

phagu-' 

5 57 

- 

liver Itom chloroform 

41b 

- 

f rotn concussion . . 

312 

- 

peptone injections . . 

212 

- fait v heat t . . 

l 1 5 

— 

- cells from drugs . . 

422 

— 

congenital heart disease 

217 

- 

in pc rnicious amentia 

212 

fibroid heart . . 

115 

- 

mcdull i oblongata (see 


- 

in < onvalexcence 

2. 1 2 

- 

pertussis 

211 

infarct of lung . . 

304 


iW sinlla < Volongata 


- 

i oidis f rom digitalis . . 

858 

- 

from petto] fumes 

212 

m infect i vc end. >< ar- 


- 

mental, in diabetes . . 

5 55 


Itom crab 

21 ' 

— 

ph< isphorus poisoning 


dllts ... hie. f, 

) 4b 

■ 

ol muscle, fibrillar con- 



m cyclical vomiting of 



213, 

421 

lrom mesenteric vein 



l ractions m . . 

880 


children 

21 i 

- 

p> c isplmretled hydro- 


l hioml>osis . . 

152 

- 

mvocurdial see und'T 


- 

from cystitis . . 

31 1 


gen poisoning . . 

421 

myocardial degenera - 



Mvoc.irdial ( Change. 



daturme 

212 

— 

pleihora 

212 

non 

115 

— 

of po-.ienor columns 



dementia pra’cox . . 

2 1 2 

— 

pricumoo >ccal menin- 


phlebitis 

69* » 


'sic Posterior C.olumn) 


- senilis 

3. 1 2 


gdis . . 

212 

pulmonary i mbolism 

6*» b 


REACTION OF 

724 


in diabetes . . 711 

21 3 

- 

pneumonia 

211 

i uptu: v o) ancui vsm 


- 

- 1 Jin i sec Reaction t >1 



lrom dilated stomach . . 

21 5 


post -part uni hamior- 


157. 

264 


1 K ernel alion 


- 

in disseminated sdi-m 



rliage 

211 

- - heart 

562 

Dcjerinc, tmopathv ol . . 

172 


sis . . 

211 

- 

in primary lateral xcle- 


- in thvmie infantilism 

2 55 

- 

oh\ o-j lOnio-t vi t beilar 


- 

from dog-bite . . 

2 1 3 


I osis 

211 

- lrom tootli-plale m 



at rophv ol . . 

88 5 

- 

drugs . . 

212 

- 

from products of inconv 


larvnx • d‘i ? 

240 

DELIRIUM 

211 

- 

in dysentery 

211 


ph tt- combustion .. 

212 

thermometer in cm hid- 


- 

abnormal s< nsath n ol 


- 

from eggs 

21 5 

— 

protein shock . . 

212 

ing 

1 1 1 


size m 

926 

- 

encephalitis .. 212, 

24 3 

— 

ptomaine poisoning . . 

213 

trance simulating . . 

1 1 1 

- 

from abscess t>l liver. . 

2i 5 

- 

enlarged prostate 

21 1 

- 

pylephlebitis . . 

213 

>cbi!itv lrom bronchial 


- 

acniosis 

211 

- 

m erysipelas 

211 

-- 

pvloric stenosis 

213 

SC Jls 1 s 

246 

- 

aconite 

212 

- 

lrom ether 

212 

- 

pyrexia 

211 

D.A.ll. with . . 

246 

- 

acute alcoholism 

3 51 

- 

false mushrooms 

21 3 

— 

quinine 

212 

from dental sepsis 

24o 

- 

cerebellar ataxv 

212 

- 

fibroid heart . . 

212 

— 

rat-bite fever 

213 

in dermatomvosilis . . 

5b9 

- 

- delirious mama . . 

212 

— 

foods 

21 5 

- 

in relapsing fever 

211 

lhi'.hing due to 

30 5 

- 

- encephalitis 211, 

212 

- 

fox-bite 

215 1 

— 

trom retention of urine 

211 

gangrene lrom 

320 

- 

— mama 

2.1 2 

- 

fracture-dislocation of 


- 

ruptured ectopic gesta- 


- of lung 1 n >m . . 

522 

- 

— meningitis . . 

212 


spine 

211 


tion 

211 

hoarseness from . . 

587 

- 

- parenchymatous ih- 


— 

fractured skull 211, 

212 


salicylates 

212 

hypothermia in . . 

592 


phritis 

211 

- 

galyl 

422 

~ 

salvarsan . . 212, 

422 

alter influen/.a . . 

246 


- puiinv>narv tubercu- 


— 

gases . . 

212 


santonin 

212 

from intestinal sepsis 

246 


losis 

211 

- 

gastrectasis 

214 

- 

in xaprtemia 

211 

low blood-pressure lrom 10b 

- 

\elliuv atrophy 215, 

345 

- 

general paralysis 

2 1 2 


saturnine encephalo- 


muscular, in acromegaly 

8 57 

- 

adder-bite 

211 

- 

in glanders 

211 


pathy 

212 

— rickets 

182 

- 

in Addison’s disease.. 

212 

- 

nlycosuria and 

213 

- 

scarlet fever .. 211, 

345 


iti myxiedema .. 127 - lrom aeroplane dope - from guarana.. .. 212 — scorching desert .. 211 

front nasal sepsis .. 246 poisoning .. .. 213 - luematemesis .. .. 211 - from scorpion sting .. 211 

- oral sepsis . . . . 246 - albuminuria . . . . 211 : - hternoptysis . . 211 — sea-cat prick . . . . 211 

pain in back from . . 528 - alcohol 211, 212 3 11 — head injury . . . . 212 : — seleniuretted hydrogen 212 

- in polymyositis . . 5b9 — alkalosis . . . . 214 ■ - heart lailure . . . . 212 ! — septic anarmia. . . . 211 

- pseudo-trichinosis .. 5b9 — in ankylostomiasis .. 212 — heat-stroke .. 211, 213 i - in septicaemia . . .. 211 

- lrom renal sepsis .. 246 - lrom anti-anthrax serum212 - high blood-pressure.. 211 : - lrom serum injections 212 

- alter residence in tropics246 - antidiphtheritic serum 212 ; — hops ., .. .. 212 i — severe hivmorrhage .. 212 

-- in septicaemia.. .. 759 — antidysentery serum.. 212 — hornet -sting .. . . 211 1 — - vomiting of preg- 

- after severe illness . . 246 , — anthrax meningitis . . 212 - horse serum . . . . 212 nancy . . . . 211 

- from tonsillar sepsis.. 246 - anlimeningococeal - hydatid disease .. 213 - shipwreck .. .. 211 

toxtemia .. .. 246 1 serum .. .. 212 ; - hydrophobia .. 212, 213- sleeping sickness .. 211 

after trench fever 246, 710 ! - antimony .. 212, 2M - hyoscine .. .. 212 i - in mall-pox .. .. 211 

lrom urethral sepsis .. 24b j - antistreptococcal scrum 212 1 — hyoscyamus .. . . 212 - from snake-bite .. 211 

- vaginal sepsis . . .. 24b ! - anuria .. .. 55 - hysteria 211, 213, 591 j - softening of medulla.. 212 

Decorticated rice, beri- ! - in aplastic amentia .. 212 — impending death 211 ; — spirochietosis .. .. 21.3 

beri and ..73, 83, 516 ! - from arsenobenzol deri- — in infective endocarditis 211 - - icterohtrmorrhagica 211 

Decubitus acutus .. .321 | vutives .. .. 422 — - pyelonephritis .. 211 j — splenic anaemia .. 212 

- ulcer of vagina .. 231 j - ascending nephritis ..211 - influenza .. . . 211 — splenomedullary leuk- 

■ ulccrution of larvnx .. 245 j - atropine .. .. 212 ! - influenzal meningitis.. 213 ! armia .. .. 212 

(and see bedsore) | — bce-sting . . . . 211 ! — from injections . . 212— splenomegalic poly- 

Deep sensibility, account - belladonna 211,212, |- imraperitoncal haemor- cythtcmia .. .. 212 

Of .. ., .. 749 j 213, 214 rhage .. .. 211 , - after stabs or wounds . . 211 

Deep-sea diving, fainting , - bites ,. .. .. 213 - jaundice .. .. 213 - from staphylococcal 

due to . . . . . . 297 — blood loss . . . . 211 — jclly-lish sting . . 211 j meningitis . . . . 212 

Defalcation, anus retruc- j - - parasites .. ..211 - kharsivun .. .. 42 2 j - stramonium .. .. 212 

tion and .. .. 164 j - botulism .. 212, 218 — kidney disease .. 211 ; — strawberries .. .. 213 

- uura . . . . . . 87 - caffeine . . . . 212 — Kirkland’s disease . . 762 ! — st reptococcal meningitis 212 

- levator ani muscles and 164 - camphor . . . . 212 - lateral sinus thrombosis 212 - stricture of urethra . . 211 

- muscles. nerve-SUpply of 610 j - cannabis indica .. 212 - in leptothrix septicaemia 692 1 -■ sudden stoppage of 

- precipitancy of .. 394 I - in capillary bronchitis 211 - from lime-kiln cmana- i alcohol .. .. 212 


- time relations of .. 168 ! - from cavernous sinus tions .. . . 212 - - — cocaine .. .. 212 

DEFORMITY OF THE thrombosis . 212 - list of causes of 211-213 ] heroin .. ..212 

CHEST.. .. 114, 208 ‘ - cerebral embolism .. 212 — from low blood-pressure212 - - - morphine .. 212 
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1000 


DERMATITIS HERPETIFORMIS 


Delirium , contd. 1 

- in suppurative c ho lan 

- 

gitis. . 

211 1 

- - osteomyelitis 

211 | 

- - pylephlebitis 

211 1 

- tabes dorsalis. . 

211 1 

- lrom tarantula bite . 

211 : 

tetany 

213 ! 

- T.N.T. poisoning 

213 ! 

toadstools 

213 | 

- trade fumes . . 

212 I 

- tremens 

212 1 

- account of . . 

214 

- acelonuria from 

3 1 

- from alcohol 

214 

- - in cirrhosis of liver. 

466 

- - fevers 

214 1 

- - from fractured leg. 

214 1 

- hyperpyrexia from . 

390 ! 

- - after injury. . 

214 ■ 

- - insomnia in 

402 1 

malaria simulating. 

213 

- - in pneumonia 

214 

~ ~ saturnine encephalo- 

pat by simulating 

214 ; 

- - seeing imaginary ob- 

jects in . . 

214 1 

- - shouting in . . 

214 

- starts in 

173 

- - violence in . . 

214 

• from trichinosis 

211 

trypanosomiasis 

211 : 

- tuberculous mcningiti 

212 

- typhoid fever. . 

211 1 

- typhoidal meningitis. 

212 ' 

in typhus lever 2 1 1 

601 

uraunia .. 211 

213 

- from venom . . 

21! 

- wasp-sting 

2 i l 

- water starvation 

211 

- vvcaver-lish prick 

211 

W’olt-bite 

213 

in yellow fever 

211 

Delivery, difficult i-w-c 

Dystocia! , 

- by forceps, infantile 

hemiplegia lrom . . 

145 

- - talipes lrom 

148 

Delphinium con..olida. 

dermatitis due to 

915 

- staphisagria, derm at i to’. 

due to 

015 

Deltoid (see under Mu.„cli 


Delusions in cirrhosis of 

liver 

466 

- diabetes 

335 

- genital 

757 

green vision . . 

3D 

in insanity . . 58, 

50 3 

- loss of appetite and . . 

58 ; 

- in melancholia 

58 

- my xi edema 

156 ; 

- phosphuretted hydro- 

gen poisoning . . 

421 ; 

' 'cinaication, line of, in 

: aiigrene 

31.8 

. Liucntia, catalepsy with 

741 . 

from cerebral syphilis 

184 1 

in diabetes 

335 

epileptic, irritability in 

405 1 

general paralytic 

25 ; 

- impotence in . . 

303 i 

- loss of memory in 

25 1 

malaria simulating 157. 

,213 

mutism in 

770 

- in myxtrdema 

50 : 

- prax'ox, ape's hand in 

141 : 

- - delirium in . . 

212 i 

- - sugar in cerebro- ; 

spinal fluid in 

383 1 

salivation in . . 

662 j 

in saturnine encephalo- ! 

pat liv 

155 ! 

- saturnine encephalo- 1 ■ 

pat by simulating . . 

214 i 

- senile 

25 I 

— delirium in.. 

212 | ■ 

- slobbering in . . 

662 ; ■ 

- toxic . . 

25 ! 

Dendritic synovitis, crepi- 

tus with 

190 - 

- ulcer of cornea 

891 ■ 

Dengue, account of 

571 

- convalescence slow' in 

571 - 

- epidemic 

571 - 

•* erythema in 276, 278, 

571 

- frothing stools in 

571 ■ 

- geographical distribu- 

tion 

571 1 

- hsematemesis from . . 

336 1 


Dengue, contd. 

- headache in . . 

- ill health alter 

- leucopenia in . . 

- metcorism in . . 

- onset sudden in 

- pain in joints in 
■- - limbs in 

- ” loins in 

- pains all over in 


.. 571 
.. 933 
. . 455 
. . 485 
. . 571 
. . 571 
568, 571 
. . 571 
.. 571 


- peritonitis simulated in 485 

I — pulse rapid in . . 571 

- pus in stools lroin . . 681 

- pyrexia in . . . . 571 

- rush in . . . . . . 571 

- relapse in . . . . 571 

- roseola in . . . . 571 

- sore throat in. . . . 571 

- - longue in . . . . 571 

- symptoms like inllu- 

en/a in . . . . 571 

- yellow tever simulating 420 
Dental abscess (.see Abscess i 

- caries i see Claries' 

- cyst, skiagram < l ; ig. (ii '> ) 836 

- ■- (and see Cyst 1 

- disease, headache from 370 

- mien ion. apical, tibro- 

sitis from . . . . 571 

- - skiagrams ; /mm id— <>3 ; 4 1 

- sepsis, abscess due to 8 34 

- - acute gastritis from 3*8 

- — I'invmia from . . 47 

- - artliritis from . . u 5 

- — cvrv ical adenitis from 7o 3 

• - D.A.H. from 246, 567, 86° 

deal ness Irorri . . 207 

- - debility lrom . . 246 

- - depression front . . 05 

diabetes lrom .. 335 

- - dyspnu’a Ironi . . 246 

- - jaundice from . . 420 

- - neurasthenia from.. 65 

noises in head from 504 

- - out of condition lrom 113 

- - periostitis of jaw lrom 8 34 

- - purpura from . . 05 

pyrexia from 687, 713, 715 

- — letrobulbnr neuritis 

lrom . . . . 547 

- - septicaemia lrom .. 7 30 , 

- - severe amentia from 95 . 

- - shortness of breath 

from .. . . 113 : 

- - spondylitis deformans 

from . . . . 809 

- - still neck lrom . . 795 

svnovitis lrom . . 95 

t- cxiemiu from . . 113 

- - typhoid lever simu- 
lated by 1 Dig. 570) 714 , 

- - vertigo lrom 504, 911 

- - X rays in diagnosing 

47, 504, 687, 713 

- - (and see Pyorrhoea 

Alveolaris ) 

- ulcer of tongue 897, 898 

Dentigerous cyst ol jaw . . 823 i 

skiagram of ; lag. 643 j 836 

Dentition, convulsions 

lrom . . . . 181, 182 . 

- delayed in anosteoplasia 233 1 

rickets . . . . 194 

Depressed fracture (see 

fracture) I 

Depression from acute 

gastritis . . . . 338 j 

- arsenic . . . . 338 j 

- dental sepsis . . . . 95 ! 

- diarrluca . . . . 216 ; 

• laity heart . . . . 264 ! 

- influenza . . . . 570 1 

- myxuidema .. ..156 

- tropical liver . . . . 463 : 

Depths, descent to, faint- J 

ing due to . . . . 2.97 j 

- shortness of breath at 113 ; 

-• tinnitus at . . . . 878 j 

Dercum’s disease . . 509 

- - alcohol and. . .. 888 

- - fat deposits in . . 888 

illustrated 

(Figs. 399-402) 510 
lipomatosis in . . 804 

- — obesity in . . 505, 

398) 509 

~ - pituitary fossa normal 

in . . {Fig. 402) 510 


1 Dermaeentor venustus , contd. j I 

| illustrated U'ig. 479) 6 25 1 - 

j on sage-brush . . 625 - 

j spotted fever due to 679 I - 

- — tick paralysis from. . 625 I - 

i Dermatitis due to Abies j - 
1 canadensis . . . . 915 - 

! - r exeelsa . . . . 915 | - 

: - in acetylene workers 917 j - 

- due to Aconituni ! - 

impel lus . . 0 J 5 j — 

- Actea spicata . . . . 915 - 

-■ acute vesicular .. 915 - 

-■ due to African ebony . . 916 1 - 

- alkalis . . . . 9 1 7 i 

- Allium sativum . . 9] 5 | — 

- amidol . . ..917- 

- ammonal . . 917 - 

- Anacardium oeeidentale 91 5 

-• - orientale . . . . 915 

- Anaeyclus pyrethium 915 - 

- Andira araroba . . 916 1 — 

- Anemone nemorosa . . 915 - 

“ — patens . . . . 9 1 5 

™ angelica . . ..015- 

- aniline dyes . . . . 124 

- Antmris toxteaiia 915, 91o 

- applications causinn . . 917 - 

- due tii Aralia spinosa . . 915 

- arbor vine . . . . 016 - 

- Aiisa-ma t ripln Hum . . 915 - 

- Arnica inoniana . . 915 - 

- arsenic . . . . 917 - 

- Asparagus officinalis.. 4 > 1 5 

- in asphalte worker', .. ‘MV 

- due to Australian dog- 

vvoi >d .. ..915 - 

- - mini tree . . . . 915 

- balm of C Itlcad .. 915 - 

- balsam of Peru .. 9J7 

- in barbels . . . . 6 1 7 - 

- barmaids .. ..917 

- due to bay rum .. 916 - 

- belladonna .. ..917 


- bichromate of potash . . 917 

- bitter orange .. 515, 915 

black belli bore .. 9 It, 

- in bleachers . . . . 9] 7 

- due to bleaching pow- 

der Olf, 

- blood -root .. . . 910 

borage.. .. ..915 

boxwood .. ..916 

bromides . . . . 030 

Bryonia alba . . ..915 

burdock .. ..916 

Cactus granditlorus .. 915 
calendula .. ..915 

camharides . . 915, 917 

capsicum .. ..915 

carbolic acid . . . . 915 

carbon bisulphide .. 917 

eardol 915 

in carpenters .. 659, 917 

due to Cassinia aculeata 915 

C ’.atalpa bignonioides, . 915 1 
caterpillar hairs 659, 915 : 
caustic alkalis. . . . 915 ‘ 

celandine. . . . . 915 

Cephailis ipecacuanha 915 j 
Chclidomum majus . . 915 
chemicals causinn 124,917! 
in chemists . . ..917 

due to chestnut wood 916 
Chimaphila umbellata 915 i 
chloride of lime . . 917 : 
Chloroxylon swietenia 916 
Christmas rose . . 916 ! 
chrysanthemum . . 915 j 
chrysarobin . . . . 124 j 

cinchona . . *4151 

Citrus vulgaris . . 915 ! 
in cleaners . . . . 917 | 

due to Clematis erecta 915 j 
— virginiana . . 915; 

cocos wot»d . . ..916: 

Colchicum autumnule 915 j 
in confectioners . . 917 j 
coopers . . . . 917 j 

due to copper sulphate 915 
copra . . . . . . 916 | 

coral sumac . . . . 916 

Cotoneaster micro- 

phylla . . . . 915 

cotton seed . . . . 916 

cowhagc . . . . 916 

cow parsley . . . . 915 

Croton tiglium . . 915 
Cypripedium calceolus 915 


Dermatitis , contd. 

- due to daffodil sap .. 915 

- Dalbergia lutilhlia . . 916 

- Daphne inezereum . . 915 

- Datura stramonium . . 915 

- Delphinium consolida 915 

staphisagriu . . 915 

- dichlordielhyl sulphide 917 

- Digitalis ofheinalis . . 915 

- dmitrophenol. . . . 917 

- Diospyrus ebenurn . . 916 

- Direa pulustris . . 915 

- dogwood .. ..916 

- I )oronicum pardalian- 

ehes 915 

- Droscra rotundifolia . . 915 

- drugs causinn . . . . 917 

- due to dyes . . . . 9] 7 

- Past Indian sat in wood 916 

•" ebony . . . . . . 916 

- eczema simulating . . 915 

- in elect roplaters .. 917 

- due to I’.rigcron cana- 

deuse .. ..915 

- erythema in . . 275, 515 

- due to Hucalvptus hemi- 

phloia .. ..015 

- 1 ‘ugenia pimenta .. 015 

- P'uphorhr.i corolkua .. 015 

- - ipecacuanha; .. 915 

- - Jat liyi is . . . . 015 

- - rcMiuteni . . ..015 

- exfoliativa due to chlo- 

rine . . . . . . 017 

-■ - pigmentation of skin 

645, ■ Ftg. 510 : 646 

- — pit vi iasis rubra pilaris 

distinguished from 600 

- - scales m . . 600, 744 

- - of scrotum . . . . 747 

- in explo ivc manufac- 

turer, .. ..017 

- due to Peruia galbani- 

flua .. ..015 

- hem . . . . . . 015 

- in lish-dealcrs . . . . 917 

- llax- spjnm ts . . ..917 

- due to tlcabane . . 915 

- iornialm . . ..915 

- foxglove . . 915 

- in Piench polishers .. 917 

- due to fulminate of 

mercury . . . . 917 

- fungus on Arundo donax 910 

- tut dies . . ..815 

- in gardeners 515, 659, *>16 

- slue to garget . . ..916 

- garlic . . . . . . 915 

Ciclscmiuin setnpervi- 

rens . . . . ..915 

- gestaiioms, itching in 658 

- due to goa powder . . 916 

- golden rod . . . . 0 J 6 

- Ciotiioma karnassi .. 916 

- grain . . . . 010 

- in grocers 650 . 015, 017 

- due to lledera lulix . . 016 

- hedge mustard .. 016 

- helianthus . . . . 016 

- Uelleborus niger .. 916 

- Heracleum lanatum .. 916 

- herpetiformis, blebs in 913 

- - bleeding gums lrom 93 

- - bulla* in 123, 125, 

126, 865, 918 

- - colon affected by . . 95 

- - crusts in . . 95 

Duhring's disease 

and . . . . 126 

- eczema distinguished 

from . . 918 

eosinophilia in 271, 918 

- - erythema in 865, 918 
linger affected by . . 301 

- - herpes zoster distin- 

guished from . . 914 

- - itching in 126, 658, 865 
mouth affected by 93, 95 

- - multiform character 918 

pityriasis rubra from 746 

pustules in . . . . 918 

pyrexia in . . 96, 709 

- - scabs in . . . . 918 

- - scalp affected in . . 865 

- skin eruption of . . 126 

sleeplessness in . . 126 

tenderness of sculp 

from . . . . 865 

urticaria in .. 126, 918 

- - vagina affected by. . 95 
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Dermatitis herpetiformis , comJ. 

- - vesicles in 126, 865, 

913, 918 

- - no weeping in . . 918 

- due to hcxanilro-di- 

phenyhunine . . 917 1 

- Hippomanc mancinella 916 ! 

- hops . . . . l »16 

-- horseradish . . . . 916 

- li Ulrica cleg, ms . . 916 ■ 

- hydrogen peroxide . . 917 

- hvdroquinonc .. 917 

Indian bean . . . . 915 

- iodides . . . . . . 920 


iodine . . 

915 

- - roseum . . 


916 

- illustrated ' hie. 559 

702 

- - - alcoholism simu- 


iodotorm 

918 

- pyrogallic acid 


917 

Dermato neuro- myositis 

702 

lating . . 

331 

Iris llorcntina 

916 

- queen’s root . . 


916 

Dcrmato-onycho.sis 

M2 

- - age importance in . . 

334 

itching in 

659 

- ragweed 


916 

Dermatoses, bullous (see 


- - in prognosis of . . 

329 

due to ivy 

916 

- Ranunculus acris 


916 

bullous Dermatoses; 


air hunger in . . Ill, 

112 

iuhorandi 

916 

- — hulbosus . . 


916 

— occupational, urdema of 


- - albuminuria in 16, 

334 

in jam-makers 

515 

- - scclcratus . . 


916 

arms ironi . . 

516 

- - alcoholism simulating 1 11 

due Jo lunipcrus sabina 

916 

- red pepper 


915 

— — — lace liom 

516 

— - alimentary glvco- 


virgmiaua . . 

916 

— iccds 


916 

— — - neck 1 rom 

516 

suria and 331, 

655 

knot glass 

916 

- resin . . 


124 

Dermoid cyst see 


- - amenorrhcea in 

23 

lacquer 1 1 re 

916 

- Rhus metopium 


916 

Dcsccniei's membrane. . 

890 

- - ants attracted to 


lady’s slipper.. 

915 

- - toxicodendron 

659, 


Descending colon .sec 


urine in . . 

334 

Lappa ollicinalis , . 

916 


915, 

916 

Golon ' 


liom anxietv 

331 

laundry work . . 

916 

• - venenata 


916 

Desert, delirium hi 

211 

- • appetite execssivt. in 

3 34 

laurel . . 

916 

~ - vermulera . . 


916 

Desire, sexual, pain in 


- .utcnal degeneration 


leat herw ort 

915 

- rodinal 


917 

testis liom 

589 

and 

334 

le> ipat i.l s banc 

915 

- rose-pickcr’s . . 

915. 

6 1 f) 

Desquamation 

281 

- - arteriosclerosis and 


I .cncam hcmuni vulgarc 

9 It, 

- due to rosewood 


916 

- branny, in Paget's 


318, 

322 

lilac 

910 

- in rubber- worker: 


917 

disease 

887 

- - atheroma in 

894 

lime . . . . 915, 

917 

- due to rue 


916 

- in chciropompholyx . . 

124 

- - balanitis 1 rom 

764 

I .obcb.i inliata . . 

9 1 6 

- Ruta graveolcns 


916 

- etviliema scarialmi- 


big heart with . . 

.334 

lotion . . 

915 

salicylic acid . . 


6 18 

lorim 

281 

-■ blood-sugar in 332, 333 

J AVoper .Kum csculcn- 


• .Vuiguinan.i canai 

lensis 

91 6 

- due to iodine 

618 

- - - estimations in 

330 

tum . . 

6 16 

- satin-wood 124, 5 

15, 65‘>, 

- in pellagra 

279 

— — — MIH'J 111 . . 

334 

in Ivildm -makers 

917 

915 

, 916, 917 

- scarlatina 12, 124,281, 763 

--boilsm .. 334, 

335 

due t<< ivc 

917 

- sa\ in . . 


916 

- 1 and see .Scales . 


- - niatliial neuralgia in 

544 

maliogaio. 

616 

- sawdust 


917 

Detachment o! lcliua see 


- - - neuritis trnm . . 

544 

manclmuvl 

916 

- Milk. .. 


916 

Retina 


bratlypnrea in 110, 



manurake 

marigold 


pepper. . . . . . 916 - 

phenol . . . . ..918- 

phenyl -hvdra/ine . . 917 j - 

in photographers . . 917 ; - 

due to Phytolacca de- : - 
candra . . . . 9 16 - 

picric acid . . ..917:- 

Pilocarpus pennalifolius 916 | - 
pimento . . . . 915 1 — 

Piper nigrum . . . . 916! — 

plants . . . . . . 915 i - 

Podophyllum pellatum 916 i - 
poison ivy . . . . 916 i — 

poke .. .. .. 916;- 

Polygonum avicularc. . 916 - 

- punctatum . . . . 916 - 

potassium cyanide . . 917 - 

in poultry dealers . . 917 - 

due to prickly elder . . 915 - 


Dermatitis , coutd. 

- due to Primula obconica 
124, 278, 515, 659, 915, 916 

- - parinosa . . . . 916 

- - sinensis . . ..916 

-• in printers . . . . 917 

- pruriglnosa polymorphR 

recurrens praviditatis 123 

- due to pulsatilla . . 915 

- pustular, from tartaraled 

antimony f lay. 544) 686 

- due to Pyrelhrum car- 

ncum . . . . 916 

- - cinaritclolium . . 916 


Dermatitis, amid. 

- due to waters. . . . 515 

- wild hops . . . . 915 

- wood anemone . . 915 

- woods . . . . . . 916 

- X rays . . . . 275, 276 

- yellow chrome . . 917 

~ (and see Jirythema ; 

Vesicles, etc.) 

Dermal ogiaphia i'iy. 6'J 4) 856 

- wheals in . . 935 

Dermato-mucoso-myositis 702 
Dermato-myositls 569, 

702, 886 


[ Diabetes , could. 

- mellitus, abdominal 

pain in . . . . 486 

- - absent in carcinoma 

of pancreas . . 335 

- - - chronic pancrea- 

titis . . . . 335 

- - - pancreatic calculus 335 

cyst . . . . 335 

- - acetone and 3, 331, 655 

acidosis in 3, 211, 

330, 3 31, 334 

- - in acromegaly 331, 656 

acute . . 334 


reborihuK, 
region atfev .1 


1 feionatois, fulminate 
mcrcurc m 


111 , 112 

.. 335 


Mat ui a 

> aula 


9 1 6 

parts affected by . . 

498 

Detrusor mime, nerve- 


- - bulbar paralysis in. . 

3.35 

id tn.iM' 

IS 


9 17 

- due Seduni re . . 

616 

supply ol i hiy. 471 

611 

- - carbuncles in 334, 

3.35 

due t > ti 

uvw ccd 


9 ! 6 

septic, small-pox simu- 


- - paralysis ol, tetention 

- - carcinoma simulated 


meadow 

-■ at iron 


<>I5 

lated by 1/y. r >4i 

686 

of untie lrom 49.3, 

465 

by 

461 

in mr In- 

Mi- maker. 


917 

in shellac \\ >rkei s 

617 

Dcutcro-afoumo- e . . 

2f 

- - cataract from .334, 

335 

due to n 

< leur y 


617 

- silicate workers 

917 

Dexirosuria ..see Glyco- 


- - cerebral hemorrhage 


tnesolan 



6 15 

• silk w l inlet s 

917 

smia > 


in . . 

3.35 

tnetol . 



oi7 

- sil\ cr plater-, .. 

917 

Dhobic’s itch (sec Itch, 


---- - - simulating 

331 

miner. 6 

i ids . . 


915 

due to Simplocarpus 


Diabotes, azotic .. 

655 

- - - sottening in 

335 

mortar 



6 15 

let ulus 

916 

- - polyuria in 

654 

- - Chcync - Stokes 


moth i.a 

rs 


656 

- Suiapis simplex . . 

916 

- bronzed, account of 

335 

breathing in 

335 

Mucuna 

pruricus 


916 

- Sisymbrium officinale 

910 

- — alcoholism and 3 35, 

644 

- - coma in 3, ill, 112, 


must ard 



916 

- skunk cabbage 

916 

- - cirrhosis of liver in 


153, 154, 21 3, 334, 


gas . 



9! 7 

- small weed 

910 

3 35, 467, 

644 

335, 486, 

928 

Myrsia ; 

cris . . 


916 

- toap 515, 659, 915, 

917 

- - - pancreas m . . 

335 

- - combined sclerosis in 

335 

nasturtium 


916 

- soda 

917 

glycosuria in 3.35, 

467 

- - concussion simulating331 

Nerium 

‘lcander 


916 

— so'ielago 

916 

- - liver enlarged in . . 

467 

- - constipation in 158, 

162 

net tie . . 



910 

- South Alrican boxwood 916 

- — — hard in . . 

467 

- - craving for lood in 

58 

night- How ering cereus 

915 

- splints 

620 

- - Perks reaction in 32, 


- - delirium in . . 211, 

213 

occupation 124, 

515, 


- spruce 

615 

335, 

467 

- - delusions in 

335 


659, 

615, 

917 

- spurge. . 

915 

- - pigmentation of skin 


- - dementia m 

335 

account of 


916 

- squill 

616 

in .. .3 35, 467, 

644 

- - diacetie acid in urine 


- it cl urn 

m . . 


658 

- steam . . 

916 

- - Prussian blue reaction 

in .. 3, 331, 

655 

from oi l. 

upational 

der- 


• Stillmgia sylvatica 

916 

in liver in 

32 

- ~ dietetic restrictions 

334 

nunoM 



515 

- stings . . 

620 

- Insipidus, account of . . 

655 

— - discovered aceident- 


in orange -peelers 


515 

-- stonecrop 

916 

- - from aneurysm at 


allv 

3 34 

due to orris root 


916 

- sugar . . 659, 915, 

617 

base ol brain 

655 

— - drowsiness in 111, 

928 

ox-eye d 

aisv . . 


9 16 

- sulphur 

918 

- - cerebral hemorrhage 

655 

— - eczema of penis in 


m paint i 

rs 


917 

— sunflower 

616 

- - -- soltenmg 

655 

334, 

499 

due to Pi 

pilluns capol- 


- Synnga vulgaris 

916 

- — - thrombosis 

655 

- - - perineum in 

579 

litn . . 



131 

- in tanners 

917 

- — - tumour 

655 

- - - scrotum in 

334 

puraphenvlenediaminc 

918 

- due to tar . . 124, 917 

- - excessive drinking in 

655 

- thighs in. . 

334 

parasitic! 

lies . . 


915 

- teak . . 916, 

917 

- — alter lractured base 

655 

- - - vulva in . . 

499 

parsnip 



916 

- Tceiiona gravidis 

916 

- - from fright or funk 

655 

- - excessive weight and 

330 

Past inace 

a saliva 


916 

- let ryl 

917 

- - glioma at base ol brain655 

- - from excitement 

331 

Pediculoidcs ventrico- 


- tetterherry 

915 

- — without gross nerve 


— - tamilial incidence of 

335 

sus . . 



916 ; 

- Thapsia garganica 

916 

lesion . . 654, 

655 

- - Hies attracted to urine 



Thuja Occident alis . . 916 
timpans .. ..916 

tomato leaves.. .. 916 
trades causing 278, 917 
due to trinitrotoluene 917 
Tropieolum majus .. 916 
Tiyoglyphus longior. . 916 
Turpentine 124, 915, 917, 918 
upas tree . . 915, 916 

urtica , . . . . . 916 

vanilla . . . . 915, 916 

varnish . . . . 124 

Vcratrum album . . 916 
- viridc . . . . 916 

Verey lights .. ..917 

vesicants . . . . 915 

vesicles in . . . . 515 

due to volatile oils . . 124 | 
in washerwomen . . 917 ! 


from gumma at base 

of brain . . . . 655 

- - increased frequency 

of micturition from 490 

- - from medulla oblon- 

gata lesion 654. 655 

- - pituitrin injections 

stopping . . . . 655 

polyuria in 490, 650, 

653, 654, 655, 874 

- - from shock. . . . 655 

specilic gravity of 

blood in . . . . 655 

- — - — urine low in . . 655 

thirst in . . . . 874 

- — total urine solids nor- j 

mal in . . . . 655 j 

- - urine colourless in . . 902 

- - in war . . . . 655 1 


in 334 

■ - fractured base simu- 

lating . . . . 331 

• - gangrene in 317, 318, 

322, 335 

■ - - of leg in . . . . 894 

- lung in 322,335,791 

- - toe in . . . . 334 

- general wasting in. . 78 

- glycosuria In 83, 213, 

329, 330, 334, 486, 655 

- gout with . . . . 334 

- in Graves’ disease.. 331 

- hair affected in . . 334 

shed in . . . . 335 

- headache in . . 371 

- hepatoptosis in . . 461 

- high blood-pressure 

with . . . . 334 
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Diabetes mcliitus , could. 

- - in Hindoos.. .. 335 

- - hypothermia in . . 392 

- - impending coma in 110 

- - impotence in . . 393 

- - increased frequency 

of micturition from 4 ( >0 

- - from infective illness 334 

- - influenza . . . . 334 

- - injury . . . . 334 

- - insanity in . . . . 335 

insidious infection 
causing . . . . 335 

- - insulin in 112, 33 5, 334 

- - irritability in 3 34, 405 

- - in Jews . . . . 335 

- - knee-jerks absent in 

83, 334, 452 

- - in lactation.. .. 332 

- - from late nights . . 331 

- - lateral sclerosis in . . 335 

lipa-nua in . . 72, 334 

- - lobar pneumonia in 

334, 335 

- - loss of weight in 

334, 934 

- - mania in . . . . 335 

- "■ from measles . . 334 

medullary degenera- 
tion in . . ..335 

- - melancholia in . . 3 35 

- - mental degeneration 

in ‘ . . . 335 

- - mentality changed in 314 

- - meteorism in . . 480 

minor degrees 329. 330 

muscular atrophv in 

78, 335 

- - — weakness in . . 334 

- - in myxncdema . . 656 

- - nails affected in . . 334 

- - shed in . . 335, 49b 

nerve changes in . . 335 

- - from nerve shock . . 334 

- - nervous fatigue . . 330 

- - neuritis in 178, 318, 610 

- - neuro-retinitis in . . 335 

- - obesity preceding 

330, 506 

- - ophthalmoscope in 339 

- - optic atrophy in . . 335 

• - neuritis in . . 335 

- - overweight and . . 334 

- - from overwork .. 331 

- - oxybutyric acid in.. 3 

- - pain in abdomen in 111 

- - - legs in . . . . 8 3 

- - - limbs in . . . . 83 

- - - scalp in . . . . 867 

- - pancreas and . . 335 

- - pancreatic colic in. . 148 

- - from pancreatitis .. 131 

paresthesia in . . 83 

- paralysis in . . . . 8 3 

of external popliteal 
nerve from . . 610 

perforating ulcer of 
loot in . . 3 35, 894 

- - peripheral neuritis from 

80, 83, 318, 335, 571 

- - phthisis in . . . . 3 34 

- - polyuria in 3 34,490, 

650, 653, 654, 655, 874 

- - in pregnancy . . 332 

- - prognosis in 3, 329 

- pruritus due to . . 658 

- - psychic changes in 335 

- - pupil reacting to light 

but not to accom- 
modation in . . 674 

- - race incidence of . . 3 35 

renal glycosuria sim- 
ulating . . . . 333 

- - sex incidence of . . 334 

- -- from short sleep .. 331 

- - sight unpaired in . . 335 

- -■ simulated afier anaes- 

thetics . . . . 332 

- - - - drugs . . . . 3 32 

----- opiates . . 332 

- - — by glvcuronic acid 332 

- - skin dry in . . . . 3 34 

- - - lustreless in . . 334 

- ■■ specific gravity of 

urine in . . 331, 655 

high in . . 334 

low in . . 334 

-- - stress and strain 

causing . . . . 335 

- - stupor in . . ..Ill 


Diabetes mdlitus , contii. 

- — sugar in cerebro- 

spinal fluid in . . 38 3 

- — — threshold in . . 33 3 j 
tolerance test in 333 

- - sweet acetone breath 1 

in . . . . 213 : 

- - without symptoms.. 334 , 

- - tenderness of scalp 

in 867 

- - thirst in .. 334, 874 j 

- - tongue deep red in 3 34 ; 

- - - large in . . . . 334 j 

- - from tonsillitis . . 334 [ 

- - tooth infection . . 3 35 : 

- - trophic changes in. . 335 ! 

- types of . . 334 

- - ulcer of leg in . . 894 

- -- urine colour in . . 902 

- - vomiting in . . ‘>28 ! 

- - vulvitis in . . . . 3 34 1 

- - wasting in .. 38, 461 

- - from worry. . 3 31 

- - xanthoma in 3 35, 889 

i,and see Glycosuria) ; 

- phosphatic . . 637, 655 

- — aching in loins in . . 6 37 j 

- - emaciation in . . 6.37 , 

- - polyuria in.. 637, 654 

- - thirst in . . . . 6 37 ; 

Diabetic coma (see Coma 1 i 

- gangrene i see Gangrene i | 

Diacetic acid tsec Acid) 
DIACETURIA .. .3,211 

- acetonuria and .. 214 

- in alcoholism . . .. 3*1 

- causes of . . 3 

- in cyclical vomiting of 

children . . 479, 928 

-diabetes .. 330, 331,655 

- ferric chloride reaction 

of .. Dug. /.SVj 214 
Diagrams (see Illustrations' 
Dial, noises in head from 504 

- vertigo from . . . . 504 

Diamond miners, phthisis 

in 36 3 

- - silicosis in . . . . .36 3 

Diamonds in rectum . . 726 

Diaphragm, bullet wound 
of, stomach hernia due 
to 576 

- deformed in phthisis 

D-Vg. IIS) 134 

- - from pleural ad- 

hesions (/ug. 119 135 

- fifth cervical nerve - 

root supplying . . 864 

- flattened and drawn up 

after pleuritic effu- 
sion . . D/V. >S4> 481 

- fourth cervical nerve - 

root supplying . . 864 

- immobile in pneumo- 

thorax .. .. 532 

- immobilized by em- 

pyema . . . . 807 

- - pleural effusion . . 807 

- - subphrenic abscess 807 

- lesions, pain in shoulder 

from.. 582. 583, 864 

— Jlow and flat, from 
pneumothorax 

(Id)!. 511 1 648 

- myoclonus of, in en- 

cephalitis . . . . 17 3, 

- - hiccough from . . 173 

- nerve supply of 

Dug. 474) 618, 620 
■- t>vers trained from 

coughing . . . . 532 j 

- — pain due to. . . . 532 ' 

- painful in general peri- 

tonitis . . . . 734 I 

- paralysis ol < see Paralysis; J 

- pericardium adherent 1 o 71 t 


- phantom tumour and 843 ! 

- phrenic nerve supply- 

ing . . 185, 864, 927 j 

- pushed down by cm- j 

pyema . . . . 807 . 

- - - pleural effusion . . 807 

- - up by abdominal 

tumour . . . . 374 j 

- - - ascites . . . . 374 

- - - hydatid cyst . . 470 j 

- - - liver abscess 464, 

(Dig. 379) 465 j 

- - - in meteorism . . 805 j 

- - - by pregnancy . . 374 i 


Diaphragm pushed up. contd. 

~ — by subphrenic ab- 

scess ( l : ig. 116 >133, 
(Dug. i KOI, 80 / 

- — - tympanites . . 374 

- sinuous, from adhesions, 

skiagram Dug. iiH’) 375 

- skiagram of Dug. J13 1 248 
normal Dug. -><//, > 374 

- stationary with pleurisy 46l 

- stomach herniated 

through, from bullet 


injury . . . . 376 

- - - - heart. impulse 

displaced by 376 
X rays in dia- 
gnosing . . 376 

- strain of, lrom coughing 863 

- tenderness in cites t 

from lesion of . . 864 

- third cervical nerve 

root supplying . . 864 

- in vomiting . . . . 927 

- X ravs in defining 

134, {Dig. iS4 * 481, 

Due. ' 80 L 


Diaphragmatic hernia see 
Hernia ) 


- neuralgia . . ..531 

- pleurisy iscc l’leurisv' 

Dl A RRH (E A . . 214 

- from achylia . . ..216 

- acute gastritis. . . . 3 58 

- in Addison's disease . . 216 

- adults, account of 216, 217 

- lrom alcoholism .. 2.17 

- in angioneurotic oedema 280 

- from antimony . . 217 

- appendicitis .. ..216 

- arsenic 83, 94, 10 3, 

216, 217, 338, 872 

- borborygnn with 107 

- lrom carcinoma of uiton 

98, 162, 872 
rectum . . 98, 727 

- - splenic flexure . . 776 

- cardiac disease . . 217 

- catarrh of colon . . 217 

- — rectum . . . . 217 

- - small intestine . . 217 

• in children . . 215 

- choleraic, bradypna.t 

lrom . . . . 1 1 0 

- — collapse from . . 110 

- - in malaria . . . . 39 

shock from.. .. 110 

- chronic . . 216 

-- in chronic dysentery 872 

- - nephn I is . . ..217 

- cirrhosis ol liver .. 217 

- colitis . . . . 700, 872 

- collapse from.. .. 215 

- connective tissue in 

stools in . . . . 216 

- constipation afier . . 165 

- convulsions with . . 182 

- depression with .. 216 

- from diet indiscretion 216 

- Distoma hcpaticum .. 410 

- in diverticulitis . . 556 

- from drugs . . . . 216 

- in dysentery 98, 99. 216, 709 

- dyspeptic .. ..215 

- from emotion.. .. 217 

- epidemic . . . . 215 

- in epidemic jaundice 420 

- exophthalmic goitre .. 216 

- explosive . . . . 217 

- - from carcinoma ol 

colon . . . . 394 

- - - rectum . . 394, 727 

- from ficcal impaction 217 

- fatty, from pancreatic 

lesions . . . . 538 

- fever with . . . . 216 

- fontanel le sunken from 215 

- frothing, in sprue . . 47 

- in gasl ritis . . . . 930 

- gastrogenic . . . . 216 

- hard faeces after . . 165 

- in Henoch’s purpura 

102, 428 

- hill . . . . . . 217 

- hydrochloric acid in 

controlling .. ..216 

- indicanuria lrom . . 395 

- in infants . . 215 

- -- acetonuria from . . 3 

-- infective, cholera simu- 
lated by . . . . 872 


Diarrluva , iontd. 

- in influenza . . . - 570 

- with intestinal fermen- 

tation . . . . 30 .3 

- in intestinal obstruction 30 3 

from irritants . . ..217 

- in lardaccous disease 

10, 47, 217, 469, 784 

- marasmus front .. 479 

- after meals . . . . 217 

- in Meige's disea' c . . 280 

- morning . . . . 217 

- from mucomembran- 

ous colitis . . . . 872 

- muscle fibres in * tools in 216 

- from mushroom poison- 

ing 421 

- nervous . 217 

- from new growth 216, 217 

- pancreatic . . 216 

■ paradoxical . . ..217 

- m pellagra . . . - 279 

- pernicious nnarmia . . 216 

- lrom phthisis . . ..217 

- in polymyositis . . 702 

- pseudo-, in dvsche/.in 159 

- from ptomaine- 216, 

278, too, 872 

- pulse feeble with .. 216 

- in pyxmia . . . . 7 38 

- with pvonephrosi ■ .. 450 

- lrom rectal crises . . 217 

- rectal examination in 

cases of . . 215, 216 

■ in rickets . . .182 

- severe, lrom ar'-cna . . 650 

- - m cholera . . . . 650 

- — collapse from . , 392 

- - hypothermia lrom.. .392 

- - in infants . . . 650 

- — ptomaine poisoning 650 

- - polycvi bxmia lrom 650 

- lrom sphincter trouble 217 

• sprue .. 47. 217, 709 

- spurious, lrom vnci ■ 

noma ol colon . . 98 

- — - rectum . . . . 98 

- stool examinations in. . 215 

- summer . . . . 215 

- - ot infants. 61, ,od per 

anmn 1 rom . . 96 

- - - polycvl lueima in 

650, 651 

- - tenesmus in . . 872 

- in suppurative pvle- 

pblebj t i , . . . . 7 38 

- from syphilitic proctiti . 100 

- In tabas dorsalis 7.17, 874 

- test meals in cases of . . 215 

- tetany with . . 2, J 89 

- thirst due to . . . . 875 

- from t liberal I os i - 217 

- tuberculous bowD .. 562 

- - peritonitis . . . . 806 

- typhoid lever .. 216, 688 

- ulcerative colitis 217, 

564, 806. 812, 872 

- unripe fruit .. 216, 872 

- urates from . . . . 900 

- urine concentrated from 900 

- from venous stasis . . 217 
-- and vomiting and see 

Diarrhoea, /vmotic> 

101, 106, 216 

- — general was line from 78 
-- — muscular attophy from 78 


- zymotic, blood per 

nnum in . . ..101 

- - in children . . . . 101 

- - enterocolitis in . . 101 

Gaertner’s bacillus in 479 

- - marasmus f rom . . 479 

- - Morgan’s bacillus in 479 

- - summer and . . 101 

- - vomiting in.. .. 101 

Diastase co-cflicicnt of 

urine . . . . . . 216 

- test . 19 

Diastolic bruit isee 13ruit) 

- collapse of neck veins 

from adherent peri- 
cardium . . . . 265 

- shock from adherent 

pericardium . . 265 

- thrill (see Thrill ) 

Dl AZO-REACTION . . 217 

- technlgue of . . 218 

Dichloro-diethyl sulphide, 

dermatitis from . . 917 

- - mustard gas and . . 917 



DIET 


I 003 


DIPLOPIA 


Diet, beri-beri and 83, 516 . Dilatation of stomach, corn d. 

- biliousness from .. 640 I acute, alter abdominal 

- borborygmi and . . 107 j iniury . . . , 218 

- in chronic nephritis . . 13 - - - account of . . 218 

constipation and 160, 161 j in levers . . . . 218 

“ in diagnosis of scurvy hear! failure . . 218 I 

rickets .. .. 51 1 - - - in lobar pneumonia 218 

- diarrhoea from 216, 872 ; miiral stenosis .. 218 

- dcticiency ascites and j - - - alter operations .. 218 

62, 71 from adhesions . . 218 

- - beri beri and . . 7.1 alkalosis from . . 214 

- - Bright’s disease simu- - — from atony .. .. 21K 

latcd from . . 7 1 - - bacilli in vomit in . . 630 

- - exhaustion disease ! - - bismuth and X rays 

from . . . . 110 j m diagnosing . . 636 

- - general oedema from j - - blood-urea h i(]h with 214 

73, 514 ; - - from carcinoma 340, 

- - oedema of legs and 73 | 342, 829 

- - war CBdcma from 110 ~ ol duodenum 218. 811 

- delirium due to 213: — — — gall-bladder .. 218 

- errors in, gastritis from 3 18 ; — — — pancreas . . . . 218 

- - loss of weight due to u 32 ' - - - pylorus 218, 397, 

- - night terrors due to 40 3 801, 811, 930 

- - tetany lr«>m . . 2 j character of vomit in 930 

- foul breath and .. 112 - - from cicatricial sten- 

- general icdrtna Irom. . 514 ; osis . . . . 809 

glycosuria from curbo- - - coma from .. .. 214 

hydrate . . . . 331 - convulsions Irom . . 214 

- pout and . . , . 428 - — copmus \>mmng 

- indiscretion, glaucoma from 398, 6 in 50 

from .. .. 288 - - delirium from 213, 214 

- intestinal colic from . . 525 - - drummy abdomen 

- - constipation relieved trom .. ,. 218 

by . . . , 159 - - from duodenal steno- 

irri rant, gastritis lrorn 398 so... .. .. H01 

- nightmares and . . 499 - - - ulcer . . 218. 554 

- in occult blood tests , , 104 - - eructations from . . 218 

oxaluria and .. 353, 523 - - lcrrncntation m 302, 

- ptomaine poisoning from 6 36, 9 10 

872 - - Irom fibrous stric- 

purin bases In . . . . 901 ture or pvlorus . . 9 10 

- rickets and . . . , 182 — - llalulence irom . . 302 

- scurvy and 51,9 1, 346,679 - - Irom call -stones .. 218 

- -- rickets and .. .. 819 - - gastric H(.l dimin- 

lor stool examinations 215 ished in .. .. 9 30 

• tenesmus tioni .. 872 - - gast roicjmiiwtoniv for 214 

uric acid and .. .. 901 Irom healed ulcer 214, 

- urticaria and .. 824 218,398, 801 

- vomiting and , . . . 480 - hiccough from , . 218 

- wheals and .. .. 9.15 -- - irom hvdutid cv>t.. 218 

Dietl’ s crises (see Crises - - hypertrophy ol p\ - 

Differential leucocyte count lotus . . . . 809 

in Hodgkin's disease .. 49 - — idiopathic t big. 813 

- ~ leukiemta . . 32 - - inflammable gas in 302 

- - - lymphatic leukainia 34 - - lactic acid in vomit 

normal . . . 28 in . . . . . . 930 

- - . atui : ec 1 mphov.vics , - from malignant sten- 

Aivelocvies ; Pc>|\- osis .. , . 809 

inorpjionuclear - - marsh gas in . , 302 

( •ell , etc . -- •- mucus in vomit in. . 9 30 

Digital chancre, epilro- - - out ol condition from 113 

chleai gland enlarged - - from over-distention 

from 476 by food .. ..218 

Digitalis in auricular hbrih ~ - • ga>. .. . . 218 

laiion .. .. 69 paradoxical . . .. 399 

- bradycardia from 110,858 due to paralysis of 

- delirium cordis trom . . 858 gastric walls .. 218 

- dropped beats due to. . 664 - - peristaltic waves in 398 

tainting due to . . 297 j — - post-operative, hic- 

lor tatty heart . . 595 I cough Irom . . 386 j 

- green vision irom 335, 926 ! putrelaciion in .. 302 ; 

~ headache relieved by. . 372 \ — — Irom pyloric stenosis 

in mitral stenosis ' .. 69 21 3, 214, 218, 302, 

muscle tonus and . . 175 801, 809, 9 30 

olhcinahs, dermatitis renal tumour .. 218 

due to . . 915 ’ - - retroperitoneal cyst 218 

- palpitation Irom . . 594 ' - — salivation Irom . . 602 

~ polyuria alter. . . . 65 3 : sarcitue in . . 302, 930 ■ 

- pulse irregular Irom.. t>o4 \ — - shortness of breath 

- - slow- from .. 110, 858 j from .. ..113 

“ tachycardia from 856, 858 ; succussion in 800, 801 j 

Dilatation of bladder (see ! - - - over wide urea with ! 

Bladder, Distended) i 218, 219, 636 J 

- caicum (see ('cecum, Dis- - - from suprarenal tu- 

tended > ! niour . . . . 218 

- colon, idiopathic ('see j tetany from .3,189, ■ 

Hirschsprung’s Disease) j 213, 214, 799 

- heart (see Heart) ! thirst due to . . 875 I 

- kidney pelvis from I uraemia from 213, 214 

ureteric calculus .. 577 J visible peristalsis with 

(and see Hydro- 219, 6 36, 801 

nephrosis ; and - - vomiting with 18, 219 

Pyonephrosis) without vomiting .. 802 

- oesophagus, idiopathic — X rays in diagnosing 

(see Achalasia of (Dip. 185) 219, 398 

Oesophagus) - - yeast cells in vomit in 930 

- pupil (see Pupil) Dilatator tubie, cracking 

- STOMACH .. 218 in ear due to .. .. 878 

- - account of . . . . 398 Dinitroaminophenol in 

- - acetonuria from . . 3 urine . . . . . . 903 


Dinitrobenzene, acute 1 Diphtheria , contd. 

vellow atrophy from. . 416 | - peripheral neuritis from 

- jaundice due to .. 408 ; 74, 80, 84, 178, 191, 

Dinitrophcnol, acute I 192, 242, 456, 570, 

yellow' atrophy Irom. . 416 ; 623, 730 

- dermatitis from . . 917 ] - phlegmonous [hip. 5 l Hn 759 

- in explosives . . . . 917 I - phrenic nerve affected by 84 

- jaundice due to . . 408 j - ptyuhsm due to 661, 662 

Diospyrus ebenuin, der- I - purpura in . . . . 676 

matiiis due to. . . . 916 : - - of bad omen in . . 677 


Diphtheria, abdominal 


- regurgitation of 

lhiids 

muscles paralysed in, . 

192 

through nose 

alter 

- accommodation dilii- 


84, 192, 2:H 

, 242, 

cult aftei 

84 

623, 730, 

731, 927 

- acute dvspmca from . . 

606 

- retropharyngeal a 

^ cess 

- - nephritis from 

12 

simulating . . 

. . 694 

- adenitis from.. 

474 

- rigor m 

. . 737 

- albuminuria in 

16 

— scoliosis from. . 

191, 192 

' angina liotn 

. 5 3 

— severe . . ' h'ii 

m i 759 


- antitoxin see Serum - simple sore throat sim- 

- arthritis trom . . .. 425 ulaied by .. .. 730 

- - ol spine from . . 796 - sore nose and lip from 224 

- ataxy trom .. .. 74 - - throat due to S4, 242, 758 

- bacilli (see Bacillus 1 - - - of medium severity 

- back muscles allectcd in 191 ih'n:. 5U4) 759 

- bacteriological exam- - spasm of larynx simu- 

lnation in diagnosing lated by . . . . 196 

196, 240, 248, 62 • ■- spleen enlarged in 778, 786 

- bronchia i casts m .. 792 - stridor due to 196, 799 

- caseous gland simu- - swallowing liquids dilh- 

latmg . . . . 197 cult after . . . . 84 

- casts ot vagina due to 232 - tachycardia from 84, 858 

- Chcync-Slokes breath- - throat cultures in . . 192 

ing in .. ..139 - tonsillitis and 758,759,760 

- coma in .. .. 16 3 - tracheal obstruction 

- conjunctivitis due to. . 891 simulating . . . . 197 

- convergence pupillary - tracheotomy for . . 606 

reflex 1< t in . . 674 - ulcer of leg from . . 894 

- corneal ulcer trom . . 891 - vagus nerve affected by 84 

- cough from . . . . 187 - very slight cases of . . 730 

- cutaneous . . . . 681 - vomiting from . . 84 

- cyanosis from.. .. 196 - without typical exudate 758 

- diagnosis by cultures - wrist -drop alter < hip. - 84 

trom throat . . .. 84 Diplegia, athetosis in 16°, 

- dia/.o-i eaclion in . . 218 88 3, 884 

- difficulty in reading afier7 30 - cerebral, bilatt ral facial 

- dilatation of heart in.. 266 paralysis with .. 603 

- dysarthria in . . .. 774 - - in children .. 176 

- dysphagia due to 242. 662 - - dysarthria in . . 773 

- of ear . . . . . . 522 - -- emotional expression 

- epistaxis from . . 273 imcomn lied in . . 603 

- lirst heart sound weak - - expressionless laeies 

in .. .. .. 2b6 with .. .. 60.3 

-• follicular tonsillitis sim - - - tremor in .. .. 880 

ulaied hv 1 hip. 5 r> hi 759 - choreiform movements 

- foot-drop Irom . . 146 in . . . . 88.3 

- toreign body simulating 197 — congenital, athetosis in 169 

- gangrene from .. 317 - - cerebral, account of 169 

- htemoptysis from 361, 367 - cross-legged gait in 176,884 

- head-rctraction in .. 731 - infantile, ankle-clonus in622 

- heart affected after . . 730 - - from cerebral em- 

- heart-block Irom . . 668 : holism . . 170 

- hoarseness from 246, 387 - - - thrombosis 170 

-- inllucnza simulated by 730 - - congenital defect of 

- Kirkland’s disease sim- cortex . . 62 2 

ulatmg . . 761, 762 -- - extensor plantar re- 

- Klebs-Hoeffler bacilli in ; flex in . . .. 622 

192, 242, 248, 730, 758 | knee-ierk increased m 622 

- knee-jerk lost after . . 452 spastic . . . . 169 

- laryngeal, dyspnea from - intention tremor in . . 884 

246, 248 - optic atrophy in . . 884 

- laryngeal obstruction - pupils unequal in . . 884 

from . . . . 196 -• reflexes increased in. . 884 

paralysis simulating 606 1 - scissor gait in.. .. 884 

- laryngismus stridulus - spastic paraplegia in.. 884 

simulated by 196, 249, 799 - sphincters affected in 884 

- laryngitis in . . . . 246 ; - tremor in . . . . 883 

- — simulated by . . 196 Diplobacillus of Moran- 

- leucocytosis in . . 453 ; Axentcld in coniuncti- 

- limping after . . . . 456 ! vitis . . . . 286 

measles with . . . . 246 I Diplococctts, intracellular 732 

membrane on pharynx 248 ; - intraeelluiaris menin- 

- uvula . . . . 248 , gitidis in cerebro- 

mcningitis simulated by 731 I spinal fluid . . . . 384 

menorrhagia alter . . 482 I Weichsdbaumii . . 732 

muscular atrophy from 84 DIPLOPIA . . 220 

myocardial changes in 53 - from botulism . . 223 

nasal . . . . 224, 225 : - cavernous sinus throm- 

- voice in . . 84, 774 ; bosis . . . . 222 

- - after 192, 624, 730 - crossed, diagram of 

ophlhalmoplegia interna I ( hip. 1SS) 221 

from . . . . . . 674 ■ - in disseminated sclerosis607 

paralyses from 192, 22 5 - encephalitis lcthargica 222 

- of ciliary muscle Irom - from external rectus 

84, 242, 7 30 paralysis . . 222 

- diaphragm from . . 84 - eye displacement . . 222 

- limbs from.. .. 84 - homonymous (Dip. 187) 22\ 

- palate from 84, 192, - inco-ordination with . . 314 

242, 623, 774, 927 - from Inferior oblique 

- pharynx after . . 730 paralysis . . . . 222 



DIPLOPIA 


1001 


DISTOMATA 


Dipl op iij, corihL 

- from inferior rectus par- 

alysis . . 222 

- internal rectus paralysis 222 

- monocular, account of 220 

- - from astigmatism .. 220 

- - cataract . . . . 220 

- - dislocation of lens.. 220 

- - double pupillary aper- 

ture . . . . 220 

- monocular vision with 222 
from ocular muscle para- 
lyses ( Fit;. HM) 222, 314 

- orbital abscess . . 222 

- - growth . . . . 222 

- - haemorrhage . . 222 

- physiological . . . . 220 

- real and false images in 221 

- from strabismus . . 797 

- superior obligue para- 

lysis 222 

- rectus paralysis . . 222 

- after tenotomy . . 222 

- vertigo with . . . . 012 

Dipping with ascites 59, 841 

- in cirrhosis of liver . . 466 

Dirca palustris, derma- 
titis due to . . . . 913 

Direct inguinal hernia 832,834 
Dirt, marasmus from . . 480 

- typhus fever and 417, 690 

Dirt-eating . . . . .38 

- disease, pica and .. 128 

Disc, optic i see Optic Disc) 
Discharge from ear, puru- 
lent 522 

sanguineous .. 522 

- - serous . . 522 

- - due to wax . . , . 322 


Discharge, nasal, watery, contd. 

- - - from snuff > . . 223 

- - - sulphur dioxide.. 223 

— -- trigeminal neur- 

algia . . . . 223 

FROM THE NIPPLE 227 

- blood, due to duet 



carcinoma . . 

227 

— 

- - papilloma 

227 

— 

- sarcoma 

227 

- 

- scirrhous carci- 



noma . . 

227 

- 

from duct carcinoma 

839 

- 

hydatid 

°?7 

— 

milk in infants 

2°7 

- 

— lactation 

°27 

- 

- pregnancy 

227 

- 

- at puberty 

227 

— 

puiulenl, from mas- 



titis 

227 

— 

- tuberculous mas- 



t iris 

->->7 

- 

serous, in mastitis. . 

227 

- 

sticky yellow, in 



Paget's disease . . 

887 

URETHRAL . . 

227 

- 

with abscess of testis 

768 

- 

from acute urethritis 

356 

- 

arthritis with . . 

425 

- 

from calculus 227, 

2 30 

- 

carcinoma 

2 30 

- 

catheter 

227 

— 

chancre 

2 30 

— 

cpididyinit is v it h . . 

8?V 


lrom foreign body 



227, 

2.30 


gonococcal 225, 237, 



228, 229, 574, 

72 3 

- 

lrom gout . . 

227 


Discomvces in Madura 

fool ' 893 

Dislocation, fracture- (see 
braeture-disloealion) 

- of hip, congenital (see 
Congenital Dislocation') 


- - limping from . . 457 j - 

- iaw . . . . . . 834 j 

- - dysphagia from . . 661 ; - 

- - pfyalism from . . 661 j 

- lens, anterior chamber j - 

irregular with . . 220 j - 

- - appearances seen in 220 : - 

- - lrom iniury. . . . 674 - 

- — monocular diplopia 1 

from . . . . 220 i 

- - pupil irregular from 674 - 

- - manor of iris with. . 220 

- neck, unilateral . . 797 

- spleen . . 775, 777, 788 

Disordeied action of the 

heart see I )..\.l l. > 
Disorientation from al- 
cohol 25 - 


Disparateness . . 220 

Disparation . . 220 

Dissecting aneurysm >see 
Aneurvsm 

I >i ssaet mp-ronp> sore, 
epit rochlrar gland en- 
larged from . . . . 476 

Dissection wound, abscess 
from . . . . . . 30] 

- - cellulitis from . . 301 

- • of linger . . . . 301 

- - 1\ mphangttis from . . 301 

- - pustule from . . 30 1 

- - pv.Lmia trom . . 301 

Disseminate choroidal 


isseminated sclerosis , eotitd. 


- knee-jerks exagger- 

ated in .385, 607, 

6 30, 923 

- mercurial tremor 

simulating . . 882 

- micturition difficult 

from . . . . 492 

- muscular fatigability 

in 185 

- neuralgic pains in.. 75 3 

- neurosis simulated by 6 31 

- numbness in ..753 

- nystagmus from 157, 

185, 371, 505, 607, 

613, 6 30, 88 3, 923 

- occupation neurosis 

simulating . . 189 

- ophthalmoscopic ex- 

amination m . . 93 

- optic atrophy in 9 3, 

185, (.07, (») 3, (.30, 92 3 

- - neurit is rare in 371,630 


>pt must ic mental atti- 


tude in . . . . 185 

- pallor of optic discs in 

88 3, 02 3 
para-sthesia in ..6 31 

- paralysis of acconi- 

modat ion in . . 92 3 

- - arm in . . . . 6l 3 

- - eve muscles in . . 923 

- - one leg in . . 607 

- paraplegia in 613, 626 
m pernicious anaemia 30 

- posterior column 

lesion m . . 75, 76 

- precipitate dcfieca- 

t ion in . . . . 394 


- - and see Olorrhoea* 


- — gumma 

. . 2 30 

retinitis, visual fields 


- - primary lateral sele- 


NASAL 

223 

- — herpes . . 

. . 230 

constricted in 

924 

rosis simulated by 

631 

- - due to cerebrospinal 


- — inguinal Hands 

cn- 

1 )isscminated sclerosis, 


- -- pyramidal t tacts ui- 


fluid 

224 

larged from 

. . 476 

abdominal reflexes ub- 


fcctcd in . . 

607 

- - fibrosarcoma of busi- 


- - idler iimirv . . 

. . 227 

sent in 

61 3 

- - reflexes me reused in 

88 3 

spocn«>id 

225 

- — marriage and. 

229 

- - account of 385. 607. 838 

- - retent ton of urine in 

211 

- - in glanders.. 

683 

- - from papilloma 

. . 2 30 

- - alcoholism innilated 


- - rigiditv in . . 

88 3 

- - due to growth in an- 


- - phinio -is . . 

. . 765 

bv 

6 3 1 

scanning speech m 


trurn of Highmoie 

8 37 

- -- polypus 

23° 

- — allocheiria from . . 

22 

6 30, 77 3, 

88 3 

- - lepra bacilli in 

47 5 

- - prostalic absces 

s . . 766 

- ankle -clonus in 385, 

6 30 

- - scotoma j!' 93, 6 30, 

6 31 

•- -- purulent, from aden- 


- - prostatitis . . 

. . 491 

- - aphasia in . . 

185 

- - sensation little at- 


Olds 

225 

- • rheumatism 

. . 227 

- — apoplectiform attacks 


lev ted in 185, 6 31,923 

-- - - atrophic rhmit is . . 

2 25 

- - soft sores . . 

2 30, 765 

in.. 

185 

sensory changes in 

753 

- - - in common cold. . 

224 

- - staphylococcal 

. . 72 3 

articulation impelled 


— signs of 

185 

diphtheria bacilli in 

224 

— — s t e 1 i 1 e 

227 

in 

185 

-- - slow Course of 

385 

due to empyema of 


- - stinking, from b 

alan- 

- - ascending nephritis 


- — spast ic monoplegia in 

61 5 

antrum of Higlt- 


! l 1 S 

. . 76 3 

m . . 

211 

- - spasticity in 176, 

385 

moro 225, 226, 

694 

■ — lrom stricture 

229 

- - astereognosis in . . 

75 3 

- - specs h slurred in . . 

385 

- - - enlarged tonsils.. 

225 

- - urethritis 

722 

- - ataw in 75, 76, 157, 


-- - sphincter trouble in 


ethmoidal sinus in- 


- uterine, foul. 

from 

3H, 371, 385, 630, 

631 

176, 607, 61 3, 6 31, 


fection 225, 227, 

694 

chorion -epithelioma 488 

-- - cent ral scotoma in . . 

92.3 

88 3, 

884 

- - - foreign body 

225 

- - - malignani gr 

>wth 489 

- — cerebellar abscess 


- sphincters aflected 


- - - frontal sinus infec- 


• - - pvonictra 

. . 489 

simulating 

371 

onlv late in 

185 

tion 

225 

- - with salpingo-oophor- 

- - - tract lesion in 

7t> 

- - staccato speech in 


- - -- glanders . . 

225 

itis 

.. 84 3 

" • - tumour simulating 

371 

385, 77.3, 

88 3 


gonococcal . . 1 
iron) hypertrophic 
rhinitis . . I 

-- influenza bacilli in 1 

-- from membranous 
rhinitis . . A 

Micrococcus catar- 
rhahs in . . 1 

- from necrosis of 

nasal bones . . 1 
pneumococci in.. 1 : 
trom polypi . . ^ 

rhinitis . . . . 2 

thinolith . . . . 2 

- todent ulcer . . 2 

- .• phenoidal sinus 

infection 225, 227, ( 
staphylococci in . . 2 
streptococci in . . 2 
from syphilis .. 2 

watery, lrom am- 
monia . . . . 2 

arsenic . . . . 2 

- in asthma . . 2 

- from bromism . . 2 

- in common cold . . 2 

- from fog. . . . 2 

- in hay lever . . 2 

- from indism . . 2 

irritant gases . . 2 

lachrymation . . 2 

- in measles . . 2 

- from Micrococcus 

catarrhalis . . 2 

- neurosis.. .. 2 

- rhinorrhoea . . 2 


VAGINAL . . 231 

acute nephritis with 11 

- - blood-stained . . 231 

- - - from endometritis 700 

- - lrom carcinoma of 

body of uterus . . 2 32 

cervix . . . . 2 32 

; - — cervical erosions .. 231 
-- decubitus ulcer .. 231 

- - endocervicit is . . 2 31 

- - endometritis 2 31, 700 

- - gonococcus in . . 231 

- from gonorrhoea 225, 231 
hydatidiform mole 232 

- - inflamed cervix . . 2 31 

- leucocytes in . . 231 

- - menorrhagia with . . 231 

- - from mucous polypi 232 

- - mucus in . . . . 231 

- - oUemivc, in puer- 

peral lever . . 738 

- - perineal sore from.. 766 

- - from pessary 231, 232 

- - placental polypi . . 232 

prolapse . . . . 231 

pyometra . . . 232 

pyosalpinx with . . 829 

sanious, in puerperal 

fever . . . . 738 

i - - from senile endo- 
metritis . . . . 232 

i sloughing fibroid . . 232 

! - - squames in. . . 231 

: - - from vaginitis . . 231 

; yellow . . . . 231 

I Discoid epithelioma . . 886 


-■ - childish mental atti- 
tude in . . ..185 

- - coma in . . 1 53, 181 

- - convulsions in . . 181 

- - cystitis in . . 211 

- — deep reflexes in- 

creased in . . 185 , 

- ~ delirium in.. .. 211 ' 

- - diplopia in . . . . 607 

- - dysarthria in . . 77 3 

early stages of . . 630 

- - encephalitis simu- 

lating .. .. 157 

- -■ erythromelalgia in.. 54 3 

- - extensor plantar re- 

flex in 88, 176, 1H5, 

385 , 607 , 6 1 3 , 6 30, 

883, 923 : 

- - fatuous placidity in 290 
-- -- functional disease 

simulated by .. 6 32 ! 

- — gait in . . ..883! 

- - girdle pain in . . 326 1 

- - - sensations in . . 753 

- - head oscillating in. . 883 

- -- headache in 370, 371, 6) 3 

- - hemiamesthesia in.. 75 3 : 

- - hemiplegia from 382, 385 ; 

- — hesitant voice in . . 630 

hippuK in . . . . 675 

- - hysteria simulated by 753 ! 
7 simulating . . 884 

- — impotence in . . 393 

- - intention tremor in 

185, 371, 385, 607, 

630, 879, 880, 883, 923 I 


- - slaggeting from .. 631 

- - subjective sensory 

signs in . . . . 883 

- - transient palsies in. . 613 

- - unilateral symptoms in 22 

- u Hernia in . . ..211 

- - variability of symptoms 

in 630 

- - vomiting in . . 37J, 613 

1 )issociative anaesthesia 

f see Anaesthesia) 

Distal myopathy of 

C lowers . . . . 17 

Distance, sense of . . 220 

Distention, abdominal (sec 
Abdominal 1 )isicntion,i 

- of bladder (see Madder) 

Distoma hepatieum, as- 
cites f rom . . . . 410 

“ - diarrhoea from . . 410 

- - enlargement of liver 

from . . . . 410 

jaundice from . . 410 

- - ova in stools with . . 410 

pain in right hypo- 

chondrium from 410 
pyrexia lrom . . 410 

- - in sheep . . . . 410 

- - vomiting from . . 410 

- pulmonale in China . . 367 

- - Formosa . . . . 367 

- - haemoptysis from . . 367 

in Japan . . . . 367 

Westcrmanni, haemo- 
ptysis from . . 361 

Distomata, jaundice from 407 
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Disulphide (see Bisulphide) Diverticulitis , contd. , Drugging, contd. i Dru?s, contd. 

Disuse, contracture from 178 - symptoms like uppendi- !- sense of, from carcinoma - ataxy due to .. ..77 

- muscular airophy from 78 citis in .. .. 816! of liver .. .. 468 j - blood per anum from 

Diuretics, polyuria after \ - ulcerating into bladder 356 j - of toes in spastic para- j 96, 102 

653, 654 ! - vaginal examination 1 lysis 607 I - bradypmva from .. 110 

Diuretin, angina abdo- j in diagnosing .. 557 Drams, bad, fainting due \ - bright yellow urine from 903 
ininulis and . . 396, 538 , - vesicocolic fistula from 162 ! to . . . . 297, 299 j - cacogeustia due to . . 860 

*■ ~ pectoris and .. 396 j - X rays in diagnosing.. 698 [ Draught in motoring . . 567 - coma from . . 110, 154 

- polyuria after. . .. 653 j Diverticulum of bladder, j- myalgia from. . .. 572 !- convulsions from 181,182 

Divarication ol recti .. 636; cystoscopc in diagnoMiig447 - pain in back Iran .. 567 - cyanosis from . . .. 196 

- ~ evident on raising , stone in .... . . 721 - stiff neck from .. 528 I - deafness from .. 207 

head .. ..591 swelling in iliac fossa Drawing-up of legs due to j - delirium from .. 212 

- • pain at umbilicus I due to . . 829 ! intussusception . . 101 I — dermatitis due to . . 917 

from .. . . 593 , - - X rays in diagnosing 447 Dreams, horrifying, notes - diurrluea from .. 216 

h'r .. .. 436 ; - colon, opaque enema in on 499 - dia/.o-rcaction from .. 218 

- - visible peristalsis due . diagnosing (/4.i,\ 141 ) 1 62 - p^vcho-anaivsts and .. 499 - epiphora from .. 272 

•• •• 036 ; perinephric abscess - (and see Nightmares ; and I - fainting due to 297, 299 

Divers, ataxv in . . .. 77 i from .. ..418 Night Terrors i - foul breath from .. 112 

cyanosis in . . 200 X rays in diagnosing Dreamy consciousness - glycosuria from . . 332 

- noises in head in .. 504 ( fug. 141 > 162 from uncinate tumour 87 - green vision from .. 335 

tinnitus m .. .. 878 - Meckel’s, obstruction Dre&bach’s ana-mia, elhp- - luemat emesis lrorn .. 336 

- vertigo in .. .. 504 Horn .. ..167 tic red cells in .. 51 - hematuria from .. 348 

Divergent strabismus, - of msoghagus, . . 242 Dribbling of saliva in simulated after .. 904 

diagram of (lun. IKS' 221 dysphagia due to .. 927 babies .. .. 661 - hamioglohmuria from 357 

Diverticulitis abscess (.see food regurgitation due _ bulbar puralvd* 661,731 - headache, from .. 371 

Abscess. to .. .. 927 - ~ iacial paralysis .. 004 - mUstinal colic tram. . 525 

- ucutc, absce.s lrom 296. 556 skiagram «>1 ' I n;. Jut* > 242 mercurial stomatitis 601 - leucocytosis from .. 453 

account of . . ..556 -- vomiting simulated bv927 - - ptvalism and .. 660 loss ol w eight due to . . 934 

acute tenderness with 530 Diving, epistuxis due to 274 i and see Saliva! iwn - mclhaniogiobimemia 

age incidence of .. 550 faulting due to .. 297 - uiine i sec Urine, Drib- f ront 202, 650, 651 

appendix epiploicu - lracture of spine from 303 blimn - mcthamioglohinuna 

and .. .. 566 - gangrene ol lung alter .52 3 Drink i see Alcohol after .. .. 196 

blood per anum from «6 -lympanic membrane Drop-loot ' sec Toot-drop - noises in head from . . 504 

from chronic colitis 556 ruptured in .. 522 Drop-w ri-.t ■ see \Vnsi -dn>p - (edema ducto 511,515,516 

- colic simulated by . . 1 4 l > Dizziness in aorlit re- Dropped beats, account of 665 palpitation lmm . . 594 

from i onstip.uion .. 550 gurgitation .. .. 259 di'.utalis c.uisine .. 064 - photophobia from 6 39,640 

diarrlut-a with .. 550 - apoplexy preceded by 184 - - e :( ra .v u.»lc -imu- -pigmentation ol skin 

general ]»critoniiis - on Dual .. ..911 latmg .. .. 070 'iroin .. .. 645 

from .. M 1 *, 556 - at edge ol clitl .. 9 U _ heari-block Minui.Ucd - polvcvihiirrnia lmm 650, 651 

- - ‘lilt-sided append:- _ - height, .. .. 911 bv .. ti64 porphyrinuria lmm .. 904 

cm . . . . 550 — m phosphuret led hydro- -- - from heart -bin.. i . . 067 priapism from . . 657 

nuctui iIvmi licquttii gen poisoning .. 421 pulse irremilat from 064 - pt>ahsm from .. 661 

wall. -• ' tram .. .. • . 91! — - pulsm aliet nans simu- - jnihi slow from .. 110 

openun: into bladder 2 l *p - and so \ertieo; latmg . . ()7 1 — put -pura due 1 . 1 676, 677 

operation lor .. 55o 1 logs, hydatid dr-ease and 807 ~ - from sim aurieu’.a:' - pyutia Cases and . . 798 

p.un linliac fossa from - 1 tenu celutuK .u ,us in ^ block .. 60S - rash due u* .. 917,920 

33 s, 5 it, 6 ’< 5, 80/ - big toe in Tooth's per- — scale eruptions due to 744 

pul-,e rate rac ed w nil 56t) - loluyleiiediamine j.iun- oneal aimphv .. 79 - scotoma 1 rom .. 93 

- - pyosalpmx simulated _ divcm .. .. 421 Dropping ol <. .Ion, ski a- - shortness oi Prcatii liorn 1 1 3 

bv .. .. 35 ft Doe-bMe ; ee Bite i grains of i J i‘7, 4 ->S 5 57 - slrangurv due to .. 798 

pyre'-ua wall .. 5oo Dogwood, An* tiali.in. tier- - sumach, X go m die- - stupor lmm . • . . 110 

- m ta! examination m 666 mantis due to . . .. 615 gnosing • ,*■/■•. 4 i', 5 37 - tachycardia from 850, 858 

-- fluidity ol muscles - dcrmatiie- due lo .. tJ l6 1 )rops\ , general hcc Ouicmu ■ - tciiesmu, due to .. 873 

over .. .. 556 Dome-. Imped dullness, Drnsera mlunJilbii.i, Jer- llurst due lo .. .. 875 

- -- from sacculi .. 556 hepatic .. .. 402 mat it is due n. . . .. 915 - tinnitus due to .. 879 

se\ incidence of .. 556 Horn hepatic abscess Drowning from cramp . . 188 - longue swollen from 

swelling' m left iliac .566, 4t>4, 695 Drowsiness in acute 851, 852 

fossa m . . . . 816 Domestic servants, aero- yellow atiophy . . '16 — tremor due to . . 879, 881 

tongue coated in . . 350 par.es thesia in . . 543 — anuria .. 55, 5t> — mine abnormal coloured 

aiiiHir with .. 566 Dope, aeroplane iscc Aero- botulism .. .. 243 from .. 903,904 

urgent lapumtnmv for 149 plane Dope 1 -• cerebrospinal meningms 278 - vertigo from .. .. 504 

Viiiam! examination Domnicum pai dial ianche,., - cirrhosis of liver .. 414 - vomiting due to .. 928 

in 556 dermatitis due to .. 915 - alter convulsions .. 181— wheals due to. . .. 935 

- - vomiting from .. 55(> Dorsal nerve-root iseo - in diabetes mellitus 1 1 1, 928 - yellow vision due to .. 926 

- age incidence ol 161, 098 Nerve Root) — from encephalitis 156, Drum-beating noise, in 

barium enema m dia- — nerves l-.ee Nerve 157, 278, 632, 701 head . . . . . . 503 

gnosing . . . . 161 - segments (.see Spinal Seg- - headache with . . 370 Drummers, cramp in . . 189 

blood per anum IronDn, Do meats, 1 >orsah ; - from hypopituitarism 509 Drumstick bacilli in 

carcinoma simulated by _ Dorsalis pedis artery, - obesity and .. .. 509 tetanus .. 521, 885 

98, 167, 168, 356, 557 cessation of pulse in . . 46 : — in phosphorus poisoning 421 Drunk, blind, diabetes 

simulating .. .. 827 embolism of, in j - pituitary inlantilism .. 236 simulated by .. .. 331 

- colic from .. .. 148 infective endo ! - trypanosomiasis .. 708 - or dying .. .. 154 

- colitis simulating . . 7(H) carditis . . 46 ; - uricmiu 55, 56, 372 Drunks, glvcosuria in . . 213 

ha-mat uria Iroin 348, 356 . - penis nerve, distribu- Drug habit from aeetani- Dryness of mouth, cueo- 

- intestinal obstruction | lion of tT:.c. 5Hln 748 . lide .. .. 113, gcustia due to . . .. 860 

from .. .. 167 i Dorsiflexion of foot, normal cocaine .. .. 113 : in fevers .. 860 

- intest mo-vesical fistula extent of . . . . 143 ' — — heroin . . . . 113 — nasal mucosa from filth 

from .. .. 356 Porsiflexorx, paresis of, ' morphia .. ..113; nerve paralysis .. 756 

- intussusception simu- in peripheral neuritis . . 75 out of condition from 111 Duchenne’s palsy .. 618 

lating .. .. 829 Dots, Maurer’s, in malaria j shortness oi breath Ducrey’s bacillus in soft 

- irritability of bladder i parasites .. .. 42 I irom .. .. 113 chancre .. .. 854 

with .. .. 161 ! - Scliullner’s, in malaria 1 - - sudden stopping of, Duct, Bartholin's, red and 

- laparotomy in diagnos- parasites .. .. 42; delirium irom .. 212 inflamed .. .. 239 

ing 98, 356,557,693,827 Double consciousness .. 25 ; - poisoning, coma from 181 - bile (see Bile Duct) 

- mucus per rectum from 356 ■ - hemiplegia i see Hemiplegia) - - convulsions irom .. 181 - carcinoma of breast .. 839 

- pain in iliac fossa from 555 1 - pupil (see Pupil) - rash from bromide .. 682 - - - blood from nipple 

- pelvic abscess from 356, 557 ; - vision (see Diplopia) copaiba .. .. 479 ; due to .. 227 

- pericolitis f rom .. 162 i Double-jointed thumbs iodide .. .. 682 , - cystic ( sec Cystic Duct > 

- periprociul abscess j in Mongolism .. 236 j itching in .. 477, 479 - ejaculatory, gonococcus 

simulated by . . 557 j Douches, sterility due to 793 | — — pityriasis rubra from 746 i infecting . . . . 228 

- periprostatic abscess ! Douglas’s pouch, card- I - - small-pox simulated j - hepatic, stone in, colic 

simulated by . . 557 ; noma in . . . . 729 j by . . . . 687 i from . . . . 147 

- pyosalpinx simulated by 557 j - - felt per rectum .. 729 j syphilis simulated by ‘579 ! - lachrymal, obstruction of'273 

- pyrexia from . . . . 161 - - bvdatid in . . . . 66 j - rashes, list of . . . . 917 I - omplmlo - mesenteric, 

- rectal examination in j Dragging in chest from | - - (and see under Try- i cyst of . . . . 593 

diagnosing.. .. 557 j mediastinitis .. .. 535 , theina, etc.; * - pancreatic, catarrh of 411 

-* skiagram of (T/'.e. 44b) 557 I - of fool (see boot) Drug-taker, shifty eyes of 289 ; stone in, colic from 148 

- spastic constipation I — leg in hysteria .. 608 j Drugs, amblyopia from 9 3, 922 - papilloma of breast, 

simulating .. .. 161 I - lumbosacral, from pyo- j - ana-mia from.. 44, 515 i blood from nipple 

- stricture of colon from 162 1 salpinx . . . . 724 | - aphrodisiac, certain . . 657 I due to . . . 227 
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DYSPEPSIA 


Duct , contd. 

- prostatic, gonococcus 

infecting . . . . 228 

- S tens on’s, calculus in 848 j 

- ihyroglossul, cyst of . . 852 
Ductus arteriosus, patent ; 

(sec Patent) j 

Diihring on tuberculides 683 
Diihring’s disease . . 126 j 

- -■ eosinophiliu in . . 271 
Dullness, abdominal, in ! 

chronic peritonitis . . 6? j 

- - pregnancy , . . . 01 

- over aneurysm 260, 875 ; 

ascites and . . 60, 841 ! 

■ cardiac see Heart Dull- 
ness) | 

- over distended bladder 61 i 

- dome- shaped, from he- j 

patic abscess 366, 464, 695 

- over empyema 134, 695 

- tibroid lung . . . . 258 ; 

- in ilanks in general 

peritonitis 149, 485, 734 

- - from twisted ovarian 

cyst . . . . 559 

- over infarct . . . . 199 j 

- of intellect in myx- 

oedemu . . . . 656 i 

- LIVER, DEFICIENT 460 
-• - (and see Liver Dullness) 

• in loin from renal 

tumour . . . . 776 

- over massive collapse 

of lung . . . . 375 

- with ovarian cyst 60, 841 
over pleural effusion. . 375 

- pleuritic effusion 209, 258 1 

- m pneumonia 199, 789 . 

- precordial, in pericarditis 265 
-splenic.. 775,776,814; 

- due to thymus gland. . 248 

- in tuberculous peri- 

tonitis . . . . 65 

Dumb-bell crystals . . 523 

- - of sodium urate 

Udg. 679' 899 

uric acid . . . . 900 

Duodenal cap deformed I 

in duodenal ulcer . . 554 

- ulcer i see Ulcer) 

Duodenum, ankyiostomi- j 

asis of . . (Pig. 497) 635 

- carcinoma of (see Carci- 

noma i | 

- catarrh of, pancreatitis I 

from . . 1 28 i 

- congenital malforma- 

tion ol . . . . 167 ; 

disease of, constipation 
from . . . . 161 

- gall-stone opening into 336 j 

- - ulcerated into . . 343 j 

- injurv to, blood per J 

anum from . . 97 j 

surgical emphysema 
) torn . . . . 254 

kinked by movable 
kidney . . . . 413 

movable kidney drag- 
ging on . . . . 352 ' 

- new giowth of, gall- j 

bladder enlargement i 

simulated by . . 316 j 

- stenosis of, gusireefasis l 

from . . . . 801 

-- - visible per islalsis frum636 ; 

- tumour of, ascites from 61 

jaundice from . . 407 ; 

- - portal vun obstructed 

by - . • . 9 1 

- ulcer of i see Ulcer; 

Dupu vtren's contracture 

{Ids. 152) 179 
in coachmen . . 179 

- - a deal porter {Ids. 155) 179 

- - gout .old . . . . 179 

■ - pads on lingers with 412 

- • • in spade-users . . 179 

- fracture into ankle- : 

joint . . . . 147 | 

- ~ talipes from . . 147 

Durham, ringworm of .. 310 ! 

Dust, cough from .. 185 j 

Dwarf elder, polyuria from 653 i 
DWARFISM ..232 | 

- from achondroplasia I 

232, 233 | 

- alopecia in . . . . 91 | 

~ in anosteoplasia 232, 233 I 


Dwarfism , cotit J. 

cerebral • • 234 

- in ail me infantilism 

(Ids. 197) 235 ■ 


— dachshund type 

2 33 

; - 

- f rom delormiry 

2 32 

- 

- ectromelic 

234 


— from hvdrocephalv . . 

2 34 

— 

- imbecility 

234 

— 

- infantilism with 232, 

234 

- 

— — distinguished from 

234 

- 

— from kvphosi.-. 

234 

- 

— in microcephaly 2 34, 

2 35 


— osteogenesis imperfecta 

— 

232, 

233 


- osteomalacia . . 232, 

2 33 

- 

— penguin-like . . 

2 34 

— 

- phocomellc 

234 


— lrom porencephalv 

234 


- renal, leianv and 

3 

— 

— from rickets ( Jdi?. I ' 

2 3 2 

- 

- seal-like 

2 34 

- 

- small head in . . 

2 34 

— 

- from spinal curvature 

2 34 

- 

Dvers, dermatitis in 

917 

- 

- nail changes in 

496 

- 

— stained skin in 

917 

- 

Dves, aniline 'see Aniline 



— dermatitis from 

917 

- 

— fur, dermatitis lrom . . 

515 

- 

— - ervihema from 

515 

- 

- - (edema of face from 

515 

— 

hands from 

515 

- 

neck from 

51 5 


- - vesicles lrom 

515 

- 

- hair, erythema lrom . . 

275 


Dying or drunk 

154 

- 

Dysarthria, account of . . 

772 


-■ aphasia distinct from . . 

381 

- 

- lrom bilateral facial 


- 

palsy 

774 

- 

- in bulbar paralysis . . 

773 

— 

- cerebral diplegia 

77 3 

- 

- from diphtheria 

774 


-- in disseminated sclcrosi 

,773 

— 

- double hemiplegia 

773 

- 

- general paralysis 

773 

- 

- from gummatous menin 

- 

- 


Dysentery, contd. 

- asylum . . • • ^)0, 87.-, 

- atony of colon from 

Jds- 119) 160 
acillary, account of .. 99 

blood per anum from 

9(j, 97 

forms of . . . . 709 

serum test for • • 100 

98 


gins .. ..773 

- hemiplegia and . . 381 

- in myasthenia oravis . . 773 

- suprahulhar . . 773 

Dyschezia, definition of . . 158 

- digging out of ficces in 159 

- cnemata relieving . . 159 

- fragmentary constipa- 

tion and . . . . 159 

- genera! account of 164-166 

- hysteria and . . . . 165 

- pseudo-diarrhoea in . . 159 

- rectal examination in 

diagnosing . . 158, 166 

- rectum insensitive in. . 159 

- skiagram ol i Ins. 117) 159 

- suppositories relieving l*i9 

- technique of barium 

and X-ray examina- 
tion in . . . . 159 

Dysentery, abdominal 

pains in . . 98, 564 

- abscess of liver from. . 415 

- acute 98 

- colitis simulating .. 216 

- agglutination rest in 99, 709 

- albuminuria in . . 16 

- albumosuria from . . 21 

- due to aitneba . . 871 

- annebic, abscess of liver 

from . . . . 31 5 , 

- - Arrneba histolytica in 

99, 709 

- - bismuth - emetine- 1 

iodide in. . 98, 99 

- - blood per anum from i 

96, 97 

- cysts in . . . . 709 

- - diagnosis of. . . . 99 

- — emetine curing 98, 99 

hydrochloride in 


- - treatment of 

- sigmoidoscope and 

- sigmoidoscopie ap- 

pearances of 
bacillus, periostitis due 
to 


100 

818 
. losis 99 
lood per anum in 98, 871 
and mucus in motions 
in. . . . 216, 700 

in stools in . . 99, 8 1 2 


borborygmi lrom 
bowel wash-outs in . . 
ciecostomy for 
chronic . . 709, 

- general account of . . 

colectomy for 


colon thickened in . . 
colostomy lor 
coma in 

congestion of liver in. . 
culture of stools in dia- 
gnosing 


10 

99 

99 

872 

99 

99 

148 

55 

812 

99 

151 

417 

709 

201 

211 


delirium in . . 
diarrhoea in 98, 99, 

216. 709, 872 
emetine in treatment. . 99 

hntanneba histolytica in 216 
diu to Mexner’s bacillus 687 
l lexncr-Hariis bacilli 709 
general account of 98 100 

- wasting in . . . . 78 

geographical distribution 99 
griping in . . . . 99 

hepatic abscess after. . 464 
In perpvrexia in .. 390 

- ill health afrer . . 933 

- indicanuria lrom , . 395 

- inspissation of blood in 20] 

- malaria simulated bv . . 709 

- mesenteric glands en- 

larged from . . 47 6 

- meteorism m . . 483 

. - microscopical diagnosis 99 

- mucus per rectum in . . 871 
in stools in 98, 99, 81? 

- muscular atrophy in . . 78 

- notes on . . 709 

- operative treatment . . 99 

• pain in iliac fossa from 

i 555, 558, 564 

' - - limbs in . . . . 568 

- peritonitis simulated in 485 

purpura in . . . . 676 

-- pus in stools from . . 681 

- pyrexia in 98, 688, 709 

- pyuria due to . . 716 

- relapses in . . . . 99 

, — rigor rare in . . . . 737 

1 - serum agglutination in 216 

- test in . . 99, 687 

i — - in treatment . . 99 

- Shiga’s bacillus and 99, 

216, 687, 709, 871 

- sigmoidoscope in dia- 

gnosing . . . . 99 

-- sigmoidoscopie appear- 
ances of .. .. 100 

- stricture of colon from 162 ( 

- tenderness of colon in 812 j 

- tenesmus in 98, 99, 

216, 871, 872 i 

- tropics and 99, 564, 871 j 

- ulceration of colon from 99 ! 

rectum from . . 727 | 

- ulcers seen with sig- ! 

moidoscopc in . . 216 


272, 417 i Dysidrosis, chciropom- 
hcpatic abscess from i pholyx and 


99, 315, 366, 464, 695 
sigmoidoscope in dia- 


ap- 


gnosing . . 

— sigmoidoscopie 
pea ranees of 
anuria from 
anus not affected by . . 
appendicostomy for . . 
arthritis from 


99 

100 

55 

101 

99 

425 


>f fuel 

- linger affected by 

- miliaria and . . 

- of palmS 

- soles 

DYSMENORRHGEA 

- appendicitis simulating 239 

- bimanual examination in238 

- in blue-brain cases . . 205 


124 l 
918 ! 
301 
918 i 
918 j 
918 | 
237 I 


J )ymtcnorrhtva, contd. 

- characters of pains In. . 237 

- with cochlcuic uterus. . 238 

- colic due to . . . . 148 

- from congenital mal- 

formation .. ..237 

- congestive . . . . 238 

causes of . . . . 237 

- curettage curing . . 238 

1 - lrom deticient uterine 

1 muscle .. ..217 

- endometritis . . . . 2 37 

- tibroids . . . . 237 

- flatulence simulating.. 239 
, - lucmorrhage into ( Jraaf- 

; ian follicle simulating 239 

- lrom luenioi rhugie 

I ovarian cyst 2 37, 238 
; - hepatic colic simulating 2 39 
i - intestinal colic sirnu- 
! lining .. ..239 

! - from long conical cervix 2 37 
; - membranous . . . . 2 37 

- - cast of uterus with. . 238 

- neurasthenia and 237, 2 38 
, — pain in pelvis due to . . 573 
| — from pelvic peritonitis 237 

- perforated gastric ulcer 

simulating .. ..2 39 

, - with pinhole os . . 2 38 

! - pregnancy curing .. 2 38 

- primary . . 237 

- from pyosalpinx . . 724 

- renal colic simulating 2,39 
i - from ret inversion and 

[ flexion ..237 

- ruptured ovarian cyst 

simulating .. ..239 

- - pyosalpinx simulat mg2 39 

- - tubal gestation simu- 

lating .. ..239 

- from salpingo-m'phor- 

i ms . . . . . . ? 37 

secondary . . 237 

- tri m small cystic ovary 237 

- spasmodic, causes of . . 237 

- lrom stenosed external 

us 237 

- - interna! os . . . . 237 

; - torsion ul ovaiian cyst 

mnuluiiiig .. ..239 

, - from uterine congestion 237 
DYSPAREUNIA . . . . 239 

-■ lrom absence ot vagina 3 39 

- anal fissure . . . . 3 39 

- Hurt In limit is . . , . 3 39 

- c yst it is . . . . 3 39 

- healed perineal lacera- 

tions . . . . 3 39 

-- hypcrscsthcsia of vagina 239 

- inflamed hymeneal ori- 

fice 3 39 

- - piles . . . . 2 39 

- kraurosis vulva: 3 39, 855 

- leukoplakic vulvitis .. 3 39 

- neuritis of pudie nerve 339 

- neurone . . . . 240 

- from pelvic adhesions 339 

- prolapsed lender ovaries 339 

- retroverlcd uterus . . 3 39 

- salpingo-oophontis . . 3 39 

- spasm of levator am . . 2 39 

- sterility due to . . 793 
1 — from thrombosed piles 2 39 
I - unhappy maniage . . 240 
i - unruptured hymen . . 3 39 

- urethral caruncle .. 3 39 

1 - urethritis . . . . 339 

-- vaginismus . . 239, 240 

- vulvitis . . . . 339 

Dyspepsia from achylia 399 

- acid . . 400 

- - from spasm of oeso- 

phagus . . . . 54 

- appendicular . . 376, 400 

- asthenic . . . . 400 

- atonic . . . . 390, 400 

- bleeding gums in . . 93 

- carcinoma of stomach 

simulating .. 341, 933 

- chronic, tongue swollen 

in .. .. .. 852 

- w'ith cirrhosis of liver 465 

- classification of varieties 399 

- cough lrom .. ..185 

- from defective teeth .. 400 

- deficient exercise . . 400 

- diminished appetite from 58 

- dysmenorrhoea simu- 

lated by . . . . 239 
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Dyspepsia, contd. 

- from emotion . . . . 400 

- flatulent . . . . 400 

- - often miscalled gas- 

tritis . . . . 3 '58 

-- foul bruit h from . . 113 

- functional, dlatmosis of 399 
- duodenal ulcer dia- 
gnosed from . . 104 

- - gastric ulcer dia- 

gnosed from . . 104 

- from gall-stone 176, 400, 410 

- gaslraJgia . . . . 399 

■ gaslnc crises simulating 196 

- from gastric spasm .. 199 

gouty . • . . . . 400 

- from haMy meals . . 400 

- headache from . . 371 
heart disease simulated 

by .. .. 5 36, 864 

1 imulating . . 52 

heart hum from .. 376 

in hepatoptosis . . 461 

from hypenr nhesia . . 199 

- hvpctvhlorhvdria .. 199 

- hypersecretion .. 199 

-- hypersthenic . . . . 400 

- hypertonic . . . , 400 

- from hvpochlorhvdria 399 

- imperfect chewing . . 400 

insomnia 1mm .. 402 

- liver congestion of .. 463 

- loss ol weight due to. . 933 

from 1 1 >ve afiairs . . 400 
mental causes . . 400 

myocardial affections 

simulation . . . . 595 

- in neurasthenia .. 571 
with nutmeg liver .. 461 

- 1 roin - >ra! sepsis . . 400 

over- fat lgue . . . . 400 

overwoil*. .. .. 400 

nxaluna and . . 353, 52 1 

pain m land from . . 628 

idlest 1 mn i . . 5 11, H64 

round heart 1 mm . . 4 H* 

- ■ in pel's is from . . 57 J 
between shoulders 

Irani . . . . 5n7 

palpitation from .. 595 

photophobia from t> 19, o-K) 

preceding c.itatrhal jaun- 
dice . . . . ..411 

from p\!ork spasm .. 199 

pvlonc tenosis simu- 
lating . . . . 219 

- lrom pyorrhiva alveolans 94 

rosaia a from . . . . 103 

- salivation 1mm .. 662 

senile . . . . . . 400 

from shock . . . . 400 

tabes dorsalis simu- 
lating . . . . 19p 

from tea .. 400, 40 1 

tend erne.-. . in chest irom861 

- tinnitus din to . . 879 

from lohaceo . . . . 400 

tongue indented by 

teeth in . . . . 852 

- from unsuitable food. . 400 

worry 400 


Dysphagia , contd. ] 

- from cervical caries244, 661 ' 

- chancre of tongue . . 661 

tonsil . . . . 661 i 

- cicatricial stenosis of \ 

(esophagus . . . . 5 15 

- cleft palate . . . . 244 

- corrosive poison . . 1 18 . 

- diphthei itic paralysis 662 i 

- dislocation of jaw . . 661 

- encephalitis .. 223, 241 : 

- enlarged thyroid .. 877 ■ 

- epuhtlioma ol jaw .. 661 

(esophagus . . 3 37 i 

- - palate . . . . 661 ; 

- - pharynx . . . . 661 : 

- - tongue .. .. 661 

- - t oi isi 1 . . . . 661 

- fibrosarcoma of basi- 

splienoid . . . . 661 | 

- fibrous stenosis of orso- 

ptiagus . . . . 240 ; 

- foreign body . . . . 240 

- fracture of jaw . . 661 

- in general paralysis . . 241 

- from globus hystericus 243 

- glossitis . . . . 244 ' 

- gumma of palate . . 661 

- - pharynx . . . . 661 

- - tongue . . . . 661 , 

- hoarseness with . . 246 

lrom hydrophobia 176, 

243, 662 

- hypoglossal nerve para- 

lysis . . . . 662 

- hysterical . . . . 242 

- from idiopathic dilata- 

tion >»I (esophagus. . 24 3 

- lanngiliN .. 244, 246 

- lead poisoning .. 241 

- lusoria. account of . . 241 

from mercury . . . . 94 

- mump-, . . 244, 661 

- ni\ asthenia gravis .. 662 : 

-- obstruction to (esopha- 
gus . . . . . . 240 

- (vsophag'-al pouch 242, 927 

- lesophagismus . . 535 

- (gsophagoscopc in dia- 

gnosing cause of . . 240 

- from osteo-art hrilis ol 

jaw . . . . . . 661 

- pain . . 244 

- painful larynx . . 661 

- - (esophagus . . . . 661 

- - pharynx . . . . 661 : 

- paralvsis agitans . . 662 

- post -diphtheritic .. 242 

- 1mm post -pharyngeal 

abscess . . . . 244 

- pseudo-bulbar paralysis 662 

- quinsy.. .. 244, 661 

- suiconta of tonsil . . 661 

- sore t hroat . . . . 244 ' 

- stonotic, symptoms of 240 

- after swallowing corro- 

sive . . . . . . 240 

- from swollen tongue.. 244 
syphilis of larynx . . 245 
syphilitic stenosis of 

pharvnx . . . . 244 


Dyspnaa, acute, contd. 

r 

- 

- from diphtheria 

606 j 

- 

- laryngeal paralysis . . 

606 : 

- 

- vagal nucleus de- 

f 


generation 

606 ; 

— 

from adherent pericar- 



dium 

246 j 

- 

alcohol 

246 

- 

antenna 

246 1 

- 

anaphylaxis 

246 ; 

- 

aneurysm 246, 247, 

250 ; 

- 

angina I .udovici 197, 

i 


246, 

853 j 

— 

with anuria 

55 ! 

- 

from aortic disease .. 

246 

- 

- regurgitation 

529 

- 

arteriosclerosis 

246 

- 

ascites . . 247, 

250 i 

- 

asthma 247, 249, 404, 

653 ! 

- 

atheroma of coronary 



arteries 

246 

- 

athlete’s heart 

266 


attacks of, m anuria . . 

57 

- 

- lardaceous disease . . 

57 

... 

- suppurative pyelo- 



nephritis 

57 

- 

- with tuberculous 



kidney 

57 

— 

- in uraemia 

57 

- 

from brazier fumes . . 

246 

- 

bronchial sepsis 

246 - 

- 

bronchitis 

404 

- 

bronchopneumonia . . 

247 : 

- 

in bronchopneumonic 



phthisis 

247 

- 

front hionchorrhiea . . 

247 

- 

capillary bronchitis . . 

247 

— 

cardiac, asthma Simu- 



la! cd by 

653 

— 

lrom caseous gland ir- 



rupted into bronchus 

24Q 


- - in i rachea 

246 


catarrhal laryngitis . . 

246 

- 

cervical canes 

246 

— 

chemical - 

246 

- 

in chlorosis 

346 

- 

from chronic bronchitis 

246 

- 

cigarette-smoking 

247 

- 

classified list of causes of 

246 


from coal -gas 

246 

- 

coke-oven fumes 

246 

- 

congenital heart disease 



246, 

267 

- 

cotonary artery disease 

247 

- 

- - sclerosis 

375 

- 

D.A.II. 

246 

- 

debility 

246 

- 

dental sepsis . . 

246 

- 

dermoid cyst of medi- 



astinum 

247 


dilatation of heart 

266 

- 

diphtheria 

248 


embolism of lung 

199 

- 

emphysema . . 246, 

404 

- 

empyema 

247 ! 

- 

encephalitis 

223 

- 

enlarged thymus 246, 

247 : 


- thyroid .. 246, 

877 ; 

- 

epithelioma of bronchus 247 ! 

-- 

- trachea 

247 1 

- 

fat tv iieart . . 246, 

264 i 


r Dyspnoea, contd. 

- in hysteria . . . . 247 

- from infarct of lung . . 247 

- after influenza . . 246 

- injury to chest . . 247 

- insomnia from . . 404 

- from intestinal sepsis. . 246 

- laryngeal crises . . 246 

diphtheria . . . . 246 

- laryngismus stridulus 246 

- lead 246 

- lime-kiln fumes . . 246 

- lung affections 246, 247 

- lymphadenoma . . 246 

- malignant glands in 

neck . . . . . . 246 

- in measles . . . . 246 

- lrom mediastinal growth 

246, 247, 534 

- - masses . . . . 250 

- mcdiastinitis . . . . 535 

- in miner’s phthisis . . 247 

- from mitral regurgita- 

tion . . . . 246, 262 

- - stenosis . . . . 246 

- myocarditis . . . . 264 

- niyrtol . . . . 246 

- nasal sepsis . . . . 246 

- neurosis . . . . 247 

- new growth . . . . 250 

- obstruction to larynx 

246, 248 

- - trachea . . 246, 248 

■ (edema of larynx . . 246 

- (esophageal Lurnour . . 246 

- oral sepsis . , . . 246 

- in osteitis deformans. . 820 

- from peptone injections 246 

- pericarditis . . 246, 532 

- petrol lu mes . . . . 246 

- pleural etlusion . . 247 

- pneumococcal laryngitis 246 

- pneumonia . . . . 247 

- pneumonoconiosis . . 247 

- pneumothorax 198,247,532 

- poisons . , . . 246 

- polycythacmia. . . , 246 

- po.st-pharvneeal abscess 

244, 246, 694, 762 

- potassium iodide . . 246 

- primary alcoholic heurl 246 

- products of incomplete 

combustion . . 246 

- pulmonary adhesions 404 

- - embolism . . . . 363 

stenosis , . . . 875 

tuberculosis , . 404 

- renal, asthma simu- 

lated by . . . . 653 

- from renal sepsis . . 246 

- alter residence in tropics246 

- scrum injections . . 246 

- severe illness . . . . 246 

- lrom smoking . . 246 

- snake-bile . . . . 246 

- streptococcal laryngitis 246 

- syphilis ol bronchus . . 247 

- - trachea . . . . 247 

- tabes dorsalis 198, 246 

- tobacco . . . . 246 

- after tonsillitis . . 246 


- land see Hatulcnee ; 

Indigestion, etc.; 
Dyspeptic diarrhu\i . . 251 
stomatitis, ptyahsm from 661 
ulcer of check . . 898 

- guru . . . . . . 898 


- - tonsillitis . . . 661 j 

— tuberculous laryngitis 245 i 

— ulceration of tongue . . 244 

- X rays in diagnosing j 

cause of . . . . 240 

Dyspbonia in botulism . . 223 j 


- fibroid heart . . 246. 264 

- - lung. . . . 246, 269 

- in libroid phthisis . . 247 

- from foreign body in 

bronchus . . . . 247 

- larynx . . . . 246 


- lrom tooth-plate in 

larynx ( Fig. 202) 240 

- toxiemia . . 246 

- after trench fever . . 246 

- from tympanites 247, 250 

in uramiia . . 55, 372 


- - tongue . . . . 898 

DYSPHAGIA . 240 

from abnormal sub- j 
clavi.m artery . . 241 I 

- achalasia of cardia 241, 5 35" j 

- actinomycosis of jaw.. 661 l 

- — tongue . . . . 66 1 j 


- tand see Voice) 

1 ,)y s pi t u i ra r i s m , hyper- 

trophv of mamma: from 

( Hy. 3%) 508 

- myxeederna distin- 

guished from . . 290 

- obesity from, illustrated 


proteids . . . . 246 

- fright 247 

- fumes . . . . . . 246 

- functional . . . . 247 

- front gases . . . . 246 

- gas burners . . . . 246 

- fires . . . . 246 


from urethral sepsis . . 246 

vaginal sepsis . . 246 

vaivuJar disease . . 246 

visceroptosis . . . . 463 

whooping-cough 247, 250 


- vtmd see Onhopnira ; 
and Shortness of 


acute laryngitis . . 245 

alcoholism . . . . 243 

aneurysm . . 240, 5 34 

- angina 1 .udovici .. 244 

- bee-sting of tongue . . 244 

- bilateral facial paralysis 662 
-- botulism 223, 243, 662 

- bougie and . . . . 240 

- from bulbar paralysis 

242, 662/731, 77 3 

- carcinoma of larynx , . 245 

- - (.esophagus 240, 241, 535 

stomach 240, 241, 

(Fig. 205) 242, 397 

- - tongue , . . , 244 

- cardiospasm . . 243, 535 


I h'n:. JW) 290, I 
ling. )9o> 508, 1 

<J- 7g. 397) 509 

- shallow pituitary fossa 

and . . (Fty. W) 379 

- X rays of sella turcica in 509 

- (and sec Pituitary) 

DYSPNEA ..246 

- from abdominal cyst . . 247 

distention . . 247, 250 

- - tumour . . 247, 250 

- abductor paralysis . . 246 

- acute bronchitis . . 247 
(edema of lungs . . 247 

- acute, from acute suffoca- 

tive irdcma of larynx 606 > 


- goitre . . . . . , 197 

- granular kidney . . 246 

- hemorrhage into thyroid 

cvsi . . , . . . 876 

- hemothorax . . . . 247 

- heart disease . . 246, 404 

- - failure . . . . 246 

- trouble, discussion of 247 

- hepatoptosis . . . . 463 

- high blood-pressure . . 246 

- huge heart . . 247, 250 

- hydatid cyst of medi- 

astinum . . . . 247 

- hydrothorax . . . . 250 

- hyperpiesis . . . , 246 

hypostatic pneumonia 247 


Breath) 

DYSTOCIA ..250 

- from absence of acces- 

sory muscular effort 250 

- adhesion of membranes 250 

placenta . . . . 250 

- antevorsion . . . . 250 

- ascites . . . . 250 

- causes of . . 250 

- from contracted pelvis 250 

- contraction ring . . 250 

- cystic kidneys . . 15 

- cystocele . . . . 250 

- deficient liquor amnii 250 

- distended bladder . . 250 

- double monster . . 250 
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IJystcn ia , contd. 

- from early rupture of 

membranes.. 

- excessive ossification of 

head 

- fibromyoma . . 250, 

- growth of pelvic bones 

- harmatoma 

- hour-glass contraction 

- hydramnios 

- hydrocephalus 

- infantile hemiplegia 

from 

- from loaded rectum . . 

- locked twins 
* malpresentaiions 

- meningocele . . 

- new growth of cervix. . 

- obstruction to head . . 

- ovarian cyst 

- - tumour . . . . 250 

- pelvic tumours 250, 251 

-- pendulous belly . . 250 

- pulse-rate rising in . . 252 

- pyrexia in . . . . 252 

- from rigidity of os . . 250 

-- - perineum . . . . 250 

vagina .. .. 250 

- short cord . . . . 25(1 

-- surgical emphvscma 

from.. . .. 25*1 

- talipes trom . . . . 1 15 

- from twins . . . . 250 

- uterine inertia . . 250 

- - spasm . . . . 2 'il' 

- vaginal growth . . 2.50 

- vaginal secretion failing 

in . . . . . . 2 j 2 

- due to vaiieose vein.*, 250 
very large child . . 250 

- weak uterine contrac- 

tions . . . . 250 

Dystrophia adiposogeni- 
lalis from d\spituitar- 
ism . . ' l' nr. i Vo 505 

Dystrophy, muscular (see 
Myopathy,' 

Dysuria (sec Micturition, 
Dilhculr^ 


1 2 AU, bee Ming of, eat- 
/i ache from. . . . 252 

- b'ackencd, in ochronosis 906 
■■ blood from, due to 

foreign body . . 5 22 

- - fracture of skttl! . . 5 22 
- - instrumentation . . 522 
mubgnart ulceration 522 
in malingerer . . 522 

due to needle . . 522 

in neurosis . . . . 522 

- - due to pencil . . 522 

- - rupruie ot tympanic 

membrane . . 522 

- toothpick . . . . 522 

• • v. on, noises in head 
Hum .. .. 501 

vertigo from . . 504 

- blueness of, blue-brain 

and . . . . . . 204 

■ boil in (.see Boil in liar) 

- bubbling in- due to 

oiiiis media . . 878 

- cartilage, sodium urate 

in 428 

- cerebrospinal fluid from, 

from lraciured skull 155 
- chilblain ol, earache 

trom . . . . 252 

cholesteatoma of . . 522 

clicking in, due to 

dilatai or tuba.- . . 878 
- salpingo-pharyngeus 878 
- coarse, in cretin . . 290 

- congenital syphilis of. . 912 

-■ of corn in trad tea, gan- 
grene of lung from. . 323 
- cracking in, due to 

dilatator tuba: . . 878 

- - salpingo-pharyngeus 878 
creaking in, due to 

cerumen . . . . 878 

-- - loreign body . . 878 

- cyanosis affecting . . 195 

- in delecting pulsation 260 
- diphtheria of . . 522 

- discharge from ('see Dis- 
charge irom liar ; and 
Otorrh(jca) 



luu\ contd. 


/•A.t, contd. 


/■: 

zcnia, contd. 



- disease, cerebral ab- 


- ulceration of (see Ulceration) 

- 

in carpenters . . 

917 

250 

scess front . . 

184 

- vurtifio from lesion of . . 

912 

— 

cheiropompholyx si mu- 



tinnitus with 877, 

878 

- wasp-sting ol, earache 



lating 

919 

250 

- — without tinnitus 

878 

Irom 

252 

- 

in chemists 

917 

251 

- eczema of (see Eczema > 


- wax in (see Wax in liar'' 

- 

chirnnev-svveeps . . 

917 

250 

— epithelioma of, earache 


- whistling in . . 

878 

- 

Irom chloride of lime 

917 

250 

from 

252 

EARACHE 

252 

- 

in cleaners 

917 

250 

— - pre-auricular gland 


— from adenoids . . 

283 

— 

confectioners . . 

917 

250 

enlarged from . . 

473 

- bee -sting 

252 


crops in 

914 

250 ; 

— exostosis of, dealness 


— boil in meatus 


— 

crusts m 682, 742, 745, 



from 

207 

— carcinoma of pharynx 

25 3 


746, 91 3, 

914 

145 ; 

— - meatus obstructed hv 207 

- - tonsil 

25 3 

- 

dermatitis herpetiformis 


250 i 

- foreign bodv in oce 


•- catarrhal otitis 

28 3 


distinguished from . . 

918 

250 i 

Foreign Bodv 


- chilblain 

252 

- 

-- simulating . . 

915 

250 ! 

— lrost-bile of, earache 


- eczema 

252 

— 

from dyes 

917 

250 ; 

from 

252 

— epithelioma 

252 

-- 

of ear, cough from 185, 

186 

250 

- furuncle in .see Boil in 

Far > 

— hunting due to 

297 

- 

- earache from . . 

252 

250 

- gangrene ol, in Kay- 


- Irom foreign body in 


- 

- serous discharge Irotn 

522 

251 

naud’s disease 

320 

meatus 

252 

- 

eczema marginal urn 



— gnat -hue of, earache 

from . . . . 252 

— gout ot, earache from 252 

— growth in, deafness Irom 207 

— - meatus obstiucted by 207 

— lucmatoma of, earache 

Irom . . . . 252 

■■ — in general parulvsis 305 

— hemorrhage Irom .see 

liar. Blood Irom 1 

— herpes of . . . . 25 5 

— - zoster of, with facial 

paralysis . . . . 00 \ 

— hissing in . . . . 878 

— humming in . . 878 

— impetigo ol, earache 

lrorn . . . . 25.: 

— iniury ol see Tnuire 

— instrumentation oi, 

blood due t<i 422 

— internal, lixm* >rrhage 

into (see Hxnmnlui; ■: 

— - inieetiori ot, ttnniius 

hue to . . . . 879 

— - vertino from riiseace 

of 912 

— iri nation in. uystaemu’ 

irom . . . . 505 

— ■ \ erneo from . . M>5 

• large tn .Mongolian 

idioe \ .. .. 24* 

— lobule i b* ent 1 1 • jvro- 

ge r:a r'r. : _'"f 2 17 

— - Arnold’-, nerve sup- 

-- lupus eryt lu man t ,us 

affecting . . 746 

— malignant disease ot, 

blood hut to . . 522 

— nuddii t e Muldit liar 

— mosquito bite of, eat- 

ache trom . . . . 25*2 

— movement of, losl in 

lacial paralysis . . ( 

— musical noi-.es in . . ! 

— nerve-supply of . . 253 

— noises in, various . . 878 

— - (and see Noises ill the 

Head ; and Tinnitus) 

— ossicles of . . . . 205 

— pain in (s'a: Pain) 

— perichondritis of, deaf- 

ness f nmi . . . . 207 

— - earache from . . 252 

— pitcher-shaped in .Mon- 

golian idiocy . . 295 

— polypus in 'see Polypu .; 

— pulsation detected by . . 848 

— Ra\ naud’s disease aflect- 

ing . . . . 320, 852 

— referred pain in . . 253 

— roaring in . . . . 878 

— rodent ulcer of, earache 

Irom . . . . 252 

— rubbing in teething . . 25 3 

— seborrhteic dermatitis 

affecting .. .. 498 

— secondary syphilitic 

ulceration in . . 522 

— singing in, in arterio- 

sclerosis . . . . 11 

— — chronic nephritis . . 14 

— sore on, pre-auricular 

gland enlarged from 473 

— syphilis oi’isee Syphilis* 

— syringing, vemgo from 912 

— telephone . . . . 879 

— tenderness in, from boil 522 

— Lhick in myxtedema . . 290 

— tophus of l d4')) 429 


- frost-bite 

- furunculosis . . 

- gnat-bite 

- gout 

- luematoma of auricle. 

- impetigo . . 

- iniury 

- list of causes of 

■ from mastoid abscess 

- mosquito bite 

- otitis media . . 

- pcnchonhmis 

- polvpir- m meatus 

- retropharyngeal abs>_ 

- rodent ulcer . . 
sarcoma < *1 plain n\ 

- 1 Oils) 1 

- svphilis 

- syphilitic ulceration 

pharvnx . . 
luberi-ulou., ulcerate 
* 4 plain m. . . 


q>- 


252 

252 

itjo 

282 

252 

6‘>4 

252 

694 

28.' 


: I 


1 ast 
I ast , u i 
1 *..*.' t er 1 1 

1-: berth 

e di ll • 
1. holly, 
h.humai 


O' reaction u; pat‘o\- 
iai luciiu -globulin ia 
\l T L'l. d\scMier\ m 
mho I ive gainhicv. m * 
rti <. .'’untie .. dysgn- 


tnn liJus 
1 p i 1 1 1 a 1 


Ba- 


174, 


simulating . . . . 747 

- eosinoplulia from . . 272 

-- erythema in 745, 914, 915 

- favus distinguished from 309 

- finger atlccicd hv 301, 602 

- from formalin . . 917 

- in french polishers .. 917 

- granulosis rubra nasi 

distinguished irotn 803 

in grocers . . ..917 

heat tn . . . . 602 

- Iierpc*- distinguished 

915 
917 
865 


dermal u is- Jut t * * 9 I o 
'ior. oi hone i'i 
oUeo-ailhritls .. 4 1'.' 

lsihi*ndmm,i (see Chon- 
droma ■ 

I ce In inodes isce Purpura 
i'Cliiuoe uccul ) i e>« >k 1 e i s 

| It, ■ 65 

Eclampsia, account ct.. 183 

1 H 3 

7 '>6 

18 3 
1 8 3 
174 
1 8 3 

736 
183 
18 3 
18 3 
743 
681 
681 
74 3 
743 


I rmts 
horn In- 
nnoet c. 


9 18 


499 
499 
59 3 


919 


- albuminuria in 

- convulsions in 

- headache tn . . 
placenta and . . 

- in pregnant, v . . 

- restlessness in 

- rigor simulated by 

- toxeemic cause 

- ura-una and 

- vomiting in 
Fcthyma, arc 4a in 

- in impetigo 

- pustules in 

- scabs tn 

- vesicles in 

Hciopic gestation (sec Ges- 
tation, I (xtra- uterine) 

- testis ! see Testis) 

Ectromelus . . 234 

F.ctropion . . . . 27 3 

Eczema, account of 745, 914 

- in acetylene workers 917 

- Irom alkalis . . . . 917 

- amidol .. .. 917 

- anidrosh in . . . . 8!' 3 

- baldness from 91, 92 

- from balsam of Peru .. 917 

- in barmaids . . . . 917 

- barbers . . . . 917 

-- of bathing-drawers area 742 ’ 

- from bet;/ i tie . . . . 917 

- bv bichromate of potash 917 

- in bleacher; 917 , 

blood crusts in . . 598 ! 

- brown slain after . . 745 j 

- burning in . . 682, 914 

- from carbide ol calcium 917 j 

- carbon bisulphide . . 917 1 


Ifoqm.io 
Irom 

- — c out agios,! di iin- 

gur-hed Iron 
inten ngo, bathing- 
diawt. r, area ath cted 
hv 

- - fold* alTectt d by 
-- — id umhilicm 

- itching m 598, ‘>nu, 

U(V. 658, 68 2, 684, 

745. 865 u l 4 , 918 

- lichen planus distin- 

guished trom 

- - rubor planus simu- 

lated l.'y ■ . . . 598 

urinalus simulating 6ju 

- ■*• !iP'. . . . 459, 742 

- 1 1 His lve . . . . 917 

marginatum, account of 312 

- - hat imii’ -draw ers arc a 

ailed «-d In . . 499 

- - dhobn-’s it .1) at i' I . . 312 
• cC/cUia dlsinii ii;s|ied 

from . . . . 747 

- -- lipnlermoplivtori in - 

puinaln e.uiMhc 4 0, 312 

- — ei vihra-'ina cl i - 1 ; : t 

gin* bed lr *fp . . 313 

- - micros., op- m d;a- 

gno- it.i' . , . . 312 

- - mvc.i hum in . . 747 

- - parts aflc.fcd hv .. 312 

- scales m '312, 747 

ol scrotum . . . . 747 

from metol . . . . 917 

miliaria rubra simula- 
ting 918 

- mvcosis 1 ungoides sitrui- 

lating . . 888 

- nails affected by 312, 496 

- 'edema in . . . . 686 

- Paget’s disease simu- 

lating . . , . 887 

- papules in .. 598, 915 

- due to paraphenylene- 

diumine . . 9] 8 

- of penis, in diabetes.3 34, 499 

- perineum, aching in 

perineum from . . 579 

- - diabetic . . . . 579 

- - gouty . . . . 579 

- from phenol . . . . 918 

- phenyl hydrazine .. 917 

- photography . . . . 917 

-- pityriasis rubra from. . 746 

- - — distinguished from 746 

- in printers . . . . 917 

- prurigo distinguished 

from . . . . 601 

- psoriasis simulated by 745 

- pustular, impetigo dis- 

tinguished from . . 682 
syphilide distin- 
guished f rom . . 684 

- pustules in 681, 682, 915 

- from pyrogallic acid . . 917 
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liczcma , contd. I I 

- recurrences of . . 915 1- 

- ringworm simulating . . 311 I 

- from rmJinal . . . . 917 j - 

- in rubber workers .. 917 ! - 

- rubrum, scabs in . . 742 1 

- sago-grain bodies in . . 919 j - 

- from satin-wood .. 917 , - 

- sawdust . . 917!-- 

- scabies distinguished ! - 

from . . 742, 918 

-■ scabs in . . 742, 745 - 

- scales in 742, 745, 747, 914 | - 

- of scalp . . . . 91 - 

- scaly . . . . . . 744 | - 

- of scrotum . . , . 747 - 

- - in diabetes . . . . 334 

~ seborrlnrie . . . . 745 - 

- - congenital syphilis 

distinguished lrom 499 

- - crusts in . . . . 742 

- - cryihrusma distin- ■ - 

guished from . . 313 - 

- - greasy scales in .. 312 

- - in infants . . . . 498 

• - napkin region affected 

by . . . . 498 - 

parts affected by 4 98, 602 

- - protections into gland- 

ular openings m . . 412 

- - psoriasis diagnosed 

from . . . . 745 

- -- scales in . . 498, 742 

- - tmea versicolor simu- 

lating . . . . 513 

- in sheli.u workers .. ( > 1 7 

- silicate workers . . 917 

- small-pox simulated by 080 

- lrom soap . . . . 9] 7 

- soda . . . . ..917 

- soot . . . . . . 917 

- no staining after . . 598 

- lrom sugar . . ..917 

- sulphur . . . . 918 - 

- sycosis vulgaris distin- 

guished I rom . . 082 

- syphilis simulating . . 002 

- in tannets . . . . 917 

- 1 rom t eak , . ..917 

- tcnderne- 1 ol scalp from 805 

ol thighs m diabetes . . 4 44 

- tinea svciv n distin- 

guished Horn . . 4 1] 

- vi sides in 598, 590, 

t»02, 9 14, 914, 918 _ 

- without ycmcIcs .. 914 

-- of vulva in diabetes . . 499 

- weepuu: m742. 1 >14. 918, 9]U 

- lrom yellow chrome . . 9J7 
1'llervesc enee ol pus with 

o/onk et 1 icr . . ..710 

- urea vs 1 1 1 1 hs pohromite Hit 4 

- in urine lrom carbonate 5 - 

EFFICIENCY TESTS OF 

KIDNEYS .. 19 

Effort syndrome, re heart 115 
EFFUSION, BLOODY, IN 
CHEST 132 

- - - from acute pleurisy 1 42 

- - - malignant disease 1 42 
... _ _ previous tapping 1 42 

- pericardial, bronchiec- 

tasis alter . . 407 

- -- cholesterin in . . 1 48 

- - from diet delicicncv 11(4 

- -- in exhaustion disease 111) 

- - fibroid lung alter . . 407 ' - 

- - gold paint appearance 138 

- ■- heart impulse oh- - 

scored in . . 372 - 

- - large heart simulated 

by . . . . 205 - 

- - liver displaced by . . 401 

- - in polyorrhomemtis 62 

- - precordiu prominent 

from . . . . 210 

- - pulsus paradoxus with064 - 

- - skiagram ol dug. 220) 265 - 

- - Skodaic resonance due 

to . . . . 755 ~ 

- - tinged in jaundice . . 400 ; 

- - in war oedema . . 110 ~ 

- peritoneal (see Ascites) . - 

- pleural . . . . 15 | — 

- - due to abscess of liver 740 - 

- - anasarca with J 35 

- - basal thickening after - 

(Fig. 384) 481 - 

- - breath sounds absent - 

with . . . . 375 - 

D 


Jusion , pleural , contd. J 

- in Bright’s disease 

136, 263 ! 

“ bronchiectasis after 367 

- diaphragm flattened ! 

after (Enj. 384) 481 


- — immobilized by.. 807 

- - pushed down by 807 

- from diet deficiency 110 

distinguished from 
pleuritic . . ..135 

- dullness over . . 375 

dyspiuva lrom 247, 250 

- in exhaustion disease 110 
fibroid lung after . . 307 


- heart displaced bv 

375, 848 

- from heart failure 1 35, 130 

- hypothermia with 

(/-V. 3/5/492 

- linear ulbicani os from 459 

- liver displaced by . . 461 

- massive collapse of 

lung simulating.. 375 

- from mediastinal sar- 

coma ' 315) 392 

-- needling in diagnosis 1 45 
m nephritis . . . . 1 45 

- from new growth . . 132 

- orthopnrea from . . 250 

palpitation from . . 594 

with pneumothorax 532 

- pneumothorax alter 

tapping . . . . 049 

- pulsatile . . . . 847 

-- shortness of breath 

from . . . . 114 

- skiagram of / Vg. 099/ 9 48 

- Skodaic resonance 

with . . . . 755 

- symmetrical . . 1 35 

voice sounds absent 

with . . . . 475 

- in w ar (edema . . 110 

- tand see H%dro- 

pneumothorax ; 
pleuritic .. .. 15 


lrom acute rhcum.i 


lism 

136 

a*gophom above 

209 

tiom appendicitis . 

1 \7 

Bacillus toll in 

. 1 07 

in blood disease-. . 

. 1 37 

blood stained 

. 365 


-- breath sounds dimin- 
ished over . . 209 
in Bright’s disease. . J 4b 
bronchiectasis alter $67 

- cancer cells in . . 305 
chest jiymmetrv afrcr209 

- cholesterin crystals in 138 

- chylous . . 138 

- from chronic ne- 

phritis .. 138 

- - growth involving 

thoracic duct . . 130 

- - injurv to thoracic 

duct .. ..131 

- - lcukicmiu . . 138 

- - in hpiemia . . 138 

- - without obvious 

cause .. .138 

- dullness over 2o4, 258 

- dyspnoea from . . 247 

empyema from . . 130 

- fibroid lung alter . . 367 

- fragments of growth 

in .. .. 365 

- pold paint appearance 138 

- from granular kidney 137 

■ growth . . . . 703 

- of lung . . 198, 305 

“ guinea-pig inocula- 
tion from . . 135 i 

- heart displaced bv 209, 1 

‘258, 373 

- in Hodgkin’s disease 137 

- hydatid cyst simu- 


lating . . . . 470 

- indicating tubercu- 

losis . . . . 703 

- lcucocytosis slight in 454 

- in lcukicmiu 137, 70 3 

- liver depressed by.. 209 

- in lymphadenoma . . 137 

- needling in diagnosis 703 

- from new growth . . 136 I 

- after operation .. 137 | 

- palpitation from . . 594 i 

- in pernicious ana'mia 137 I 


Effusion , pleuritic , contd. 

- - physical signs of . . 209 

- and pleural distin- 

guished . . 135 

- - pneumococcal . . 136 

- - pneumothorax after 

tapping . . 649 

- - in polyorrhomcnitis 62 

- - pseudo-leukaemia in- 

fantum . . . . 137 j 

- - pyrexia wiLh 135, 

088, 703 ; 

- - retraction of chest 

from . . . . 210 i 

rheumatic and tuber- 
culous distinguished 136 | 

- - 1 simple ’ . . ..136; 

- - Skodaic resonance 

above . . 209, 755 j 

-- - in splenic anaemia . . 137 

- - lrom subdiaphrag- 

matic abscess .. 137 

- - in syphilis . . ..137 

- - temperature chart in 

'Eix. 56/) 703 i 

- - tinged in jaundice . . 406 1 

- - from tuberculosis of 

lunn . . 135 i 

- - tubular breathing 

above . . . . 209 

- - unilateral .. ..135 

- - enlargement of chest 

bv . . . . 208 

- - vesicular murmur ab- 

sent over . . 258 

- - vocal fremitus dim- 
inished over . . 209 

- voice sounds dim- 
inished o\. cr . . 209 

seroiis, m acute ne- 
phritis . . ..054 

>lood diseases . . 137 

- — Bright’s disease . . 62 

CHEST . . 135 

- - - from appendicitis 134 

- - - - gastric ulcer .. 133 

- - - subdiaphragrnatic 

abscess ..133 

- - cirrhosis of liver .. 65 3 

- - from diet deficiency 110 
• - m exhaustion disease 1 10 

- Hodgkin’s disease.. 137 

- - leuka-nna . . . . 1 47 

- - lvmphadcnoma . . 1 37 

- - mitral stenosis .. 65 4 

- - multiple, account of 138 

- - - in Bright's disease 148 

- - - from new growth 138 

- - - severe ana'mias . . 138 

- - in pernicious amemia 1 47 

pica . . . . . . 128 

- - polyuria from clear- 

ing up of. . . . 653 

- — in pseudo-leukivmia 

infantum . . 137 

- — splenic amemia . . 1 47 

- — splenomcgalic poly- 

cyihteinia . . 780 

- - war (edema . . 110 

Eggs, albuminuria and . . 18 

- delirium due to ..213 
| EGG SHELL CRACKLING188 
■ - - tand see Crackling, 

Egg-shell i 

i - nail, hvperidrosis and 497 
U.gvpi, ankylostomiasis in 

103, 6 45 

; - bilharzia in . . 102, 350 

- bilharziosis in . . 470 

- cirrhosis of liver in . . 465 

- dysentery in . . . . 99 

- relapsing fever in . . 738 
Egyptian splenomegaly (sec 

Splenomegaly) 

Ehrlich, diazo-reactlon of 217 

- - in blood serum . . 414 
Eighth cervical nerve (see 

Nerve, Cervical, Eighth) 

segment (see Spinal 

Segments, Cervical) 

- cranial nerve (see Nerve, 

Cranial, Eighth) 

- dorsal nerve (see Nerve, 

Dorsal, Eighth) 

- — segment, sensory area 

for . . (7'i.e. 584) 751 

Einhorn’s tube for gastric 
contents . . . , 341 

Ejaculatory ducts, gono- 
coccus infecting . . 228 


Elastic fibres illustrated 

(Eif:. 616) 789 

— - in sputum (see Sputum) 


I Elbow, gout of . . 429 

i - jerk, centre for (Fig. 486) 631 
1 - jerks, unequal, in hemi- 
plegia . . . . 381 

- joint (sec Joint, Elbow) 

~ pityriasis rubra pilaris 

affecting . . . . 600 

- psoriasis affecting 499, 

600, 602, 745 

- seborrhceic dermatitis 

affecting . . . . 498 

- xanthoma diabeticorum 

on . . (Eif: 665) 889 
Elder, dwarf, polyuria 
from . . . . . . 653 

Electric blindness, red 
vision in . . . . 926 

- currents, gangrene from 317 

- light, eyestrain from.. 547 

- - pain in eye from . . 547 

- steel grooving, sub- 


acromial bursitis from582 

welders, photophobia 

in .. .. 639 

Electrical reactions in 
amyotrophic lateral scle- 
rosis . . . . . . 619 

- - angioneurotic (edema 726 

- - myasthenia gravis.. 726 

- - myopathies . . 78 

- - poliomyelitis 620, 623 

- - Raynaud’s disease . . 726 

- - syringomyelia . . 619 

- - tetany . . . . 725 

- — Thomsen’s disease . . 726 

- - (and see Reaction of 

Degeneration) 
Electricity, high - fre- 
quency, high blood- 
pressure relieved by . . 404 

- - insomnia relieved by 404 
Elect rocardiogram , : see 

Illustrations ; 
Electrocardiograph, ac- 


count of . . 663 

Electrocardiography in 

detecting heart disease 864 

- diagnosing auricular 

fibrillation . . . . 595 

flutter . . 665, 672 

- - cause of irregular 

pulse . . 663, 673 

- - carlv heart -block . . 666 

- - heart-block 109, 298, 596 
-- - idioventricular 

rhythm . . . . 671 

mvocardial changes 

18, 70, 115, 595 

- - paroxysmal tachy- 

cardia . . . . 670 

- fatty heart and .. 115 

- fibroid heart and .. 115 

- in tachycardia cases . . 857 
Electrolysis and lead pipes, 

lead poisoning from . . 85 

Elcciroplaters, cellulitis in 917 

- dermatitis in . . , . 917 

- mercury used by . . 917 

- potassium cyanide used 

by 917 

Elephantiasis, chylous 
ascites with . . . . 72 

- chyluria with . . . . 140 

- congenital . . . . 849 

- from filaria 36, 72, 140, 

512, 849, 855, 894 

- oedenta of leg from . . 512 

- - scrotum in . . . . 747 

- from pelvic cellulitis . . 849 

- ol‘ penis, impotence due 

to 393 

- pseudo- (see Pseudo- 

elephantiasis) 

- of scrotum (Eif:. 653 ) 849 

- testis atrophy from . . 85 

- things simulating .. 512 

- in tropics . . 72, 849 

- ulcer of leg in. . . . 894 


Eleventh cranial nerve 
(see Nerve, Cranial) 

- dorsal segment, sensory 

arcu for (Fig. 584 ) 75 1 
Elliptic red corpuscles . . 51 

Emaciation from achalasia 
oesophagi . . . . 535 

- alkalis . . . . 128 

- in anorexia nervosa . . 58 

64 
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Emaciation , contd. 

- from carcinoma of duo- 

denum . . . . 412 

- - oesophagus . . . . 535 

- - ovary . . . ■ 842 

-■ - rectum . . . ■ 727 

- cardiospasm . . . . 535 

- cicatricial stenosis of 

oesophagus .. . . 535 

- in malignant peritonitis 65 

- from <esophagismus . . 535 

- in phosphatic diabetes 617 

- progeria .. .. 217 

- pyarnia . . . . 419 

- Still’s disease . . 47 

- from subdiaphragmatic 

abscess . . . . 697 

- in ulcerative colitis . . 812 

- (and see Weight, Loss 

of) 

Emanations, radium, ster- 
ility from . • • • 86 

Embolism, abdominal, 
blood per unum from 97 
from fungating endo- 
carditis . . . . 485 

intestinal obstruc- 
tion simulated by 486 

- — laparotomy lor . . 486 

- - meteorism from . . 485 

- — peritonitis from . . 485 

simulated by . . 485 

- from aneurysm . . 321 

- aneurysm of hepatic 

artery due to . . 67 

- from atheroma . . 321 

- cerebral, acute rheu- 

matism and 155, 627 

- — age incidence of . . 155 

- - anosmia from . . 756 

- - aphasia from . . 772 

- -- apoplexy from . . 184 

- - athetosis from . . 170 

- - Babinski’s sign from 88 

bruit and . . . . 627 

- - Cheyne-Stokes breath- 

ing from . . 139 

- - in children , . . . 170 

- - choreiform contrac- 

tions from . . 170 

- - coma from 15 3. 154, 787 

- - convulsions from . . 46 

delirium from . . 212 

- - endocarditis and .. 184 

- — epilepsy from . . 170 
fainting due to . . 297 

- — glycosuria from . . 330 

- - headache from 370, 371 

- - heart disease and . . 184 

- - hemianopsia from 

379, 380 

- - hemiplegia from 88, 

321, 787 

- infantile diplegia from 170 

- - hemiplegia from. . 170 

- in infective endo- 

carditis 46, 155, 787 

- - from intracardiac 

thrombosis . . 184 

- - mental delect from 170 
paralysis after 46, 169 

~ _ of arm from . . 612 

- - presystohe bruit and 155 

- - pyramidal tract lesion 

from . . • • 88 

- — softening of brain 

from . . ..139 

- - speech imperfect afterl70 

- — sudden death irom 

(Fig. 65) 46 

- - from thrombi in 

auricle . . . . 170 

- ventricle . . . . 170 

- — tremors after . . 170 

- - trophic lesions after 170 
unilateral paralysis 

from . . . . 154 

- - from valvular heart 

disease . . . . 170 

in young people . . 184 

- of cord in infective 

endocarditis . . 630 

- - transverse myelitis 

from . . . . 630 

- dorsalis pedis artery in 

infective endocarditis 46 

- finger in infective endo- 

carditis . . . . 302 

- gangrene from 317, 321 

- in heart disease . . 321 


Embolism, contd. 

- of hepatic artery, aneu- 

rysm from . . .. 413 

- -- - in fungating endo- 

carditis . . 413 

- inequality of pulses 

from . . . . . . 673 

- infarct of lung from 137, 364 

- in infective endocard- 

itis 46, 357, 678, 787 

- of intestine in infective 

endocarditis 46, 787 

- kidney, acute nephritis 

from . . 9, 10 

- - albuminuria from . . 9 

- — from endocarditis . . 357 

- — hocmaturia from . - 10 

- - infarct from . . 10 

- — in infective endo- 

carditis 9, 10, 46, 787 

sudden pain in back 

lrom . . - • 10 

- limping due to 456, 457 

- of lung ■ • 364 

- — after childbirth .. 135 

- - cyanosis from . . 363 

- — dyspnoea from 199, 363 

- - empyema from . . 1 34 

- — fainting due to . . 297 

- - gangrene from 322, 791 
harmoptvsis from 

138, 199, 361, 363 
infarct from 199, 363 

- - from infective endo- 

carditis . . . . 199 

intrathoracic pain 

lrom .. ..199 

- - lividity from . . 199 
in mitral stenosis . . 363 

- - after operation . . l y 9 

- - orthopmea from . . 363 

- - from otitis media 

1 35, 1 37, 199, 322 

- — pain in chest from 

363, 5 30 

- - from phlebitis 135, 699 
phthisis simulated by 138 

- - phvsical signs lrom 199 

- - sudden death from 

1 08, 699 

- - from thrombosis ol 

jugular vein . . 137 

- - - lateral sinus 137, 

199, 322, 791 

mesenteric vein . . 152 

vein . . . . 199 

- mesenteric artery, blood 

per anurn from . . 96 

- - - fainting due to . . 297 

hamiatemesis from 168 

- - - mclama from . . 168 

- - - peritonitis simu- 

lated by . . 736 

- middle cerebral artery, 

hemiplegia from . . 381 

----- in fungating en- 
docarditis . . 381 

- - - - mitral stenosis 381 

- optic radiations, hemian- 

opsia from </*7 a\ i/i.) 380 

- pain in foot from . . 456 

- - leg from . . 321, 539 

- of pancreas, colic from 148 

- peripheral, in fungating 

endocarditis . . 46, 787 

- of posterior tibia) artery 

in infective endocar- 
ditis . . . . . . 46 

- radial artery in infective 

endocarditis 46, 674 

- retina in infective endo- 

carditis . . . . 46 

- retinal artery, appear- 

ances due to . . 520 

- - - blindness due to. . 925 

- - - illust rated (Eig. 426) 520 

- - - ophthalmoscopic 

examination lor 93 

- - - scotoma from . . 93 

- semicircular canal, Alc- 

niere’s disease from 912 

- spleen, account of . . 787 

- — in infective endocar- 

ditis 46, 778, 787 

- - pain in left side of 

chest from . . 787 

- - perisplenitis due to 787 

- - rub over spleen from 787 

- - spleen enlarged from 

778, 787 


Embolism , contd. 

- of superior mesenteric 

artery front infective 
endocarditis . . 481 

- - - - ntelrcnu from . . 481 

- - - - peritonitis sim- 

ulated by . . 736 

- ulcer of foot from . . 893 
Entbryoma ol kidney . . 449 
liarmaturia from 348, 350 

- liver . . . . • • 469 j 

- testis . . 586, 850 j 

- - microscopical examin- \ 

ation in diagnosing 769 
! — — scrotal sore from 768, 769 

' scrotum involved by 767 

Emetics, vomiting due to 928 
Emetine in amtvbic dys- 
entery . . . . 99 

; - hydrochloride in amir- 

bic dysentery 98, 272, 417 

- - hepatic abscess cured 

; by • • . • • 696 

- - injections, cosino- 

philiu from . . 272 
; Emission, nocturnal, albu- 
minuria and . . 18 

- premature . . • • 393 

; Emotion, acute yellow 

atrophy and . . 345, 410 

1 - ataxy irom . . . . 77 

! - blushing from . . 303 

: - convulsions lront . . 181 

i - diarrhora from . . 217 

! — dyspepsia from . . 400 

! - fainting due to . . 296 

j - flushing due to .. 30 3 

1 — luvmatidrosis due to . . 80 3 

-- high blood-pressure and lOo 
; - jaundice due to 408, 422 

- menorrhagia from . . 482 

- palpitation from 594, 590 

- ptvalorrhoca from . . 062 

i — sinus arrhythmia due to 60 4 
' - tachycardia lrom . . 072 

, — tic increased by . . 17 3 

- tremor due to. . 879, 880 

- uncontrolled expression 

of, in bilateral lacial 
paralysis .. .. 603 

- - - cerebral diplegia 603 

pseudo-bulbar para- 
lysis . . 603, 773 

- - in paralysis agitans 292 

Emotional shock, anorexia 

nervosa from 58 

nerve disorder from 77 

: Emphysema, albuminuria 

from . . . . .269 

1 - ascites lrom 62, 68, 269 

- from asthma . . 191, 200 

- asthma distinguished 

from 191 

- barrel shaped chest in 

208, 460 

- bleb, pneumothorax 

; from rupture of . . 647 

I - breath sounds enfeebled 

in . . . . . ■ 208 

; - bronchitis with 199, 

208, 269, 364 ; 

! - and bronchitis (see Bron- 
| chilis and Emphysema) J 
| — bulging of chest with . . 210 ; 

- chest movements im- 

I paired in . . . . 208 

! - — outline of (Eig. IS2) 209 
■ over-distended in . . 199 ; 

- Cheyne-Stokes breath- ‘ 

! ing from . . 1 39 1 

I - chronic bronchitis and 68 1 

- clubbed lingers from. . 142 

- compensatory, in bron- | 

I chiectasis . . . . 366 j 

- - with fibroid lung 269, 366 j 

- constipation in . . 165 ; 

- coughing from . . 364 i 

- cubical chest with . . 269 | 

- cyanosis with . . . . 199 | 

- dorsal curve of spine j 

exaggerated in . . 208 j 

- dyspnoea from 246, 404 | 

- epigastric angle wide 

wild. .. ..269 

- cpistaxis from . . 274 

- expansion diminished 

wit h . . 199, 269 

- expiration prolonged in 

208, 269 

- fatty heart simulated by 595 


Emphysema , contd. 

- flatulence with . . 303 

- haemoptysis from . . 364 

- heart difficult to hear in 208 
dullness obscured by 

208, 269 

- - enlarged with . . 269 

- - failure lrom 62, 68, 

139, 199, 201, 246 

- - impulse displaced in 373 

- - - impalpable with 

258, 269 

- - — obscured in . . 372 

- - sounds laint with , . 269 

- hvper-resonancc with 

208, 269 

- inelastic skin and . . 199 

- insomnia from 402, 404 

- inspiration shortened in 208 

- intercostal spaces wide 

in 208 

- liver dullness diminished 

with 208,269,460,462 

- - enlarged front . . 269 

- menorrhagia from 482, 484 

- neck short in . . . . 208 

- nutmeg liver from . . 463 

- u-dema dI legs lrom . . 269 

- in old people . . ..Ill 

- orthopmea with . . 199 

- pain m shoulder from 532 

- palpitation from 594, 595 

- physical sifjns 199,208,269 

- pneumothorax from . . 648 

- polyevt hamua in .. 651 

- rales with . . . . 269 

- - at bases with . . 199 

- rhonchi with 199, 208, 209 

- ribs everted in . . 460 

- right ventricle enlarged 

from 268, 374, 536 

-- shortness of breath from 

111, 114 

- shoulders high in . . 208 

- SURGICAL . . 254 

- - abdominal swelling 

due to . . . . 804 

- - of abdominal wall . . 805 
Irom bronchitis , . 254 

- - bullet wound . . 254 

- - chest wound 254,649, 805 

- - coughing . . . . 254 

- - crackling in 188,805 

- - crepitus in .. 190, 254 

-■ - lrom duodenal ulcer 254 

- ~ of face . . . . 254 

- - from fractured rib 

254, 649 

- - gas gangrene . . 805 

- - gas-producing bac- 

teria . . . . 254 

- - gastric ulcer . . 254 

- - hospital gangrene . . 254 

- - injury of bladder . . 254 

- - - uecum . . . . 254 

- - - duodenum . . 254 

- - — (esophagus . . 254 

- - neck wound . . 805 

- - needling chest . . 254 

nose-blowing . . 254 

- - operation . . . . 254 

- — putrefaction .. 254 

- - rectal injury . . 254 

sneezing . . . . 254 

- - stab . . . . 254 

- - stomach injury . . 254 

- - trachea wound . . 805 

- - tracheotomy . . 254 

- - ulceration of bladder 254 

- - - occum . . . . 254 

- - - oesophagus . . 254 

rectum . . . . 254 

- - whooping-cough . . 254 

- systolic murmur from 269 

- tactile vocal fremitus 

increased with . . 269 

- telangiectases round 

chest in .. ..910 

- tricuspid regurgitation 

from . . . . 269 

- vesicular murmur dim- 

inished with . . 269 

- voice sounds increased 

with . . . . 269 

- winter cough with . . 199 

Employer’s Liability Act, 

saturnine encephalo- 
pathy and . . . . 214 

Emprosthotonus in teta- 
nus . . . . . . 175 



EMPYEMA 
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ENCEPHALOPATHY 


Empyema, abnormal situa- 
tions of . . 133, 790 

- abscess of chest wall 


from . . ..530 

- simulated by . . 210 

Jung simulating . . 133 

- account of . . 695 

- acute nephritis from .. 11 

- adhesions round . . 649 

- albuminuria in 16 

- albumosuria from 20, 21 

- unarmiu from . . 47 

- of antrum of Highmore 

(see Abscess of Antrum' 

- apical . . . . . . 695 

- trom appendicitis 13 3, 134 

- Bacillus coli communis 

causing . . . . 1 34 

- - pyocyaneus causing 134 

- bacteriological diagnosis 134 

- breath sounds absent 

with .. 1 34, 695 

- bronchial breathing vvithl 34 
bronchiectasis alter . . 367 

- simulated by . . H2 
■ and bronchitis, winter 

cough Irom . . 17 

- Irom bronchopneu- 

monia . . 134, 1 99 

- buried . . . . 703 

- general account of.. 112 

- - without abnormal 

signs ( lug. 512) 6 18 

- bursting into lung . . 210 

- cacogcustia due to . . 860 
chest asymmetry after 209 

- - bulged by .. .. 210 

- - shm died after . . 192 

... - - on one side from 191 
~ after childbirth . . 1 35 
• dubbed fingers Irom. . 112 

- tough from .. 112, 188 

- coughed up .. 695, 703 

- crackling rales with . . 134 

-- cyanosis with . . . . 199 

tleou -seated. account of 112 

- diaphragm immobilized 

by 807 

- ~ pushe d down by . . 807 

- dithcult cases ot . . u95 

difficulties in locating. . 791 

- discharging into lung. 

gangrene of lung from >2 3 

- dullness due to . . o95 

- from duodenal ulcer . . 1 34 

dyspneea Irom . . 247 

- Irom epithelioma of 

bronchus . . ..134 

tesophagus . . ..134 

- erythema over . . 276 

- ol ethmoidal sinuses, 

1 rental headache from 694 

- ~ - puncture in dia- 

gnosing . . 694 

- - ■■■ purulent discharge 

Irom . . . . 694 

... _ _ pyrexia due to 687, 694 

- - - subjective smell 

due to . . 756 

- ~ - X rays in diagnos- 

ing . . . . 694 

- febrile illness Irom . . 365 

- fibroid lung alter . . 3 67 

- from foreign body in 

bronchus . . . . 134 : 

- foul pus expectorated 

from . . . . 649 

sputum from 790, 791 j 

- Eriedliinder’s bacilli i 

causing . . . . 134 ; 

- of frontal sinus, aching j 

above eye from 226, I 

370, 694 I 

alter nasal catarrh 226 I 

pain over . . 226 j 

pointing 226, 694 

- - - pyrexia due to 687, 694 | 

- - - radiogram in diu- i 

gnosing . . 694 | 

subjective smell ! 

due to. . . . 756 1 

- - - tenderness over . . 226 j 
of forehead from 694 | 

from gall-bladder in- 
fection .. ..134 

- of gall-bladder, account 

of 696 

- due to Bacillus coli 696 

paratyphosus . . 696 

typhosus . . 696 


Empyema < if gall-bladder * contd. 

due to carcinoma . . 696 

gall-bladder enlarged 

from 316, 408, 696 

from gall-stone 316, 696 

jaundice with . . 696 

- - leucocyiosis i rom 316, 453 

operation in diagnos- 
ing . . . . 696 

pain over gall-bladder 

from . . . . 696 

in right hypochon- 

drium from . . 696 
pyrexia due to 687, 696 

- - rigors from . . 696 

- - suppurative cholan- 

gitis Irom . . 415 

- - tenderness over gall- 

bladder Irom .. 696 

- - from typhoid lever 

316, 317, 415 

- - (and see Cholecystitis) 

- gangrene of lung dis- 

tinguished Irom . . 364 
simulated by . . 791 

- gas gangrene bacilli 

causing . . ..134 

- from gastric ulcer 133, 134 

- hutmopivsis from 361, 365 

- heart impulse displaced 

m 373 

- mdicunuria from 395, 905 

- from infected emboli . . 154 

- influenza bacilli causing 134 

- Irom injury to chest . . I 34 

- insidious .. 1 34, 695 

- interlobar . . . . 695 

needled through third 

space <Et\\ H5 > 1 32 

- - without signs I : ty.ll5 1 32 

- from jugular vein 

thrombosis . . ] 37 

- lardaeeous disease from 784 

- - kidnev Irom . . 10 

- latent . . . . . . 134 

- Irom lateral sinus throm- 

bosis .. ..137 

- leucocvtosis in 47, 45 3, 454 
~ Irom liver abscess 134,465 

- liver absi.e«. s simulating 

133, 864 

- alter measles .. ..739 

- of nasal sinuses . . 694 

- needling of chest in 

diagnosing 47, 199, 695 

- not completely dull .. H4 

- opening into lung 361, 365 

- osteo-art hropatliv with 436 

- from otitis media 135, 137 
-- pain in chest trom . . 530 

- paroxysms of cough 

from 

- between pericardium 

and pleura 

- from perinephric ab- 

scess 

- peritonitis rare from .. . .. 

- Pfeiffer's bacilli causing 134 

- from phlebitis .. 135 

- phthisis distinguished 

from . . .112 

- from pleurisy . . 134, 739 

with effusion . . 136 

- pneumobacilli causing 134 

- pneumococcal 11, 134, 136 

- from pneumonia 47, 1 34, 

199 171) 200, 365, 
454,695,703,739, 791 

- pneumothorax Irom . . t>47 

- pointing in axilla .. 816 

- -- sites of . . 210 

- polymorphonuclear cells 

increased in . . 47 

- purulent sputum from 187 

- pus below diaphragm 

simulating .. ..133 

- - expectorated from.. 3b5 

- pyopneumothorax Irom 

(Eig. 512) 648 

- pyrexia due to 687, 695, 703 

- retraction of chest after 210 

- rigor due to .. 7 37, 739 

- ruptured into bronchus 649 

- - lung 188, 210, 364, 

365, 647, 790 

- - - bronchiectasis simu- 

lated by . . 697 

fcctid bronchitis 

simulated by . . 790 
ioul breath from 112 


j Empyema , contd. 

I - after scarlet fever . . 739 
i - scoliosis from . . 191 

- septicaemia from . . 785 

j - of sphenoidal sinuses, 

| frontal headache from 694 
puncture in dia- 
gnosing . . 694 

1 purulent discharge 

from . . . . 694 


Encephalitis lethargica, contd. 

dysphagia from 223, 243 

dyspnoea from . . 223 

erythema in 276, 278 

extensor plantar reflex 

in 176 

facial paralysis in 156, 632 

green vomit in . . 278 

- - headache in 223, 278, 370 

hemianaesthesia from 173 

pyrexia due to 687, 694 hemianopsia from 173,223 

- - subjective smell due - - hemiplegia from 157, 


365 - 

695 - 


134 

137 


r to . . . . 756 

X rays in diagnos- 
ing - . . . 694 

- staphylococci causing 134 
; ~ stench of sputum from 364 

- streptococci causing . . 134 
“ from subdiaphraginutic 

abscess 1 33, 134, 807 
; — subphrenie abscess 
! simulating 133,695,697 

- symptoms of developing 47 

- tenderness of spine from 868 

- tuberculosis simulated 

by 695 

- typhoid bacilli causing 134 

- unilateral enlargement 

of chest by.. .. 208 

- voice sounds absent 

with . . . . 1 34, 695 

- vomiting from . . 188 

- without abnormal signs 112 

- - many abnormal signs 365 

- X rays in diagnosing 

112, 695. 
Encephalitis, acute cere- 
bellar ataxy from 

- alter acute specific 

levers 

- acute, acute meningitis 

simulated by 

- - age incidence of . . 

- - coma in . . 153 

- - convulsions in 

- delirium from 

- - headache in 

- - head- retraction in . . 

hemiplegia from .. 

- - optic neuritis in . . 

- - photophobia in 

- - superior longitudinal 

sinus thrombosis 
simulating 

- - vomiting in 

- cavernous sinus throm- 

bosis simulating 
“ cerebrum affected by 

- coma in . . 181, 733 

- convulsions in 181, 183, 

613, 622 

- delirium trom 
diplopia in 
fever in 
headache in . . 

- hemiplegia in 

- hypotonia from 

- lethargica, abdominal 

pain in .. ..173 

- — abortive cases of . . 157 i 

account of 156, 223, 701 

acetonuria from . . 4 1 

apathy in . . . . 156 

upyrexial . . . . 701 

- — athetosis after . . 169 

- — brachial monoplegia 1 

after . . . . 632 j 

neuralgia in . . 544 j 

cerebellar ataxy in . . 157 j 

cerebrul abscess simu- 
lated by . . 

- - - haemorrhage simu- 

lated by . . 157 

tumour simulated 

by .. ..157 

- cerebrospinal fluid In 223 

negative . . 701 

normal 156, 157, 387 

choreiform move- 
ments in . . . . 223 

coma in 153, 156, 

157, 243, 632, 701 
convulsions in . . 157 

- - cranial nerve para- 

lysis in . . . . 701 

delirium from 212, 243 

- diplopia in. . . . 222 

disseminated sclerosis 

simulated by . . 157 

- drowsiness in 156, 701 


211 
.. 223 
. . 613 
613, 640 
. . 613 
76 


j ’ 173, 223i 382 

! herpes facialis in . . 278 

j - - hiccough from 223, 387 

: histology in diagnosis 157 

j hydrophobia simu- 
lated by . . . . 243 

idiocy alter . . 632 

influenza simulated 

by . . 223, 292 

- - insidious onset . . 701 

; irritability in . . 405 

; Jacksonian epilepsy 

1 from . . . . 174 

- - lack of initiative from 223 

- -- lymphocytes in cere- 
brospinal fluid in 383 

malaise in . . . . 223 

measles simulated by 278 

medulla affected in * 157 

- - memory defect from 25 
meningitis simulated 

by . . 223, 701 

- — mental changes from 

156, 223, 701 

mesencephalon affected 

in . . . . 157 

moral changes from 223 

- - myoclonus from 173, 223 

notes on . . 701 

- - nystagmus from . . 157 
ocular paresis in 156, 387 

- -- optic neuritis in . . 156 

- - no optic neuritis in 
157, 701 

paralysis agitans simu- 
lated by . . . . 157 

- - - simulating . . 292 

paraplegia from 626, 632 

Parkinsonian syn- 
drome in 173^ 223, 292 

parrs affected by . . 701 

pons affected in . . 157 

protean character of 

157, 173, 243, 632, 701 

- - purpura in . . 278 

pyrexia in 156, 223, 

278, .387, 688, 701 

restlessness from . . 223 

rhvthinic tremors in 157 

- - salivation Irom . . 223 

- skin rashes in . . 278 

- - slowness from . . 223 

- - somnolence in 156, 

157, 278, 632 

spasticity in . . 176 

sphincter trouble in 176 

strabismus Irom 632, 701 

stupor in . . 156, 157 

tremor from .. 22 3 

- - - of arm or leg from 701 
unemia simulated by 223 

- - vesicles in . . . . 278 

- - vomiting from . . 157 

- lumbar puncture in 623, 640 

- meningitis simulating 622 
simulated by 623, 733 

- meningococcal menin- 
gitis simulating . . 622 

223 | - optic neuritis in . . 640 

- paralysis from 169, 613 

- - of arm from . . 613 

- paraplegia from 621, 622 

- photophobia in . . 639 


703 

76 

169 

156 
156 
156 
156 
212 
156 
731 
382 
156 
6 39 


156 

156 


156 

701 


- pupil constricted from 675 

- pvrexia f rom . . . . 622 

- superior longitudinal 

sinus thrombosis sim- 
ulating . . . . 622 

- tremor after . . . . 879 

- vertigo from . . . . 76 

- vomiting in 613, 622, 640 

- Wassermann reaction 

in diagnosing . . 640 

Encephulocelc, exophthal- 
mos from . . . . 284 

Encephalopathy, saturnine 
(see Saturnine Enceph- 
alopathy) 



ENCHONDROMA 


ldl-J 


enteritis 


Enchondroma (see Chon- 
droma ) 

Encysted ascites . . 806, 843 

- hydrocele of cord . . 588 
Endarteritis , cerebral , head- 
ache from . . . . 380 

from syphilis . . 382 

vomitinp from . . 380 

- gangrene from . . 317 

- headache from . . 370 

- obliterans, allocheiria 

from . . . . 22 

- - cerebral thrombosis 

from . . . . 627 

- - hemiplegia from . . 630 

- - of middle cerebral 

artery . . . . 630 

- - paraplegia from . . 630 

- - of spinal arterv . . b30 ; 

- - from syphilis627, 629, 630 

- - transverse myelitis 

from . . 629, 630 

Endocarditis, acute, account 
Of 263 

- - in acute osteomyelitis 357 
rheumatism 136, 

261, 263, 357. 

568, 758 

aortic diastolic bruit 

lrom . . . . 261 

disease from 260, 261 

- - - systolic bruit from 361 

- - in children . . . . 263 

- — chorea . . . . 263 

fibrosis of valves after 263 

- - mitral stenosis alter 263 

- - palpitation lrom . . 263 

physical signs of . . 263 

*■ - in pneumonia . . 357 

- - prccordial pain from 26 3 

- — in scarlet lever . . 263 

- - septic processes . . 357 

- — systolic bruit from. . 263 

- — from tonsillitis .. 26 3 

- aortic diastolic bruit 

from . . . . 261 

- - disease lrom . , 260 

- — systolic bruit from. . 261 

- cerebral embolism lrom 184 

- chorea and . . . . 170 

- fungating 'see Endt car- 

ditis, Infective i 

- growing pains and . . 457 

- hasmatuna from 348, 35 7 

- Intectiva lenta . . 703 

-infective 10,703,704.817 

- - acute Bright’s disease 

simulated by . . 357 
nephritis from 9, 10 

- - albuminuria in . . 9 

- - anaemia in . . 42, 46 

- - - increasing in . . 9 

- - aneurysm of hepatic 

artery in.. 67, 413 
aortic disease from 

260, 261 

- - - regurgitation from 120 

- - apyrexial . . . . 46 

■ - - intervals in 

(Ene 65) 46, 704 

- - ascites in . . 9 

- - blood per anutn in . . 97 

- - « clot from kidney in 147 

cultures in 46, 261, 

687, 704, 715 

- - without bruit 10,704,787 


, Endocarditis, infective, contd. ,n 

' - - embolism of lung - ~ spleen i nhirgc d m 

from .. 1W, 46. /l«. /!?•_ "»• 

mesenteric artery m 4SJ 1 ' 

middle cerebral i - - spontaneous ancun sm 

artery in .. 381 111 

- - - radial artery in .. 674 - - Staphylococcus amt 

- - - retina in . . 46 111 

spleen in 46, 77 8, 787 - - Streptococcus pyo 

- - femoral aneurvsrn in 787 genes in . . 

- - finger sore in . . 302 subcutaneous luemoi 

- - lingers clubbed in rhuge in . . 

(hit:- n/5)787 - - sudden bruit change 

- - friction over spleen in 46 in.. .. 4b. 


— — Staphylococcus aureus 


- gangrene in . . 4b 

- - ol nose in . . 4b 

- - toe in . . 4b 

- gastric carcinoma 

simulating .. 27 

- general account of . . 46 

- gonococcal . . . - 2t>9 

■ - h.xmatcmcsis in 7 -3o, 340 

- hatmaturia in 9, 10, 46 

first sign of . . 357 

- haunopiysis in .. >6 3 

- haemorrhages in . . 46 

- luemorriiagic eiosions 

in . . . . . . 340 

- heart enlarged in . . 9 

- heart-block in . . 66S 

- hemiplegia in 381, 787 

- hyperpyrexia in . . 390 

- hypothermia in . . 704 

- infarction in sec Endo- 

carditis, Ini votive. 
Embolism 

- inlluen/a simulating 692 

- intestinal embolism in7H7 

- jaundice in.. 413, 417 

- leucocvtosis slight in 

46, 453, 787 

- limping from 45b, 457 

- liver enlarged in 

Jut:. 015 787 

- of lone duration . . 704 

- melxna in . . . . 48 1 

- Aiicrococcus rheti- 

maticus in . . 2b 1 

- mitral regurgitation 

lrom . . . . 262 

- from mitral stenosis 764 

- musical bruit in . . 4b 

- < edema of ankles in 9 

- - - lace m . . c - 

- optic neuritis in . . 4b 

- other names for . . 678 

- out of condition from 113 

- pain in back lrom . . 10 

- - loot lrom . . 45b 

- - spleen m . . 4b 

- - paralvsis m . . 46 

- peripheral embolism 


pernicious aiucmia 
simulating . . 2 

pneumococcus in . . 26 
popliteal aneurysm in 78 
posterior tibial pulse 
stopped in . . 4 

progressive unamua 
in . . 45, 78 

prolonged pyrexia in 

‘ fig. 65 1 4 

pulmonary regurgita- 


787 genes in . . ..261 

302 - - subcutaneous luemoi - 

rlnige in . . . . 46 

787 - — sudden bruit change 

46 in. . . . 4b. 123 

4b - - - death in . . ( Ety. (>5) 4b 
4t> - - systolic bruit in 9 

40 - — temperature chart it'. 

I Ety. b5' 46, 704 
27 - - toxxmia from 113, 787 

46 - - transverse myelitis in 6 30 

2t>0 - — of tricuspid valve 364 

340 - - typhoid lever sinui- 

, 4b lated by . . . . 6S ( ) 

J57 type . . ..703’ 

)b 3 typhus simulating.. 69 1 

4b - malignant i see lindocar- 
, dil 1 -. Infective i 
340 - mid-diastolic bruit from 

Q 1, 729 

668 - mitral regurgitation 

787 lrom . . . . 262 

390 - - stenosis from . . 261 

704 ~ myocarditis with . . 264 

>- - pulmonary second 

sound in diagnosing 1 

- rheumatic, mid diastolic 

692 bruii due to . . 72 c> 

787 - systolic bruit from . . 1 

417 ~ ulccratiw «see Endo- 

carditis, lnlectivc 

787 Eudocerviutis, vaginal dis- 
457 charge from . . ..231 

Endocrine secretions, men- 
787 struation arid . . . 484 

704 Endodei ruophyton con- 

-IS 1 rent numi . . . . 312 

- indieum . . . . 3 12 

2b 1 - mansotii .. ..312. 

- tropieale .. .. 312 

262 ELndo eetot brix rimiworms 3 10 
7h4 Endoi\niph ol ear . . 205 

4b Endometritis alter abui- 
9 tion . . . . . . 700 

9 - account of 700 

4r> -- backache from 238, 48 3, 57 3 

>78 ~ bearing-down pain from 700 

114 - blood discharge lrom 231 

1() - blood-stained discharge 

45b from . . . . 700 

4b ~ carcinoma simulated by 700 
46 cardinal symptoms of 238 

- chronic, anxmia from 47 

7S7 — — cachexia with . . 128 

80 _ - pigmentation ol face 

with .. ..128 

27 - colic due to . . 148 

261 - curettage curing .. 2 38 

787 - - in diagnosing . . 48 3 

- dvsmenorrhocu from 

46 . 237, 238 

- lrom exanthemata . . 483 

787 - foul vaginal discharge 

with . . . . 700 

,i 46 ~ general peritonitis from 7 34 

- generally apyrexial . . 700 


269 - after labour 


fm/nen/v in tUagnosino, com if 

- - papilloma of urethra 230 

- - soil sores of urethra 230 
■ - urethral calculus 35b, 575 

- - - Mncture 491, 49 3, 

-375, 766 


- foreign body in urethra 

seen with . . . . 575 

- in invest igaf ing urcth- 

rtit: . . . . . . 229 

- polvfuis ol urethra de- 

tected by .. ..229 

- stricture ot urethra 

detected by . . 229 

Endoscopy, cocaine in . . 229 
Endosteal sarcoma . . 822 

- - (and see Myeloma: 
Endothelial cells in ascitic 

thud 805 

Endothelioma of antrum 
ol Highmore . . 226, 837 

- - - foul breath lrom . . 113 

~ cheek 225 

- forehead . . . . 225 

- histology in diagnosing 226 

- Ol jaw . . . . . . 225 

- kidiiev . . . . 449 

bp 225 

- lung, secondary m axilla 322 

- - - round subclavian 

vein . . . . 322 

- nose atleclcd by . . 225 

- ol palate . . . . 7 30 

- parotid gland . . . . 848 

■ pleura, secondary in 

axilla . . . . 322 

- - - round subclavian 

wm .322 

- testis . . . . . 850 

- vulval swelling due to 85 3 
Emlothrix ringworms 310 


Enema, barium, in diagnos- 
ing c.ucinoma of colon 
E if. 143 lb 3, 
liy. 144 ] 64, 4 39, 


t lies. f,4f ',44 1 827 

- - diverticulitis . . 161 

- - - 1 lira lisprung's 

disease . . 802 

~ - stricture oj bowel 162 

- tech n itjuo of . . 162 

- - and \ ray* . . , . 08 


- bismuth, in diagnosing 

can. morna ol sigmoid 557 

- ■ •• 'plain, flexure 776 

- • outlmitiv colon 

1 fir. 4 >'3 ' 526 

- - and X rav. isiv X Kays) 


- in diagnosing acute in- 

testinal obstruction 166 

- - lie cal acciimul.it ion 55 3 

- - - tumour m colon 

777, 778 

- - impacted laces . . 87 3 

- - tumours due to laves 4 39 

- investigating cuv.il swell- 

ing 828 


- opanuc. in diagnosis of 

diwiiicula of colon 

( hiy. 141 1 162 

- rash, scarlet lever simu- 

lated by . . . . 277 

- vomiting due to 929, 931 

of tin . . . . 9 31 

Enemata, constipation and 160 

- dy.schezia relieved by 159 


- — cerebral abscess from 613 

- — — aneurvsrn in . . 787 

- — — embolism in 155, 787 , - 

- - - haemorrhage due to 787 

- - Chcyne-Stokes breath- : - 

ing in . . . . 139 - 

- • chronic and insidious 83 

- type . . . . 703 - 

- — colic from . . . . 147 

-- coma in . . 153, 787'- 

- - convulsions in . . 46 - 

- - delirium in .. 211 ~ 

- - dorsalis pedis pulse 1 - 

stopped in . . 46 - 

- - embolism in 46, 357, 

363, 413, 678, 787 : - 

- - - of brain in . . 46 i - 

- - - cord in . . . . 630 , - 

- - - linger in . . . . 302 1 

- - - foot in . . 456 ; - 

_ - - intestine in . . 46 


- of pulmonary valve 

268, 364 

- purpura in 676, 

d-ig. 540) 678 

- pyaemic type . . 703 j 

- pyrexia in 46, 417, 

688, 704, 713 

- without pyrexia . . 391 

- radial pulse stopped in 46 

- relapses in . . . . 704 

- remissions in . . 704 1 

- renal cells in urine in 9 j 
tube-casts in . . 9, 357 

- retinal haemorrhages 

in . . . . 9, 46 | 

- retinitis in . . . . 9 

- rigors in 46, 703, 737 I 

- septicaemia simula- i 

ting . . . . 785 

- shortness of breath j 

from . . 9, 113 1 


- lcucorrhwa lrom 238, 483 

- menorrhagia from 2 31, 

238, 482, 48 3 

- metrorrhagia from 487, 488 

- microscopical examina- 
tion in diagnosing 

483,488 

- pain in hack from . . 700 

- pelvic pain from 573, 700 

- Pozzi’s syndrome of . . 483 

- pyrexia due to 700, 713 

- from retained products 700 

- with retroflexion . . 483 

- retroversion .. ..483 

- salpingo-obphoritis . . 483 

- senile . . . . . . 700 

foetid discharge from 232. 

- - metrostaxis from . . 489 

- sterility due to . . 79 3 

- uterus enlarged in . . 238 

- vaginal discharge from 231 


- erythema from 275, 277 
EN0PHTHALM0S .270 

- congenital . . . . 270 

- illustrated tj'tg. 221 ) 270 

-• lrom mediastinal lympho- 
sarcoma {fig. 520) 660 

- ocular muscle error of 

insertion .. .. 270 

- paralysis of cervical 

sympathetic 270, 

(Eiy. 520) 660, 675 

- ptosis with (Eiy. 520) 660 

- from wasting diseases 270 

Ensiform area, sensorv 

centre for U-iy. 485) 631 

- cartilage, pain behind, 

from cardiac causes 51 
Em.amu.-ba histolytica in 
stools in dysentery . . 216 
Entassement of spine . . 610 
Enteric fever (see Fever, 


_ kidney in 9, 10,46, simulating ordinary Endoscope in diagnosing J Typhoid* 

147, 348, 357, 787 j valvular disease . . 45 calculus in ureter .. 230 j Enteritis, blood in stools in496 

leg from .. .. 457 ' other heart cases 45 herpes of urethra .. 230 I - in cirrhosis of liver .. 465 
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EPILEPSY 


linterii is, t otifd. , 

- colic from . . . . 148 

- mucus in stools in . . 496 j 

Enterocolitis in zymotic i 

diarrhua . . 101 ^ 

Enterogenous cyanosis . . 201 ' 

Enterolith . • ^ • 726 

linieroptoM.s o-cc Viscero- 
ptosis; j 

Enterospasm .. 161,525: 

- abdominal swelling due 

to 804 : 

- constipation from .. 6 38 

- muconicnibranou , colitis 

and 6 38 

- mucus in stools lrorn. . 53K 

- pain in epigastrium lrorn5 38 

Entropion, pain in eye 


lrorn 
-- lrorn trachoma 

ENURESIS 


546 
286 

. . 270 


from b 

alanitis 

270 

in children 

27u 

from ci 

onstipation 

270 

cystitis 

simulating 

271 

cpilcps 

v represented by 

271 

trom intestinal worms 

270 

noct urnal, o\ahn 1.1 and 

524 

oxaluri 

a simulating . . 

271 

from [ 

>ai‘t tal a phyxia- 


1 10 ! 1 


370 

piumo 

1 . 

270 

phospl 

..ituria simulating 

271 

pvcht 0 

- ■ tmul.it mg 

271 

Horn >• 

mall meatus 

270 

1 1 1 v r ■ 'ik 

i dchucncy . . 

270 


- - trc.iitm 


ol 


271 


- w it h ton a!-, and adenoids270 
270 
52.1 

904 
49t, 
904 
903 

01 M, 004. 0()t, 
in plcui it is 

. . 1 32 
27, 28 
.,127 
. . 127 


- tri'in vulvitis . 
I'.nvelope crystals 
l'.osin. tlnorcssciics 

urine .dtei . . 

- mucus -.tamed bv 

- pink urine alter 

- red mine due !• 

- m : u 


E 


winopi.il sell 
til.Usl , . 
LiifpUH les 
- m blisti rs 
bulla- 


- -- coarsely granular, col- 

oured lieu re lug. it 29 

- - C’urst hmann’s spirals 

'.Mil. .. .. 191 

-- - nonn.il numbers of 271 

- - in sputum IT, 191, 272 

- - and see Eosinophilia 1 

■■■ mveloevtes . . 28, 

•lug. 9/! 29, \lug. 44' 32 
E0SIN0PH I LI A . . 271 

- lrorn Aearus scabici . . 272 

- alter acute rheumatism 271 

- in Addison’s disease 45, 271 

- lrorn atik vlostormasis 

10 i, 272, 514. 6 35 
-- Ascaris lumbrieoides . . 272 

- m asthma 271, 272, 054 
-- lrorn bilharzia 103, 272 

- bone marrow affect ions 271 
■■ Hot liriocephalus lutus 272 

- in bullous dermatoses 

127, 271, 272 

- lrorn camphor . . 271 

- carcinoma .. .,271 

- causes of . . . . 271 

- from chemicals . . 271 

- chvluria and . . . . 140 

- from cyst icerci . . 503 

- in dermatitis hcrpcti- 

lorrnis .. 271,908 

- Duhrmg's disease 

- eczema 

- alter emetine hydro- 

chloride injection . . 272 

- in erythema bullosum 

127, 271 

- - iris 271 

- alter levers . . . . 271 

- lrorn hlaria 36, 140, 272 

- gonorrhora .. ..271 

- in herpes gestationis 

123, 271 

-- - iris . . . . . . 271 

- from hydatid cyst 272, 366 

of liver . . . . 315 

disease 66, 280, 468, 

470, 807 

- hydroa . . . . 271 

- leukaemia . . . . 272 


271 

272 


Eosinophilia , contd. 

- lrorn lymphosarcoma. . 271 

- alter malaria .. .. 271 

- in malignant disease .. 271 

- alter measles .. .. 271 

- in osteomalacia . . 271 

- lrorn osteomyelitis .. 271 

- in ovarian maladies . . 271 

- lrorn Oxyuns vermicu- 

laris . . . . 272 , 

- parasites 27, 36,44, 103, 104 

- parasitic .injections .. 272 i 

- pediculosis . . . . 272 

- in pemphigus 127, 271, 710 

- after pneumonia .. 271 

- in psoriasis . . . . 272 

- rickets .. ..271 

- Iron i sarcoma of bone 271 

- after scarlet lever . . 271 

- in skin diseases .. 271 

- splcnomedull.iry leuk- 

aemia . . ..271 

- from sulphuretted hy- 

drogen . . . . 271 

- tape-worm 10 3,272,63 3,634 

- Trichina spiralis . . 27 2 

- in trichinosis 569, 591, 

703, 885 

- from 1 richoceplulus 

ihspar . . . . 272 

- in tuberculin reaction 271 

- altc r varicella . . . . 271 

l picanthus m .Mongolian 

nhoev .. .. 29 3, 294 

Epicritic sensibility, ac- 
count of - . 749 

protopathlc compared 

with . . 749 

Epidemic arsenic poisoning 85 

- id botulism . . 223, 2 1 3 

bronchopncumonu . . h>4 

- cat arrbal i.iuiuhc e 408, 111 

- cerebrospinal meningitis 

; .sec .M eningitis, l ere 
brospm.il, Tnideimc > 

- cc’vK.i! adenitis i see 

Kirkland’s Disease. 

- ol eeriical adenitis .. 474 

- c Ih'iera . . . . 709 

- dengue . . ..571 

- diarrhora . . . . 215 

- encephalitis see Enccph- 

alitis 1 a 1 1 uirgica ■ 

- of fourth disease . . 28^3 

- gangrene .. .. '>17 

-- - ol ergotism . . 322 

- luemoglobmuiia . . 387 

- hiccough . . 38t>, 387 

encephalitis and .. 17 3 

- influenzal 200, 364,419, 

570, 691, 787, 791 

- jaundice (see Jaundice: 

- parotitis .see .Mumps; 

- plague .. ..709 

- ptomaine poisoning 677, 872 

- relapsing lever . 7 38 

- spotted fever . . . . 678 

- trichinosis . . 5o9, 885 

- ol typhus lever . - 690 

. Epidermolysis bullosa, 

blebs on lingers m . . 496 

- - bulla- in 123, -25, 126 

- - factitious urticaria andl26 

- - finger affected by . . 301 

- - nails affected by . . 496 

- - skin eruption of . 126 
Hpidcrniophvton inguin- 

| ale, eczema marginatum 
| due to.. ... 310,312 

i -- - pleomorphism of .. 311 
j - - yellow-orange cul- 
tures of . . . . 311 

i - Fernet i . . . . 312 

- rubrum . . . . 312 

! Epididymis, cyst of 587, 851 

j - enlargement of . . 850 

- gonococcus infecting 228 

| - hydrocele of . . . 849 

I -- new growth of . . 851 

i - nodule in, from gonor- 

rhau . . . . 350 

- - syphilis . . ... 586 

- swelling of (sec Swelling) 

- tender t,s ee Tenderness) 

- tuberculosis of (sec Tu- 

berculosis) 

Epididymitis, ubsecss of 
testis with . . . . 768 

- causes of 85, 584 

- from cystitis . . . . 850 


Epididymitis , contd. j 

- gonococcal . . 85, 850 | 

nodule from . . 350 | 

testis atrophy after . . 507 j 

- from gout . . . . 85 , 

- impacted calculus . . 850 I 

- influenza . . . . 85 [ 

- injury . . . . . . 85 ] 

-- alter instrumentation 850 | 

- lrorn mumps . . . . 85 j 

- alter prostatectomy . . 850 

- lrorn prostatitis . . 850 ■ 

- pyelitis . . . . 850 

- stricture . . . . 850 , 

- syphilis . . 85, 586 i 

- tender epididymis in.. 850 

- testis atrophy lrorn . . 85 

- lrorn tubercle . . 85 ! 

- typhoid lever . . . . 85 

- urethritis . . . . 228 

- X rays . . . . 85 

Epididymo-orchltis . . 585 

- from aci lily of urine 962 

- causes of . . 584 

- tiom enlarged prostate 849 

- epididvmis swollen in 849 

- 1mm gout . . . . 902 

- hydrocele from . . *>88 

- lrorn mumps . . . . 849 

- pyelitis . . . . 849 

- tuberculous . . . . 86 

- alter typhoid lever . . 849 

from urethritis 584, 849 

Epigastric angle, widened 
bv ascites . . . . 59 

- • trom empmsemu 269 
hernia, pam in epi- 
gastrium trom . . 5 37 

- reflex, centre h*” 

i i ig. 4St > i 6 3 1 

- *-en ,.it ion as an aura .. 86 

l.piga-o nuni, abnormal 

liver lobe in . . . . 809 

blow on, vomiting from 929 

- burning in, due to coi- 

ro-ive .. ..929 

- - i rritani poison . . 929 

-- carcinoma of colon in 809 

- - pancreas in . . 810 

- - stomach in . . . . 809 

- enlarged lymphatic 

glands in . . ..811 

- injurv to, harmutemesis 

Horn .. .. 342 

knlnev tumour in . . 811 

- malting round ulcer 

te!t in . . . . 809 

- oppression in, before 

ha-iriaU-mcsis . . 359 

- orijnns situate in . . 808 

- PAIN IN . . 536 

- - land see Fain in 

fipigastt ium » 

pancreatic tumour in . . 810 

- pulsatile tumour in 

Jug. n5d> 846 

- pulsation in see Pulsation' 

- pvlorus fell in . . 809 

- sarcoma ol stomach in 809 

- sense of weight in, 

lrorn gastritis . . 398 

- seventh dorsal nerve 

and 867 

- spleen in . . ..811 

- stomach seen in . . 809 

- suecussion in. . . . 809 

- suprarenal tumour in . . 811 

- swelling in, due to sub- 

phrenic abscess . . 807 

-- tenderness in (.see Ten- 
derness) 

- transverse colon in . . 809 

- tuberculous colon lclt in 809 

- tumour in, lrorn aneu- 

, rysm . . . . 342 

: — — carcinoma of duo- 
denum .. ..811 

, - - - stomach . . 342, 397 

- - chronic puncrcaLiiis 810 
! -- -* hypertrophic stenosis 

of pylorus . . 930 

: — - pancreatic cyst . . 811 

- visible peristalsis in 636, 809 
Epiglottis, mouse-nibbled 389 

- tuberculous ulcers of 

(Fig. 2(m 245, 389 
1 - ulceration of (see Ulcer- 
. ation) 

j Elpiguanin, uric acid and 901 
i Epilepsia media.. .. 183 


Epilepsy, abnormal sensa- 
tion of size in . . 926 

- amnesia In . . 25 

- aphasia in . . . . 772 

- apoplexy simulated by 185 

- athetosis and . . . . 169 

- aura in Ace Aura) 

- uutornuti >m in 25 

- Babmski’s sign in . . 88 

- biting of cheeks in . . 182 

- - tongue in 182, 298, 

591, 736 

- bradypncea in liO, 111 

- bromide in diagnosing 

298, 653 

- bruising in . . . . 677 

- brush Hung lrorn hand 

in . . . . . . 174 

- from cerebral embolism 170 

- - thrombosis . . . . 170 

- in children . . . . 182 

- chrome spasms in . . 174 

- - stage of . . . . 183 

- coma from 88, 153, 181, 183 

- convulsions in 87, 180, 

181, 182, 183, 298 

- criminology and . . 25 

- dementia lrorn . . 405 

- enuresis representing 271 

- fainting due to 297, 298 

- family history in . . 182 

- foaming at mouth in 183 

- fruste-, fainting due to 297 

- groaning in . . . . 298 

- headache m . . 183, 372 

- heart thumps in . . 596 

- heart -block simulating 109 

- hysteria distinguished 

from . . 174 

- hystero- . . 174 

- indigo blue in treating 907 

- Jacksonian . . . . 183 

account of . . . . 174 

- - aura in . . 87, 185 

- - coma in . . . . 185 

- - convulsions in 174, 

181, 183, 185 


- - from encephalitis 

- - hannorrhage 

- - head lmury 

- - no loss of conscious- 


174 
174 
185 

185 

- - march in . . . . 174 

- - from new growth 174, 185 

- — paresis with . . 185 

- - ‘ spread : in . . . . 185 

from syphilis 174, 185 
trauma .. ..174 

- jactitations in . . 183 

- jerks in . . . . 174 

- from lead . . . . 45 

- loss ol consciousness in 174 

- major, account of . . 183 

- malingering of . . 174 

- minor, muscular twitches 

in 174 

- myoclonic . . 173, 174 

- from occipital lobe 

tumour . . . . 87 

- pain in foot aura in . . 87 

- - tongue in . . . . 591 

- palpitation in . . 594 

- parageustia due to . . 859 

- partial . . 183 

- pavor nocturnus and. . 403 

- petit mal and . . . . 87 

- polyuria due to 653, 654 

- priapism lrorn . . 657 

- pupil dilated in . . 675 

' - - immobile in . . 174 

1 - rigidity of face in . . 885 

- rinor simulated by . . 736 

- smell aura in . . . . 756 

- spasm of glottis and .. 912 

- sphincters relaxed in. . 174 

| - stertor in . . . . Ill 

- stupor in . . Ill, 183 

- taste aura in . . . . 859 

- tetanic contractions in 175 

1 - - stage of . . . . 183 

j - tetanoid . . . . 182 

- thumb in . . . . 184 

j - tongue swollen from . . 851 

- unilateral . . . . 185 

- urine passed in . . 736 

- vertigo aura in . . 911 

- vomiting due to . . 929 

1 - warnings in . . . . 174 

i - (and see Aura 1 and 

i Convulsions) 
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EPITHELIOMA 


Epileptiform apoplexy . . 184 

- convulsions (sec Con- 

vulsions) 

- neuralgia (see Tic 

Douloureux) 

EPIPHORA . 272 

- from arsenic . . . . 273 

- bromides . . . . 273 ! 

- burns . . . . . . 273 > 

- chronic marginal blc- J 

pharitis . . . . 273 j 

- conjunctivitis . . . . 272 

- corneal ulcer . . . . 272 

- corvza . . . . 272 

- drugs 272 

- ectropion . . . . 273 

- after excision of lachry- 

mal sac . . . . 273 

- in facial paralysis 273, 604 

— Graves’ disease . . 273 

- from hay fever . . 272 

- inflammation in orbit 273 

- after injury . . . . 273 

- from lachrymal calculus 273 

- lupus . . . . . . 273 

- measles . . . . 272 

- mercury . . . . 273 

- neurosis . . . . 273 

- in old age . . . . 273 

- from onions . . . . 273 

- orbicularis palpebra- 

rum paralysis . . 273 

- potassium bromide . . 273 

iodide . . 272, 273 

- Primula obconica . . 273 

- proptosis . . . , 27 3 

- psychical . . . . 272 

- from Rhus toxicoden- 

dron . . . . 273 

- sclerodermia . . . . 273 

- tumour of orbit . . 273 

- weeping . . . . 272 

Epiphyseal line inflamma- 
tion, arrested growth 
after . , . . ..147 

overgrowth after 147 

injury, arrest of 

growth from . . 147 

- - - overgrowth from 147 

Epiphyses, large, in 

rickets . . . . . . 782 

Epiphysis of femur, lower, 
separation of . . . . 846 

- - separated, limping 

from . . . . 457 

- separated, in congenital 

syphilis . . 433, 819 

- - popliteal swelling due 

to . . . . 844 

Epiphysitis in congenital 
syphilis . . 433, 819 

- of femur, limping from 457 

- fibula, limping from . . 456 

- tibia, limping from . . 456 
Episarkin, uric acid und 901 

1 Tpadias, urine stream 
■ I .normal with . . 491 

LPISTAXIS ..273 

- in acute yellow atrophy 

345, 416 

- from adenoids 273, 274 

- age incidence of . . 274 

- from alteration in at- 

mospheric pressure 274 

- antemia from . . . . 43 

- from angioma . . 273 

- arteriosclerosis 273, 275 

- in blood diseases . . 362 

- blood per anum lrom. . 97 

- from a blow . . . . 273 

- bronchitis . . . . 274 

- in caisson disease . . 274 | 

- from catarrh . . . . 273 j 

- causes of . . 273, 274 j 

- lrom cerebral conges- j 

non . . . . 274 j 

- in childhood . . . . 274 : 

- chlorosis . . . . 274 I 

- chronic nephritis 14, 275 

- cirrhosis of liver 67, j 

273, 783 j 

- diphtheria . . . . 273 

- from diving . . . . 274 j 

- emphysema . . . . 274 j 

- in enteric . . . . 274 l 

- from exertion . . . . 274 ! 

- fainting due to . . 297 

- in familial acholuric 

jaundice . . . . 415 

- from fibroma . . . . 273 


Eipistaxis, contd. i 

- flashings of light relieved 

by 274 : 

- from foreign bodv in 

nose.. .. 273, 274 

- fracture of base of skull 273 

- fullness in the head 

relieved by . . . . 274 

- from gout . . . . 273 

- granular kidney . . 273 ! 

- hffimatemesis from 274, 

336, 337 

- in haemophilia 274, 346, 362 

- haemoptysis simulated 

by . . . . 274, 359 

- from heart disease 273, 274 

- in Henoch’s purpura. . 102 1 

- from hereditary telan- 

giectases . . 273, 274 

- high blood-pressure 

273, 274, 275 

- in Hodgkin’s disease 346 

- infants . . . . . . 274 

- influenza . . 273, 274 

- from injury . . 273, 274 

- in jaundice . . . . 274 

- from leprosy . . . . 273 

- in leukaemia 34, 274, 346 

- from lupus of nose . . 273 

- in Ivmphadenoma . . 362 

- lymphatic leukiexnia . . 362 

- malignant disease of 

nose . . . . 273, 274 

- - specific fevers . . 362 : • 

-■ measles . . 274, 362 • 

- melaena from . . 97, 4K1 - 

- at menopause.. .. 274 

- menstrual . . . . 274 

• lrom mountaineering. . 274 

- mu sea; vohtantes re- 

lieved by . . . . 274 - 

- from nose-blowing 273,274 

- nose-picking . . 273, 274 

- in the old . . . . 274 

- at onset of fevers . . 274 

- from operation on nose 273 

- in pernicious anaemia 

274, 362 

- from plethora. . . . 274 

- polypi . . . . . . 27 3 

- at puberty . . . . 274 

- in purpura 274, 346, 362 

-- relapsing fever . . 420 

: - scarlet lever 273, 274, 345 
: - schoolboys . . . . 274 

! - scurvy . . 274, 362 

I - seeming darkness alter 923 

- sexual causes of . . 274 

- in small-pox . . . . 345 

j - from sneezing . . 273 

, - speculum in invesu- 

' gating . . . . 274 

- in spirochaetosts ictero- 

lucmorrhagica . . 420 

- splenic anaemia . . 783 

- splcnomedullary leuk- 

aemia . . . . 362 

- spletioinegalic polycy- 

tha-mia . . . . 780 

- from syphilis of nasal 

j bones . . . . 274 

j - tinnitus aurium relieved 
; by 274 

- from tuberculosis of 

nose . . . . 273 

| - in typhoid lever . . 784 

- from ulcer on septum 

nasi . . . . 274 

- ulceration of nose . . 273 

- varicose nasal veins . . 273 

- in variola . . . . 362 

- from violent coughing 273 ■ 
Epithelial casts (see Casts, 

Urinary, Epithelial) 

- cells, gonococci in . . 228 

methylene blue and 99 

Epithelioma, actinomyco- 
sis simulating. . . . 892 

- adenoidcs cysticum . . 890 

- age incidence of 475, 500 ; 

- of anus, groin glands 

enlarged from . . 830 

- - inguinal glands en- 

larged from . . 476 

latent . . . . 830 ' 

- bladder (see under Car- 

cinoma of Bladder) 

- bone eroded by . . 892 

invaded by . . . . 895 

- boring . . 836 i 


Epithelioma, contd. 

- of bronchus, bronchiec- 

tasis lrom . . . . 367 , 

- - dyspmra from . . 247 | 

empyema from . . 1 34 

fibroid lung from . . 367 

- — luvinoptysis from . . 361 

- ■- stenosis ol bronchus 

by . . . . 367 

- chancre distinguished 

from . . . . 854 

- of check, cervical glands 

enlarged from . . 475 

- - pro-auricular gland 

enlarged from . . 473 

submaxillary glands 

enlarged from . . 474 

- in chimney sweeps . . 917 

- of clitoris, inguinal 

glands enlarged lrom 476 

- crusts on . . . . 886 

- discoid . . . . 886 

- of ear, earache from . . 252 
pro-auricular gland 

enlarged from . . 47) 

- everted edge of . . 892 

- of eyelid, pre-auricular 

gland enlarged lrom 473 
face 824 - 

- cervical glands en- 

larged from . . 475 
fauces, Mibmaxillary 
glands enlarged lrom 474 
finger affected by . . 301 
of floor of mouth .. 8 35 
loot, inguinal glands 

enlarged lrom . . 476 - 

glans penis . . . . 886 

groin glands . . . . 8 10 - 

yum . . 835, 836 - 

- cervical glands en- 

larged lrom . . 475 

- histology in diagnosis 95 

- submaxillary glands 

enlarged lrom . . 474 
gumma simulating 474, 89g 
hamtorrhage from . . 886 

inguinal glands en- 
larged from . . 854 

- jaw invaded by . . 82 3 

- ol iaw 8 35 

- - bleeding gums from 9_s 
pain in iaw lrom . . 567 

- - ptyalistn from . . 661 
-- labium mams, inguinal 

glands enlarged lrom 476 

- - minus, inguinal glands 

enlarged from , . 476 

- larynx, cervical glands 

enlarged from . . 475 
~ - cough from . . 188 

foul breath from . . 113 

- - hsemoptysis from . . 361 

- - histology in diagnosis 388 

- - hoarseness from 388, 389 

- - stridor due to . . 799 
~ - subrnaxillary glands 

enlarged from . . 474 

unilateral . . . . 367 

as a rule . . . . 245 

- - voice altered by . . 188 

-leg 895 

- - bone invaded by . . 82 3 
inguinal glands en- 
larged lrom . . 476 

- from leukoplakia 855, 897 

- leukoplakia simulating 

(E'/y. 675) 896 
“ of lip . . . . 460, 82 3 

- - cervical glands en- 

larged from . . 475 

- submaxillary glands 

enlarged from . . 474 
lower jaw . . . . 834 

from lupus vulgaris . . 886 

- microscopical examina- 

tion in diagnosing 
474, 477, 767, 8 36, 

854, 886, 895 
from mole . . . . 886 

of mouth . . 8)5 j 

- cacogcustia due to . . 860 ! 

- foul breath from . . 113 

- inability to open mouth j 

due to . . . . 884 

neck . . (Fig. m) 429 i 
nipple, pain in breast l 
from . . . . 529 ! 

nose, histology in dia- 
gnosing . . . . 225 I 


Epithelioma of nose, contd. 

- - rodent ulcer simu- 

lated by . . . . 225 

- - submuxilinry glands 

enlarged from . . 474 

- resophagus, abdominal 

pain from . . . . 151 

- - annular stricture lrom337 

- - aorta perforated by 337 

- bronchus invaded by361 

- cervical glands en- 

larged lrom 475, 606 

- chalk -white sputum 

m .. ..792 

- colic simulated by J51 

- cough due to . . 792 

- dysphagia lrom , . 337 

- empyema lrom . . 134 

- loud regurgitation 

due to . . . . 927 

- foul breath from .. 113 

- htcmal emesis from 

336, 3 37 

- haemoptysis lrom.. 361 

- hiccough lrom . . 386 

- hoarseness trum . . 388 

- laryngeal paralysis 

trum . . . . 606 

- mediastinal glands 

enlarged from . . 606 

- - growth simulating 337 

- pain between shoul- 

ders lrom . . 566 

- paralysis ol vocal 

cord lrom . . 388 

- pneumothorax front 647 
-■ pyopncuniopericar- 

dium lrom . . 800 

- stenosis by . . 792 

- stridor due to . . 799 

- sudden death from 3 37 

- supraclavicular gland 

enlarged trum . . 475 

- trachea invaded by 790 

- ulcerating inio plcura647 

- vomiting simulated 

by . . 927 

- X rays in diagnosing 566 

pain in . . . . 892 

ol palate . . . . 730 

- - ccrvual glands en- 

larged trum . . 475 

- - piyalism from .. 661 

- Mibmaxillarv glands 

enlarged from . . 474 

- papillary . . . . 886 

- <4 penis . . . . 886 

- - account of . . 765 

- — age incidence of . . 765 

- - chancre simulating 765 

- - histology m diagnos- 

ing . . 765 

- - inguinal gland*- en- 

larged lrom 47b, 765 

- - pain due to . . 579 

- perineum . . 760, 7b7 

- - inguinal glands en- 

larged lrom . . 476 

- pharynx, cervical glands 

enlarged from . . 475 

- - cough from . . 186 

- - loul breath from .. 113 

- - hoarseness lrom . . 388 

- - larynx displaced by 388 

- - piyalism front . . 661 

- - subrnaxillary glands 

enlarged from . . 474 

- prepuce, inguinal glands 

enlarged from . . 476 

- rhinosderoma simu- 

lating .. .. 889 

- rodcnL ulcer distin- 

guished from . . 892 

- of sculp, pre-auricular 

gland enlarged from 473 

- scrotum . . 767, 886 

- — groin glands enlarged 

from . . 476, 757, 849 

- - hernia testis simu- 

lated by . . . . 769 

- - occupation and . . 767 

- - petroleum and . . 849 

- - scab over . . . . 767 

- - starting as papilloma 767 

- - - in wart . . . , 767 

- - suppurating sebaceous 

cyst simulating . . 749 

- - in sweeps . . . . 849 

- - tar and . . . . 849 

- sites of election for.. 886 
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Epithelioma , contd. 

- of skin . . 886 

- - lupus vulgaris simu- 

lating .. ..500 

- - secondary in lymph- 

atic glands . . 886 1 

- from soot . . . . 917 ] 

- sore on penis from . . 76 3 ; 

- starting as nodule . . 886 j 

- - papule . . . . 886 ! 

- sweep’s . . . . 886 ' 

- syphilis distinguished ! 

from . . . . 886 ; 

- of temple, pre-auricular 

gland enlarged lrorn 473 j 

- tongue swollen from 852 

- of tongue . . 896 

- - age incidence of . . 896 | 

- - aspiration pneu- 

monia from . . 323 : 

bronchopneumonia 

from . . . . 364 

- - cacogeustia due to 860 

- - carotid glands en- 

larged from . . 897 

- - cervical glands af- 

fected from 253, 475 i 

- - dysphagia from . . 661 

- - early .. ( hit;. 67 J) 896 

- - foul breath lroin .. 113 | 

- - haemoptysis simu- 

lated by . . 395 

- - jaw invaded bv . . 836 

- — from leukoplakia 

( 674 896 
microscope in dia- 
gnosing . . . . 897 

- - pain in . . 590, 896 

- - - in ear from . . 25 3 

tonpue simulation 591 

- - ptvalism from . . 661 

- - relation to carious 

tooth . . . . 8 9 ft 

- - sex incidence of . . 896 

sue ol . . . . 896 

- - submaxillarv glands 

enlarged lrom 474, 897 

- - supraclavicular glands 

enlarged lrom . . 897 

- - syphilis distinguished 

from . . 897 


Equilibrium, mechanism of i 

maintaining . . 911 | 

- semicircular canals and 205 
Equinovalgus illustrated 

Uug. Ill) 146 ; 
Equinovarus illustrated 
(/ug. 12H) 134, 

(/•Vy. HI) 146 

Erb on electrical reac- > 

tion in tetany . . 725 , 
Erb’s juvenile myopathy 172 , 

- palsy 618 

- sign In tetany. . . . 3 

- simple atrophic myo- 

pathy . . . . 172 

- syphilitic paraplegia, 

extensor plantar re- 
flex in . . 176 

- - - spasticity in . . 176 

- - - sphincter trouble 

in . . 176 

Erection muscles, nerve- 
supply of t Eifi. 471 1 611 

- painful m gonorrlnru 228 
persistent ' sec Priapism » 

676 
148 


Ergot, purpura due to . . 

- uterine colic due to.. 
Ergotism, dead lingers 

from 

- erythrornelalgia simu- 

lated by 

- gangrene from 317 

- from mouldy rye 

- Raynaud’s disease sim- 

ulated by . . 20 3, 322 

- tetany 1 rum . . 

Erigeron cunadense, der 

mat it is due to. . 

Erosion of bone by aneu 
rysm . . . . 

- cervical (see l Cervix Uteri 

- gastric, in acute gastritis 338 

- ha-morrhagic, in acute 

fevers 

- - anthrax 
with appendicitis . 

- - in black water fever 

- - chronic gastritis 

- - gastric ulcer and . 

- — gastrostaxis and 
hscmatcmesis lrom 


203 

322 

322 

322 


189 

915 


846 


340 
340 
347 
340 
3 38 
340 
340 


Erysipelas , contd. | 

- first heart sound weak in 266 

- gangrene from . . 317 i 

- hyperpyrexia in . . 390 

- leucocytosis in . . 454 

- Meige’s disease simu- 

lating . . . . 280 

- (edema in . . . . 824 j 

- - of arms in . . . . 5 1 6 j 

- - face from .. 515, 516 ( 

- - neck from .. 515, 516 

- polymyositis simulating 702 ! 

- pyrexia in 125, 688, 699, 785 
-rigor in 737,740,785,824; 

- of scalp . . 91, 865 

- sloughing from . . 824 t 

- spleen enlarged in 778, 785 

- streptococci in . . 125 

- stridor due to. . . . 799 

- temperature chart in 

(Em. 556) 699 

- tender red raised skin in 125 i 

- - scalp from . . . . 856 

- ulcerative colitis from 100 

- urticaria simulating . . 9 35 

ERYTHEMA . . 275 

- of abdomen, Jacquet’s 498 

- ah ignc . . . . 275 

from abscess formation 278 


- aconite . . . . 917 

- over actinomycosis . . 276 

- in acute rheumatism 

276, 280, 282, 759 

- from aniEsthctics 

- in angioneurotic (edema 

276, 279, 280 

- over appendicular ab- 

scess 

- from arnica 

- arsenic 

- artefactum 

- atoxyl 

- atropine 
over axillary abscess 


275 


276 
. . 917 

277, 917 

275 

277 
917 

276 


- from balsam of Peru. . 917 

- iti Bazin’s disease . . 276 

- from belladonna . . 917 

- bitter orange . . . . 515 

- bromides . . .125 

- bullosum. bleeding 

gums lrorn . . 9 3 


- - tongue movement 


336, 340 


- bulla; in 123. 125, 

126 


limited by 

89ft 

- - in infective endo- 

- 

- colon affected by . . 

95 

- 

- - tooth starting 

591 

carditis . . . . 340 

- 

- crusts in 

95 


- - ulcer due to . . 

896 

- - from portal obstruc- 

_ 

— dysphagia from 

244 

- 

- - ulcerated (,/•'/, g. 67 L 

896 

tion . . . . 344 

_ 

- cosinophilia in 127, 

271 

- 

- tonsil, cough from . . 

186 

- - in purpura . . 340, 346 

- 

- erythema in 

126 

- 

- - foul breath lrom . . 

1 1 3 

- - septic states . . 340 

- 

— itching in 

126 

- 

- - ptyalism lrom 

66 1 

- - yellow fever . . 340 

- 

- mouth affected by 93 

95 

- 

- - sore throat due to 

757 

- metrostaxis from . . 489 

- 

- mucous membranes 


- 

- - submaxillarv glands 


- of spine by aneurysm 


affected by 

95 

- 

enlarged from . . 

474 

869, 93 3 ; 

- 

- pain in 

126 

- 

- trachea, dyspmea from 

247 

Eroticism, Eallopiun colic 1 

- 

- pyrexia in . . 

96 

- 

- - stridor due to . . 

7<>o 

due to . . 148 ; 

- 

— tongue swollen in 

851 

— 

- tuberculous ulcer si mu 

_ 

Error of refraction (see 

- 

- vagina affected by . . 

95 

- 

laling 

898 

Refraction > 

- 

of buttocks 

498 


- from ulcer 

886 ! 

Eructatlo nervosa . . 302 

- 

calf, Jacquet’s . . 

498 

- 


Erythema , contd. 

- in flax-spinners . . 917 

- from food . . . . 278 

- in fourth disease 276, 

280, 283 

- a friaore . . . . 275 

- fugax . . . . . . 282 

- from fur dyes. . . . 515 

- galyl . . . . . . 277 

- in gardeners . . . . 515 

- German measles 276, 280 

distinguished from 472 

- gestationls . . 123 

- in gout . . . . 276 

- of heel, Jacquet’s . . 498 

- over hepatic abscess . . 276 

- in herpes 764, 913, 914 

- hydatid disease 276, 280 

- f rom hydrogen peroxide 917 

- in impetigo . . . . 681 

- induruturn . . . . 276 

- - erythema nodosum 

distinguished from 502 

- - gumma distinguished 

from . . . . 502 

scrofulosorum . . 502 

ulcer of leg in . . 895 

- - ulcers in . . . . 502 

- over inguinal abscess . . 276 

- in intertrigo . . . . 747 

- intertrigo, bathing draw- 

ers area affected by 499 

- from iodides . . . . 125 

- iodine . . . . . . 918 

~ iodoform . . . . 918 

- ins 919 

- - bulla- in .. 123, 125 

- - concentric rings of 

vesicles in . . 919 

cosinophilia in . . 271 

- - eruntion of . . . . 126 

- - pvrexia in . . . . 709 

- itching in . . . . 658 

of Jacquet . . 498 

- - congenital syphilis 

simulated by . . 498 

- in jam-makers . . 515 

- from jcllv-tish sting .. 278 

- keratodes . . 502 

- - horny palms and 

soles in . . . . 502 

(Edema in . . . . 502 


soles in . 
from kharsivan 


. . 502 
. . 277 
.. 277 
276, 278, 478 
. . 276 


of loins, Jacquet’s 
in lymphadenoma 
from lymphangitis 
in malaria 


498 
276 
278 
276, 278 


886 
59 3 
851 

851 

579 

476 

895 


- ulcer, diagram of 

1 /’f’v • (70 ) 8 9 5 

- ulceration of . . 

- of umbilicus.. 

- urethra, pain due t 

- - urethral obstruction 

lrom 

- vagina, aching in peri- 

neum front 

- - inguinal glands en 

larged f rom . . 

- from varicose ulcer.. 

- of vocal cord 211) 245 

... _ _ hoarseness from 388 

- vulva . . . . 855 

- - swelling due to . . 853 

- - syphilis simulating 854 

- from wart . . . . 886 

- X rays . . . . 276 

- X-ray cicatrix . . 886 

- (and see Carcinoma) 
Epitrochlcar gland (see 

Lymphatic Glands, 
Epitrochlcar) 

Epulis, bleeding gums 
from 

- fibrous, of jaw . . 8 35 

- histology in diagnosing 95 

- of jaw . . . . 821 

- malignant, of jaw . . 822 

- due to myeloid sar- 

coma . . 95, 822 

- ptyalism from . . 661 


- - from air-swallowing 397 

- - indigestion simulated 

by . . . . 397 

Eructations, acid, from 
dyspepsia . . . . 400 

- from acute gastritis . . 338 

- aerophagy . . . . 308 

- angina pectoris . . 52 

- dilatation of stomach. . 218 

- inflammable . . . . 302 

- from intestinal colic . . 525 
Erysipclus, aconite rash 

simulating . . . . 917 

- albuminuria in 16 

- angioneurotic oedema 

simulating . . . . 280 

- arnica rash simulating 917 

- bacteriological examina- 
tion in diagnosing. . 515 

- baldness from 91, 92 

- bathing drawers area 

affected by . . 499 

- blebs in . . . . 824 

- bill he in . . 12 3, 125 

- delirium in . . ..211 

93 i — diazo- reaction in . . 218 

- dilatation of heart in. . 266 

! - erythema in .. 276, 278 

1 - - simplex simulating 282 
| - of face . . . . 824, 865 

suppurative menin- 

gitis from . . 732 

I - fever in . . . . 824 


917 

917 


276 

278 


, - from cantharides 

- capsicum 

- carbolic acid, tinea sim- 

! ulated by 
! - cellulitis . . 

; - in cerebrospinal menin- 
gitis.. .. 276,278 

- from chrysarobin . . 917 

; - cold . . . . . . 278 

: - in congenital syphilis. . 498 
‘ - from copaiba . . . . 479 

; - crab 278 

! - croton oil . . . . 918 

: - definition of . . . . 275 

- in dengue 276, 278, 571 

| - over dental abscess . . 276 

' - in dermatitis . . . . 515 

- - herpetiformis 126,865,918 

! -- dermatomvositis . . 569 

| -eczema.. 745,914,915 
| — over empyema 
| - in encephalitis Icthar 

gica . . . . 276, 278 

i - from enemata 275, 277 

- in erysipelas . . 276, 278 

- erythema bullosum .. 126 

iris . . . . . . 126 

- erythrornelalgia 276, 278 

- exfoliativum 276, 280, 281 

- from extreme heat . . 278 

- - - or cold . . . . 275 

- in filariasis 

- finger affected by 


in measles . . . . 276 

Meige’s disease 276, 279, 280 

- meningococcal menin- 
gitis . . . . 733 

- from mercury . . 918 

- inesotan . . . . 918 

- multiforme 276, 280, 919 

- — in acute rheumatism 136 

- - bulla- in . . . . 281 

| - — herpes zoster dis- 
tinguished from . . 914 

lesions of . . 600 

pityriasis rubra from 746 

- - scabs in . . 742, 919 

- - small-pox simulated 

by . . . . 686 

- - vesicles in . . 281, 919 

- from mustard. . . . 918 

■ - ncosalvarsan . . . . 277 

! - nodosum . 502 

1 - - in acute rheumatism 

136, 282, 758 
276 | at adolescence . . 502 

- - arms affected by . . 502 

- - colours of . . . . 502 

erythema induratum 

distinguished from 502 

- - in girls . . . . 502 

- - legs affected by . . 502 

- - leprosy simulating.. 501 
j - - limping from . . 456 

I osteomyelitis simu- 

i latcdby .. 502, 817 

276, 280 pains about joints in 502 

301 1 - - pyrexia in . . . . 502 
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Erythema nodosum , contJ. 

- - shins affected in . . 817 
successive crops in. . 502 

- - symmetry of 502, 817 

- from occupational der- 

matoses . . . . 515 

- oil of cade . . . . 918 

- after operations 275 278 

- in orange-peelers . . 515 

- from orthoform . . 918 

- papulatum . . 600 

no itching in . . 600 

stains after. . . . 600 ; 

urticaria dlstlnpulshed 

from . . 600 ' 

- from paraphenylene- 

diamine . . . . 918 j 

- parasites . . . . 280 I 

- in parasitic toxaemias . . 276 

- pellagra 203, 276, 279 j 

- ol perineum in infants 498 

- from phenol . . . . 918 , 

- phenyl-hydrazine . . 918 

- phlebitis . . . . 278 

- plants .. 275, 277, 915 

- in polymyositis 276, 569 

- of prepuce from herpes 764 

- from Primula obconica 

278, 515 j 

- in pseudo-trichinosis. . 569 

- ptomaine poisoning 276, 278 

- from pyrogallic acid . . 918 

- radium . . . . 276 

- in rat -bite fever 276, 740 

- Raynaud’s disease . , 276 

- rheumatic lever and.. 42 » 

- from Rhus toxicoden- 

dron . . . . 277 

- salvarsan . . . . 277 

- in satin-wood workers 515 

- scales after . . . . 744 

- scarlatiniforme 276, 

280, 28 J 

- - desquamation in . . 281 

- - fauces reddened in 281 

loss of appetite in . . 281 

- - pyrexia in . . , . 2.81 

- - recurrences of . . 281 

- - scales in . . . . 744 

- - scarlet fever simu- 

lated by . . . . 281 

- - shivering in . . 281 

- - strawberry tongue in 281 

- - sudden illness in . . 281 

- - tonsils reddened in 281 

- In scarlet fever 276, 280, 

281, 759 

- of scrotum . . 498, 747 

- from sera . . . . 275 

- in strum disease . . 277 

- simplex . . 276, 280 

... _. erysipelas simulated 

by . . . . 282 

- - leprosy simulating.. 478 

• calcs in . . . . 744 

: wirlci fever simu- I 
lated by . . . . 281 j 

in small-pox . . 276, 278 i 

lrorn snukc-biic . . 276 i 

- soap 515 ! 

- sodium cacodylate . . 277 1 

- strawberries . . . . 278 I 

- sulphur . . . . 918 ! 

- in syphilis . . . . 479 I 

- from tape-worm 276, 280 j 

- of thighs . . . . 498 j 

- trades causino 275, 277 | 

- in trench fever . . 710 

- trichinosis . . . . 276 i 

-• trypanosomiasis 276, 280 

- from turpentine . . 918 , 

- vaeeiniform, of infants 498 j 

- valvular disease and . . 17 1 

- from various injections 275 > 

- vesicular, perleche and 460 • 

- vesiculosum . . . . 919 : 

- of vulva in infants . . 498 | 

- from waters . . . . 515 j 

- X rays . . . . . . 276 i 

Hrythcmato-papules . . 597 ] 
Erythrrcmia (see Polycy- 
themia, Splenomegalic) 

Erythrasma, abdominal 

folds affected by . . 313 | 

- account of . . 313 i 

-- axilla* affected by . . 313 

- bathing drawers area 

affected by . . . . 499 

- eczema marginatum dis- 


; Erythrasma , eotttd. 

, eczema seborrhoeicum 
I distinguished from 313 
j ~ genito-crural region 
i affected by . . . - 313 

I - joint folds affected by 313 | 

■ — microscope in diagnosis 313 i 
| Microsporon minutissi- i 
j mum causing . . 313. 

1 - mycelium in .. 313, 747 1 

- pityriasis rosea distin- , 

guished from .. 313 

- scales in . . . . 747 , 

- spores in . . . . 313 

- submammary folds 

affected by.. .. 313 

- tinea versicolor simu- 

lating . . ..313 

Erythrocvthiemia (see Polv- 
cythamia, Splenomegalic' 
Erythromelalgia . . . . 542 

- age incidence of . . 542 

- cold alleviatine . . 542 

- in disseminated sclerosis 54 3 

- ergotism simulating . . 322 

erythema in . . 27o, 278 

Hushed extremities in 

320, 542 

- gangrene from 317, 320 

- - rare in . . . . 542 

- hard work and . . 320 

- heat in extremities in 320 

Intermittent claudication 
distinguished from . . 542 

• edema in . . 64 3 

- pain in extremities in 

320, 542 

- Raynaud’s disease distin - 

nuished from . . 542 

- retiexes normal in . . 543 ] 

- sex incidence ot . . 542 

- in syringomyelia . . 54 3 

tabes dor-alis . . ..543 

- temperature changes 

and . . . . . . 320 

- tenderness in.. .. 542 

- warmth worsening . . 542 

- worse tl limb dependent 542 
Erythropsia. account of . . 926 

- after cataract extraction 926 

- conjunctivitis with . . 926 

- in electric blindness.. 926 

- lrorn fatigue of retina 926 

- photophobia with . . 926 

- lrorn retinal lnvmorrhage u 26 

- snow-blindness . . 926 

vitreous luxniorthage . . 926 

Essential albuminuria .. 18 

- hicrnuluria . . . . 348 

infantilism < Ei.it. 200 . 2 36 

- oils, erythema from . . 275 
~ - leueocytosis from.. 453 

- renal liaomaturia . . 353 
Esthiomene from syphilis 854 

- vulval swelling due to 85 3 
Estimation of blood-sugar 

332, 333 


- fat, technique for . . 299 

- fatry acid, method of. . 299 

- homogentisic acid . . 906 

- sugar . . . 329 

- total acidity of gastric 

juice . . . . 401 

Ether, death from, lymph- 
atism and . . 477 

- delirium from . . 212 

-- in extracting blood 

pigment . . . . 104 

- fainting due to . . 297 

- in fat estimation 299, 300 

- hemoglobinuria from 357 

- headache from . . 371 

- leucopenia from . . 455 

- ozonic . . . . . . 104 

- - in blood test 481, 482 
-- - effervescence with 

pus . . . . 716 

- peripheral neuritis from 80 

- tinnitus due to . . 879 

Ethereal sulphates in 

urine . . . . . . 395 

Ethmoidal sinus 'see Sinus; 
Eucalyptus heiniphloia, 
dermatitis due to . . 915 

- leaves, finger affected by 301 

- oil, coma from . . 154 

- - erythema from . . 275 

- — myrtol in . . 246 

Eugenia pimenta, derma- 


| Eunuchoid gigantism . . ^-5 
■ - obesity ■ • . . 50 / 

Euphorbia corollata, der- 
matitis due to. . • ■ £) 1 5 

- ipccucua nine, derma- 

titis tiue to . . . . 915 

- lalhyris, dermatitis lrorn 915 

- rcsiiiitcra, dermatitis 

due to . . ..915 

Eustachian tube blocked 
in common cold . . . . 207 

- -- - deafness from . . 207 

- - - politzerization and 207 

- - importance to bearing 20i 

- - obstruction in con- 

genital syphilis .. 912 

- - opened on swallowing 205 
Exanthemata see l c\et ' 
Excitement, angina brought 

mi bj . . . . ..533 

diabetes lrorn . . . . 3 3 1 

diarrluea lroin .. 217 

insomnia due to . . 402 

in myxtrdema . . 156 

paroxysmal hemoglo- 
binuria and.. .. 358 

polyuria from . . .. 655 

- pytexia due to ..711 

- tachycardia from 672, 

856, 857 

Exercise, deficient, bilious 
ness tiom . . . . 640 

- — uric acid from . . 901 

- effect on albumen lrorn 

calculus . . . . l tJ 

from . . . . 3 30 

- lack ol, palpitation from 595 

- menorrhagia Iron) . . 482 

exertion aliet a meal, caus- 
ing pain in heart disc 1 m, 52 

- physiological albumin- 

uria and . . 18 

shortness of breath on 
i see Shortness of Hicath' 

- tachycardia iiom .. 856 

ixfohulive dermatitis sec 

Dermatitis Exfoliativa • 
Exhaust ga.ses, tainting 
do e to 297 

- - liorri motor cars, head- 

ache lrorn . . 371 

Exhaustion, albuminuria 

lrom . . . . DO 

- disease, anemia in 110 

- - amsoevtosis m . . i 10 

- ascites m . . ..110 

- - bradycardia in .. 110 

- - oedema in . . ..110 

pericardial effusion in 110 
pleural effusion in . . Ill) 

- poikiloeytosis in .. 110 

- polyuria in . . . . 110 

- .serous eilu.sions in .. 110 

- lrorn excesses, impo- 

tence from . . . . 39 3 

fainting due to . . 296 

- glycosuria from . . 330 

-- from hepatoptosis .. 46 3 

- insomnia from 402, 403, 404 

- nervous, convulsions 

lrom . . 181 

- — noises in head from 504 

- — spasmodic contrac- 

tions from . . 17 3 

- - vertigo due to . . 504 

- puerperal . . 252 

- front visceroptosis . . 463 

Exocardial bruit (see liruit ' 
Exophthalmic goitre Dec 

Graves’ Disease; 
EXOPHTHALMOS . . 283 

- from aneurysm in orbit 285 

- arteriovenous aneurysm 284 

- cavernous sinus throm- 

bosis 156, 284, 739 

- corneal ulcer due to . . 891 

- from distention of nasal 

sinus . . . . 284 

- cncephalocclc . . 284 

- exostosis . . . . 284 

- Graves’ disease 267, 283, 

292, 596, 857, 877, 881 

- gumrna . . . . 284 

- intermittent . . . . 285 

- from ivorv exostosis of 

orbit ' . . . . 208 

- lymphosarcoma (Eift.227 ;284 

- meningocele . . . . 284 I 


Exophthalmos, could. 

- from new growth . . 284 

- orbital cellulitis . . 284 

- - periostitis . . . . 284 

- pulsating . • 285 

- iron i thrombosis of 

cavernous sinus . . 283 

- tubercle . . . . 284 

- unilateral . . 284 

- lrom varicose veins in 

orbit . . . . . . 285 

- , and see l’roptosisi 

Exostoses, lamihal inci- 
dence of . . . . 845 

- multiple .. .. 820 

- round mints from gonor- 

rlicca .. ..179 

- - - rheumatism . . 179 

- - - rheumatoid arth- 

ritis . . ..179 

- - - spondylitis defor- 

mans . . ..179 

t libers ulosis .. 179 
Exostosis, account of . . 820 

- ol big toe . . . . 820 

• bursa over . . . . 820 

- cartilage capping . . 820 

- of ear, deafness ftom. . 207 

- - meatus obstructed bv 207 

- teinm in children . . 8*15 

- - skiagram of / Eiy. (> H • 820 

- ivory, of audilorv meatus820 

- - exophthalmos from 820 

- - ol liont.d bone 255, 

281, 820 

- - pel roir, bom. . . 820 

- - skin! . . . . 820 

- ol mbit, exophthalmos 

1 rorn . . , , 284 

- ossttted tendon 1 inui- 

lullin' . . . . 845 

-• in poplncal space 844, 845 
Explosive diarrluea from 
e.,reim »ma of colon . . 394 

- - - rectum . . 3uq, 727 
-- 1. Highlit in double 

hemiplegia . . . . 290 

- manufacture! s, derma- 

titis m . . . . 917 

■ substances used by 9] 7 

sounds m head in 
insanity . . . . 878 

- tears in double hemi- 

plegia . . . . 29 l) 

Explosive*, high, acute 
yellow atrophy from.. 416 

- picric aciJ in . . . . 917 

Exposure, hvpol hern n a 

from . . . . . . 392 

- paroxvsm.il haemoglo- 

binuria and . . 358 

Expression sic Facie- ■ 

Extensor muscles .see 
under Muscles ; 
plantar reflex see Elan 
tar Reflex, Extensor < 
External abdominal ring, 
aching at, from abscess 
of testis . . . . 763 

- — — - epididvmo-orch- 

i t is . . 584, 585 

- - -• pain at, lrom 

ureteric calculus 577 

- - - testis at . . . . 589 

- auditory meatus, Arnold’s 

nerve supplying . . 185 

- - - herpes ol, with facial 

paralysis . . 604 

- - - inflamed, noises in 

head from . . 504 

- - vertigo f rom . , 504 

- - - ivory exostosis of 820 

- - - obstructed by boils 207 

- - - - deafness lrom . . 207 

- -- - - by exostosis . , 207 

foreign body . . 207 

- - - grow th . . 207 

- - from injury . . 207 

by perichondritix207 

- • - polypus . . 207 

- - - wax . . . . 207 

- cutaneous nerve, dis- 

tribution ol (EV.g. 580) 748 
pain in . . 540 

- iliac artcrv, aneurysm of 

827, 832 

- jugular vein, enlarged 

thyroid compressing 877 

- plantar nerve t see Nerve ) 


tinguished from .. 313 I titis due to .. .. 915 1 - nasal sinus distention 258 1 - popliteal nerve (see Nerve) 
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External , contd. 

- rectus muscle, paralysis 

of i sec Paralysis,) 

- saphenous nerve, dis- 

tribution of ' l‘iy’. 580) 748 

- urinary meatus, red in 


gonorrluca . . . . 228 

Fxtract, pituitary, diabetes 
insipidus checked by. . 655 

- thyroid 'see Thyroid} 

Extrasystolos, account of 668 

- alarm due to . . . . 668 

- alternating, pulsus bi- 

genunus from .. 673 
arising in junctional 
tissues . . . . 670 

■ auricular . . 6t>8, 670 

- - elect rocardiogrum of’ 

t 515 660 

- - In mitral stenosis . . 670 

■ bigeminv due to 

1 I'm. 514 '668 

- bradvsaidia tr im .. 671 

- causing M-mc ol heart - 

stojvpm;’ . . . . t)6H 

- chanu teis ol' . . . . 672 

- delmition ol . . . . 008 

- dot rev; (nun , . . . ooH 

- dropped beat simu- 

lated in . . . , 670 

■ eleclrocardiopiam o! 

• Fie. TV-/) 608 
graphic methods ad- 

v i -aPle in diagnosing 6<>0 


five, inflamed , canid. 

from glaucoma . . 285 
iritis . . . . 285 

- lacbrvmation lrom. . 285 

- - pain lrom . . . . 285 

- photophobia from.. 285 
injury* double pupil 

lrom . . . . 220 

- - photophobia trom . . 639 
“ lesions, headache due 


to 371 

melanotic carcinoma of 886 

- sarcoma of 1 see Sar- 

coma, Melanotic; 

- muscles i see -Muscles! 

- notes on normal . . 921 

- opaque nerve fibres In 

J'lk’s. 411 , 4I4> 518 

-- operation on, double 

pupil lrom . . . . 220 

- ophthalmoscopic examina- 

tions of . . . . 517 

- PAIN IN . . 456 

- (and see Pain in 1 : .vc i 

- paralysis ol .see < fphthul- 

mopleyi.i ; arid Strabismus i 
plnmenteri patciies in, in 
syphilitic choroiditis 518 
posterior staphyloma of 51H 
RETRACTION OF . . 270 

- (and see Fnopht halllms > 

- tender in .daucoma . . 28K 

- rei robulbar neuritis 925 

- ten* imi ol, increased 


live lid, contd. 

- scrofulous, nail trouble 

with . . . . 497 

- sore on, pre-auricular 

gland enlarged from 473 

- xanthoma planum affect- 

ing . . . . . . 889 

Fyclids, angioneurotic 
(edema of . . 513, 824 

- baggy in myxrrdcma 

t ;-7e. m } 506 

- coloured sweat of . . 803 

- drooping in influenzo- 

pneumonia t/'Vy. 172) 201 

- - myopathy (/'7 a,'- 245) 291 

- - 'and see Ptosis} 

- no hair on . . ..91 

- m myxardema < Fit;. 592) 507 

- (edema of (sec O-dema) 

- pigmented in exoph- 

thalmic goitre 267, 292 

- puffy in myxedema . . 290 

- red lrom cavernous 

sinus thrombosis .. 284 
rrd-edgtd in angular 
conmnctiviiis . . 286 

retracted in Graves’ 

disease .. 291, 877 

■ sewing together ot . . 891 

thick m cretin . . 290 

- trachoma . . . . 286 

xanthelasma of, in 

jaundice . . . . 405 

•restrain lrom acetylene 


Fate , contd. 

- erythema papulatum 

affecting . . . . 600 

- fibroma of . . . . 824 

- flushed, in influenzo- 

pneurnonia {Fig. 172) 201 

- - yellow lever . . 345 

- gumma of (F'i>. 516) 659 

- hair absent from . . 91 

- heiniaLrophy of 79, 

i Fig. 4m 605 

- - facial paralysis simu- 

lated bv . . . . 605 

- herpes simplex affecting 913 

- hypenesthesia of, in 

neuralgia . . . . 549 

impetigo alfecting . . 684 

lichen scrolulo.sorum 
affecting . . . . 598 

lipoma ot . . . . 824 

~ lupus of . . . . 367 

- - erythematosus affect- 

ing 303, 744, 746 

- - vulgaris of . . 891, 892 

- malpresentation 250, 251 

- multiple benign sarcoid 

simulating . . . . 502 

myoma cutis on . . 889 

- myopathy allecting . . 625 

- nerve-supply of . . 865 

neuralgia of . . . . 549 

• uL-dema of i see (Tdema) 

PAIN IN . . 548 

- (and sec Pain in Face,' 


- heart jetk due to . . tioH 

- - sounds corresponding 

to 669 

- heart -PI- •cl; simulated 

b? - • ■ • 668, 67 0 

- Mackenzie on .. 068 

- multiple, auricular fib- 

rillation sunulaied bv 600 

- - pt i he irregular Horn 000 
-- due to lie r e v>u: ness .. 068 

- occurrimi in complexes 670 

-- precise i.ui-c unknown 668 
•• pub c JiaracTer with . . 668 

- irreeul.u trom 072, 07 3 

- pulsus ait emails lrom 671 

- bigcnunus lrom . . 670 

- due to senile earelio- 

sc li-i o us . , . . o()S 

- shortness ol breath and 

(./■Vi;. >17 t 669 
~ ventricular . . t>68, o70 

- - electrocardiograms of 

l-u.'s. ) it>. s >7 669 
luxtra- uterine gestation 
(see C je -.t.ition ) 
F.xtravasation e>l urine 
(see l;nnc) 

EXTREMITY, LOWER, 
PARALYSIS OF . . 607 

- UPPER, PARALYSIS 

OF 611 

Lxiroversion ol bladder 
(see Bladder - 
EYE, ACUTE INFLAM- 
MATION OF . . . . 285 

- anterior chamber of, 

deep with dislocation 
of lens . . . . 220 

- - irregular with dis- 
location of lens 228 

- - - shallow in glaucoma 

288, 926 

■ colobomata of .. 517 

detective closure of, in 
hemiplegia . . . . 381 

- displacement of, by ab- 

scess ol orbit . . 222 

- - cavernous sinus throm- 

bosis . . . . 222 

- — diplopia from . . 222 

- - by exostosis . . 255 

- - orbital growth . . 222 

- - - hicmorrhiige . . 222 

- - alter tenotomy . . 222 

- - upwards, by growth 

of superior maxilla 285 

- flame-shaped haemor- 

rhages in, in albu- 
minuric retinitis .. 519 
from thrombosis 519 

- loreign body in (see 

Foreign Uodv) 

- hard, in glaucoma . . 288 

- herpes zoster of . . 914 

- inflamed, from con- 

junctivitis . . . . 285 , 


in glaucoma 6 19, 075, 926 

lrom herpes lron- 

t.dn .. 891 

- unclosed, in paralysis 

ot -.event li ner\ e . . 891 

- while pan lies in, in 

albuminuric reiimtis 519 

- - - optic neuritis . . 519 

- - syphilitic choroid- 
itis .518 

- due to tubercles in 520 , 
ly.es, almond-shaped, m 
Mongolian idioev . . 294 

- BLACK SPECKS BE- 

FORE .. 92 

- burning in. from error 

ot retraction . . 371 

- comuealc deviation of, 

in coma . . . . 154 

- depressed, m hydro- 

cephalus 256, Fig. 217 ' 258 

- halt-closed, in cretin 

' /• 7c. 214) 294 

- oblique, m Mongolian 

idiocy 2 U), (F7,c. 252 ) 29 3 

- pain behind, in inliucnza692 

- pigmentation round, 

from uterine lesions 128 

- pricking in, lrom error 

ot retraction .. 371 

- protrusion ot see Hxoph- 

thalmos ; and Proptosis) 

- searching movements of 505 

- shitty, ol drug-taker . . 289 

- staring in Graves’ 

disease . . . . 857 I 

- tender in spirochetosis 

ictcrohemorrhagicA 420 

- vertigo lrom .. .. 911 

-- watering ol, lrom error 

ot retraction . . 371 1 

Fveball, bruit over . . 285 : 

- pulsation ol . . . . 285 ; 

F.ycbrows deficient in 

myxedema . . . . 290 

- eczema seborrhcricum 

affecting . . . . 602 : 

- falling out in myx- 

edema . . . . 508 j 

-- overhanging . . . . 254 

- sycosis vulgaris affect- 

ing 682 ! 

Fvelashes, pediculosis pu- 
bis allecting . . . . 499 i 

- sycosis vulguris affect- 1 

ing 682 

Fyelid, chancre on 

(Fig. 382' 473, 824 

- - prc-auricular gland 

enlarged from . . 473 

- epithelioma of, pre- 

auricular gland en- 
larged from . . 473 

- hypertrophied, from 

blepharitis . . . . 273 

- paralysis of, in hysteria 178 


blowpipes . . . . 547 

- astigmatism . . . . 547 

- electric light . . . . 547 

- error ot retraction 547, 640 

- fine needlework . . 547 

- glaucoma tiom .. 288 

- headache from 370, 372 

- lrom hvpcrmeiropia . . 547 
-- m rmcroscopists . . 547 
-- lrom occupation . . 547 

- pain in eye from . . 547 
-■ photophobia from .. 639 

- lrom presbyopia . . 547 
• reading small print .. 547 

snow . . . . . . 547 

- strong sunshine .. 547 


/'ACF, acne affecting 

600, 68 3, 865 

rosacea on 30 3, 600, 881 

-- actinomycosis ol .. 89 3 

- anaesthesia of sec An- 

aesthesia) 

-- angioneurotic (tdema of 824 

- asymmetry of, from 

Bell’s palsy 602, 605 

- torticollis and . . 795 

athetosis allecting . . 168 

atrophy from seventh 

nerve lesion . . 82 

- in torticollis . . 179 

- bloody sweat of . . 803 j 

- boil on . . . . 824 

- - cavernous sinus 

thrombosis from 284 j 

- bones enlarged in acro- 

megaly . . . . 837 | 

- - - leontiasis ossea 820, 837 ! 

- bulla.* on, in impetigo 1 

contagiosa . . . . 498 i 

- - pemphigus neonato- 

rum . . . . 498 j 

- carbuncle on . . . . 824 i 

- - cavernous sinus throm- 

bosis from . . 284 j 

- chancre on . . . . 824 

- choreiform contractions 

of 170 I 

- colloid milium affecting 890 | 

- coloured sweat of . . 803 j 

- contracture of . . 178 ! 

post-paralytic 

( Figs. 465-467) 604, 605 , 

- cyanosis of . . . . 195 ! 

- dilated veins on, in cir- i 

rhosis of liver . . 466 i 

dysidrosis of .. .. 918 ! 

epithelioma of . . 824 

- enlarged cervical I 

glands from . . 475 j 

- epithelioma adenoides 

cystieum affecting.. 890 j 
erysipelas of . . 824, 865 

- suppurative mcnin- 

gtlis from . . 732 I 


paralysis of (sec Paralysis) 

- pigmentary inevo-sar- 

eomatosis ol . . 454 

- pigmentation of (see 

Pigmentation i 

- pufhncss ol, in acute 

nephritis . . . . 57 

- pustular svphilides of 684 

- quivering ol, in Fried- 

reich's ataxy . . 883 

- referred pains in . . 867 

- rigidity of (sec Trismus; 

- rodent ulcer of. . 892, 895 

- selerodermia of . . 886 

- sebaceous cyst of 824, 888 

- seborrhura affecting 303, 744 

- segmental areas of 

1 Figs. 658, 659) 867 

- sensory areas of 

Figs. 442 , 441 , 445) 550 

- sepsis on, cervical 

adenitis from . , 763 

- small, in anosteoplasia 233 

- small-pox of 685, 

( Fit;. 686) 920 

- spasm of, in hysteria . . 605 

- - tetanus . . . . 175 

- square, in acromegaly 293 

~ stiff, in tetanus . . 885 

- surgical emphysema of 254 

- SWELLING OF . . 824 

- - (and see Swelling of 

the Face) 

- sycosis vulgaris affecting 682 


- syphilis of, rosacea 

distinguished from . . 304 

- syphilodcrm affecting 601 

- telangiectasis on . . 303 

- tenderness in, from 

tooth . . . . 549 

- teiunv involving . , 189 

- tic affecting . . . . 173 

- tinea versicolor of .. 313 

- tremor of, from alcohol 881 

- - congenital . . . . 880 

- trichinosis affecting 569 

- tuberculide of . . 683 

- tumours of . . . . 824 

- ULCERATION OF 891,892 

(and sc*e Ulceration 
of Face) 

- unilateral sweating of 803 

- vaccinia of . . . . 824 

- varicella affecting 919, 920 

- venous stigmata on . . 881 

- xeroderma pigmento- 

sum affecting . . 888 

Faceache from empyema 
of antrum . . . . 694 

Facial centre in mid-brain 603 

- nerve (see Nerve, Cra- 

nial, Seventh) 


- neuralgia, trismus simu- 

lated by . . . . 884 

- nucleus, lesions af- 

fecting . . 604 
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Facial nucleus , contd. 

in pons Varolii . . 603 

- PARALYSIS . . . . 602 

- - (and see Paralysis, 

Facial) | 

FACIES, ABNORMALI- 
TIES OF . . 289 | 

- of acanthosis nigricans 295 l 

- acromegaly . . 293, 837 

- acute nephritis . . 295 ; 

- in Addison’s disease. . 295 

- angioneurotic redema 

.Fig. 407 ) 513 ! 

- anxious, in abdominal 

disease . . . . 290 i 

- in argyria . . 295 ! 

- blue-black, from brown i 

boots . . . . 202 1 

- broad, in myxcedema. . 656 ! 

- of chronic alcoholism. . 294 i 

- cirrhosis of liver 48, 294 

- colic . . 150 

- congenital syphilis 

(Figs. 24th 241) 290 : 

- cretin 234, (Figs.254, 255)294 

- cretinoid . . 290 

- in cyanosis with jaun- 

dice .. ..417 

- dusky, in splenomcgaiic 

polvcythcemia . . 651 

- in dyspituitarv obesity 

(Fig. J79' 290 

- erythrasmia .. 294 - 

- expressionless, in bi- 

lateral facia! paralysis 60^ - 

cerebral diplegia .. 601 - 

- — paralysis agitans . . 614 - 

- - pseudo-bulbar para- - 

lysis . . . . 603 

- of familial lenticular de- 

generation (Fig. 256) 294 

- fatuous, in insular - 

sclerosis . . . . 290 - 

- ferret, in microcephaly 234 

- In Graves’ disease 291, 292 - 

- Hippocratica, in general 

peritonitis . . 485, 734 - 

- 7 of peritonitis . . 150 

- in influenzo-pneumonia — 

(Figs. 172-174 > 201 

- lardaceous disease . . 10 - 

- leonine, from leontiasis 

ossea . . . . 255 1 F 

- mask, in paralysis 

agitans . . . . 292 - 

- in microcephaly . . 234 - 

- of mitral stenosis 

(Fig. 78) 69, 294 - 

- Mongolian idiocy . . 293 - 

- m yopath IcfFfgr. 24 J, 244)291 I - 

fatigue type (Fig. 245) 291 - 

- - nasal smile type 

(Fig. 246 ) 291 - 

- In myxcBdema 

(Fig. 68 ) 50, 290, 

(Fig. 301 ; 506 1 - 
olive-green, in malig- 
nant juundice . . 414 ] - 

- in osteo-arthritis . . 430 

- paralysis agitans 

(Fig. 248) 292, 609, 881 - 

- peach -blossom .. 282 

- in peritonitis . . . . 150 | - 

- pernicious anaemia . . 294 

- pigmented, in cirrhosis ; - 

of liver . . 67, 466 ! 

- of polydermatomyositis 295 - 

- polymyositis 295, 

(Fig. 550, 702 

- rat-like, in micro- 

cephaly . . . . 234 

- in rheumatoid arthritis 430 - 

- risus sardonlcus . . 740 

- sad, in tabes dorsalis 

(Fig. 240 , 292 . - 

- sallow, in cirrhosis of 


Facies , contd. 

- triangular, in hydro- 

cephalus (Fig. 217) 257 

- in tuberculous periton- 

itis . . . . . • 706 

- vacant, in chronic alco- 

holic . . • • 289 

Facio - scapulo - humeral 
muscular dystrophy . . 78 

- myopathy . . . . 172 

Factitious urticaria 

(Fig. (o4 > 856 

- - epidermolysis bullosa 

and ' . . ... 126 

- - htemoglobinuria in 358 
Feecal accumulation, ab- 
dominal tumour Irom 4 39 

- — age incidence of . . 777 

- - carcinoma of ciecum 

oimulntcd by . . 56 3 

- — constipation with . . 777 

- - enema in diagnosing 

4 JO, 777 

- - obstruction with . . 777 

- - sex incidence of . . 777 

- concretion in appendix, 

colic from . . . . 148 

- fistula t sec Fistula’ 1 

- impaction, age inci- 

dence of . . .. 217 

- — due to carcinoma of 

c;ec'um . . . . 814 

- carcinoma of rectum 

simulated by 557, 87 3 

- — sigmoid simulating 557 

- colic from . . 148, 163 

- diarrhoea Iron) . . 217 

- enema in diagnos- 

ing . . 873 

-pain in hvpochon- 

drium from . . 553 

- - iliac lossa Irom . . 555 

- rectal examination in 

diagnosing 217, 873 

- spoon in diagnosing 873 

- tenesmus due to . . 873 

mass in colon, enlarged 

spleen simulated by 777 

- movable kidney simu- 

lated by . . ..813 

- spleen simulated by 775 
vomiting (see Vomiting; 

a:ccs, ucid, from fermen- 
tation . . . . 215 

- in gastrocolic fistula 301 

- from intestinal fer- 

menration . . 308 

- in jeiunocolic fistula 301 

- pancreatic deficiency 300 

- - disease . . . . 1 30 

alkaline, from putre- 
faction . . 215, 308 1 

- with gall-stone ob- 

struction . . . . 130 

ascaris ova in . . ..411 

bacteriological investi- 
gation of . . 4 3, 47, 83 , 

- — in cases of bor- i 

borygmi 107 

bile deficiency and . . 300 

bilivcrdin in, in duo- 
denal ulcer . . 130 

blood in (see Stools, 

Blood in; 

bubbly, from intestinal 
fermentation . . 308 

cicum distended with 828 
characters in greedy 

colon cases . . . . 160 . 

Charcot-Heyden crystals 

in 131 

clay-coloured, in catar- | 
rhal jaundice . . 411 

- jaundice . . . . 406 

clayey, in chronic pan- 
creatitis . . . . 810 


Fir ccs. hard, contd. 

i and dry from deficient 

water drinking . . 16~ 
- in diabetes 162 

- - - from perspiring.. 162 

- - — in women . . 163 

from fluid loss 165 

hirmorrhage 164 

intestinal constipation 165 

- INCONTINENCE OF. . 393 

- - , and see Incontinence 

of have o 

- keratin particles in .. 6 34 

- keratin-coated capsules 

in, in pancreatic dis- 
ease 410 

- lead in 45, Hi, 94, 154. 184 

- meal fibres in 300. 108 

- microscopical examina- 

tion of, technique of 634 

- MUCUS IN . . 495 


- must'll- fibre 1 ' in 1 10, 315 

- - - in dia* i htca ■ • 216 

- - - intestinal fermenta- 

tion .. ■ • UH 

- - - pancreatic disease 410 

- occult blood in see 

Blood, Occult « 

- ova in 101. 104, Ml, 634 

- - in ankvlostorniasis5 J 4,6 15 

- - of Bilhar/ia in . . 102 

- - from 1 )istoma hcpali- 

cum . . . . 410 

method of examination 

for . . 634 

- - from parasites . . 58 

- Oxyuns vermicularis in 102 

- pancreatic deficiency and300 

- pancreatitis and changes 

in 130 

- paraffin in . . . . 299 

- PASSED PER URETH 

RAM 296,724 

vaginam . . . . 356 

- PUS IN . . 680 

- - (and see Bus in Stools.) 

- putrefactive odour of, 

in intestinal flatulence 308 

- reaction of see Reaction 

of Stools . 

- soap crystals in 300, 301 

- starch cells in, in intes- 

tinal fermentation.. U> 3 
-- stercobilin in . . . . 902 

- - carcinoma of pan- 

creas and . . 130 

- - gall-stones and .. 130 

- tarry, from mekena . . 97 

- - < and sec Me Lena I 

- test for blood in . . 481 

- tubercle bacilli m . . 562 

- vegetable cells in 308, 634 

- vibrio in, in cholera . . 345 

- in vomit . . . . 929 

- (.and see Stools.) 

FAINTING . . 296 

- due to Addison’s disease 

297, 299, 641 

- D.A.IT. . . 597, 859 

- in elderly patients . . 298 

- flushing with . . . . 303 

- due to grief . . . . 296 

- list of causes of, classified 

296, 297 

- due Lo Meniere’s disease 

297, 912 i 

- seldom duo to organic 

heart lesion . . 296 

faintness in angina pec- 
toris . . . . . . 533 

- aortic regurgitation . . 259 

- from arsenic .. ..3 38 

- duodenal ulcer . . 482 

- extra-uterine gestation 489 


l-\tlling , contd. 

- in puralysis agitans .. 881 

- due to vertigo . . 91 1 

Fallopian canal, facial 

nerve and . . 6O5 

- colic, causes of ..148 

- tube, appendix adherent 

to . . . . . . 829 

- - carcinoma of, pelvic 

s\\ ellmg due to . . 840 

- inflamed, appendicitis 

simulated l»v . . 814 

~ pain in back from HU 

pelvis from . . 81-1 

lesions, pelvic swell- 
ing due lo . . 840 

- suppuration, sub- 

phrenic abscess 
from .. .. 807 

- ■■ tumour, movable kid- 

uov simulated bv 8 1 3 
tubes, absence of, ster- 
iiit\ due to . . . . 793 

- congestion ol. pelvic 

pain from , . 57 ( 

- - distended, d vsclic/ia 

I mm ..166 

■- Iipiodol in . Ihg. 6 ( *2 940 


- and X rays «.|n<wmg 

(2*1 ■ 9 39 

familial acholuric jaundice 
sec Jaundice, Acholuric* 

- ataw, intention tremor 

m 884 

- - tremor in . . 880, 88 3 

bradveardia . . . . 107 

- constipation . . 160 

- idiocy, amaurotic . . 924 

- inability to heat birds 

and hats . . . . 208 

- incidence of acholuric 

jaundice . . 50, 78 1 

- - acute rheumatism 136.758 

- - ungioncurot tc «edema 

280, 51 3, 853 

- - blue sclerotics . . 304 

- - chorea . . . . 170 

- - clubbed fingers . . 143 

- - diabetes . . 3 35 

- - epilepsy ..182 

- — exostoses . . 845 

- - fragilitas ossium . . 304 

- - fncdreich's ataw 

171, 624 

- - harmophilia 9 3,679 

- - Hanot's cirrhosis . . 414 

- - Huntingdon s t horea 171 

- - Meige’s disease 280, 516 

- - Milroy's disease 5 12, 516 

- - merycism . . . . 485 

- - myopathy . . . . 620 

- - paramyoclonus multi- 

plex .. ..173 

- - peroneal atrophy . . 141 

- - phthisis . . 790, 932 

- - primary muscular 

dystrophy 78, 146, 624 

- - pseudo-hypertrophic 

muscular paralysis 624 


- - rare aniemias .. 51 

- - rheumatic lever . . 42 3 

- - spastic paraplegia . . 145 

- - splenomcgaiic cir- 
rhosis . . 780 

- — 'booth’s paralysis 141, 146 

- - — peroneal atrophy 624 

- jaundice . . . . 408 

- lenticular degeneration 

(see Degeneration/ 

- nerve deafness . . 207 

- pentosuria . . . . 327 

- retinitis pigmentosa . . 924 

- splenomegaly (see Sple- 

nomegaly) 

- tremor . . . . 879 

Famine, ascites from 62, 73 


liver . . 67, 466 — in colon, liver cnlargc- 

- in scarlet fever . . 282 rnent simulated by . . 462 

- sclerodcrmia . . 741 1 — coproporphyrin in . . 903 

- senile, in congenital : - digging out of, in dys- 

syphilis . . . . 498 J chezia . . . . 159 

- septic, with subphrenic - estimation of fats in . . 299 

abscess . . . . 807 - FATTY .. .. 299 

- of 8plenomegallc polycy- (and see Stools, Fatty) 

thtemia 294, (Fx^. 515) 652 - gall-stone in .. 344, 410 

- starchy, in paralysis - gas-production on incu- 

agitans . . . . 292 1 bating . . 308 

- - pseudo-bulbar palsy 773 j - hard, constipation from 

- in tabes dorsalis j 162, 165 

(Fig. 240) 292 - - from diarrhoea . . 165 j 


- fatty heart . . . . 264 - relapsing lever and 36, 

- gastric haemorrhage .. 339 j 420, 7 38, 785 

- before haematemesis . . 359 > - typhus fever and . . 417 

- from hepatoptosis . . 463 Faradic current in rcac- 

- paroxysmal tachycardia 857 tion of degeneration 74, 724 

- snake-bite .. .. 422 f ascia, palmar, Dupuv- 

- visceroptosis . . . . 463 tren’s contracture of 

Falling in Meniere’s il’ig. 152) 179 

disease .. .. 912 1 - plantar, gonorrluenl 


- to one side, due to arthritis affecting .. 425 

cerebellar abscess . . 733 j - - torn . . . . . . 552 

when sitting, in i - rheumatic nodules in 502 

familial lcnLicular j Fastigium in rigor . . 736 

degeneration . . 294 1 Fat boy of Beckham . . 508 
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Fat, contd. 

- content of chylous 

ascitic fluid . . 73 

- droplets in urine . . 140 

- globules in casts . . 8 

- heart impulse obscured 

by . . . . . . 372 

- indigestion, stools in. . 215 

- intramuscular, in myo- 

pathy . . . . 62 


- method of estimating. . 299 

- necrosis in acute pan- 

creatitis 168, 485, 

(Fig. (>25) 810, 811 


- — lucmorrhagic pan- 

creatitis . . ..716 

- - omentum . . . . 911 

- pancreatitis .. 911 

- people, constipation in 160 

- fatly infiltration ol' 

bowel in . . 160 

- stains lor, osmic acid. . 140 

- in stools (see Stools; 

Fats, absorption of . . 300 
Fatigue. convulsions from 181 

- due to 1 i.A.I 1. . . 85‘> 

- dyspepsia from .. 400 

fainting due to .. 2 { >6 

- fibrillar contractions of 

muscles and .. 171 

- harmoglobinunu from 358 

- high blood-pressure 

from . . 106 

- insomnia from . . 403 

muscular twitchings 

1 mm .. ..172 

- in myasthenia gravis. . 77 1 

- myopathy - Fix. 245) 2^1 

- nervous, glycosuria lrom 1 10 

- in neurasthenia . . 870 

- paroxysmal hiemoglo- 

binuiia and . . 158 

- of retina, blue vision 

from . . . . 926 

-- - after cataract extrac- 
tion . . . , 926 

- - red vision from . . 926 

- spasmodic contractions 

from .. 171 

- tremor due to 879, 880 
harness, hrieie albicantes 

from .459 

- myocardial changes from 18 

- in pituitary mlantilisrn 236 

- rickets . . 182, 480 

-- thymic infantilism . . 215 

- 1 and see Obesity i 

hat tv acid crystals in 
stools . . 215, 216, 100 , 101 

- - method of estimating 299 

- ~ in gangrene . . 118 

- stools . . . . 216 


normal amounts of 300 

blood 'see I .iparmia'i 

- casts (see Casts, Urinary 

- degeneration of heart 

l see i leurt. haft y i 

- - kidneys in phos- 

phorus poisoning 421 

- - liver (see Liver) 

- diarrhera from pan- 

creatic lesions . . 538 

- infiltration of bowel, 

constipation from.. 160 

- - heart (.see Heart, Futtvi 

- STOOLS . . 299 

- - (and see Stools, I-atty) 

- tumour (see Lipoma) 
Fauces, actinomycosis of 762 

- - sore throat due to. . 757 

- aspergillosis of, sore 

throat due to . . 757 

- bacteriological examina- 

tion of . . . . 474 

- carcinoma of . . 762 

- — sore throat due to . . 757 

- catarrh of, bacteria which 

cause . . 757 

- - sore throat due to . . 757 

- crusts on . . 95 

- dermatitis herpetiformis 

affecting . . . . 95 

- epithelioma of, sub- 

maxillary gland en- 
larged from . . 474 

- erythema bullosum 

affecting . . . . 95 

- gumma of . . . . 762 

- - sore throat due to . . 757 

- Inflammation of . . 761 


Fauces, contd. 

- mucous patches on, in 

syphilis . . . . 764 

- pemphigus affecting. . 95 

- reddened, in erythema 

scarlatiniforrne . . 281 
scarlet fever . . 281 

- sepsis of, cervical aden- 

itis from . . . . 763 

- snail-track ulcers on. . 691 

- tuberculosis of . . 762 

sore throat due to . . 757 

Favus, account of . . 309 

- due to Achorion quinck- 

eanum . . . . 309 

- - Schonlcinii . . .. 309 

- alopecia areata distin- 

guished from . . 309 

- from animals . . 309 

- atrophic scarring due to 109 

- baldness from 91, 92 

- of body (F'ig. 262) 309 

- crusts in . . 109, 742 

- cup-shaped crusts in. . 311 

- eczema distinguished 

from . . . . 109 

- hair affected by . . 309 

- - brittle in ,.311 

- honevcomb appearance 

of 309 

- lupus erythematosus 

simulated by . . 309 

- from mice . . . 309 

- microscope in diagnosis 109 

- mousy smell of 309, 111 

- mucous membranes 

a flee ted by.. .. 309 

mycelium in' . . . . 109 

nails affected bv 109, 496 

- onvchomvci'sis from.. 312 

- pimples m . . . . 109 

- psoriasis simulated by 109 

- pustules simulated by 109 

- ringworm distinguished 

1 roni .311 

- of scalp 91, i /*/e. 2t>2' 109 

- seborrhiea distinguished 

from . . 109 

- spores m . . . . 109 

- sulphur-vellow discs of 109 

- tenderness of scalp from 865 
Fear, amcnorrhu:.i from 23 

- IX A. II. due to . . 859 

- Craves’ disease looking 

like 291 

- popliteal abscess due to 844 

- thvroui gland enlarged 

lroin .. ..877 

Febricula, influenza and 712 

- notes on . 569 

- pain in limbs in 568, 569 

Febrile albuminuria 16 

relation to acute neph 

ritis 17 

-- albumosuria . . . . 20 

Feet, acroparesthesia al- 
fecting . . . . 545 

- ana*sthesia of, vertigo 

due to . . . . 911 

- attitude in tetany . . 2 

- bloody sweat of . . 803 

- broad and thick, in 

myxtvdema .. 510 

- bromidrosis of . . 803 

- cheiropompholyx of 741,919 

- cold, menorrhagia and 484 

- cyanosis affecting . . 195 

- enlarged in acromegaly 

255. 656, 837 

- erythema pupulatum 

allecting . . . . 600 

- flat, in rickets (Fi>. 192) 232 

- flushed, in crythromel- 

algia . . . . 542 

- gangrene of (see Oangrene) 

- lividity of, in Raynaud’s 

disease . . . . 542 

- oedema of (see Old emu) 

- pain in (sec Pain) 

- pityriasis rubra of . . 746 

- pruritus of . . . . 659 

- pulmonary osteo-arth- 

ropathy of j 

(FY.es. 351 , 352) 436 

- smallpox affecting . . 685 

- sweating, in rheumatoid 

arthritis . . . . 426 

- tender, in erythromel- I 

algia . . . . 542 

- in tetany . . . . 189 I 


Feet, contd. 

- tremor of, due to alco- I 

hoi 881 ! 

- — manganese . . . . 882 

- (and see Foot ; and Soles) | 
Fehling’s solution, cere! ro- 

spinal fluid and . . 383 j 

composition of 326, 327 ! 

In estimating sugar . . 329 j 

reduced after acet- 
anilide . . 196 | 

- - - by alcapton 327, j 

905, 906 : 

----- after benzoic acid 327 j 

- - ~ camphor . . 327 j 

- - - in carboluria 327, 906 j 

- - - after chloral . . 327 

- - — chloroform . . 327 

- - - by cholesterin . . 327 

- - - creatimn . . . . 327 

- - — after drugs 196, 332 

- — - by glycuronic acid 127 

- - - hippurie acid . . ‘ 327 

- homugentiste acid 905 

- - - lactose . . . . 127 

- - - Isrvulosr . . . . 327 

- -- after morphine . . 127 

- - by pentose . . 327 

- - — after phenacctin 196 

~ ~ phenazonc 196, 327 

salol . . . . 127 

- - - sulphonal . . 196 

- - — trional . . . . 196 

- - — by uric acid 327, 902 

- — — veronal . . . . 196 

- - — xanthin . . . . 327 

- test, albuminuria and 327 

- - errors In . . 327 

- - for glycosuria . . 326 
Feminism, gigantism with 325 
Femoral abscess isce Ab- 
scess :• 

- aneurysm . . . . 825 

- — from infective endo- 

carditis . . 787 

- artery, ligature of, gan- 

grene from . . 322 

- glands '.see Lymphatic 

Cilands, Femoral. 

• hernia (see Hernia 1 

- pulse, delayed, from 

iliac aneurysm . . 832 

- region, ectopic testis in 826 

- — fibroma in . . . . 826 

- - lipoma in . . . . 826 

- — sarcoma in, . . . 826 

- ring, hernia at . . 804 

- SWELLING . . 824 


- - (.and see Swelling, 

Femoral 1 

- vein thrombosis, em- 

bolism of lung from 199 

- - - oedema of leg from 512 
Femur, bent, in osteo- 
genesis imperfecta 233 

- carcinoma of, skiagram 

of . . . . ( Ft ft. 26) 21 ; 

- chondrosarcoma of, 

skiagram of i PYg. t>37 ) 822 ! 

- epiphysitis of, limping 

lrom . . 45 7 

- exostosis of . . . . 845 ; 

- - skiagram of (Fig. 63 j) 820 j 

- fracture of (see Fracture) ' 

- myeloid sarcoma of, 

skiagram of (P’lg. 647) 823 , 

- myeloma affecting . . 822 I 

- necrosis of, popliteal 

abscess due to . . 844 

- osteitis of, from typhoid 

fever . . . . 424 

- osteomyelitis of, diffi- 

culty in diagnosing 512 I 
limping from . . 457 j 

- painful swelling on, in , 

scurvy rickets . . 819 j 

- periosteal sarcoma of. . 845 j 

skiagram of ; 

{Fig. 6 35) 821 

- periostitis of, limping j 

from . . . . 457 j 

- - popliteal abscess due 

to 844 

- red marrow in, in per- j 

nicious amemia . . 31 

- sarcoma of (see Sarcoma) 

- separated epiphysis of 

457, 846 ; 

Fenestra rotunda, vertigo j 

due to pressure on . . 912 I 


Fergusson’s speculum in 
examining cervix uteri 231 
Ferments in gastric juice 401 


- pancreatic cyst . . 61 

Fermentation, acid stools 

from . . . . . . 215 

- horborygrni from . . 107 

- in dilated stomach 636, 930 

- intestinal, constipation 

with . . . . 303 

- - diarrhoea with . . 303 

flatulence due to . . 308 

- - muscle fibres in stools 

with . . . . 303 

- - starch cells in stools 

with . . . . 303 

- - stools acid in . . 308 

- - - bubbly in . . 308 

- - tetany and . . . . 3 

- — vegetable residues in 

stools in . . . . 308 

- - wind due to . . 303 

- in stomach, flatulence 

due to . . . . 302 

- test in confirming 

glycosuria . . . . 902 

- - lactosuria . . 332 

Ferret bite, spirocha-tosis 

from . . 213, 740 

- face in microcephaly 234 
Ferric chloride in Rial’s 

test 327 

- test for alcapton .. 905 

- - - aspirin and . . 214 

- - - carbolic acid and 214 

- - - for diacetic acid 


: 16.-:. 1H4 ) 214 

- - - in melanuria 904, 905 

- - - salicylate and . . 214 

-- - - salol and . . 214 

Forricyanide of potassium 

in estimating blood- 
sugar . . . . 333 

Fcrrocyanide of potassium 
in Benedict’s solution 327 

- - Perl’s test . . 31, 335 

Fcrrosilicon, arsenide ol 

calcium in . . . . 421 

- arsemuretted lndrogen 

from . . . . 421 

- phosphide of calcium in 421 

- phosphuretted hydro- 

gen from . . . . 421 

- in steel hardening . . 421 

Ferula galbuniflua, der- 
matitis due to . . 915 

Festination in paralysis 

agitans . . 314, 881 

Fetishism, account of . 393 
l-'cver, aches and pains in 572 

- albuminuria In 16 

- blackwatcr, coma in . . 153 

- — hxmatemesis in 340, 345 

- - harmoglobinuriu in 358 

- - hiemorrbuges in . . 345 

- - haemorrhagic erosions 

in . . . . 340 

malaria and . . 358 

- — purpura in . . . . 676 

quinine and. . . . 358 

- — urine black in . 357 

- cerebrospinal see Menin- 

gitis, Cerebrospinal) 

- cloudy swelling in . . 16 

- delirium in . . . . 211 

- dengue, leucopenia in 45 5 

- enteric (sec Fever. 

Typhoid) 

- gaol (sec Fever, Typhus) 

- glandular (see Kirkland’s 


Disease’ 

- hay, ageustia due to ..859 

- - anosmia from . . 756 

- - epiphora from . . 272 

- - nasal discharge due to 223 

- intermittent, blood per 

anum in . . . . 96 

- leptothrix . . . . 687 

- Malta, account of 571, 691 

- - agglutination test in 455 

- - ansmia in . . . . 455 

- - arthritis with 425, 571 

- - blood culture in 455, 739 

- — bronchitis in . . 571 

- - constipation in . . 571 

- - duration of . . 691 

few signs in . . 691 

- — geographical distribu- 

tion of . . . . 691 

goat’s milk and 571, 691 
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Fever. Malta. contd. 

- - headache in . . 571 

- — leucocytosis in . . 455 

- - leucopenia in . . 455 

- - on Mediterranean 

shores . . . . 571 

- - Micrococcus melitcn- 

sis in 571, 691, 785 

orchitis in . . . . 571 

pain in limbs in 568, 571 

perspirations in . . 571 

- — rigor rare in . . 757 

- - a sepLicivmia . . 759 

- - serum reaction in 571, 

687, 091, 715, 785 

- - spleen enlarged in 

571, 691, 778, 785 

- - temperature chart of 

th't) 7 . ‘>97.) 691 

- - typhoid fever simu- 

lated by . . 691 

- - undulunt type of . . 691 

- paratyphoid, A, B, and C 689 

- - account of . . . . 785 

- - arthritis of spine from 796 

- - 11. paratyphosus in. . 785 

- — peripheral neuritis 

lrom . . . . 84 

- -- pulse relatively slow 

tn . . ‘ . . 715 

- - spleen enlarged in 

778, 785 

- - typhoid fever simulated 

by.. 689,785 

- - Widal reaction in 

84, 689, 715, 785 

- - - - negative m . . 715 

- peroneal atrophy after 624 

- phleboiomous, brady- 

cardia in . . . . 110 

- puerperal, infective paro- 

titis in . . . . 848 

- - rheumatic fever simu- 

lated by . . . . 739 

- - rigor due to . . 737, 738 

- - vaginal discharge in 7 >8 

- rat-bite, account of . . 740 


- - from cals 

- - delirium in 

- - erythema in 

- from lerrets 

- - headache in 

- - leucocytosis in 

- - malaise tn . . 
from mice 


213, 740 
. . 215 
. . 276 
213, 740 
. . 740 
. . 740 
. . 740 
2 1 3 


- — pain in limbs in 568, 570 

-- - - muscles in . . 740 

- - pains all over in . . 740 

periodic pyrexia in 715 

- - rash in . . . . 740 

- -- from rats .. 213, 740 

rigor in . . 737, 740 

- - salvarsan curing . . 740 

- - - in diagnosing . . 687 

spirochaetc in 213, 740 

■ t rorn stoats . . 213 

swelling in muscles in 740 

- -- temperature chart in 

dug. :>78; 740 

- - from weasels 213, 740 

- relapsing, abdominal 

pain in . . . . 420 

- - - tenderness in . . 420 
account of . . 420, 785 

- - ana'mia in . . . . 36 

blood per anum in. . 96 

- parasites in . . 36 

bug bites and 36, 420, 738 
-- - characters of pyrexia 

in.. 420,715,785 

- ■■ crisis in . . . . 785 

delirium in ..211 

- - lrom the hast . . 709 

-- - in Kgvpt . . . . 738 

- - epidemic . . . . 7 38 

- - epislaxis in . . 420 

- - 1 amine and 36, 420, 738 

- - in tilth and famine. . 785 

- - Great Britain . . 36 

- - harmatemesis in . . 420 

- - hyperpyrexia in . . 390 

- - hypothermia alter. . 392 

- — in India . . 420, 7 38 

- - jaundice in.. 408, 420 

- — liver enlarged in . . 420 

- - Obermcier’s spiro- 

chete in 36, 420, 

709, 738, 785 
pains in back in . . 785 

- - pulse rapid in . . 785 


I' ever, rclap sing, contd. 

- - relapses in . . . . 709 

_ - rigor in 737,738,785 

- - spiroch.vte oi 

1 . lie. 60M 779 

- - spleen enlarged m 

I * 420, 778, 785 

! - - sweats in . . . . 785 

! - - temperature ciiart of 

( l\it. 4V) 36 

! - - uncleanness and . - 36 

I - remittent, purpura in 676 

- rheumatic, account of 423 

- — acute necrosis of 

bone simulating. . 421 

- - coma in . . ..151 

- - Hitting joint afleciion 

in .. .. 423 

gonococcal arthritis 

simulating 

i /-Ye. 33 f b 421, 4 25 

- - great pam in . . 423 

- - Henoch's purpura 

simulating . . 428 

- - hvperpvrexia in . . 300 

- - infantilism lrom .. 215 

- - Mimdiee in.. .. 420 

- - joints alfccted in . . 423 

- — — not permanently 

alfccted in . . 423 

- - Kirkland's disease 

simulating . . 761 

- - limping from . . 45b 

mitral disease with 423 

- - osteomyelitis simula- 

ting . . 425 

pain in limbs in . . 568 

- - previous attacks of 42 3 

- - puerperal lever simu- 

lating . . • • J 30 

- - pyaemia simulating 7 39 

- - rare in infants . . 426 
rheumatoid arthritis 

distinguished from 426 

- - rigor in . . . . 7 37 

- - seldom allects one 

joint only . . 423 

septic arthritis mistaken 

for . . . . 424 

- - sour smell in . . 421 

- spleen enlarged in.. 778 

- - sudarnina iti ..423 

- — suppurative arthritis 

simulating . . 423 

- — sweating in . . 423 

-• - temperature chart in 

i /•■fg. yjw » 423 

- - traumatic arthritis 

simulating . . 423 

-- tuberculous arthritis 

simulating . . 423 

- — urates in . . . . 900 

- — and see Acute Rheu- 

matism 

- scarlet, abscess of testis 

in . . . . . . 768 

- - acute nephritis from 

12, 57, 759 

- — - rheumatism simu- 

lating . . . . 759 

- - adenitis in 12, 281, 

28 1, 174, 763 

- - albuminuria m 16, 

281, 763 
albumosuria in . . 20 

angina maligna and 763 

- - aortic disease after 261 

arthritis after . . 424 

- — — ot spine from . . 796 

- - atropine rash simu- 

lating .. ..917 

- bald tongue in . . 76 3 
~ — Bright’s disease from 11 

- - chronic nephritis from 13 

- - coma in . . . . 153 

- — convulsions in . . 181 

- - deafness lrom . . 207 

- delirium in.. 211, 345 

- - desquamation from 

124, 714, 763 

- - diazo-rcaclion iri . . 218 

~ - difficulties In diagnos- 
ing . . 281 

- - dilatation of heart in 266 

- - empyema after . . 7 39 

- - endocarditis in . . 263 

- - enema rash simu- 

lating . . 277 

- - eosinophilia after . . 271 

- - epistaxis in 273, 274, 345 


Fever, scarlet, contd. 1 

- - erythema in 276, 280. 

281, 759 

_ - - scarlatinilorme ^ > 

simulating . • 281 

- - — simplex simulating 281 

- - facies in 282 

- - lust heart sound 

weak m . . - - 266 

- - German measles dis- ^ 

imgmshed lrom . . 4 > 3 
1 - - - simul.it mg • • 2.S 1 

. _ - glandular fever simu- 
lating -• 26 1 

- lucnuuemesis in 116, 


145 

145 

145 

lot' 


- - liA'maturi.i in 

- h.emorrhugic 

- headache in 

- hyperpyrexia in 

- infantilism lrom 

- joint pains m 

- leucocytosis m 

- Ivsis in 
malignant 

- menorrhagia alter 

- mild l.isc, ot ^ 

nausea tn . . 75«, o.'M 

- nephritis in .. 7b 1 

- - without irdema in 12 

orchitis in 584, 585 

- otitis media from 12, 7b 1 


283 
45 3, 454 
281 
345 
483 
76' 


- oiorrhuea in 

pains in limbs in . . 
paraplegia Ir mi 
peeling alter 12, 

- - not conclusive ot 

• pulse rapid and techie 

in . . 

- purpura in.. 3.pj, 

- pvrexta in .. 281, 

- rash on second day m 

- wit bout rash . . 

- redness of throat in 

- rheumatic f'e x ei simu- 

late J hv 

- rigor lrom .. 7 37, 

- Kose-Br.tdtord kid- 

ney after 

• several attacks ot . . 

- sore throat in 12, 


281 

570 

638 

281 

?-yl 

3 15 
(>7b 
348 
345 


283 

28 3 


76 3 


spleen enlarged in 

778, 786 
strawberry tongue in 685 

streptococci in . . 11 

symptomatic leuk- 
a:inia idler 35, 454 

thrombosis of spinal 
artery from . . 628 

tongue coated in .. 281 

- tonsillitis in . . 759 

- transverse myelitis 

lrom . . b2H, 6 30 

- urticaria simulating 9 35 
vomiting in 281, 759, 928 

spot led, «. erebrospinal 
lever same as . . 678 

- coma in .. ..153 

convulsions in .. 184 

-- due to Dermacentor 

venustus . . . . 679 

- in Himalayas .. 679 

• purpura in . . . . b76 

- in Rocky .Mountains 67 ( > 

- typhus lever and .. 417 

tetratienous . . 687, 692 

- — blood culture in dia- 

gnosing . . . . 692 

- - bronchopneumonia in692 : 

- influenza simulated by692 

- - otitis media in . . 692 

~ - relapse in . . . . 692 ; 

- trench, abdominal pain 

in 710 

account of 710, 786 

- - albuminuria in .. 16 

- - appendicitis simu- ! 

latcd by . . . . 710 , 

- - breathlessness due to 786 j 

- - D.A.H. from 115, 

246, 247, 597, 786, 859 j 

- - debility after 246, 710 

- — dyspnoea after . . 246 | 

- - erythema in . . 710 j 

- - frequency of mictu- j 

rition in . . . . 710 | 

- - general ill health after 786 | 

- - headache in . . 710 ! 

- - influenza simulated by I 

710, 786 I 


1 -ever, trench , contd. 

- - influenza simulating 692 

- - jaundice in . . . . 420 

• - lrom lice 572, 710, 786 

- - malingering simulated 

bv 710 

- myalgia in . . 572, 710 

neurasthenia simu- 
lated by .. .. 710 

pain in back from 

572,710 
legs from 568, 572 

- patns and aches after 786 

palpitation after . . 7 J 0 
pink eve ill . . . . 710 

precordiul pam from 786 
p\ rexta in Vug. 5tofi ) 710 
icady fatigue after. . 786 

- relapses in 'Vug. >68) 710 

- rigor in . . 7 1 0, 7 37 

shm pains limn 710, 786 

- - shortness of breath 

from . . . . 113 

- sore i hroat in ..710 
spleen enlarged in 

710, 778, 786 
tachycardia lrom 7 10, 786 
temperature chart in 

/•/!.'. > 710 

- thyroid gland fil- 


ial ged in . . 877 

1 1 'tunic coaled in . . 710 

toMcnua from . . 113 

during war.. 572, 786 
; vphoid . . 1 6, 25, 57 

• - access m right iliac 

toss. i from . . 564 

- — — o! t c v t is. m . . 768 

- - account of 419, 688, 784 

- achlorhydria it! . . 341 

- acute nephritis lrom 57 

- - agglutination test in 216 

- albuminuria m . . lb 

- albumosuria in . . 20 

ambulatory 564, 68‘> 

- - angina lrom . . 5 3 

- - anorcNia m.. .. 784 

- apperuncit is simu- 

lated In . . • . 564 

■ appendicular abscess 

simulating 454, 455 
arthritis from . . 424 

- of spine trotn . . 796 

asthenia m . . . . 9 3 

v bedsore of larynx ’ in 76 3 
bilious, purpura in . . 676 

- Mans lung in . . 157 

- - bleeding gums in . . 9 3 

blood per anum ill 96, 97 

- changes in . . 784 

- cultures in 687, 

689, 7 39, 784 

- - cacogeustia in . . 860 

- - Gheyrie-Stokes breath- 

ing. i n . . . . 139 

cholecystitis simu- 
lating . . 689 

- - cob bactlluria Simu- 

la! mg . . 689 

coma in . . 153 

- constipation in 689, 737 

- -- contractures after . . 147 

- - cramps in . . ..190 

- - deafness from . . 207 

- - delirium m ..211 

- - dent ill abscess simu- 

lating 454, 689, 695, 

• Vug. 579) 714 

- diarrlxra in 216, 688 

- — diazo- reaction in . . 218 


- - dilatation ol heart in 266 

- - dryness of mouth in 860 

- -- libcrth’s bacillus in 

419, 689 

- - empyema of gall- 

bladder from 316, 

317, 415 


- - epididymitis from . . 85 

- - epididvino-orchitis 

from 584, 585, 849 

- - epistaxis in.. 274, 784 

- - fatty heart from . . 264 

first heart sound weak 
in . . . . 266 

- — foul breath in .. 112 

- — — stools in . , 688 

- - fungating endocar- 

ditis simulating . . 689 

- - gall-bladder enlarged 

in.. .. 316, 419 
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l : vvi‘r, typhoid, could. 

_ - gall-bladder tender ^ - 

- - gangrene h'° m ■ • *J7 

general cardiac bruit 

•• \lL 

- - - peritonitis from . 

- - ■- tuberculosis simu- 

lating • • 7»S, 7H / - 

- wasting in . • • ' J 

- - luemoglobinurM i»» 7 * 

- - hutmoirhugr m • • 

- - - bradvpiuea Irom 110 

- collapse trom ..110 - 

- - headache Iron) '71. 

688 , OHO, 78*1, 7H7 

- - hip still alter . . 4?4 - 

- - hyperpyrexia in . . 390 

- - hypothermia alter . . 392 

- - mdieanttiia lmm . . .395 

- - in lee live parol ins in 84H 

- - influenza simulating 

689, hi) 2. 787 

- - irritable spine alter 870 
- jaundice in 408 . 41 9 

- - lassitude line to . . 784 

leu coe vtoM rare in 45 3 

- - no il-lleOCYlOMS HI 

080 , 784 

- - leucopen in In 7 1 0 , 4 J 0 , 

455, 718. 7 ’. 0 , 784 

- - linear albieantrs in. . 459 

- - lymphocyte*- in 455, 

(>KO, 7 b>, 784 

- - Malta lever mi'.hj- 

lat my . . . . 00 ] 

jnelaiia in . . . . 48 1 

memory delect trom 25 
menmgococ eal menin- 
gitis simulating . . 087 

- - menorrhagia after. . 487 

- - mesenteric glands en- 

larged lroni . . 470 

- - nieteorism in . . 4 W 8 

middle- eai disease m 7 57 

- -- modified b\ inocula- 

tion .. 080 

- - mimular atrophy in 78 

- - myocardial changes m 8 5 

- - nccru is ot mu alter 8 54 

- ■ - rectus abdominis in 7 50 

(edema ot leys after 515 
orchitis trom 85, 80 

- * osteins oi lemur from 424 

pum m back trom . . 424 

- - - eve in . . . . 547 

- - - iliac lossa in 558, 564 

- - pancreatitis trom .. 128 

paraplegia irom . . 02.8 

- - paratyphoid simulating 

689, 785 

- • parotid abscess alter 6^5 

- - pea-soup stool*- m.. 689 

- r* pe t lot at ion in 0 5, ] 49, 

455. 504, 7 57. 800, 802 

- - - pulse- rate rising 

trom . . . . 485 

- - -- temperature drop 

Irom . . . . 485 

- - periosteal abscess in 819 

- - — node in . . ..819 

- - penostitis m .. 737 

- - - of sternum in . . 862 

- -- peripheral neuritis in 

80, 84 

- - peritonitis in . . 737 

- - -- simulated in . . 485 

- - pleurisy in . . 737 

- - pneumonia in . . 737 

- - pneumonic form of b89 

- - pneumoperitoneum in 

800, 802 J 

- - polymorphonuclear 

cells in . . . . 689 

- - polyuria after 653, 654 
pulmonary tubercu- 
losis simulating.. 689 

pulse relatively slow In 

216, 419, 688, 715, 784 

- - purpuru in.. .. 676 

rare in . . . . 677 

- pyffimia distinguished 

from . . 739 

simulating .. 689 ' 

- - pyelitis in . . . . 718 ! 

- - pyosalpinx simula- 

ting . . 454, 455 

- - rash of . . . . 784 

- relapses In 688, 689, I 

U’ig. 54b) 690 I 


f ever, typh < 
- rhojicl: 


J, court/. 

in . . 689, 784 

- rigor in ■ * ‘ ^ 

- - rare in 689, 7 57. 7 39 
rose spots In 216, 419, 

477, 685, 689 

- rupture of gall- 

bladder mi . • '10 

- nnise le utter • - *>6l 

- a septic.emia . . t '9 

septica tma simulating 689 
sloughs o{ i’eyer’s 

patches in . . 784 

soi des Mi . . . . 9 5 

speech lost m . . 771* 

• spinal trouble alter 870 

- spleen enlarged m 

216, 419, 689, 710, 

775, 77h, 784 

- sponelvhtis detormans 

alter . . 869 

- still hack, ultc-r . . 424 

- streptococcal arthritis 

m . . . . 425 

- submammarv abscess 

;*t t t*t .. 838 

- - suppuration simu- 

lating . . 454, 455 

- suppurative* cholan- 

gitis alt t r . . 415 

-- *- pylephlebitis simu- 
lating ity. 554 09h 

- sweats m . . . . 737 

- talipes after. . . . 147 

- temperature charts 

ot I n:. 54 y. 689, 

I ty. 54b 69(1 

- - - course o! . . 688 

- - testis atrophy Irom 85, 86 

- -- tetany in . . 189 

- - thrombosis 111 leg in 512 

- ..1 spinal artery in 628 

- thvioKl gland en- 

larged in . . 877 

- ! imill lis due to . . 879 

- tonsillar abscess sim- 

ulating .. .. 454 

- toxteima from . . 25 

- transverse myelitis 

] j om . . 628, 6 10 

- - i richinosiv simulating 5c>9 

- - liismu- in . . . . 885 

- - tuberculous menin- 

gitis simulated by 787 

- - - - simulating . . 689 

- typhus distinpuished 

from 417, 677, 786 

- simulating . . 691 

- - ulceration of larynx 

trom . . . . 2*15 

- Fever’s patch in 481 

- - veil howl ulcers in 

intestine . . . . 419 

- Widal’s reaction in 

84, 316, 419, 564, 

677, 689. 715, 739, 784 
.. _ ... delayed i/*/g. 54b 1 690 

- - - - negative in .. 715 

- - Zenker’s degenera- 

t ion t rom . . 561 

-typhus.. .. 677,786 

- - bugs and .. 417, 691 

- - coma m . . . . 1 53 

- - crisis in . . 418, 691 

- cyanosis in.. .. 201 

- delirium in.. 211, 691 

- eiia/o-reactmn in .. 218 

- dilatation ot heart in 266 

- - dirt and . . 417, 690 

- - epidemics ol . . 690 

- - famine anel . . 417 

- - first heart sound w euk 

in. . . . . . 266 

- -• gaol lever and . . 417 

hyperpyrexia in . . 390 

inlcctive endocard- 

itis simulated by. . 691 

- - inspissatiem of blood 

in . . . . 201 

- - Jaundice In.. 408, 417 

- -* leucocytosis in . . 417 

- - - rare in . . . . 453 

- - lice and , . . . 417 

- — macules in.. .. 786 

- - nervous symptoms in 786 

- - onset eil . . 417, 786 

pain in eye in . . 547 

petechia: in 418, 786 

photophobia in . . 640 

prostration in 417, 786 


•ever, typhus, contd. ^ 

- purpura in . . 676, 6i7 

rath of „ , 

1 ,y. iJ7 • 418, 691. 786 

- relapse uncommon 111 691 
retention ol urine in 786 

~ rig< >r in - - 7 5/, / 86 

- rosy papules in , . 736 
110 seium te'-r hr . , 691 

- spleen enlarged in 

691. 778, 786 
spoiled fever and . . 417 

- subcutancou -. mottling 

ol . . ..418 

- temperature of .. 691 

- - - chart ending by 

crisis /•/.«;. bI4 786 

- - ~ - m lvns 

l-iy.bli 786 

- - typhoid distinguished 

trom 417, 677, 786 

- - - Simulated by . . 691 

- - vomiting in.. .. 786 

- Widal react ion nega- 

tive* in . . . . 418 

- undulant see level, 

Malta ; 

- yellow, account of . . 420 

- - acute yellow atrophy 

ol liver simulated bv420 

- - albuminuria in 16, 420 

- - anuria in .. 55, 58 

- - black \omit in 345, 420 

bleeding gums in . . 345 
blood per .mum in. . 96 

- - in (’.entral America 420 

- - collapse in . . . . 55 

- • coma in . . . . 15 5 

- - Constipation in . . 420 

- - cyanosis in . . . . 201 

- ■* delirium in . . . . 211 

dengue simulated by 420 

- - face flushed m . . 3-'*5 

- - gangrene from . . 317 

- - hacmatcmcMs Irom 

3 36, 340 

- - hamaluria in . . 548 

- hicnioglohmurin in . . 358 

- - luemorrhage Irom 

gums in . . . . 420 

- - luvinorrhagK erosion 

m . . . . . . 340 

- - headache in . . 345, 420 

- - hvpenemia of stomach 

in 345 

- - In petpvrexia m .. 3‘U) 

- - ili health after , . 9 33 

- - incubation period of 420 
■ inspiration ot blood 

m . . . . 201 

- - jaundice ii: 345, 408, 4 20 

- - liver undtminished in 420 

- - malaria simulating . . 345 

- - pain in back in 345, 420 

- - - limbs in 345, 420, 568 

- - pernicious malaria 

simulated by . . 420 

- -■ pulse lulling as tem- 

perature rises in. . 420 

- - - slow in . . 345 

- - purpura in 345, 420, 676 

- - pyrexia in . . . . 345 

- - rigor in 345, 420, 737 

- - in South America . . 420 

- - spleen not large in . . 420 

- - sudden onset of . . 420 

- — a tropical illness . . 345 

- - ill West Indies . . 420 

l evers, achlorhydria in. . 341 

- acute dilatation of heart 

from . . . . 266 

- - - stomach in . . 218 

- acute, htematemesis in 

340, 345 

- - htematuria in . . 348 

- - hamiorrhagic erosions 

in . , . . 340 

- - jaundice in . . . . 408 

- - menorrhagia after.. 482 

- albumosuria in . . 20 

- amcnorrhoea after . . 23 

- anuria in . . . . 57 

- backache in . . . . 526 

- baldness after 91, 92 

- bleeding gums in 93, 94, 362 

- cucogcustia in.. .. 860 

- Cheync-Stokes breath- 

ing from . . . . 139 

- cloudy swelling of heart 

in 109 


I-CTCrXy t t'tlfd. 

- i ollapsc Ml . . 55 

■ coma in 153, 181 

- constipation 111 .. 160 

- convulsions Iri ni 18 j. ih2 

- cramps in . . . . 1 9(1 

deafness Jr- ;n . . 2 07 

- delirium tremens in . . 214 

- dia/."-;cac(Jon in . . 218 
-- dilatation ol heart in. . 266 

- dryness ol mouth in . . 860 

- encephalitis alter . . 169 

- endometritis after . . 483 
-- cosinoplnlia alter .. 271 

- epistaxis in . . 274, 362 

- fat 1 y heart from . . 264 

- lirM heart sound weak in 266 

- harmopiyMs in . . 362 

- headache from . . 371 

- heart -block in . . 109 

- byperacu , is after .. 389 

- hypoplasia of bowel in 160 

- hypothermia alter . . 392 

- insomnia m . . . . 402 

- menorrhagia after . . 483 

- mitral regurgitation 

Irom . . ..263 

- myocardial changes in 5 3 

- necnois ol jaw alter . . 834 

- pain in eve in. . . . 547 

- - limbs mi . . . . 568 

- pals\ alter . . . . 169 

- photoj >}n »bia in . . 639 

- polyunu after.. .. 654 

- pulse rapid in . . . . 856 

- purpura in . . 676, 677 

- pyehtn in . . . . 718 

- rouleaux formation in 51 

- sordes in . . 93, 94 

- tetany m . . . . 189 

- Tooth's peroneal atro- 

phy alter . . . . 79 

- irenn t in . . . . 879 

-■ tropical, taundicc in.. 408 

- - pain in limbs i n . . 568 

urates in . . . . 900 

- uric acid in . . . . 901 

- urine concentrated in 900 

- vaginal stenosis trom . . 23 

- vaginitis alter . . . . 2 3 

- vomit mu at onset of . . 928 

FIBRILLAR CONTRAC- 
TIONS . . . . 171 

~ - land see ( lent ructions. 
Fibrillar - 

Fibrillation, auricular see 
Auricular Fibrillation 1 

- of tongue in bulbar 

paralysis . . . . 773 

Fibrinogen precipitated 
by alcohol . . . . 20 

- - trichloracetic acid.. 20 
Fibrinous bronchitis . . 792 
Fihro-adenoma of breast H37 

- - account of . . . . 839 

- - carcinoma simulated 

by . . . . 839 

cyst simulating . . 838 

- - mastitis distin- 

guished trom . . 839 

- - microscope in dia- 

gnosing . . . . 839 

- - sarcoma simulating 840 
Fibroid heart, abdominal 

pain from . . . . 151 

account of . . . . 264 

- - age incidence of . . 17 

- - albuminuria with . . 18 

- - from alcohol . . 261 

- - angina pectoris and 

18, 70, 264 

- - aortic regurgitation 

and , . . . 70 

- — ascites from . . 62 

- - blood-pressure high 

with . . . . 18 

- - no bruit with . . 18 

- - (dheync - Stokes 

breathing from . . 139 
~ - colic simulated from 151 

- - from coronary artery 

disease . . . . 264 

- - death in sleep from 115 

- - delirium from . . 212 

- diaonosis of. . 17 

- - dyspnoea from 246, 264 

electrocardiogram and 115 

fatty heart simulating 70 

| - - heart failure from 
1 62, 139, 212, 246 
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Fibroid heart , contd. Fibroid lung, contd. 1 

heart large from 18, 71 in mitral stenosis . . 367 ( 

heartburn simulating 377 new growth simu- 

irregular .. .. 18 lating .. .. 136] 

left ventricle enlarged nutmeg liver from . . 417 i 

from . . . . 374 oedema of legs lrom 417 

mitral regurgitation osteo-arthropathy j 

from . . . . 263 with . . . . 436 | 

- - pain in spine from. .871 - - palpitation from . . 594 

- - palpitation from 264, 594 ! pectoriloquy with 

- - precordial pain from I 258, 269. 366 

17, 264, 377 I — - after pericardial eflu- 
pulse feeble with .. 264 ! sion . . -• 367 

- - - irregular with . . 264 ! - - phthisis distinguished 

- - rupture of . . . . 264 j from . . • ■ 209 - 

shortness of breath i - - physical signs of 210, 

from .. 17. 115 ; 258, 269. 366 - 

skiagram and .. 115 after pleural effusion 167 - 

- - sudden death from 115 I - - pneumonia .. .. 367 - 

syphilis and 70, 264 j from pneumonocoiu- 

- - systolic bruit with.. IS osis .. .. 366 - 

- - tachycardia due to. . 857 j polycythemia with 

- - tenderness of spine 1 650, 651 

from . . . . 871 - - resonance impaired 

- lung, albuminuria with 17,68 I over 210, 269, 366, 375 - 

- - amphoric breathing ; - - retraction of chest 

with .. 269 from . . .. 210 - 

- - from aneurysm . . 367 - - right ventricle cn- 

- - ascites from 62, 68, 417 larged from . . 268 

~ - from ascites . . 367 ~ - scoliosis from . . 191 

- - breath sounds deli- - shoulder drawn down - 

dent over .. 210 with .. 210,269 

- - bronchial breathing - - spinal curvature with - 

over . . . . 258 . 210, 269 

- - bronchiectasis with - • from splenic tumour 167 - 

17, 68, 143, 188, - - sporotrichosis . . 36b - 

210, 269, 366 ■- - sputum of . . . . 210 

- - and bronchiectasis, - - from stenosis of bron- - 

clubbed fingers with790 chus .. .. 367 - 

- - - physical signs of.. 790 - - subphrcnic abscess 367 - 

- - from bronchitis . . 366 - - syphilis . . . . 367 - 

- - bronchophony with ; - - tactile vocal fremitus 

269, 366 ; deficient with 210, 366 - 

- -- from bronchopneu- - - - - increased with 

monia . . . . 366 210, 269 

- - caseous bronchial - - transposition of vis- 

gland . . . . 367 ccra simulated by 269 - 

- - causes of .. 366 ~ tubular breathing ovcr210 

- - cavernous breathing ■ - vesicular murmur 

wilh .. 210, 269 deficient with 258,366 - 

- - chest asvmmetry from - voice sounds deficient 

191, 192, 209, 258, 269 with .. 258.366 - 

- - - outline with vomiting due to 188, 929 - 

•Fig. 183) 209 - - without mam abnor- - 

- - Cheyne Stokes mal signs .. .. 14 3 

breathing from . . 139 - - X rays in diagnosing - 

- - from chronic tuber- 143, 269 - 

culosis . . . . 366 - of uterus , see Fibroniyoma ; 

- - clubbed fingers with Fibrolipoma of abdom- 

17, 142, 210, 269, nal wall .. .. 804 

366, 466, 790 Fibroma ol bone .. 821 

- - compensatory em- - breast . . . . . . 8 39 

phvsema with 269, 366 - congenital, in chest .. 911 

- - lrom congenital atel- - dermoid cyst simulating 888 

eclasis . . . . 366 — of lace. . . . . . 824 

- -- consonating rales over - in femoral region .. 826 

258, 269, 366 - of jaw 835 

v-*’ugh from.. 188, 269 - larynx, asthma simu- 

cyanosis lrom 143, 417 lated by . . . . 653 

- deficient movement of - lower jaw .. ..814 

chest with 210, 258, 366 - moJluscum .. .. 888 

- - dullness over . . 258 I - neuro-, of cord located 

- - dyspnoea from 246, 269 by iipiodol lug. 270} 326 

- - alter empyema . . 367 - - in von Kccklinghau- 

- - epigastric pulsation ] sen's disease 503, 865 


from 

269 

- in 

nose, epistaxis from 

273 

from epithelioma . . 

367 

— ol 

ovary, twisted pedicle 


expectoration lrom 

269 


of, ascites wiin 

842 

bet id sputum with . . 

269 i 

- recurrent, ol basi- 


from foreign body. . 

367 ! 


sphenoid 

225 

hemoptysis with . . 

209 ! 

— of 

vocal cord, stridor 



- - heart displaced by > due to . . . . 799 i 

143, 210, 258, 269, j - vulva .. .. 853, 855 i 

366, 373, 375 I Fibromyoma of cervix pre- | 

- - lai Jure from 17, 62, j senting through vagina 657 ! 

68, 1 39, 201, 246 - round ligament .. 832 

from hepatic tumour 367 -- uterus, account of . . 483 

- - hypertrophied left I - - albuminuria lrom . . 9 

auricle . . . . 367 | - - anuria from . . 57 

- - jaundice from . . 417 ascending nephritis 

- -- from large heart . . 367 j from . . . . 9 

- - liver enlarged from 417 [ - - bearing-dowm pain 

- - - pulsating from .. 417 from .. .. 529 

- - - tender lrom . . 417 j - - bimanual examina- 

- - from lobar pneu- tion in diagnosing 438 

monia . . . . 366 J - - cachexia with . . 128 

- - lung compression . . 367 j - - calcilied. X-ray shadow 

- - lymphadenomatous I lrom . . . . 444 

glands . . . . 367 J carcinoma with . . 488 

mediastinal neoplasm 367 | simulated by . . 842 


fubronivont.i of uterus, contd. lubrosiiis of heel, contd. 

- - cystic change in 48 $, 488 - - spine on os calcis 

- - evsts in . . • • 842 , simulating . . 550 

- - degeneration of . . 842 - lrom infected nasal 

--distended bladder sinus .. ..571 

Simulating . . 840 , - infective arthritis and 56o 

dullness m trout of 4 SS - ol laryngeal muscles, 

- - d\sche/ia from . . 166 hoarseness from .. $88 

- dvsmcnorrhaa from 217 - lumbago from .. s?2 

- - dystocia tiom 2“>0, 281 - nnalgia from.. .. 57} 

- - enlarged kiducv simu- - myoMtis and .. 566, 581 

lated by .. ..418 murttic pains lrom .. 566 

- - expulsion of, pain 111 - neuritis and . . . . 581 

pelvis due to . . 573 - nodules in . . . , 844 

- - extra-met me gesta- - occupation neurosis slm 

lion simulated b\ 842 ulating .. 5gj 

- extrusion of 488, 658. 842 - pa*, hvmerungitis simu- 

- tell pci rectum • 728 lating .. . . 58$ 

- fluctuation in . . 841 pain in heel lrom .. 851 

- lucinot riugc from.. to8 - - limbs from .. .. 568 

- hardness of . . 231, 48 ' - shoulder from .. 580 

- inversion ol uterus - * between shoulders 

simulated b\ . . 658 from 566 

- - irregular shape lrom 2 <8 - peri -arthritic tenderness 

- Iipiodol in diagnos- m . • . . 544 

ing .. 940 - perichondritis of larynx 

- lumbosacral plexu.* m . . . . . . 7o$ 

ailected b\ 81 - ti*>in prostatitis . . 571 

- menorrhagia with pwrrluvu alveolaris .. 571 

482, 48 $, 841 pv*':.aipin\ .. .. 571 

- metrorrhagia lrom rheumatoid arthritis and 

487, 488, 842 566, 581 

- micturition dilhcult tigidity ot back from .. 566 

lrom . . . . 492 sciatica lrom . . . . 572 

necrobiosis of .. 842 - limn septic seminal 

- ovarian cyst simu- \esicles .. .. 571 

lated by . . 251, 842 IoiimF . . , . 571 

- - - simulating 48 i, 840 - slmuldei immobilized hy544 

- - lunumr simul.it mg 841 - tender lrom .. 544 

- pain m leg lrom 81 still neck from . . 798 

- pels ie swelling due t o - s\nov at is and .. .. 581 

">7, 840 t ender tibrous masses 111 844 

- physical signs of . . 438 - - muscle insertions in 544 

- pigmentation ol lace - tenderness ol back lrom 566 

wilh . . . . 128 - spine tiom . . . . 8o9 

- pregnancy simulating 84U Fibula, epiphysitis of .. 456 

- presenting through - greenMuk fracture of 456 

vagina .. .. 657 - osleomycht is of .. 456 

- rapid enlargement of 842 - periostitis of . . 456 

- renal 0.4, k jTes.su re - sarcoma ol .. 486 

from .. 57 f icus, dermatitis due to 915 

” sarcoma with 488, 842 Field of" vision .see Vision) 

- sloughing of . . 842 Fifth cervical nerve root 

l<v lid discharge (see Nerve Root, ( .ervicu’ 

lrom .. .. 232 - - segment, sensory area 

- softening of .. 483 fur .. • 184 751 

- - in pregnancy 251, 842 - cranial nerve (see Nerve, 

- sound in diagnosing 48 1 Cranial) 

sterility due to . . 79 3 - dorsal nerve t see Nerve, 

- - strangury due to .. 797 Dorsal 

- - swelling in iliac fossa - - segment, sensors area 

due to . . . . 829 for . . 1 lug. 584 > 751 

tenesmus due to .. 87 1 - lumbar segment, sensory 

thrill in .. .. 483 area lor \ lug. 584) 751 

- - tumour of eauda - sacral nerve root, dis- 


equma simulated by 81 tribution of 1 lux. 585 > 752 


- - twisted, simulating 


l ig, dermatnis due to .. 

915 

colic 

149 

— oxaluria from . . 

523 

- - — urgent laparotomy 


Fiji, filariasis m 

36 

lor 

149 

Filaments in urine in 


- - ureters obstructed by 

57 

gleet 

228 

uterus enlarged with 

483 : 

■ ■ - from urethritis 

229 

— vagina, presenting ex- 


Filnnu bancr*>fti nocturna 

37 

ternally 

658 

- diurna . . 

37 

- - vulval swelling due to 85 3 

- embryo • lug. bOh 779 

Fibromyxoma of parotid 


- embryos in blood 

280 

gland 

848 i 

- - I .eishman’s stain and 

37 

Fibrosarcoma of basi- 


- - si/.e of 

$7 

sphenoid 

225 

- perstans 

$7 

- — dysphagia from 

661 

- sanguinis hominis, chy- 


- — jnyahsm from 

661 j 

lous ascites and . . 

72 

- nasopharynx, foul bread 

1 

- - - chyluria from 

140 

from.. 

11$; 

— — - elephantiasis due 


- — snoring due to 

757 ; 

to $6, 72, 140, 


— post -nasal fossa, cough 


512, 849, 855, 

894 

from . . 

186 : 

- - - embryos in blood 

140 


-■ scrotum . . . . 849 J - - - eosinophil ia lrom 

Fibrosis, mediastinal (sec | 16, 140, 272 

Mediastinal Fibrosis; I severe amentia from 35 

Fibrositis from apical I in tropics 72, 140 

dental infections .. 571 ! Filariasis, ana-mia in .. 36 

- bowel infection .. 571 j - blood parasites causing 36 

- brachial neuralgia dia- { - in China .. .. 36 

gnosed lrom . . 544 I - chyluria in . . . . 36 

- from cholecystitis .. 571 i - in Fiiglaiid .. .. 37 

- chronic rheumatism ! - erythema from 276, 280 

from . . .. 571 I - in Fiji . . . . 36 

- deltoid tender from . . 544 j - general account of . . 36 

- gonococcal, of foot 146, 540 j - inguinal glands enlarged 

- Of heel 552 | in 830 



FILARIASIS 
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FLATULENCE 


Filaruim. could. 

- (edema due to ..511 

- in Pacific islands . . 36 

Pile-makers, cramp in . . 189 
Filix mas, collapse from 421 

- - jaundice Irom . . 421 

- - poisoning by •• 421 

- - lor tape -worm . . 421 


Fillet, sensory impulses and 7.3 
Film, blood i see Flood 
Filim i 

Finger, acanthosis nigri- 
cans allccl mu . . • • 301 

■ al levied in. wushci- 

v\ omen . . . . 3ul 

■ anyiokeiatonu allcctinK 301 

at im a alic* Iiiik • ■ '01 

bacillus coll infection ol 302 

- bodsore of . 301 

- boils allct. t mu . . 301 

bullous atlections ol . . (Hi 

- chain re aMcctmg . . 3U1 

- - cpit nvhkai gland en- 

larged from . . 476 

- cheiropomph»»lyx atl’cc t- 

tng . . . . . . 301 

- clul! da, n allcc t nit; . . 301 

- dermaiui neipetilormis 

allccl me .. . . 301 

- diabcti. gang i cite allcc t- 

ltig . . . . . . 301 

- dipiit 1 u i i.t ol . . . . >02 

- dissci t e. n wound ol . . 301 

- dysidi' > 'is uftccling . . .301 

- emboli in ol, m mice* 

t n e ci <doi ,u (.lit is . . 302 

- cpidi i ;n* >ls ms bullosa 

allec t nc . . ..301 

- epithelioma o! . . 3ul 

erythematous ailectiotis 

ot . . . . 301 

■ eucalyptu ■ leaves altccl- 

Hlg . . . . . , 301 

- I roslhi t e »•! . , .301, 302 

granuloma annulare 

allec lint: . . . . 30 1 

- u hihyosis allecting . . 301 

■ impel lev contagiosa 

allec line; . . 301 

- leprosy allecting .. .301 

- lichen planus allecting 301 
little, pam in, Irom 

cardiai s. ruses . . 52 

MALLET . 479 

- mustard affecting . . 30 1 

- orange allecting . . 301 

- papular atlections ol 301 

- pemphigus allecting . . JUi 

- pityriasis rubra pilaris 

allecting . . . . ,3l)l 

- plants allecting . . 301 

- prick, septicxrnia from 704 
~ psoriasis aliening . . 30 1 

- pustular affections ol 301 
in rectum in relieving 

constipation . . 165 

- reddening ol, from 

onychia . . . . 407 

- rhus aliening . . . . 301 

- sclerodermia affecting 301 

- septic wound ol, cellu- 

litis from . . ..511 

- soda uflecting . . .. 301 

- SORE 301 

- - (and see Sore Finger' 

- squamous atlections ol 301 

- sugar affecting . . 301 

- syphihde allec ling . . 301 

- tenderness of, from 

dactylitis . . . . 881 

- thapsia affecting . . 818 

- trophic ulcer ol . . >01 

~ tuberculous dactylitis 

allec ting < htg. 62V; 818 

- ulcerative atlections of 301 ' 

- urticaria aliening . . 301 I 

- verruca necrogenica 

allecting . . . . 301 

- vesicular atlections of 301 1 

- whitlow allecting . . 301 ! 

~ X-ray ulcer of . . 301 ; 

Fingers, Acarus scabiei on 059 J 

- acropariesthesia uflect- 

ing 545 j 

- athetosis affecting . . 168 ! 

- attitude of, in tetuny. . 2 ! 

~ black, in Raynaud’s dis- 
ease . . . . 203 

- blebs on, from epi- 

dermolysis bullosa 496 


lingers, conid. 

- broad in achondroplasia 233 

- - niyxicdeina . . 507, 656 

- bulla: on, m syringo- 

myelia . . . . 125 

- burning in, in acro- 

paresthesia . . 545 

-• chciropompholyx of . . o 1 H 

- cfionuromaia ol . . 820 

CLUBBED . . 142 

- - '.and see (.dubbed 

Finger ' 

- curved divergently in 

achondroplasia .. 2 33 

- DEAD . . 203 

Irom arteriosclerosis 2u4 

- - atheroma . . . . 204 

- - bathing . . . . 20 3 

- - m blue- brain 204, 205 

carbonate ot soda and 204 

- - liom ceiwcal rib . . 2t>4 

- - cold . . . . 2d > 

- - ergotism . . . . 20 3 

- excessive smoking.. 204 

- - meiioiT lugia and .. 484 

- - mmoi degrees ol 20 3, 2U t 

- - Irom occupation .. 204 

■ - pellagra .. 20 3 

• - m peripheral neuritis 57 0 

Raynaud \ disease. . 20 3 

- - washerwomen . . 204 

- - irom wi igl it- currying 204 

- ec/cnia allec ting 301,602 

- - marginatum ol . . 312 

- enlarged in acromegaly 142 

- pulmonary osteo- 

arthropathy .. 142 

- erythema kerutodes 

allecting . . . . 502 

- gangrene ol see Gan- 

grene . 

- gonorrhtcal arthritis ol 425 

- 1 1 chei cien s nodes on 502 

- loss ol, m Raynaud’s 

disease . . . . 20 3 

- lupus erythematosus 

atlect mg . . 301, 746 

- - vulgaris ol . . . . .301 

-- muscles ol see under 

Muscles, 

- in myxirdema iig. >0.1 507 

- nock -se, in progeria 

J-ig. dot, 237 

- nodular pads on . . 502 

- numbness m, m utro- 

partest hesiu . . 545 

pads on i'ig. Sit, 427, 

> //,■;. S4 < 1 4 11, 520 

- - 1 Hipuylren s contrac- 

ture with . . 432 

- oMco-arthrilis eon- 

luscd with . . 432 

~ ~ .skiagram ol ,/w.g. S44) 431 
pain m i sec Fain; 

- papules on, in pityriasis 

rubra pilaris . . 600 

- podgy in myxoedema 

7c/' 51 

purple in Raynaud’s 
disease . . ..203 

- Raynaud’s disease allect- 

ing . . 301, 302, 320, 852 

- scabies allecting 301, 918 

- scarred in Morvan’s 

disease . . . . 302 , 

- - Raynaud’s disease. . 302 

- - syringomyelia . . 302 

- sensory centre for 

i big. 4$ r )) 631 

- spindled from gout 

(big. jjj > 426 : 

- - m rheumaLoid arth- 1 

nils iJ-ig.JSJ) 426,472 
Si ill’s disease J'lg.i&I J472 

- three middle, same j 

length in achondro- ' 

plasia . . . . 233 1 

- tingling in, in aero- ' 

paricsihesiu . . 545 ■ 

- tremor of, due to alcohol 881 ; 

- - in Graves’ disease 

857, 881, 934 

- ulnar deflection of, in 

rheumatoid arthritis j 

(big. 134) 427 

- whitlows on, in Aior- ; 

van’s disease . . 320 i 
Fire-damp, cornu from . . 154 
marsh gas and . . 154 

in mines . . . . 154 


Firemen, left ventricle en- 
larged in . . . . 258 

First cranial nerve (sec 
Nerve, Gramulj 

- dorsal segment, sensory 

area lor big. SH4} 751 

-- lumhar segment, sen- 
sory area lor ■ i’i.i, . r )\4 751 

- sacral segment, sensory 

area lor / ig. 75 1 

Fra. her, copr i >r phyrin ol 90 3 

- uroporphyrin ot .. 90 3 
Fish, fresh-water, ltoth- 

itociphalus 1 i us lrorn 63 3 
■- tried, urticaria irom . . 9 35 

- i r > paiiosorne.s in .. 37 

- urticaria Irom . . 824 

Fishbone, aorta opened by 3 >7 

- in bronchi!., gang: cm. 

ol lung Irom . . 322 

- gum, p[\jlr-m due to. . 66l 
-esophagus opened by .3 37 

- m rectum . . . . 726 

- tongue - wollen from . . 8:yi 

- m tonsil, sore throat 

due to . . . . 757 

- uicer ol liumum lingua; 

due to . . 590 

Fish-dealer , dermatitis in 9J7 
Fish-spike p -s omng, de- 
lirium from . . . . 2 1 1 

Fishermen, erythema in 275 

- tellylish stings m . . 278 
™ sea cat poisoning in . . 278 

weever -tisli poisoning in 278 
Fissmc, anal, aching in 
perineum Irom . . 579 

- - blood Irom . . 96, 97 

- - dyspurcuma Irom . . 2.39 

- - pain nt penis Irom. . 576 

- - - icetuin Irom . . 727 

- by nail tied, chancre 

causing . . . . 302 

- operation for, inconti- 

nence ol heces alter 394 
-- rectal, pain in penis 

lrorn . . . . 578 

tenesmus due to . . 873 
• of tongue from syphilis 898 
Fissures m skin in pel- 
lagra 279 

- tongue due to strepto- 

coccal glossitis . . 861 

- vuK al . . . , ..239 

Fistula, anal, aching in 

perineum irom . . 579 

- - hlood Irom . . 96, 97 

- between biliary and 

urinary tracts . . 90 3 

- ol bladder from abscess 296 
-• - actinomycosis . . 296 

- - carcinoma . . . . 296 

- - alter childbirth . . 296 

- - from diverticulitis.. 296 

injury . . . . 296 

- - tuberculous . . 296 

- - various . . . . 646 

- congenital, sLcnlitv due 

to . . . . ' . . 793 

- la;eal, at umbilicus, from 

pneumococcal peri- 
tonitis . . 39, 777 

- - - tuberculous peri- 
tonitis . . 59, 05, 777 

- gastrocolic, fureul vomit- 

ing due to . . . . 929 

faxes acid with . . 301 

- - fat in stools with . . 301 

- intcstino-vcsical, from 

diverticulitis . . 35b 

- icjunoeohe, laces acid 

with 301 

- fat in stools with . . 301 

- in neck from adenitis 474 

- oesophagus to trachea, 

aspiration pneumonia 1 
from . . . . 323 

- operation for, inconti- I 

nencc of faeces alter 394 

- penile . . . . . . 494 

- perineal . . . . 494 i 

after operation . . 766 I 

rectal, felt by linger . . 728 1 
rectovaginal . . . . 728 

rectovesical . . 296, 728 , 

scrotal . . . . 707 ; 

- Irom peri-urethral 

abscess . . . . 767 j 

- rectal suppuration.. 767 ; 

- syphilitic testis . . 767 j 


bistula , scrota!-, conid. 

- - Itorn tuberculous 

testis . . 585, 767 

-- - urethral extravasation 767 

- umbilical, in tubercu- 

lous peritonitis 706, 804 

- urethra), lrorn gumma 2 30 

- - sore in perineum lroni766 


• - behind stricture . . 766 

- - from urethritis . . 766 

- urinary . . 494 

- - congemt al . . . . 494 

- - 1 ) '■ t - \.e '{h: 111 diagnos- 

is: . . 494 

- -- tr- in iniury . . 494 

- - kid; iev . . . . 494 

- - in loin . . . . 494 

- - methylene nluc in 

investigating . . 494 

- - alter operation 494 

■■ - parturition . . . . 494 

- - lrorn pen -urethral 

abscess . . . . 494 

-■ - stricture . . . . 494 

suprapubic . . 494 

- vaginal . . . . 494 

- vcMCMeuhc, lrorn curci- 

ra una . . ..162 

- - diverticulitis . . 162 

pern lu is . . . . 162 

Fit - see ( a -nvul-ions 1 
Flail joint in Charcot's 
disease .. ..434 

- - osteo-arthritis . . 430 

Flame- shaped haemor- 
rhages in retina . . 519 

Flashes o! light, cpistaxis 
relie\ ing .. 274 

l-iat-lo.it, gonococcal .. 146 

- gonorrhoeal arthritis 

producing . . . . 425 

- limping trom . . . . 455 

- lone plantar ligament 

and 146 

- in meralgia paresthetica 540 

- Morton's neuralgia . . 540 

- pain m loot trom . . 539 

- in rickets big. 192 1 2 32 

FLATULENCE . .. 302 

- due to aerophagy 302, .308 

- in angina abdominalis 

396, 538 

- angina pectoris and 303, 


396, 864 

- Irom atheroma . . 538 

- atonic dyspepsia . . 400 

- belching in . . . . 485 

- bicarbonate of soda and 

376, 566 

- borborvgmi with . . 107 

- calomel and . . . . 566 

- trom chronic gastritis 3 38 

- colon visible in . . 809 

- due to dilated stomach 302 

- dysmenorrhoea simu- 

lated by .. .. 239 

- emphysema and . . 303 

- tainting due to . . 297 

- due to fermentation . . 302 

- toul breath and , . 113 

- nastric, account of . . 302 

- due to gastric atony . . 302 

m gastritis . . . . 930 

- heartburn from . . 376 

- heart disease and 52, 303,864 

- in hill diarrhoea .. 217 

- intlammable gas in . . 302 

- insomnia due to . . 403 

- intestinal 302, 303, 308 

- - in cirrhosis of liver 308 

- - due to constipation 308 

fermentation . . 308 

- - in heart failure . . 308 

- loss of weight due to. . 933 

- marsh gas in . . . . 302 

“ merycism simulated by 485 

- pain behind sternum 

from . . . . 376 

- - between shoulders 

from . . 565, 566 

in chest from 533, 864 

- - epigustrium from . . 538 

- - hypochondrium from 553 

pelvis from . . 573 

- - round heart from . . 536 
in shoulder from .. 580 

- palpitation from . . 595 

- from polycystic disease 57 

putrefaction . . 302, 308 

pyloric obstruction 219, 302 



FLATULENCE 


102-1 


FOREHEAD 


Flatulence, contd. f Flushing , contd. 

- rhubarb relieving • • 376 I - of arm in brachial 

- tenderness in chest from 864 ! neuralgia .. .. 543 

- X rays in diagnosing ! - blushino distinQilished 

cause of . . . . 302 j from . . 303 

Flatulent dyspepsia . . 400 i - after castration . . 303 

often miscalled gas- I - due to chlorosis . . 303 

iritis .. .. 338 j — climuctcric .. .. 303 

Flatus, fullness and .. 308 i - debility .. .. 303 

- per urethrarn . . . . 724 j — dyspepsia . . . . 30 3 

Flavour, taste and . . 860 ; — emotion . . . . 30 3 

Flax-spinners, dermatitis j - epileptic aura . . .. 303 

in .. .. 917 i - in erythrotnelalgia .. 320 

Fleabane, dermatitis from 915 - of face in infiuenzo- 

Flea-bite (see Ilite ! I pneumonia i lug. 172 ' 201 

Fleas, pruritus due to.. 658 — - yellow lever .. 345 

Flexncr's bacilli, dysen- - fainting with .. ..303 

tery and . . 99, 687 | - due to feeble circulation 303 

- serum . . . . . . 98 , — giddiness with . . 3 

- — dysentery cured by 100 1 -- in <i raves’ disease . . 292 

Flcxner-Harris bacilli in - due to hypoehlorhydria 30 3 

dysentery . . . . 709 j - in hysteria . . . 3P1 

Flies, diabetic urine attract- ; - due to indigestion .. 303 

ing . . - . . . 334 - lactation . . . . 303 

Flint’s murmur . . 119, 259 - in malaria . . 38 

Floating kidney .. .. 813 ; - at male climacteric .. 303 

- - Riedel's lobe simu- j - due to menstruation .. 303 

lating .. .. 461 I -- nausea with .. .. 30 3 

Flowers of ankylostomi- - due to nerve storm .. 30 3 

asis . . . . . . 635 - nose thickened lrom . . 30 3 

Fluctuation in appendieu- I - numbness with .. 303 

lar abscess . . . . 843 1 - pamlul . . 30 3 

- bursa .. .. 844 - palpitation with .. 30 3 

- carcinoma of liver . . 46S — paresis with . . . . 30 3 

- cyst of breast . . . . 838 — due to pregnancy . . 303 

- cystic goitre .. . . 876 - rhmophyma from .. 30 3 

- - hygroma . . . . 81o ■ rosacea lrom . . . . 30 3 

- galactoccle .. .. 838 - sense of sullocaTion with 30 3 

- groin from psoas ab- — sex incidence ul . . H) J| 

sccss .. .. 458 - due to tea .. ..303 

- haematocele . . . . 589 - in tic douloureux . . 548 

- hydrocele 588, 826, 849 - tinnitus with . . 303 

- hydronephrosis . . 44^ -■ tremors with . . 303 

- liver abscess . . . . 465 - vomiting with . . 303 

-mastitis .. .. 8 38 Flute-players, cramp in . . 189 

- ovarian cyst .. 251, 843 Flutter, auricular isi-e 

- pancreatic cyst .. 811 Auricular Flutter) 

- perinephric abscess .. 438 1 Fluttering feeling in par- 

- peri-urethral abscess.. 851 oxysmal tachycardia .. 857 

- at Poupart’s ligament. Fly tn throat, hoarseness 

due to psoas abscess 698 lrom .. .. .. 387 

- in pregnant uterus .. 841 - tsc-Lse, trypanosomiasis 

- psoas abscess.. 825, 831 J lrom .. .. 708 

- pyonephrosis . . . . 449 Foaming at mouth, in 

- simulation of, in lipoma 816 ; convulsions .. .. 180 

- in softened fibroid .. 841 - - epiiepty .. ..18 3 

Fluid, ascitic (sec Ascitic - - malingerer . . . . 184 

Fluid.) Fecial head fell per rectum 728 

- cerebrospinal (see Cere- - heart in pregnancy 24, 

brospinul Fluid; 61,841,842 

- hydatid, booklets in 227, 470 - movements in prey- 

noil-albuminous . . 470 ! nancy . . 24, 61, 842 


- hydrocele . . . . 849 Fcctation (see Pregnancy) 

- loss, collapse from .. 392 Foetid bronchitis (sec Hron- 

eonstipation from .. 165 chilis. F,ctid 
excessive, bradypnoea PuMor from cpjthclioma- 

irom .. .. 110 tons ulcer .. 475 

- - - in cholera . . 196 Foetus, dead, albumosuria 

- - - collapse from . . 110 lrom . . . . . . 21 

- - — cyanosis from . . 196 , Fog, coryza lrom . . 223 

- - - shock lrom .. 110 — hoarseness lrom .. 388 j 

- - faeces hard from .. 165 Folic cireulaite, voices in 503 j 

- - hypothermia from. . 392 ! Folm and Way’s method j 

- - inspissation of blood j of estimating blood - j 

from . . 201 i sugar . . . . . . 332 ! 


l ood, contd. ! Foot-drop from alcoholism 146 

- beri beri and.. 279, 516 j - carcinoma of rectum.. 146 

- botulism from 223, 243 ; - diphtheria . . .. 146 

- cacogeustia due to . . 860 | — growth in pelvis . . 146 

- cardiac pain and . . 52 I — ltrad poisoning . . 146 

- decomposing, in mouth, j - paralysis of external 

foul breath from 112, 113 j popliteal nerve . . 610 

- delirium due to .. 213 , - peripheral neuritis .. 146 

- erythema from .. 278 ! - sacral plexus lesion .. 146 

- general oedema from .. 516 j - sarcoma of pelvis .. 146 

- gone wrong way, hoarse- , — in looth's peroneal 

ness from . . 387 1 atrophy i P/g. SI > 79, 624 

- intestinal colie from 148, 525 Foramen ovale ot ear .. 205 

- itching alter . . . . 659 ’ - - patent, common oc- 

- pain after t see Pain > currcncc of .. 196 

- pellagra attributed to. . 279 - - - uiuliagnosable ■■ 196 

- phosphate in urine from 6 37 - - - unimporl anec of 267 

- poisoning, diarrhoea tumour at , i rigenunal 

from . . . . 216 neuralgia lrom . . 548 

- - pemphigus and 126. 127 ! - rotundum . . . . 205 

tetany lrom .. 189 - - tumour at , trigeminal 

- ptomaine poisoning neuralgia from . . 548 

from . . . . 278 . Forceps delivery, infantile 

-REGURGITATION OF, , hemiplegia from .. 145 
THROUGH NOSE .. 730 - - talipes from .. 145 

- - (and see Regurgitation) - innir\ by, paralysis of 

- in trachea, cyanosis arm lrom . . 622 

lrom .. .. 197 - - paraplegia from 621, 622 

- urticaria and .. .. 824 - tongue, tongue sote 

- vomiting due to . . 928 from . . 591 

- tand see Diet' Forriycc’s disease of li|)s. . 460 

Fool, abrasion of, limping Forearm, anasihesia of, 

due to . . . . 456 front cervical rib . . 619 

- amrsthesia in, in sciatica 5 39 - - in Klumpfe’s palsy 618 

sciatic nerve paralysis 610 - erythema papulatum 

- blue, from Ularke’s ullceitng 600 

column lesion .. 145 - Ilex or-, in, w ast ed, lrom 

- — in talipes . . 144, 145 cervical rib . . 545 

- claw- (see Claw-loot; - muscle atrophy in, in 

- club- (sec T alipes ■ syringomyelia <20, 619 

- cold, from Clarke's - pain in, lrom cardiac 

column lesion . . 145 causes . . . . 52 

- - in talipes . . 144, 145 - paralysis of, fr-'tn poh<>- 

- dorsiflexion of, normal myehtiv . . 62 3 

extent of .. 143 - paresis of, from cervical 

- dragging of, in hciru- rib . . . . 674 

plcgia .. .. 314 - - in progressive muscu- 

- - lnlanliie paralysis .. 314 lar atrophy .. 80 

- - monoplegia.. .. 314 - pigmentation of, in 

- — paraplegia . . . . 314 pellagra . . . . 646 

- embolism of .. .. 496 - poliomyelitis aOccMng 

- epithelioma of, inguinal /-.e. /J' 142, 620 

glands enlarged lrom 476 - pronators of. nerve-supply 

- extension of, impelled. of 620 

in parah m - ol internal - tuberculide of .. 68 3 

popliteal tier, e .. 610 — Yolkmann’s contrac- 

-- ftbrostds of, gono, occal 146 lure of HI, 178 

- flat - (see Flat-foot - Wasted 111 Tooth'-- pef- 

- foreign body in, limp- oncal atrophy 1\ y. S2 ; 79 

ing due to . . . . 456 - - from ulnai paralysis 

- fracture of, limping /■'. g. ,V*7 : 82 

due to .. .. 456 Forehead, aehitii' in. lrom 

- gangrene ol (see (bin- Ironic! empyema .. 226 

grene — acne affecting oOO, 865 

- gonococcal lihrosilis of 146 - bulging in achondro- 

- injury of, limping clue to 456 plasm .. .. 233 

- — pain in tool due to. . 456 — - hydrocephalus 

- laceration of, talipes < l tg. 216 1 256 

from . . . . 147 — — rickets . . 2 32 

- Madura .. .. 893 - capillary pulsation in . . 259 

- Morton’s affection of.. 540 - carcinoma ol .. .. 225 

- muscles, nerve-supply of - chciropompholyx of .. 124 

610, (Fig. 471) 611 - coloured sweat of .. 81)3 

- mycetoma of . . . . 893 - congenital syphilis of. . 498 

- needle in, limping from 456 | - downy, in Mongolian 


- - polycythemia from 650 | 

- - by severe diarrhoea 392 

- - - vomiting . . 392 j 

- ovarian cyst, characters of 60 j 

- pleuritic (.see Pleuritic , 

Fluid) j 

- thrill with ascites .. 59 j 

- - ovarian cyst . . 60 

Fluke, lung . . . . 792 

- (and sec Distoma 

llepaticum; 

Fluorescein in demon- 
strating corneal ulcer. . 890 
Fluorescence test for uro- 
bilin {Fig. 322 > 406, 407 

- of urine after cosin . . 904 

Flush area, rosacea affect- 
ing . . . . . . 600 

- malar, in mitral stenosis 

50, (Fig. 7S) 69, 294, 

595, 857 

- — myxeedema 50, 290, 

(Fig. 391) 506, 507 

FLUSHING .. ..303 

- due to alcohol . . 303 


Follicles 683 i 

- solitary, enlarged in 

lymphatism . . 477 

Follicular conjunctivitis 285 

- — illustrated < Jug. 23h 286 

- impetigo i see Impetigo) 

- tonsillitis (see T onsillitis) 

Folliculitis deealvans . . 92 

- eczematous, tinea syco- 

sis distinguished from 31 1 

- due to oil of cade . . 918 

- pustular, due to croton 

oil 918 

- - mercury . . ..918 

- due to tar . . . . 918 

Fontanellc closed late in 

rickets . . 182, 782 

- depressed from diar- 

rhoea .. 215, 479 

- - in marasmus . . 479 

- puncture of, in menin- 

gitis . . . . 623 

Food, arsenic in. . . . 873 

- artificial, scurvy rickets 

from . . . . 819 


- numbness in, in sciatica 539 [ 

- (edema of 'see O-Jcma > 

- pain in isee Pairn 

- pallor of, in intermit- 

tent claudication . . 542 

- perf orating ulcer of i see • 

Ulcer, Perforating) 

- sensory centre lor , 

(Fig. 4H5) 631 1 

- shape of, In talipes 143, 144 

- sore on (see Sore 1 

- suppurative arthritis of 456 1 

- tabetic arthritis in . . 4 35 i 

- thorn in, limping from 456 j 

- ULCERATION OF . . 892 

(and see Ulceration of 1 

Foot) 

Football, cramp during. . 188 

- heart enlarged from . . 266 

- kick at', testis atrophy 

lrom . . . . 86 

- match watchers, pharyn- 

gitis in . . . . 762 

- players, shin nodes on 817 
| - - tenderness of spine in 870 


idiocy 

- endothelioma of .. 225 

- ENLARGEMENT OF . . 254 

- - in acromegaly 254, 255 

- age . . . . . . 254 

— liom chloroma . . 257 

— in congenital syphilis 256 

- by haematoma . . 257 

- - in hydrocephalus . . 256 

- -- leontiasts ossea . . 254 

- - leprosy . . . . 256 

- - rickets . . . . 256 

- - by sarcoma . . 255 

- — secondary growth . . 255 

- - syphilitic node . . 255 

- h®matoma of . . .. 257 

- herpes zoster of . . 914 

- pain in (see Pain, Frontal) 

- pigmentation of (sec 

Pigmentation) 

- prominent, in congenital 

syphilis (Fig. 240) 290 

- sarcoma of . . . . 225 

- segmental areas of 

(Figs. 65S , 659) 867 
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Forehead, contd. 

- sloping in microcephaly 234 

- syphilis of . . . . 601 ! 

- syphilitic node of . . 255 [ 

- tenderness in, from | 

frontal empyema 226, 694 

- - — sinus distention . . 285 j 

- wrinkled in acromegaly 293 j 

tabes t/'ijp. 249) 292 i 

Foreign body in air pas- j 

sages, asthma simulated 
bv 65 3 

- - anus, blood Irom . . 96 

aorta opened by 336, 337 ' 

- - in appendix, colic 

from . . . . 148 ; 

- - bladder, colic from 148 I 

- - - X-ray shadow from 444 

- - bronchus, aspiration 

pneumonia from 323 

- - iu onchieci asis from 167 

- - - dvspniea from . . 247 

- - empyema lrom .. 134 

- - - fibroid lung from 367 

- - - gangrene of lung 

from 322, 32 801 

- - - ha-mopiysis from 561 

- - - pyopneumothorax 

lrom . . . . 801 

- - t orn lrom . . . . 552 

- - cough lrom . , ..185 

- - m ear, blood due to 522 

- - creaking due to . . 878 

- - dealness lrom . . 207 

- - - earache lrom . , 252 

- - - meatus obstructed 

by . . . . 207 

- - - tinnitus due to . . 878 

- - -- vertigo due to . . 912 

- - eve, eorne.d ulcer 

from . . . . 890 

- - - pam in eve from . . 5 16 

- photophobia from 0 3<> 

■ He lrom .. . . 17 5 

- -- loot, limping due to 456 

- - gum, ptvahsm due to 66 1 

- - lurmat emesn liom. . 55o 

- - m heel . . . . 551 

-- - - X rays in diagnosis 552 

- - kne< , limping from 45(> 

larynx in children . . 187 

- - - cough lrom . . 187 

- - - i yanoM.s lrom . . 1^6 

- - -- dyspmea lrom 246, 248 

- - -■ hoarseness from. . 387 

- larvneisnms stridu- 

lus simulated In 

249. 799 

- ■ meningitis simu- 

lated by . . 731 

- - - stridor lrom 196, 7°9 

- - nasopharynx in chil- 

dren . . ..115 

- - loiil breath lrom . . 115 

- - nose in children . . 115 

- - discharge due to . . 225 

- - - epistaxis from 273, 274 

- - — loul breath lrom . . 113 

- - oesophagus opened by 

3 3o, 3 37 , 

- - in cr.sophagus . . 240 

- - - bougie in diagnosis 3 57 

- - - hieniat ernes is lrom 337 i 

- - — uesophagoscopc in j 

diagnosing . . 337 j 

- - - - removing . . 241 i 

- - - pyopneumoperi- 

cardium from. . 800 

- - - X rays in diagnosis 337 

- - rectum . . 726 

- - - tenesmus due to. . 873 

- - swallowed, luerna- 

temesis from . . 342 | 

- - in throat in children 113 j 

- - - foul breath lrom 113 ; 

• - tongue . . . . 590 ! 

- - trachea, cyanosis from 197 : 

- diphtheria simula- 

ted by . . . . 197 

- - - dyspnoea from . . 248 : 

- - - gangrene of lung 

from . . . . 323 | 

- stridor due to . , 799 ! 

- - urethra . . 575 j - 

- - ~ discharge due to 

227, 230 - 

- — pain in penis from 574 - 

Formalin, dermatitis from 915 

- eczema due to ..917 - 

- for histological fixation 487 1 

1) 


| Formalin, contd. 

I - urticaria due to .. 917 
! Formication . . 658 

j Formosa, Distoma pul- 
| monalc in . . . . 367 

Fortification figures in 
j migraine . . 622, 925 

i Fossa, iliac (see Iliac Fossa) 

I - pituitary (see Sella Turcica) 
j Foul air, headache from 371 
| - BREATH . . 112 

- - (and see Hreath, Foul- 

ness of • 

1 - sputum , see Sputum) 
j F'ouritam pen, wearing a, 

; pain in breast lrom . . 529 ! 
I Fourth cervical nerve, 

aorta supplied by . . 533 : 

- - - root (see Nerve Root, 

Cervical i 

- - - shoulder supplied 

by . . . . 864 

- — segment, sensory area i 

lor . . <F,y. 5X4 751 , 

- disease, account of . . 283 

- - epidemics of . . 28 5; 

- - erythema in 276, 280, 283 j 

- - pyrexia in . . . . 283 1 

- doisal nerve, stomach 

related to . . . . 864 ' 

- - - ventricle supplied 

bv . . . . 533 : 

- - segment , sensory area 

lor . . i Fiy. 5X4) 751 

- lumbar segment, sen- 

soi y a rea J or ; Fix. 5X4 < 751 

- saerul nerve root, dis- 

tribution of (Fir. 752 
Fovea centralis (see Yellow 
Spot i 

Fowl's blood, malingerer 
and . . . . 3 37, 359 

- - oval corpuscles in 5.57, 55 l > 

Fowls, botulism in .. 22 5 

Fox-bile, delirium lrom 213 

- hydrophobia from .. 213 

Foxglove, dermatitis lrom 915 
Fractional test meal 'sec 

Test Meal; 

Fracture into ankle-joint, 

1 Kipuvtren's . . . . 147 

Pott’s . . . . 147 

-- - - talipes from . . 147 

- ol astragalus, pain in 

heel from . . . . 552 

- - X ruvs in diagnosing 552 

- badly united, elephanti- 

asis simulated by . . 512 

- - — tedenta of leg from 512 ; 

- of base of skull, abso- 

lute rest lor 154 

- blindness due to 925 
-- cerebrospinal lluid 

lrom ear from . . 155 
_ ~ - - — nose from 155,224 

- - - coma from 153, 3 31 

- - - diabetes insipidus 

alter . . . . 655 

- ~ - epistaxis from . . 27 3 

- - glycosuria from.. 331 

- - - lrom head injury 224 
-- - - subconjunctival harm- j 

orrhage due to 155 | 

- - - tinnitus due to . . 879 j 

- vertigo after . . 912 ' 

- basisphenoid, hemian- 

opsia after . . . . 379 j 

- bulla: from . . . . 125 

- callus after .. 817, 834 | 

- contracture from , . 178 ' 

- crepitus from.. .. 190 : 

-- depressed, of skull, 

bradypnoca from .. 110 
----- cerebral comprcs- ' 

siort from . . 110 

- - - coma from 110, 153 i 

- - - headache from .. 110 

- - — optic neuritis from 110 

- - - stupor from .. 110 

- - - vertigo from . . 110 : 

- - - vomiting lrom . . 110 

- Dupuytrcn’s, into ankle- 

joint . . . . 147 

- of femur, greenstick, j 

limping from , . 457 

- — oedema of legs after 515 , 

- - sciatic nerve paralysis 

from . . . . 610 

- libula, greenstick, limp- 

ing from . . . . 456 


] Fracture , contd. 
i — ol loot, limping from 456 
I - - pain in foot due to. . 456 

I - greenstick . . . . 817 

- - in rickets . . . . 305 

- of humerus, musculo- 

spiral nerve paralysis 
I from . . . . 615 

j - jaw . . . . . . 834 

dysphagia from . . 661 

I ptyalism from . . 661 

1 - leg, compound, cellu- 
litis lrom . . . . 147 

-- - - talipes after . . 147 

; - - delirium tremens afier214 
i - lymphatic obstruction 

following .. .. 894 

: - muscle atrophy from. . 80 

- of os calc is . . . . 551 

- - - pain in heel from 552 
1 - - - X rays in diagnosis 552 

- patella, limping Irom 456 
I - pelvis, iniurv ol urethra 

irom 351,49 3,575 

mention of urine 

; from . . . . 493 

| - - rupture of bladdei 

from . . 351 

- - sciatic nerve paraly- 

sis from . . . . 610 

: - penis by blow . . 140 

1 - - chordee from . . 140 ! 

- - in coitus . . . . 140 ! 

- petrous bone, deafness 

from . . . . 208 

- Pott's, into anklc-ioir.t 147 

- K.p. from . . . . 80 

- of rib, crepitus with . . 862 

- - empyema from . . 134 

- - haemoptysis from . . 361 

- - injury to lung by . . 254 

- - pneumothorax from 649 

- - surgical emphysema 

lrom . . ' 254, 649 

- - tenderness of chest 

from . . . . 862 

- - X rays in diagnosing 862 

- sacrum, anaesthesia lrom 

< Fiy. 5X5 1 752 

- skull, absolute rest for 154 

- - blood from ear in . . 527 

- - bradypmca lrom 110 

- - cerebral compression 

from , . . . 110 

- - coma lrom 110, 153, 154 

- - dealness front . . 208 

delirium lrom 211, 212 

- - depressed i see Frnc- 

turc. Depressed; 

- - glycosuria from . . 330 

- -- headache from . . 110 

- - from head injury .. 212 j 

- -- hyperpyrexia from . . 390 

- - optic neuritis from. . 110 

- - stupor irom . . 110 

- - unilateral paralysis ; 

from . . . . 154 

- - vertigo from . . 110 

- - vomiting from .. 110 

- spine, abdominal pain j 

from . . 151 i 

- - allocheiria from . . 22 1 

- - anesthesia from 536, I 

Fix. 5X7 1 752 j 

- - colie simulated from 151 j 

- - compression of cord j 

in . . . . 495 ! 

- - from diving. . .. 304 j 

- - girdle pains from . . 536 i 

- - glycosuria from . . 330 i 

- - hyperpyrexia from 

390, 391 I 

- - intercostal pain after 5 31 

- - from muscular effort 304 

- - puin in chest from. . 5 36 

- - priapism from . . 657 

- - retention of urine 

from . . . . 495 

-SPONTANEOUS .304 

- - from carcinoma . . 823 

- - chloroma . . 304 

- — fragilitas ossium . . 304 
~ - in general paralysis 

304, 305 

- - from hydatid cyst . . 823 

- — in moliitics ossium 305 

- - from myeloid sar- 

coma . . 304, 306 

new growth 304, 306 

in scurvy rickets . . 819 I 


Fracture, spontaneous, contd. 
in syringomyelia . . 320 

- - from tuberculous 

caries . . 304, 306 

- of sternum, crepitus 

with . . . . 862 

j - - from injury . . 862 

| - - tenderness of chest 
j from . . . . 862 

; X rays in diagnosing 862 

i - temporal bone, deaf- 
i ness from . . . . 207 

- thigh, paralysis of ex- 

ternal popliteal nerve 
from . . . . 146 

- - - sciatic nerve from 146 

- - talipes from . . 146 

- tibia, greenstick, limp- 

ing from . . . , 456 

- ulcer of leg after . . 894 

- X rays in diagnosing. . 190 
Fracture-dislocation of 

spine, allocheiria from 22 

- - ascending nephritis in 21 1 

- - bedsore from . . 321 

from caries. . . . 306 

- — cord compression by 22 

- - cystitis in . . . . 211 

- delirium in . . 211 

- - glycosuria from , . 331 

- - knee-jerk absent from 452 

- - paraplegia from . . 656 

- - priapism from . . 656 

- — retention ol urine in 211 

- - transverse lesion of 

cord from . . 452 

- - uraimia in . . ..211 

Frxnum lingua:, abrasion 

ol, blood-spitting from 364 

- - - irom bronchitis.. 364 

- - - coughing. . . . 364 

- - - in whooping-cough 364 

- injury of . . 590 

- - ulcer of . . . . 898 

- of prepuce, perforation 

of 764 

Fragititas ossium 233. 304 

- - blue scleroucs with 

{Fig. 259, 304 

- - familial incidence of 304 

- -- in osteogenesis im- 

perfecta . . . . 233 

- - spontaneous fracture 

due to . . . . 304 

- - in syringomyelia . . 320 
Fragility of red corpuscles 

in acholuric jaundice 

780, 781 

- - - familial acholuric 

jaundice . . 415 

- - - method of testing 781 
----- in splenic amentia 422 

- - - splei lomcgalic cir- 

rhosis . . . . 780 

Fragmentary constipation 159 
Fragments of growth in 
effusion . . . . 365 

sputum . . 365, 792 

urine . . . . 349 

- papilloma in urine . . 722 

Frambtcsial granuloma in 

yaws . . . . 501 

France, ringworms of . . 310 

Freckles in von Reck- 
linghausen's disease . . 865 

- xeroderma pigment osum888 

Freezing point of cerebro- 
spinal lluid . . . . 383 

- - depression of ascitic 

fluid . . 72 

French polishers, bichro- 
mate ol potassium used 

by 917 

dermatitis in . . 917 

- - stained skin in . . 917 
Frequency of micturition 

(see Micturition, In- 
creased Frequency of) 
Fresh-water fish, llothrio- 
cephalus latus from . . 633 
Friction, bullae from . . 123 

- over liver in general 

peritonitis . . . . 734 

- -- - from hepatic ab- 

scess .. 695 

- - - in peritonitis . . 149 

- pericardial, account of 117 

simulating aortic re- 
gurgitation . . 120 

thrill due to . . 875 

65 
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Friction , contd. 

- peri tomtit, over spleen 

46, 149, 734 

- pleuritic, thrill due to 875 

- sounds in pericarditis 

265, 373, 5 32 
over perisplenitis . . 553 

- - in pleurisy . . 532, 863 

- - pleuropericardial . . 53 3 

- from subdiaphragmatic 

abscess . . 697, 807 

- (and sec Rub) 

Tried fish, urticuria from 9 35 
Friedlandcr’s bacilli (see 
Bacillus Pneumonia.*) 
Friedreich’s ataxy 176, 624 

- - age incidence of 78, 

145, 176, 624 

- - ankle-clonus absent in 624 
arms ataxic in . . 624 

- - cerebellar tract lesion 

in . . . . 76 

choreiform move- 
ments in 171, 624, 883 

- — extensor longus hallu- 

cis hypertrophied in 176 

- - - plantar reflex in 

88, 171, 176, 624 

family incidence of | 

78, 171, 624 j 

hallux creetus in 79, i 

145, 624 | 

heel drawn up in . . 176 

- - inco-ordination in ; 

145, 313 i 

- - infantile paralysis 

simulated by . . 78 ! 

- - insidious onset of . . 624 , 
intention tremor in 

176, 624, 884 j 

- - knee-jerk absent in 

145, 171, 624 j 

- - kyphosis in (Fig. I4H) 176 

- - ‘ main bote ’in . . 176 

- - muscular atrophy in 176 

- - myopathy simulated by 78 


- - nodding movements 

in 883 

- - nystagmus in 145, 

171, 176, 505, 624 

- - optic atrophy in . . 624 

- - paralysis oi legs in. . 171 

- - paraplegia lrom 621, 624 

- - pes varus in . . 176 

- - posterior column 

lesion in . . 75, 76 

- - pupil reactions nor- t 

mal in . . 624 i 

- - quiverings of face in 883 1 

- - scoliosis in 176, 192, 624 ! 

- — no sensory disturb- i 

ance in . . . . 624 

- - sex incidence of . . 176 

- - slow progress of . . 624 

- - spasticity in 171, 176 . 

- speech jerky in .. 773 

monotonous in . . 624 , 

• - slurring in . . 145 J 

- - - syllabic in . . 176 

- - sphincter trouble in 176 

- - - - late in . . . . 624 

- - talipes in 78, 145, 1 76, 624 i 

- - 'Tooth’s peroneal atro- J 

phy simulated by 78 | 

- — tremor in . . 880, 883 | 

Fright, acute yellow j 

atrophy and . . 345, 416 [ 

- chorea and . . . . 170 ; 

- convulsions from .. 181 , 

- D.A.il. from .. 597 

- diabetes insipidus from 655 J 

- dyspnnea from . . 247 i 

- lainting from . . . . 296 ] 

- glycosuria from .. 331 i 

- menorrhagia from . . 482 ] 

- nerve disorder from 77 j 

- palpitation from 594, 596 

- paroxysmal tachycardia 

from . . . . 857 J 

- pupil dilated by . . 674 j 

- thyroid gland enlarged j 

from . . . . 877 j 

Frigidity, congenital, im- 
potence from . . . . 393 

Frog-belly in cretin . . 290 
Frohlich’s syndrome . . 236 
Frontal bone, ivory exos- 
tosis of 255, 284, 820 

- - overgrown in acro- 

megaly . . . . 293 


1 Frontal bone , contd. 

I - - thickened in leonti- 

asis ossea (Fig. 21 J) 255 
i - headache (see Headache) 


- lobe tumour, alteration 

in character due to. . 882 

- - - inattention due to 882 
- - incoherence due to 882 

- - - loss of memory 

due to. . . . 882 

- - - mental changes 

with . . . . 882 

- - - unilateral tremor 

from . . . . 882 

- ridges overgrown in 

acromegaly . . 293 

- sinus (see Sinus) 

- veins dilated from cav- 

ernous sinus throm- 
bosis . . _ . . 283 

Front o-nasal area ( Fig. 658) 867 

- pain from frontal sinus 

disease . . . . 550 

- - nose affections . . 550 

- - upper incisor teeth 549 

- sensory area 

(lags. 442, 445 550 
Fronto-tcmporal sensory 


area . . ( Figs. 442,44 b 550 
Frostbite, bulla: from 12 3, 125 

- of ear, earache f rom . . 252 

- finger . . . . 301, 302 

- gangrene from . . 317 

- luemoglobinuria lrom 357 

- necrosis of soli parts in 125 

- Raynaud’s disease simu- 

lating . . . . 20 3 

- ulcer of foot lrom .. 89 3 

- vesicle due to . . .. 920 

Frothing diarrhoea in sprue 47 

- stools in dengue . . 571 
Fruit, bottled, botulism 

from . . . . . . 243 

- stone in bronchus. 

haemoptysis from . . 361 

- unripe, diarrhoea from 

216, 872 

- - nightmares from . . 499 

- - tenesmus from . . 872 

l uchsin, carbol, formula 

for . 788 

Focus vesiculosus, loss of 
weight due to . . 9 34 

Fullness in chest from 
mediastinal growth . . 5 34 

- head, epistaxis reliev- 

ing 274 

- intestinal 308 

- in right iliac fossa in 

appendicitis . . 558 

- - - - from tuberculous 

caecum . . 562 

- SENSE OF . 306 

- - aerophagy and . . 308 

- - from atonic dyspepsia 400 

- - with atony of stomach 307 

- — lrom carcinoma of 

liver . . . . 468 

- - commoner in women 306 

- - from eating too 

rapidly . . . . 306 

- - gas seldom the cause 306 

- - lrom gastritis . . 398 

- - hypertonus of colon 308 

- - - stomach . . 306 

- - in hypochondrium 

from active con- 
gestion of liver . . 417 

- - lrom hypotonus ol 

stomach . . 306, 307 

- - leather-bottle stom- 

ach and . . . . 306 

- - nerves and . . . . 306 

- - from spastic con- 

stipation .. 308 

- — wind and . . . . 308 

Fulminate of mercury, 

dermatitis from . . 917 

- - in detonators .. 917 

Fumes, ataxy f rom . . 77 

- brazier, dvspnira from 246 

~ carbon bisulphide, neu- 
ritis from . . . . 84 

- coke oven, dyspneea 

from . . . . 246 

- cough from . . . . 185 

- delirium from . . 212 

- fainting from . . . . 299 

- gas fire, dyspncea from 246 


- - out of condition from 113 


j Fumes , gas, contd. 

- - shortness of breath 

from . . ..113 

! - lime-kiln, dyspnoea from 246 

- in manufactures, out of 

condition from 113 

- - shortness of breath 

from ..113 

- noises in head from . . 504 

- petrol (see Petrol Fumes) 

Functional albuminuria 

18, 655 

- allocheiria . . . . 22 

- antes thcsia . . . . 632 

- aphonia . . 606, 774 

- ataxy 77 

- horborvgmi . . . . 107 

- bradypnaBa 1 10, 111 

- cardiopathy, palpita- 

tions from . . . . 52 

- - pricking pains in . . 52 

- - stabbing pains in . . 52 

Chevne-Stokcs breath- 
ing . . .. ..139 

- conditions, visual fields 

constricted in .. 924 

- disorders of speech .. 774 

- dyspepsia (see Dyspepsia 

- exaggeration of knee- 

jerks . . 451, 504 

- frequency of micturition 495 

- hemidrosis . . . . 80 3 

- hiccough . . 386 

- nerve disorder from 

pyorrluua alvcolaris 94 

- noises in head . . 504 

- and organic nerve dis- 

ease, Bahiuski’s sign 
in distinguishing . . 87 

- paralysis of vocal cord 606 

- paraplegia . . 626, 632 

- photophobia . . . . 639 

- prolonged pyrexia . . 688 

- ptyalorrhcea . . 601, 662 

- pyrexia. . . . 711 

- shortness of breath .. 114 

- states, visual field con- 

stricted in . . . . 924 

- tenderness of spine . . 870 

- trance . . . . . . 158 

- vomiting . . . . 9 31 

Fungating endocarditis (see 

Hndocarditis, Infective 
Fungi, poisoning by . . 421 
FUNGOUS AFFECTIONS 
OF THE SKIN. . 309 

Fungus on Arundo donax, 
dermatitis due to . . 916 
Fur dyes \ see Dyes 

- makers, mercurialism in 

44, 882 

Furnacemen, let t ventricle 


enlarged in . . . . 258 

- photophobia in . . 639 
Furuncle i sec Boil > 

Fusiform aneurysm, X 
rays in diagnosing . . 262 


- bacilli in Vincent’s 

angina 760, {lag. 609 i 779 

/ 1 AKRTNLK’S bacillus 


Vi (see Bacillus; 

GAIT, ABNORMALITIES 
OF 313 

- ataxic (see Ataxy 

- cerebellar . . . . 77 

- clumsy, in Tittle’s 

disease . . . . 169 

- cross-legged, in cerebral ; 

diplegia .. 176, 884 

- - Tittle’s disease .. 169 

- festinating, in paralysis 

agitans . . . . 314 

- hesitant, in paralysis ! 

agitans . . . . 614 

- high-stepping, from | 

paralysis ol external 
popliteal nerve . . 610 ■ 

in peripheral neuritis 75 

--tabes .. - - 314' 

- limping (sec lamping) 

- in paralysis agitans . . 881 

- reeling, from cerebellar j 

disease . . . . 314 j 

- in sciatic nerve paralysis 610 

- scissor, in diplegia . . 884 j 

- - Tittle’s disease .. 169 j 

- shuffling, in lateral 

sclerosis . . . . 314 ' 


Gait, shujfltng, contd. 

- - in paralysis agitans 609 

- spastic, in disseminated 

sclerosis . . . . 883 

- in spinal caries . . 868 

- staggering, from alcohol 77 

- - veronal . . . . 77 

- stamping, in tubes dor- 

salis . . . . 75 

- stooping, from caries 

of spine . . . . 193 

- tottering, in general 

paralysis . . . . 881 

- unsteady, in peripheral 

neuritis , . 74, 75 

- waddling, in congenital 

dislocation ol hip 195, 314 

- - pseudo-hypertrophic 

muscular paralysis 


314, 625 

Galactocele . . . . 838 

- pain in breast from . . 529 
Gall-bladder, carcinoma 

ol ^see Carcinoma i 

- disease, constipation 

from 161 

- distended, from carci- 

noma nt duodenum 811 

- eighth dorsal nerve 

supplying . . . . 864 

- embedded in adhesions 

from gall-stone . . 316 
empvcma ol i see Fmpvetna i 
ENLARGEMENT . . 314 

- abscess of liver simu- 

lating . • . . 315 

- carcinoma of liver 

simulating . . 315 

- from carcinoma of 

pancreas 67, 316, 

408, 412, 554, 776 
causes of . . 316 

liorn cholecystitis 

316, 408. 690, 739 
■■ chronic pancreatitis 

316, 408 

- - colic with . . ..437 


- - conditions simulating 314 

- duodenal ulcer simu- 

lating . . . . 462 

- - lrom empvcma 316, 

408, 696 

- - gall-stones . . 316, 408 

- - gastric ulcer simu- 

lating . . . . 462 

- - gumma ol liver simu- 

lating . . . . 315 

- - hydatid cyst simu- 

lating . . 315, 470 

- hydronephrosis dia- 

, gnosed from 315, 316 

- - jaundice with 408, 4 37 

- - kidney simulated by 4 37 

- - laparotomy in dia- 

gnosing .. ..316 

- - movable kidney dia- 

gnosed from 315, 316 

- - - - simulated by .. 813 

- - lrom mucocele .. 317 

- - new growth of colon 

simulating . . 316 

------ duodenum simu- 
lating . . 316 

- - - - pylorus simu- 

lating . . 316 

- suprarenal simu- 
lating . . 316 

- - from obstruction of 

bile-duct 316, 41 1 

- - pancreatic tumour.. 412 

pelvic swelling due to 840 

- - physical signs of 314, 

315, 316, 437 

- - pyloric thickening 

simulating . . 462 

- - Riedel’s lobe simula- 

ting 315,461,812,829 

- - sarcoma of liver simu- 

lating . . . . 315 

- - from simple mucocele 316 

- - typhoid fever 316, 419 

- - X rays in diagnosing 437 

- fifth cervical nerve-root 

to 864 

- fourth cervical nerve- 

root to . . . . 864 

- infected (see Cholecystitis) 

- inflamed, rigidity over 734 

- lesions, pain in chest 

from . . . . 864 
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Gall-bladder lesions , contd. 

- - pain in epigastrium 

from . . . . 864 

right hypochon- 

driuin lrorn . . 864 

- - tenderness in chest 

from . . . . 864 

- - - epigastrium from 864 
■ - - tight hvpochon- 

driurn from . . 864 

- mucocele of . . 316, 317 

- nerve-supplv of . . 864 

- ninth dorsal nerve sup- 

plying . . . . 864 

- normal, tctraiodophenol- 

phthalein in i /• iy. 6'Ji i 941 

- pain over c-ee Tain; 

- perforation of, general 


peritonitis lrorn . . 734 

- phrenic nerve twigs to 864 

- i ig id rectus simulating 809 

- ruptured in typhoid .. 316 

- seventh dorsal nerve 

supplying . . . . 864 

- skiagraphy of . . . 941 

- stone in (see Gall-stones 1 

- suppurating . . . . 20 

- albumosuria from . . 20 

appendicular abscess 
simulated by . . 829 
in iliac fossa ' .. 829 

- - without jaundice . . 829 

- -- laparotomy in dia- 

gnosing . . . . 829 


- - and see Cholecysti- 

tis ; anil l.mpvema 
of Gall-bladder. 

- tender see lenderness 

- after tetraiodophenol- 


phthalem 

/■/!,’<» t>')4 f>'>7 942 

- thickened lrorn gall- 

stone .. ..316 

- third cervical nerve root 

to . . . . . . 864 

- tumour of, portal vein 

obst rucled by . . 778 

Gall stones, account of . . 409 

- adhesions from . . 218 

- age incidence of . . 3 C >0 

- bali-vah c, in ampulla of 

Yaier . . 7 3*) 


- bile duct obstructed b\ 46H 

- - pigment in urine from 192 

- biliary colic from 314, 316 

- carcinoma diagnosed 

from . . . . 315 

- - of gall-bladder with 315 

- - pancreas simulating 316 

- - simulated bv . . 468 
catarrhal jaundice dis- 
tinguished front . . 411 

cholangitis with 408, 7 39 

- cholecystitis lrorn 316, 

696, 699 

-- m chronic pancreatitis 538 

- chronic pancreatitis 

simulating . . 316,4 10 

- cirrhosis simulated by 466 

- colic front 147, 148, 150, 

151, 15 3, 34 3, 409, 410 

- collapse from . . 410 

- common bile-duct ob- 

structed by , . 316 

- cough from . . . . 187 

- cystic duct obstructed by 316 

- dilatation of right ven- 

tricle simulating . . 5 36 
stomach lrorn .. 218 

- duodenal ulcer simu- 

lated by . . 34 3, 410 ; 

- - - simulating 48, 153 

- duodenum opened by 336 

- dyspepsia from 376, 400 

- empyema of gall- ; 

bladder from 316, 696 ; 
~ epigastric pain from . . 316 j 

- in iVeces . . 344 , 4 1 () ‘ 

- fat in stools with . . 130 | 

- gall-bladder embedded j 

in adhesions from , . 316 1 

- - enlarged from 316, 408 j 

- - not enlarged with . . 554 . 

- - thickened from .. 316 I 

- gastric ulcer distinguished 

from 538 I 

simulated by 34 3, 410 j 

- ha'matemesis from 336, 1 

343, 344 | 

- heart disease simulating 52 l 


Gall-stones , con'd. 

- heartburn from . , 376 

- hepatic abscess from. . 464 
~ with hepaloptosis . . 463 

- hunger pain from . . 410 

- impacted in ampulla of 

Vater, colic from . . 148 

- - bowel, colic lrorn . . 148 

- indigestion f rom . . 410 

- - simulated by . . 396 

- infective cholangitis 

from . . . . 316 

~ intestinal obstruction 

by .. 167, 344 


- jaundice from 151, 153, 

314, 316, 344, 407, 

409, 410, 466, 468, 554 

- laparotomy in diagnos- 

ing • - 15 3, 315, 410 

- liver enlarged from 344, 

409, 466, 468 

- me ken a lrorn 34 3 

- microbe infection caus- 

ing 699 

- obstruction by, stools 

alkaline with .. 130 

- pain in back from 285, 410 

chest from , . . . 864 

epigastrium from 

410, 5 38, 566 

- - over gall-bladder from 

316, 344 

- in hvpochondrium 

from 410, 55 3, 566 

- - shoulder from 410, 

580, 583, 864 

- - between shoulders 

from . . 566, 567 

- - m spine from . . 871 

- pancreatitis lrorn . . 128 
simulated by .. 15 3 

- - simulating . . . . 700 

peritoneal adhesions 

lrorn . . . . 409 

pyloric stenosis lrorn. . 218 
pvrexia from 150, 314, 

316, 410. 538, 688 , 699, 739 
renal calculus simu- 
lated by . . 440, 442 

- coin, simulating . . 554 
rheumatism of shoulder 

simulated bv . . 86 3 
rigor lrorn 150, 316,410, 

468. 737, 739 
sex incidence of . . 396 

- shivering lrorn .. 5 38 

- si/es of . , . . 409 

- skiagrams of 

/•up. iJ4. y/’T 409. 

/•no. G7-W 441 

- slipping rib simulating 55 3 

- spasms from . . . . 3Q6 

- stercobihn and .. 130 

- stools pallid from . . 466 

- stricture of bile-ducts 

from . . ..411 

simulating . . 411 

- subdiaphragmatic peri- 

tonitis from . . 583 

- suppurative cholangitis 

from . . 415 ■ 

- without symptoms . 409 
~ tenderness in chest from 864 

- - over gall-bladder from 

316, 5 38, 55 3 

- - of liver from . . 344 

- — in shoulder from . . 864 
of spine from . , 871 

- tetralodophenolphthalein 

a n d 9 4 1 , t lugs.69S-701 ; 943 

- ulcerated into duo- 

denum . . . . 343 

- ulceration of bile-ducts 

from . . ..411 

- undue pulsation of ab- 

dominal aorta simu- 
lating . . . . 662 

- urobilin in urine from 129 

- vomiting lrorn 410, 538 I 

- wind from . . . . 396 

- in women . . . . 538 1 

- X rays and . . 344, 941 

Gallic acid, thirst due to 875 

- - urine black from . . 904 

- - — browm from . . 904 

Gallon’s whistle in test- j 

ing upper- tone limit . . 206 
Galyl, arsenic in . . 277 

- erythema from . . 277 

- oedema after .. 514, 516 ! 


( Ja/vl , contd. 

- toxic effects of , . 422 

Gamboge, colic from . . 148 

- tenesmus due to . . 873 
flames, cramp during . . 188 
Gamer ocyies of malaria 

parasites . . 41, 42 

Ganglion, Gasserian, ex- 
cision of, eye changes 

after 891 

growth involving, 

pain in face from 549 

- - gumma of, pain in 

lace lrorn . . 549 

herpes effecting . . 549 

- geniculate, chorda tym- 

pani and . . . . 604 

- spiral, dealness from 

changes in . . 207 

- stellaium, ramus conmiu - 

means to .J : re. 474 ■ 618 

GANGRENE 125,317 

- lrorn acids . . 3 1 7 

- alcohol , . , . 320 

- alkalis . . . . . . 317 

- aneurysm . . . 

- anthrax . . . . 117 

- ol appendix 'see Appen- 

dicitis, Gangrenous 
~ . ..318 

- - m diabetes . . ..335 

- from arsenic . . . . 32u 

- arteriosclerosis 318, 322 

- atheroma . . . . 894 

- bacillus aerogenes cap- 

sulalus . . . . J 13 

- bedsore . . . . 317 

- o! bladder lrorn evstitn 720 

- bull* m 123, 125, 31 s 

- lrorn burn . . . . 317 

- cancrum oris . . . . 317 

- carbon monoxide poison- 

ing - - 317, 322 

- cauda equina lesions . . 317 

- causes of . . 317 

~ lrorn chemicals . . 317 

- chicken-pox . . . . 317 

“ cholera 317 

■ coal-gas poisoning 317, 322 

- crushing .. J17, 3 J g 

- debility and . . . . 320 

- lrorn diabetes. . 317, 318 

- diphtheria . . . . 317 

-- disturbed innervation 

317, 320 

dry. account of . . 318 

lrorn embolism . . 318 


- - in Raynaud’s disease 318 

senile .. ..318 

- ol cars in Raynaud’s 


disease 


320 

lrorn electric currents 

317 

embolism 317, 

318, 

321 

endarteritis 


317 

in enteric lever 


317 

epidemic 

3 17, 

U2 

lrorn ergot 

317, 

322 

erysipelas 


317 

ervthromelalgia 

317, 

320 

extreme cold . . 


317 

- heal 


U7 

latty acids lormed 

in 

318 


- ot lingers from aneuri sm 322 

in diabetes . . 301, 335 

- - from growth in axilla 322 

- - haemutoma of arm. . 322 

- - in Raynaud’s disease 

l : t K . 265 j 319, 320 

- - syringomyelia . . 320 

- loot from atheroma . . 540 

- - coloured ligure of 

(%. 264) 318 : 

- in diabetes .. 301, 335 | 

- after intermittent 

claudication . . 542 

- in Raynaud's disease 542 ; 

- syringomyelia . . 320 j 

from lrosibite . . 317 ' 

gas, bacilli of, empyema , 

from . . . . 1 34 1 

- pneumothorax from 649 ! 
-- surgical emphysema j 

due to . . . . 805 j 

- sweet smell with . . 649 

gases formed in . . 318 J 

from gonorrhoea . . 317 ! 

of gums . . . . 95 i 

hand m diabetes . . 335 j 

in heart disease . . 321 j 

from hemiplegia . . 317 1 


Gangrene , contd. 

- hospital, surgical em- 

physema in . . 254 

- from hot-water bottle 321 

- ice-bag . . . . 321 

- infantile marasmus . . 317 

- injury . . . . . , 317 

- ol jaw 95 

-leg 318 

albumosuria with . . 21 

- - lrorn arteriosclerosis 322 

in diabetes . . 335, 894 

- from leprosy . . 317, 321 

- ligature . . 317, 322 

- lightning . . . . 317 

- line of demarcation in 318 

- OF LUNG . . 322 

-■ - account of . . . . 791 

- - albumosuria with . . 21 

in aspiration pneu- 
monia . . . . 322 

alter bathing . . 323 

- - in bronchiectasis 322, 323 

- - bronchiectasis dis- 

tinguished from . . 364 

- - - simulating . . 791 

- - in bronchopneumonia 

322, 801 

- - cacogeustia due to.. 860 

- - lrorn chest injury . . 323 

- - in chronic pulmonary 

tuberculosis 322, 323 

cough from . . 322 

-- - in debilitated persons 322 

- - diabetics 322, 335, 791 

- - clastic fibres in spu- 

tum lrorn 112 , 

322, 323, 364, 791 

- - lrorn embolism . . 322 

- - empiema discharging 

into lung . . 323 

-- - - distinguished from 364 
* - ■ simulating . . 791 

- - in betid bronchitis 

322, 323 

- - lcetor from . . . . 322 

- -- lrorn foreign body. . 322 

- - in bronchus . . 801 

- - - - trachea , . 323 

- - toul breath from 112, 364 
sputum in 187, 322, 

323, 364, 790, 791 

haemoptysis from 322, 361 

-- - lrorn immersion 323, 791 

- - mdicunuria lrorn . . 395 

- - from infarction . . 801 

- - inhalation of foul 

water . . . . 791 

- - in intemperate per- 

sons . . . . 322 

irregular lever with 322 

latent . . . 323 

- - from lateral sinus 

thrombosis 322, 791 

- - lcucocytosis wiih . . 453 

- - without lcucocytosis 453 

- - from liver abscess . . 465 

- - lob lr pneumonia 791, 801 

- - mouth lesion . . 791 

new growth of lung 801 

(esophageal lesion . . 791 

- - in old age . . . . 322 

- - from otitis media . . 322 

- - pericardial infection 322 

- - peritoneal infection 322 

- - physical signs of . . 323 

- - from pleural infection 322 

- -- in pneumonia . . 322 

- - pneumothorax from 

647, 649 

- - prostration from . . 322 

- - purulent sputum 

from . . . . 187 

- - in pyaemia . . . . 323 

- - pyopneumothorax 

from . . . . 801 

- - from septic embolism 

of lung . . . . 791 

stench from 112, 791 

- - from throat lesion . . 791 
wound of chest . . 322 

- from malaria . . . . 317 

- in malignant pustule. . 682 

- from measles . . . . 317 

- meningo-myelitis . . 317 

- moist 318 

- mouldy-smelling . . 318 

- lrorn myelitis .. .. 317 

- new growth invading 

vein . . . . 322 
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Gangrene, cotitd. 

- from noma . . . . 317 

- of nose from embolism 46 

- - in infective endo- 

carditis . . . . 46 

- - Raynaud’s disease. . 320 

- offensive odour of . . 318 

- due to orlholorm . . 908 

- painless, in syringo- 

myelia . : . . 320 

- from pemphigus . . 743 

- of penis from balanitis 763 

- - diabetic . . . . 301 

- — from paraphimosis . . 763 

- from peripheral neuritis 

317, 318, 320 

- phenol . . . . 317 

- of piles . . . . 726 

- from plague . . . . 317 

- pressure . . . . 317 

- — of effused blood . . 317 

- - new growths . . 317 

- putrefaction in . . 318 

- in Raynaud’s disease 

203, 302, 317, 318, 320 

- from scarlet fever . . 317 

- senile . . . . 317, 318 

~ - account of . . . . 322 

- — arterial disease and 320 

- — foot affected in . . 320 

- — Raynaud’s disease 

simulating . . 320 

- from septic wounds . . 317 

- severe bruising . . 317 

- of skin, lcucocytosis 

slight in . . . . 453 

- from small -pox . . 317 

- snake venom . . ..317 

- spinal cord lesions .. 317 

- splint sore . . . . 317 

- spreading - • 318 

- from stoppage of circu- 

lation .. 317,321 

- sulphides lorrned in . . 318 

- from syphilis .. . . 317 

- syringomyelia . . 317 

- tabes dorsalis .. 317 

- of testis . . . . 586 

- from thrombosis . . 317 

- tight bandage. . 317, 322 

- of toe from athen ma 540 

- - diabetic 301, 3 34, 3 35 

- — from embolism . . 46 

- - infective endocarditis. 46 

- — Raynaud’s disease. . 320 

- — tubes dorsalis . . 321 

- tongue in Raynaud's 

disease . . . . 320 

- from venous thrombosis 321 

- yellow fever . . . . 317 

- (and see Necrosis of 

Soft Parts) 

Gaol lever (see l evel. 
Typhus) 

Gap 'teeth in congenital 

philips . . . . 291 


■ ' .. i age, Coma in . . 154 

- tinnitus due to . . 878 

Gardener’s itch . . . . 659 

Gardeners, dermatitis in 

515, 659, 916 

- erythema in . . . . 515 

-- oedema of face in . . 515 

hands in . . . . 515 

Garget, dermatitis due to 916 
Garhc, cacogcustia due to 860 

- dermatitis due to .. 915 

- foul breath from .. 112 

Garters, limping from . . 456 


Gas in abdomen (see 
Aletcorism ; 

- appendicular abscess 

800, 802 

- due to Bacillus coli 800, 802 
~ lii bowels, liver dull- 
ness diminished by 461 

- burners, dyspnoea from 246 

- in ciccum, pain in iliac 


fossa from . . . . 557 

- coal- (see Coal-gas) 

- in colon, appendicitis 

simulated by . . 560 

- fainting due to . . 299 

- fire, dyspnoea from . . 246 

- - effects, cerebral tu- 

mour simulated by 371 

fainting due to . . 297 

fumes, fainting due to 299 

- — headache from . . 370 
insomnia from . . 4C3 


Gas, cotit J. 

- formation in pleural 

cavity . . . . 619 

- - subpiirenic abscess 649 

- free in abdomen (see 

Pneumoperitoneum) 

- fumes, noises in head 

from . . . . 504 

- - out of condition from 113 

- - shortness ol' breath 

lrom . . . . 113, 

- gnngrene (see Gangrene) : 

- marsh, cornu from . . 154 

- - i aiming due to . . 297 1 

- — in wind belched . . 302 . 

- mustard, dermatitis 

from . . . . 917 

- - dichloro-diethyl sul- 

phide and . . 917 

- - hivmoptysis from 301 . 367 

- - hoarseness liom . . 388 1 

- - scrotum ulcerated 

lrom . . 767, 769 

- in ovarian cyst . . 800 , 

- pericardium . . . . 800 

- peritoneum . . . . 800 

- — (.and see Pneumoperi- 

toneum) | 

- pleural cavity (see j 

Pncumoihorax i 

- poisoning, cyanosis lroni200 

- - exudative erdema of 

lungs from . . 200 

- production in abscess . . 254 

- - by Bacillus aerogenes 

capsulatus 254, 647 

coli 254, 647, 649 

VC elchii . . . . 647 

- - in liver . . . . 254 ; 

- - by malignant cedema 647 

- in pyonephrosis . . 800 

- sewer, coma lrom .. 154 

- undor skin . . 254 

- — i,and see Pmphyscma, 

Surgical 

- in stomach, skiagram 

of . . (Pj*,. 1‘j'j) 187 

- subdianhragmatic abscess 

800, i /•;.(, . 623. 801, 807 

- per u rath ram . . . . G4 6 

- in urine due to Bacillus 

coli 647 , 

- yeasts .. .. 647 

Gas-containing abscess 
from appendicitis . . 646 

- — Bacillus coli . . 646 

- — pntumaturia from.. 646 
G as - prod u cing bacl e n a , 

surgical emphysema 
from . . . . . . 254 

- organisms in pleural 

cavity . . . . 801 

Gas works workers, epi- 
thelioma of scrotum in 767 
Gases, delirium lrom . . 212 

- dvspncea from . . 246 

- fainting due to . . 297 

- harmoglobinuria from 357 , 

- headache from . . 371 

- irritant, coryza from . . 223 

- — haemoptysis from . . 361 ! 

- - hoarseness from . . 388 

- — laryngitis from .. 196 

- — arderna of larynx from 38b 

- toxic, tinnitus due to. . 878 
Gasserian ganglion (sec 

Ganglion) 

Gastralgia, dyspepsia from 399 : 

- epigastric pain from . . 5 37 , 

- - tenderness in . . 537 ; 

- iri young women . . 537 . 
Gaslrectasis (sec Dilata- 
tion ol Stomach) 

Gastric adhesions, colic 
from .. .. ..148 

- branches of vagus nerve 185 

- carcinoma (sec Carcinoma 

ol‘ Stomach) 

- catarrh, dyspepsia mis- 

called ' . . . . 398 , 

- colic, causes of . . 148 

- contents, anthrax in, 

in acute gastritis . . 338 

- - blood in, in carci- 

noma of stomach 397 j 

- - diphtheria bacilli in, 

in acute gastritis. . 338 

- - mucus in, in gastritis 

58, 338, 398, 401 

- notes on . . . . 929 


Gastric contents, comil. 

Oppler-Roas bacilli ' 

in .. 397, 401 j 

- - pneumococci in, in ! 

acute gastritis . . 3 38 j 

- — pus in, in acme gas- j 

iritis . . - - 3 38 i 

- - surcimv in . . 401, 777 j 

- - streptococci in, in j 

acute gastritis . . 3 *8 ! 

- - strychnine in 521,741 

- (and see Vomit) 

- crises ( see Grises’) 

- luernorrhage dee IJamia- 

tentesis) i 

- 11C1 (see under Acid, 

Hydrochloric 1 

- iuice, acetic acid in . . 401 

- - butyric acid in . . 401 

- deficient acid in, in 

gastritis . . 58 

- — excess ol acid in, in 

gastric ulcer . . 517 

- - ferments in . . 401 

- - no free IK'.l in, in car- 

cinoma of stomach 517 

- - In gastritis . . . . 398 

- — HC1 in tsee under 

Acid, Hydrochloric ) 

- — - increased in tsee 

llypcrchlorhydna 1 

- - lactic acid in . . 401 

- -- - in carcinoma of 

stomach . . 

- organic acids in . . 401 

- pepsin in .. ..401 

•- rennin m . . ..401 

- total acidity of . . 401 

- yeasts in . . . . 401 

-- - (and sec Test Meal 

- peristalsis, visible . . 636 

- spasm, dyspepsia lrom 399 

- succussion 218, 219, 

307, 801 

- ulcer (see Ulcer ) 

- veins, varicose, from 

portal obstruction.. 344 
Gastritis, abdominal pain 
due to . . . . 9 )0 

- achylia with .. .. )‘>K 

- acid dyspepsia with .. 400 

acute . . 338, 929, 930 

- — alcohol causing . . 3 18 

- — anthrax causing . . ' <8 

- — constipation from . . 338 

- — corrosive poisons 

causing . . . . 3 18 

- - depression from . . 1 <8 

- — diarrhoea from . . 118 

- - diphtheria bacilli in l <8 

- - erosions in . . . . 'i 18 

- — errors in diet causing 338 

- -- cruiiations from .. 338 

- foul breath from .. 318 

- furred tongue from 318 

- - liiemateniesis from 

336, 3 38 

- — haemorrhages in .. 3 38 

- - headache from . . 338 

- irritant poisons caus- 

ing . . . . 338 ; 

- — nausea from . . 318 ; 

- - pneumococci in . . 338 i 

- - pus in gastric juice in 338 ! 

- - pyorrhtea alvcolaris I 

causing . . . . 338 j 

- - septic teeth causing 338 ; 

- - stomatitis causing . . 338 j 

- — streptococci in . . 338 i 

- - tenderness in cpi- j 

gastrium lrom . . 338 ! 

- - urine concentrated in 338 ! 

- - vomiting from . . 338 

- f rom alcohol . . 58, 398 j 

- — colic from . . . . 148 j 

- antimony . . . . 338 j 

- arsenic simulating . . 929 J 
lrom back pressure . . 398 i 

- bile in vomit in . . 930 ! 

- carcinoma of stomach I 

simulating . . . . 341 I 

- from chewing defects 58 

- chronic .. 338,930 

- - from alcohol . . 338 

- - collec . . . . 338 

- - constipation from . . 338 

- - from diet errors . . 338 

flatulence from . . 338 

flatulent dyspepsia 

miscalled . . 338 


Gastritis, ihrottic, contd. 

- - lollowing acute . . 338 

- - lord breath from . . 338 

- - lurred tongue from 338 

- — haauat emesis from 

336, 338 

- - ha rnorrhagic erosions 


m . . . . 338 

- - mucosa thickened in 318 

- - mucus in vomit jn 318 

- - nausea from . . 118 

-- - pyrexia 1 torn . . 3 18 

- - from tea . . . . 333 

- — tenderness in epigas- 

triuni from .. 338 

- - term misused . . 338 

- - tongue indented by 

teeth lrom . . 338 

- - urine concentrated in 338 

- — vomiting in . . 318 

- in cirrhosis ol liver 58, 

108. 465 

- from corrosive poison. . 938 

- defective teeth . . 398 

- dial rlmra in . . . . 9 10 

- diminished acidity in 398 

- dyspepsia miscalled . . 398 

- flatulence with .. 910 

- gastric acid deficient in 58 

- - l it ’.1 diminished in . . 9)0 

- - juice in . 398 

- ha:niorrhagic, m anthrax 318 

- in heart disease . . 398 

- from irritant foods . . 398 

- loss ol appetite with 58. 198 

- m mitral disease . . 58 
-• mucus in 58, 398, 401, 930 

- nausea with . . 398, 910 

- from oral sepsis . , 398 

- pain in epigastrium from930 

- - limbs in . . . . 568 

not a lcalurc of . . 398 

- - round heart lrom .. 536 

- - in shoulder from . . 580 

- - spine from . . . . 871 

- phlegmonous . . . . 9 )0 

- lrom phosphorus .. 3^8 

- phosphorus simulating 939 

pyrexia in . . . . 9 )0 

- in renal disease 58, *08 

- rheumatism ol shoulder 

simulated by .. 86 ’> 

- salivation lrom . . 6o2 

- ■ eiisc of fullness from 198 

- weight in epigastrium 

ltom . . . . *98 

from tea .. .. *98 

-■ tenderness of spine 

1 rom . . ..871 

- from tobacco.. 58, 198 

- longue lurred in . . 58 

- toxic, h.enuitemesis 

lrom . . ..336 

- ulcerative, in anthrax 3 38 

- in urarmia . . )9t> 

- vomiting with 398, 928, 9 30 

Gastrocnemius bursa . . 844 

- nerve- supply of 609, 610 

- pseudo-hypertrophy ol 625 

( iastrocolir fistula ( see Fistula; 
( iastrodiuphany . . .. 809 

Gastro-enlcritis, general 

(edema with . . . . 514 

- in trichinosis . . . . 569 

Gastrojejunostomy, blood 

per anum after . . 96 

- for gastric ulcer . . 214 

- pyloric stenosis . . 214 

- in tabes . . . . 594 

Gastroptosis, abdominal 

support relieving . . 48 

- atonic dyspepsia with 400 

- atony of stomach with 303 

- epigastric pain from . . 48 

- movable kidney with. . 399 

- pain alter food from . . 48 

- sex incidence of . , 48 

- simulating gastric ulcer 48 

- skiagram ol (l : ig. 4M>) 537 

- vomiting from . . 48 

- X rays in diagnosing 48, 399 

- (and sec Visceroptosis) 
Gastroscope in diagnos- 
ing acute gastritis . . 338 

- — carcinoma of stomach 341 

Gastrostaxis . . . . 48 

- in chlorosis . . . . 346 

- gastric ulcer simulated 

by . . 336, 339, 346 

- hsemat emesis from . . 336 



GASTROSTAXIS 


1029 


GLAUCOMA 


Gastrostaxis, contd. 

- in young an.xmic women 3 36 


Gaucher cells . . . . 781 

Gaucher’s disease, notes on 781 

-- spleen enlarged in .. 778 
Gclsemium sempervirenx, 
dermatitis due to . . 915 
Gemelli, nerve-supply of 

609, {Jug. 471) 611 
General paralysis . . 157 
-■ - anosmia in . . 756 

- - anterior cornual cell 

lesion simulated by 78 

- - aphasia in . . . 770 

“ - Argyll Robertson 

pupil in . . . . 674 

- - asthenia in . . . . 9 3 

aural hamiutomata in 305 
“ - bleeding gums m . . 93 

cerebral htemorrliage 
simulated by 157, 384 

- - - softening from . . 139 

- - cerebrospinal fluid 

specific gravity in 383 

- - change ol‘ disposition 

in .. 157 

- Chcynr-Stokes breath- 
ing 1 rom . . ..139 

coma in 15’., 157, 181, 384 
congestive attacks in 770 

- - convulsions in 157, 

181, 184, .305 

- dancing defective m 157 


detective judgement in 184 


- - - mfinun in . . 184 

delirium in .. 212 

d\ sari hi la in .. 773 

dysphagia m .. 24 3 

- epileptiform seizure in 384 

homing due to . . 2 l >7 

gold curve in . . 38 1 

- - grinding ol teeth in 881 

- - hand i rernor in . . 881 

■ - headache from . , 370 

- Item fpienia in *82, 384,770 

• ideas of grandeur in 

157, 184, 305 
impotence tn . . 39 3 

insomnia from . . 404 

- - irntabibtv in . . 405 

- - knee-ic r ks unequal in 45 1 
-- larvnge.il paralvsis 

with .. .. 60b 

lip tremor in . . 881 

lumbar puncture in 
diagnosing . . 305 

- - lvmphocytes in cere- 

brospinal lluid in 

157, 305, 38 3, 384 
mental strain and . , 305 

■ -- moral chances in . . 881 

■ -■ muscular atrophy in 78 

weakness in . . 184 

- - occupation neurosis 

simulating . . 189 i 

- - painting detective in 157 

- - paraplegia from 626, 6 32 

peripheral neuritis 
simulated by . . 78 

- piano- playing defec- 

tive in .. .. 157 

- — pupils immobile in 184 

- - - unequal in 184, 675 

- - rellcxes in . . . . 184 

- - - altered tn . . 881 ; 

- - saturnine encephal- 

opathy simulating 

155, 214 , 

- - sordes in . . 9 3 

- - speech blurred in 184, 881 I 

- - spontaneous fracture ! 

due to . . 304, 305 

- - stammering in . . 774 ! 

- - starts in . . , . 173 

- - symptoms of . . 184 j 

- - syncope in . . 157 ! 

- - syphilis and 305, 606 ; 

- - tottering gait in . , 881 1 

tremor in 879, 881, 88 3 ! 

- - - of face in . . 184 | 

tongue in 184, 881 | 

- - twitching in . . 881 j 

- - violin-playing defec- 

tive in . . . , 1 57 I 

- - voices in . . . . 503 I 

- - Vvassermann reaction I 

in.. .. 305,384 

positive in cere- 
brospinal fluid 157 [ 

- - worry and . . . . 305 1 


| General paralysis , contd. 

I - - writing detective in 157 
j - peritonitis (see Peri- 
j toniiis; 

; — tuberculosis (see Tubcr- 
| culosis) 

l Geniculate branch of ob- ' 


t unit or nerve . , . . 457 | 

- ganglion, chorda tym- 

pani and . . . . 604 ; 

- neuralgia, pain in ear 

from . . . . 253 

Genital backwardness in ; 
pituitary infantilism . . 236 

- regions, excessive sweat- 

ing of . . . . 803 1 

- - lice affecting . . 659 ' 

- - pustular syphilides of 684 

- sore, abscess in groin 

due to . . . . 831 

- - inguinal glands en- 

larged from . . 830 

Genitalia, condylomaia on 498 
elephantiasis of, in 

lilariasis . . . . 36 ■ 

- herpes simplex alleg- 

ing . . . . . . 913 

- lymphatic drainage of 8 30 
-- melanotic carcinoma of 886 

- rnolluscum contagm- 

nun on . . . . 889 

- myoma cutis of . . 889 

- (edema ot, in acute 

nephritis . . . . 12 

- - lioin inferior vena 

cava obstruction . . 9 

- operation on, buclcrniria 

after . . . . 90 


- papules of, in syphilis 499 

- premature development 

of, with hyperne- 
phroma ol kidney 

Guy. 39), 508, 776 
-- scabies affecting . , 918 
CieiMto-crur.il nerve, dis- 
tribution of i 748 

- region, ervthrasrna af- 

fecting .. ..313 

Gentian, heart symptoms 

and 377 

( Veogr.iphical distribution 
of ankylostomiasis 103, 635 

- - lulhar/.ia . . 102, 356 

- - dengue . . . . 571 

- - Distoma pulmonale 367 

dysentery . . . . 99 

- - tiianasis . . . . 36 

hydatid cyst 60, 366, 807 

- - impetigo herpetifor- 

mis .. ..125 

- - infective epidemic 

tuundicc . . . . 420 

- - kala-azar 37, 708, 780 

- - Madura foot .. 89 3 

- - malaria .. 213, 779 

- - Malta fever. . 571, 691 

- - mollities ossmm . . 305 

- - Oidium tropieale . . 792 

- - Paragonimus \\ ester- 

mum . . . . 792 ; 

- - pellagra . . . . 279 ; 

-- - relapsing fever 420, 

709, 738 , 

- - ringworms . , . . 310 j 

- - spotted fever . . 679 | 

sprue . . 47, 709 

- - tick paralvsis . . 625 | 

- — trypanosomiasis . . 708 i 

- -• tse-tse f 1 v - . . . 708 i 

- - ulcerative dermato- I 

onychosis . . 312 i 

- - yellow fever 345, 420 j 

tongue . . . . 591 

German measles, albu- 
minuria in 17 

- - cervical glands en- 

larged in. . . . 685 I 

- - erythema in 276, 280 

distinguished lrom 472 

general enlargement 

of lymph glands in 

283, 471, 472 
inguinal glands en- 
larged in . . 830 

- - macules in . . . . 685 

- - maculopapular rash in 282 
measles distinguished 

from . . . . 472 

- - occipital glands en- 

larged from 472, 473 


German measles, contd. 

- - rigor rare in . . 737 

- - scales in . . . . 744 

- - scarlet fever distin- 

guished from . . 472 

- simulated by . . 283 

-- — several attacks of . . 283 
-- - sore throat due to . . 757 
Gestai ion, extra-uterine, 

abdominal pain from. . 489 

- - abortion of . . . . 842 

- - account of . . . . 842 

- - amenorrhcea with . . 842 

- - blood tumour from 842 

- - colic due to . . 148 

- - collapse from 489, 842 

- - cystic ovary simu- 

lating . . . . 842 

- - dermoid of ovary 

simulating . . 842 

- - faintness from . . 489 

- - felt per rectum . . 729 

- — fibroid ot uterus simu- 

lating . . . . 842 

- - luematocclc due to 

840, 842 

- - internal haemorrhage 

f rom . . 489 

- - metrostaxis from . . 48 c > 

- - pelvic adhesions alter 57 3 

- - -- pain lrom 573, 842 

- -- - swelling due to . . 840 

progressive . . . . 842 

rupture of . . . . 842 

- -- - abdominal pain 

from . . . . 555 

- - - bradvpnira from 1 10 

- -- -• collapse from .. 110 

- - - delirium after .. 211 
fainting due to . . 297 

- - - unruperitoneal hem- 

orrhage from . . 211 

- - - shock from .. 110 

- - - simulating colic.. 149 

symptoms due to 489 

- -- - urgent laparotomy 

lor . . . . 149 

- - salpingo - oophoritis 

simulating . . 842 

- - swelling in pelvis 

from . . . . 489 

- - tenesmus due to . . 87 3 

- - tubal mole from . . 489 

- - uterine haemorrhage 

due to . . . . 842 

vomiting due to . . 929 

- tubal, pain in pelvis 

from . . . . 573 

- - pelvic swelling due to 840 

- - rupture of . . . . 57 3 

- - - abdominal pain 

due to . . 735 

„ _ _. rigidity due to 735 

- - - blanching with . . 157 

- - - blood per vaginam 

with . . . . 735 

coma from . . 154 j 

- - - dysmenorrhea sim- : 

ulated by . . 239 ! 

- - - extreme blood loss 

from . . . . 154 j 

- — — internal bleeding \ 

due to . . 735 i 

leueoeytosis with 735 ; 

pallor with . . 735 

- - - period overdue with735 j 
peritonitis simulated 

by . . 735 

- - - thirst due to . . 875 ' 

tumour due to . . 573 ! 

- (and see Pregnancy ) ; 

Giant cells in tuberculosis 475 j 
Giants, goitre in . . 325 \ 

- na:vi in . . . . 325 ; 

- polydactylism in . . 325 

- (and see Gigantism) j 

Giddiness (see Vertigo) 
Giemsa’s stain for Spiro- j 

chacta pallida . . . . 854 ; 

GIGANTISM ..323 

- acromegalic . . . . 325 

- eunuchoid . . . . 325 

- feminism with . . 325 

- gonadal . . . . 324 

- hermaphroditism with 325 

- infantile . . 324 

illustrated (l'ig. 26$) 324 

- infantilism with 234, 325 

- knock-knees in . . 325 

- masculinism with . . 325 


j Gigantism, contd. 
j - ovarian . . . . 324 

I - physiological . . . . 324 

i - pineal 324 

- pituitary . . 324, 32b 

- from pituitary tumour 378 

- primary (/•)>. 269) 325 

- shallow pituitary fossa 

and . . il'iy. 309) 379 

- suprarenal . . 324 

- - illustrated (/•'//'. 267) 324 

- testicular . . . . 324 

Gigant oblasts, coloured 

ligure of . . (lux’. 33) 29 

- in pernicious anarmia 27 

- severe anarmia . . 27 

Gingivitis, harmoptysis 

simulated by . . . . 359 

- suppurative, pyorrhoea 

alvcolaris arid . . 94 

- in syphilis . . . . 93 

- tuberculous, bleeding 

gums from . . 9 3, 95 

- - phthisis and . . 95 

- (and see Gums) 

Giraldex, organ of, cyst of 587 
GIRDLE PAIN . . . . 326 

- - from aneurysm . . 534 

-- in compression para- 
plegia . . . . 326 

- - disseminated sclerosis 326 

- - from lracture of spine 

531, 536 

- - hicmatnmvclia . . 177 

• - after injury. . 5 31, 870 

- - in myelitis . . . . 326 

- - lrom new growth of 

spine . . . . 869 

- - in spastic paraplegia 326 

- - from spinal caries . . 536 

• - in syphilitic spinal 

meningitis . . 326 

- - tabes dorsalis 326, 536 

- - tenderness of spine 

with . . . . 867 

- - from transverse mye- 

litis 177, 536, 628 

- rickety. . . . . . 233 

- sensations in dissemi- 

nated sclerosis . . 753 

- - tabes dorsalis . . 753 

Glacial acetic acid in 

ben/idine test . . 104 

testing for por- 
phyrin . . 903 


Gland, Bartholin’s (.see 
Bartholin’s Gland t 

- lymphatic (sec Lym- 

phatic Glands) 

- puncture in trypano- 

somiasis . . . . 37 

Glanders, arthritis from 425 

- Bacillus mallei in 125, 

682, 683 

- bacillus, periostitis due 

to 818 

- bacteriological examin- 

ation in diagnosing 225 

- bulla; in 123, 125, 683 

- delirium in . . ..211 

- febrile . . . . 125 

- in grooms . . . . 225 

- from horses . . 125, 682 

- in horse-dealers . . 225 

- impetigo simulated by 682 

- lungs affected in . . 125 

- inallcin injection test in 683 

- nasal discharge due to 

225, 683 

- occupation and 125,225,683 

- papules in . . . . 683 

- rigor in . . . . 737 

- skin lesion of . . . . 683 

- ulcer of leg from . . 895 

- ulceration in . . . . 683 

- vesicles in . . 683, 917 

Glandular fever (see Kirk- 

land’s Disease) 

Gians penis (see Penis) 

Glass tube in urethra . . 575 
Glass-blowers, callosities 
on hands in . . . . 917 

- rhagades in . . . . 917 

Glass-eye, unequal pupils 

and 675 

Glass-pox isee Chicken-pox) 
Glaucoma, account of 

288, 924 

- acute . . .. 288 

- age incidence of . . 288 
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Glaucoma , contd. Globe* hystericus , cotttd. \ 

- anterior chamber shal- j dysphagia from . . 24 V 

low in . . 288, 926 j in hysteria . . 179, 799 

- atropine disastrous in 288 | - major, tuberculous nod- 

- blindness due to . . 925 ulc in . . . . 851 

- central vision good in 924 - minor, gonococcal nod- 

- chronic . . . . 288 I ulc in . . ..851 

ring scotoma due to 924 ! Glossina morsitans (E/g. 5<b 37 

- circumcorneal injection - palpal Is . . 49) 37 


in 

. . 924 

sleeping sickness 

37 

- conjunctiva injected 

in 288 

spread by 

- conjunctivitis distinguished 

— — trypanosomiasis and 

*7 

from 

. . 289 

in Uganda 

37 

- cornea anaesthetic in 

.. 288 

Glossitis, chronic strepto- 


- - hazy in 

. . 288 

coccal, account of 591. 

592 

- - insensitive in 

. . 924 

ageustiu due to . . 

85'-* 

- eye hard in 

. 288 

- - hysteria simulated 


- - inflamed in 

. . 285 

by 

861 


- - tender in . . . . 288 illustrated 

- eyelids cedematous in 288 j i Figs. 455-460 '■ 5 c >2-593 

- frontal headache from 288 neuralgia of tonoue 

- halos in . . . . 288 simulated by . . 591 

- headache from 370. 37 J, pain in tongue from 

867, 924 590, 861 

- hyperacusis from . . 389 - - - parageuslia in . . 859 

- iliusirarcd (/•’/, y. 236“) 288 - - ~ taste abnormahn 

- from indiscretion in diet 288 due to.. .. S6i 

- iris discoloured in . . 288 - — - tongue lissured in 801 

- after iritis . . . . 924 - - superficial, in svphiib 382 

- Iritis distinguished from 289 ; — tongue swollen in 852 

- lachrymal ion lrom . . 285 - dysphagia from . . 244 

- migraine simulated bv 288 - swelling of tongue from 244 

- mydriatic disastrous in 288 ! — from syphilis . . 898 

-nasal field of vision Glesso-kinarsihciic centre 

restricted in . . 288 1 h/,e- 602' 770 

- ocular strain causing. . 288 Glosso-pharvngcal nerve 

- - tension raised in 639, see Nerve, ('.ranial. Ninth 

675, 926 ~ neuralgia, pain in car 

- optic atrophy in . . 924 from . . . . 253 

- - disc in (1'iy. 428 ■ 520 throat from . . 253 

- - - cupped in . . 924 Glossy skin in syringo- 

- - - white and exca- myclia.. .. ..142 

vated in . . 288 Glottis, a-dema of, in 

- pain in cars in .. 288 angina l.udovici .. 851 

- - eye from 285, 288, - spasm of, epilepsy and 912 , 

546, 550 - - loss of consciousness 

- - head in .. .. 288 with .. .. 912 

intense with . . 549 - - vertigo with . . 912 

in maxillary area from 550 Glove anatsthesia in hvs- 


Glvcosuria , contd. ! <*old curve, l.angc s, com, 

- in diabetes 83, 213, 329, m meningococcal ■ J- Jg 

330,334,486,655 meningitis .. . « 

-dietetic .. •• 330 - - suppurutive menin- 

- from drugs 310,332: 8»t»s • -L# 

- excess of carbohydrate - - - tabes dorsalis . . 38° 

tood . . 3 10 technique of . . 384 

- exhaustion . . ..310 in tuberculous 

-fallacies m diagnosing 126 meningitis .. 384 

- Folding's test for 326, 327 - miners, phthisis in 

- fermentation test for 170 199, 363 

328, 902 siluosis m , . . , 363 

- from fractun-dislocu - pumt appearance due 

lion ot spine . . Ill to cholestcnn . . 138 

- fractured skull .. 330, dl ot pericardial eftu- 

... — spine . . . • VO sion . . . , 138 

- {right .. . . ..Ill - - - pleuritic effusion 138 

- glyuironic acid sirnu- Golden rod, dermatitis 

luting •• due to .. .. 916 

- ponty •• VI, V2, 901 Goiters, subacromial bur- 

- in Graves' disease 3 it), 331 sins in . . 581 

- lrom head injury ..21* Golds columns, sensory 

heroin .. . . 3 10 impulses carried by .. 73 

in lactation .. H0, 312 Gonadal gigantism .. 324 

lactosurm simulating . . 127 Goniomu Kamassi, der- 

- lievulosuria simulating 127 matins due to . . 916 

- {rom low sugar threshold 31 > Gonococcal arthritis ;see 

- in malaria . . 330, 332 Arthritis 

- Irorri marching . . 330 - bursitis ol heel . . 552 

- meningeal Inemorrhage 330 - - pain in loot lrorn . . 540 

- meningitis .. .. 3 30 - - years alter gonorrhea 552 

- minor degrees of .. 330 conjunctivitis . 285 

- from morphine . . 830 - epididymitis, testicular 

- mountaineering . . 3 30 atrophy alter . . 507 

- nervous fatigue .. V0 - fibrosiiis of loot 146 

- neuritis from . . . . 616 - - pain in loot lrom . . 540 

- with normal specific - Hat -loot 146 

gravity of urine ,. 15 mlectivc endocarditis 269 

- in obesity .. .. 332 - iridocyclitis years alter 

- old age . . . . 3 32 gonorrhoea . . . . 552 

- lrom operation on skull 3 30 - ophthalmia, arthritis 

- opiates .. .. 330 With .. 425 

- pancreatic lesions 412, - orchitis, testicular atro- 

538, 582, 700, 81 1 phy alter . . . . 507 

- pentosuria simulating 327 - peritonitis, ascitic lorm 63 

- peripheral neuritis with ^ - rheumatism . 425 

8 3, 571 - seminal vesicles felt 

- phcnyl-hydra/ine test per rectum . . . . 728 

in conlirming . . 902 - synovitis years after 


- - teeth in . . . . 288 

- - temporal area from 550 

- photophobia in 285, 6 39 

- physiological cup distin- 

guished from . . 517 

- pupil dilated in 924, 926 

fixed in . . . . 924 

- pupils unequal from 675 

- rainbow vision from 288, 926 

- scotomata in . . . . 288 

- sex incidence of . . 288 

- sick headache simu- 

lated by . . . . 288 

- steamy cornea in 924, 926 

- symptoms of . . . . 926 

tenderness of scalp from 867 

'igeniinal neuralgia in 924 
vision impaired in . . 288 

- visual fields constricted 

in . . 288, 924, 926 

- vitreous hazy in . . 924 

- vomiting from 288, 924 

Gleet, account of. . . . 228 

- arthritis with . . . . 425 

- epididymitis with . . 850 

- filaments in urine in 228 

- after gonorrhoea . . 850 

- from infection of pros- 

tate . . . . . . 229 

Glcnard’s disease (see 
Visceroptosis ; 

Glenoid cavity, humerus 
falling away from . . 58 3 
Glioma of cauda equina 81 

- cerebral, diabetes in- 

sipidus from . . 655 

- - hemianopsia from . . 379 
Gliosis, spinal, brachial 

neuritis simulated by. . 544 

- in syringomyelia * . . 142 
Globulin in ascitic lluid 65 

- cerebrospinal fluid . . 383 

- chylous ascitic fluid . . 73 

- precipitated by alcohol 20 

- trichloracetic acid pre- 

cipitating . . . . 20 

- in urine . . . . 5 

in acute nephritis . . 12 

prognosis with . . 5 1 

Globus hystericus 242, 570 I 
aphonia with . . 606 1 


teria . . 171, 570, 615 

- - peripheral neuritis 

74. (/-ig. 582 1 749 
Glucosazonc crystals illus- 
trated . . i 271 328 

- - melting point ol . . 328 

Glue-making, noises in 

head from . . . . 504 

- vertigo due to . . 504 

Gluteal bursa, tubercu- 
lous, limping lrom . . 457 

- rellex, centre lor 

< I- iff. 48t > 6 3 1 

- tenderness in sciatica 5 39 

Glutei isee under Muscle > 
Glycerin, hemoglobin- 
uria from . . 357 

- in Spiegler’s test . . 7 

Glycogen, acidosis and. . 4 

GLYCOSURIA . . 326 

- acidosis with . . . . 330 

- in acromegaly . . 330, 331 

- lrom acute alcoholism 

330, 331 

- albuminuria with 15, 330 

- alimentary . . 330, 331 

- - diabetes and . . 655 

- alcaptonuria simulating 905 

- from alcohol . . Ill, 213 

- anesthetics . . . . 330 

- in athletes . . . . 330 

- Benedict’s test for .. 327 

- blood-sugar estimations 

in 330 

- from boxing . . . . 330 

- in bronzed diabetes 

335, 467, 644 

- bulbar paralysis . . 606 

- carcinoma of pancreas 67 

- from cerebral embolism 330 

hemorrhage 330, 331 

injury . . 330, 331 

thrombosis . . . . 330 

- - tumour . . . . 330 

- in chronic nephritis . . 15 

pancreatitis . . 810 

- colic and . . . . 153 

- coma and . . 331 

- from concussion 213, 

330, 331 

delirium and . . . . 213 


- from phloridzin 330, 332 

- physical exertion . . 330 

- in pituitary infantilism 2*6 

- pneumaturia with . . 647 

- polyuria and . . . . 655 

- due to pregnancy 330, 3 32 

- puncture ol medulla . . 331 

- railway spine . . . . 3 31 

- renal 333 

- from rowing race . . 330 

- simple . . . . 332 

- ‘ siich-punkt ’ . . .. 331 

- sugar tolerance test in 333 

- transient, causes of .. 330 

- uric acid and 901, 902 

- yeasts in bladder in . . 647 

- land sec Diabetes; 
Glycuronie acid see Acid/ 
Gmelin’s test lor bile . . 903 

illustrated < l iff. 321 ) 406 

Gnat-bite (see Bitci 

Goa powder, dermatitis 
due to . . . . 916 

Goat’s milk. Alalia fever 
from . . . . 571, 691 

God, hearing voice ol, in 
the insane . . . . 503 

Goitre, adenomatous . . 876 

- asthma simulated by . . 65 3 


- cough from 

. . 188 

— cyanosis from . . 

. . 197 i 

- cystic 

. 876 j 

- dyspnoea from 

. . 197 

- exophthalmic (see 

Graves’ Disease) 

- fibrous 

. . 876 i 

- in giants 

, . 325 1 

- ligneous 

. 876 : 


- parenchymatous 857, 

876, 877 

- toxic adenomatous .. 857 

- trachea compressed by 188 

- voice altered by . . 188 

- (and see Thyroid Gland, 

Enlarged) 

Gold chloride test in 
cerebrospinal fluid . . 383 

- curve, Lange’s, in cere- 

bral syphilis . . 384 

cerebrospinal fluid 384 

general paralysis 384 


gonorrlnea . . . . 552 

- ulceration of cornea . . 285 

- urethritis, account of 228 

- vesiculitis . . . . 700 

Gonococcus, acute ureth- 
ritis lrom . . . 356 

- in ascitic fluid . . 65 

- bacteruiria lrom . . 90 

- in Bartholin's glands. . 231 

- from blood . . . . 7 39 

- in cervix uteri 2 31, 854 

- characters of . . . 228 

- in chordec . . . . 140 

- conjunctivitis due u> 891 

- corneal ulcer lrorn . . 891 

- ejaculatory ducts in- 

lected by . . . . 228 

- cpididymcs infected by 228 

- general infection by . . 90 

- Gram-negative 228, 2 31 

- intracellular 228, 231, 7 32 

- in joint effusion . . 425 

- nasal discharge . . 225 

- periostitis title to .. 818 

- from posterior urethra 425 

- prostatic ducts inlectcd 

by . . . . . . 228 

- seminal vesicles in- 

fected by . . . . 228 

- in Skene’s tubes . . 231 

- testes infected by . . 228 

- ulceration ol ear from 252 

- in urethra . . 231, 854 

- urethral discharge 225, 

227, 229, 723 

- urethritis due to 90. 228, 763 

- from vagina . . 225, 425 

- in vaginal discharge . . 231 

- vulvitis . . . . 854 

Gonorrhoea, abscess of 

testis from . . . . 768 

- aching in perineum 

from . . . . 579 

- albuminuria from . . 16 

- ankylosis from . . 179 

- ascending nephritis from 16 

- bacteriological examin- 

ation for . . . . 86 

- balanitis with . . 763 

- Bartholin’s glands red- 

dened in . . . . 854 
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GREAT OCCIPITAL NERVE 


GAS 



HCEA 

eontd. 

myrtiformes 
idcned in . . 854 
irdec from . . 140 

itracturch from . . 179 
. . 228 


cystitis m 


divisions of urethra 
concerned In . . 228 

- ccchondroses lrom . . 179 ’ 

- eosinophil ia from . . 271 

- epididymis swollen from 850 

- epididymitis lrom 85, 350 

- epididymo-orehit is froni584 

- exostoses from . - 179 

- external meatus red 

with . . • 228 

- filaments in urine from 228 

- frequency <’f mictu- 

rition from . . ■ . 228 

gangrene lrom . . 317 

- gleet from . . 228, 850 

- hvrncn inflamed from 2 '9 

impotence alter 39 3 

inguinal glands en- 
larged lrom . . 476 

• irrigation tests in . . 228 

- joint adhesions lrom. . 179 

mucous cvlindrouts lrom 7 ' 

- nodule in epididymis 

from . . 35U, 85 1 

- orchitis from 85, 86, 39 3 
■ pain in penis lrom . . 574 

painful erections in . . 228 

- papilloma of urethra 

due to . . . . 2 30 

- - vulva from . . 854 

- peiineal sore from .. 766 

- phosphaturia and 638, 6 39 

- ol posterior urethra . . 86 

- priapism from . . 657 

- of prostate . . . . 86 

prostate tcndi r in .. 228 

- prostatic uhscess tmm 

228, 578, 72 3 

- - threads from . . 486 

- prostatitis from 90,228,578 

- pyrexia lrom . . . . 228 

- pyuria from . . . . 716 

- rectal examination in 228 

- retention ol urine from 

228, 492 

- rheumatoid arthritis 

lrom . . 47, 796 

- rigor lrom . . 228, 739 

- scalding on micturition 

in . . 228, 574, 854 

- spondylitis deformans 

lrom . , . . 86^ 

-- stilf neck from . . 796 

- strangury due to , , 797 

- stricture of urethra from492 

- tenderness ol epididy- 

mis in . . . . 850 

- - spine lrom . . . . 868 

- testis atrophy lrom 85, 

86, 39 3 

- urethral discharge from 574 

- urethritis in . . . . 584 

- vaginal discharge due to 231 

- vulval swelling due to 85 3 

- - wart lrom . . . . 854 

vulvitis in . . 854 

Goodhart, blue-brain and 204 
Gooseberries, oxuluria 

from . . . . ..523 

Goose-skin, papules in . . 598 ; 
Gout in abstemious per- 
sons 428 ; 

- account of . . 428 

- age incidence of . . 428 

- albuminuria in .. 16 

arteriosclerosis and . . 322 , 

- bacterial arthritis sim- 

ulating . . . . 429 

- balanitis from . . 764 

big toe joint affected In 

448, 539 i 

- bony outgrowths in . . 429 ; 

- brachial neuralgia from 543 

- cavernitis from . . 579 ; 
~ cellulitis simulating .. 511 j 

- character of painful 

joint in .. 428, 429 

- chondromata not unlike 

<70*. 634) 821 

- chronic . . {Fig. 339) 429 
laryngitis from . . 387 

- cramps in . . . . 190 

- diabetes with . . . . 334 

- diet and . . . . 428 


Gout, eontd. 

- Dupuytren’s contrac- 

ture and . . . . 179 

- of ear, earache from . . 252 

- eczema of perineum 

from . . 579 

- elbow affected in . . 429 

- epididymitis from . . 85 

- epulidymo-orchit is from 

584, 585, 902 

- epistaxis from . . 27 3 

- erythema in . . . . 276 

- gangrene and . . 322 

- glycosuria and 331, 332 

- ol hand < F'tgs. 339 , 341) 429 

- headache from . . 371 

- of heel . 552 

- hip-joint seldom alTected4^0 

- hoarseness lrom . . 387 

- inheritance and . . 428 

- interphalangcal joints 

affected by lug. 131 426 

- knee affected in . . 42^ 

- from lead . . 45 

- Micuhcz’s syndrome in 848 

- nails affected by 312 

- of olecranon bursa 

(Fig. 3^1 429 

- operation in error in. . 707 

- orchitis lrom . . 85, 86 

- ostco-arthrilis mistaken 

for 429 

- oxuluria and . . . 524 

- piain in back of sole in 429 

big toe In . . 428 

- - loot from . . . . 5 39 

- - heel from .. ..551 

- - limbs lrom . . . . 568 

- peripheral neuritis from 

80, 83, 571 

- priapism from . . 657 

pus simulated by . . 707 

- pvtrmia simulating . . 429 

- pyrexia in 428, 511, 688,707 

- pyuria due to . . 716 

- rheumatoid arthritis 

mistaken for . . 429 

- rigor lrom 

- - rare in 

- salicylates not affecting 

pvrexia in 42 3, 

i lug. 3 in 

- sex incidence of 

- shoulder alfecled in . . 

- - seldom affected in. . 

- in shoulder, skiagram 

of .. ( lug. US ’ 428 

- skiagram of (Fig. 142' 4 30 

- sodium urate in 428, 

429, (lug. 142) 430 

- spindled fingers from 

(lug. 1 1F 426 

- spine on os calcis simu- 

lating . . 552 

- suppuration rare in . . 429 

- syphilis simulating . . 432 
-- tabes dorsalis mistaken 

for 536 

- temperature chart in 

dug. 3 30 1 424 

- tenderness of spine from 868 

- tendon sheaths affected 

ill 429 

- testis atrophy from 85, 86 

- tinnitus due to . . 879 

- trunk joints seldom 

affected in . . . . 433 

- urethritis from 227, 

656, 716, 902 

- uric acid and . . . . 901 

in subacromial bursa 

in (Fig. 338) 428 

- vertigo due to . . 912 

- wrist affected in . . 429 

Gouty dyspepsia . . 400 

- glycosuria . . 901 

Gower’s myopathy, distul 172 
Graafian follicle, haemor- 
rhage into, dysmenor- 
rheva simulated by .. 2 39 

- - - pain in pelvis from 573 
Gracile nuclei, sensory 

impulses and . . 73 

Gracilis, nerve-supplv of 

609, dug. 471) 611 
Grain, dermatitis due to 916 

- itch 916 

- parasites from . . 916 

- sporotrichosis and . . 365 
Grand mal (see Epilepsy; 


7 37 


424 

428 

429 

430 


Grandidier on hsemuphilia 346 
Granular casts (see Casts, 
Urinary, Granular; 

- kidney, albuminuria 

from . . 17, 504 

albuminuric retinitis 

with . . . . 137 | 

- - aortic second sound j 

ringing wi h . . 137 

- arteriosclero as and 264 1 

- - ascending nephritis 

simulating 11 

- - blond-pressure high 

in 1,17,71,137, 

201, 246, 504, 729 

- - cerebral haemorrhage 

and 109, 155, 382 

- -- in chronic nephritis 14 

- -- ds spim.ii wiih .. 246 

- - epistaxis lrom . . 273 

- - Invmat emesis lrom 342 

- -- hxmoptysis with . . 362 

- - heart big with . . 137 

- - failure from 17, 

201, 246 

- - from lead . . 45 

- - lelt ventricle enlarged 

from . . 258, 729 

- - noises in head with 504 

- - pale, albuminuria due 

to. . . . . . 655 

- - - ascites from 62, 71 

- - - contracted . . 14 

------ polyuria from . . 654 

- - - heart dilated with 71 

- - - - enlarged with. . 71 

- - - - lailure from 62, 71 

- - - high blood-pressure 

with . . . . 62 

- - - polyuria from 654, 655 

- - - tube-casts due to 655 

- - palpitation from . . 594 
-■ - pleuritic effusion from 1 37 

- - polyuria in . . 650, 654 

- - red, albuminuria from 655 

- - - no amemia with. . 46 

- - - ascites from 62, 71 

- - - contracted, albu- 

minuria due to 655 

- - - - polvuria from 

654, 655 

- - - - tube-casts due to 655 

- _. _ heart dilated with 71 

- - - - enlarged with. . 71 

- - - - failure from . . 62 

- - - high blood-pres- 

sure with . . 62 

- - - incidence in later 

lile 46 

- - - polyuria from 654, 655 

- - - tube-casts due to 655 

- - reduplicated lirst 

sound with . . 729 

- - tinnitus due to . . 87H 

-- - vertigo from . . 504 

- - i and sec Nephritis, 

Chronic') 

- pharyngitis (see under 

Pharyngitis i 

Granules in mycetoma . . 893 
Granuloma annulare, linger 
affected by . . 301 

- frambcEsiai, in yaws . . 501 

Granulosis rubra nasi . . 803 
Grating on catheter from 

prostatic calculi . . 578 

- in joint in congenital 

syphilis . . . . 433 

- - osteo-arthritis 430, 431 
, - of prostatic calculi 444, 575 

- on salivary calculus . . 848 
! - (and see Crepitus) 

! Gravel due to uric acid. . 900 
j - in urine after renal colic 554 
Graves’ disease, account 
of 283 , 857 , 876 , 877 
acute nephritis simu- 
lated by . . . . 514 

| - - Addison’s disease 

simulated in . . 877 

- - age incidence of . . 876 

j - - albuminuria in 16, 514 
j - - amenorrhtra in . . 23 

: - - ascites in . . . . 514 

auricular fibrillation in267 

- - breathlessness in . . 877 

- - bruit over thyroid in 267 

cachexia in . . 128 

conjunctiva glisten- 
ing in . . . . 292 


Graves' disease, eontd. 

corneal ulcer in . . 891 

Dalrymple’s sign in 877 

- - diarrhcca in . . . , 216 

- - epiphora in . . 273 

excitability in 267, 877 

- - exophthalmos in 267, 

283, 596, 857, 877, 881 

- - - not always present 292 

- - - may be unilateral 292 

- - without exophthalmos 

596, 934 

- - eyelids retracted in 

291, 877 

facies In 291, 292 

fear simulated in . . 291 

flushing in . . . . 292 

- - general irdcma in 514,516 

- - glycosuria in 330, 331 

- - heart affected in . . 266 

- - hoarseness in . . 

- - hvpcracusis in . . 389 

- - illustrated dug. 247 ) 292 

- - indeterminate cases of 877 

- - irritability in . . 405 
: - - left ventricle enlarged 

in . . . . 258 

loss of weight in 267, 934 

- low blood-prcssurc in 106 

- - menorrhagia in . . 484 

- - mental changes in . . 881 

- - Alocbius’s sign in 267, 283 

- - neck pulsatile in . . 846 

- - nervousness in 28 3, 

596, 662, 857, 877, 934 

- - noises in head in . . 504 

- - notes on . . 881 

- - irdcma of ankles in 514 

- - - eyelids in . . 292 

- - palpitation in 594, 

596, 877, 881 
parenchymatous . . 857 

- - parenchymatous goitre 

and . . . . 876 

- - pigmentation of cve- 

1 ids in . . 267, 292 

- - - skin in . . 267, 

(Fig. 504) 64 3, 877 

- - pupils in . . 292 

- - sex incidence of . . 876 

- - shortness of breath in 114 

signs ot . . 267 

- - skin moist in . . 292 

- - spasm of levator pal- 

pc bra' superioris in 283 
staring eyes in 291, 857 

- - starts in . . . . 173 

- Stellwag’s sign In 

267, 283, 877 

- - sugar threshold re- 

duced in . . 3.31 

- - surprise simulated in 291 

- - sweating in . . 881 

symptoms ot . . 934 

- - systolic bruit in . . 267 

- - tachycardia in 267, 

283, 597, 672, 856, 

857, 877, 881, 934 
tears excessive in . . 292 

- - thymus enlarged in 877 

- thyroid gland en- 
larged in 267, 283, 

596, 857, 877, 881, 934 

pulsatile in 267, 846 

- without thyroid en- 
largement . . 596 

- toxic adenomatous 

857, 877 

! - - trembling attacks in 881 
j -- - tremor in 267, 283, 

857, 877, 879, 881, 934 
two types of . . 877 

- - undue pulsations in 267 
of abdominal 

aorta in . . 662 

- - vertigo in . . . . 504 

- von Graefe’s sign in 

267, 283, 877 

- — wasting in . . . . 881 

winking defective in 292 

Gravid uterus (see Preg- 
nancy) 

retroveried (see Uterus, 

Retroverted Gravid) 
Great auricular nerve, dis- 
tribution (Fig. 580) 748, 

(Fig. 656) 865 

- occipital nerve, distri- 

bution (Fig. 580 ) 748, 

(Fig. 656 ) 865 



GREAT TROCHANTER 


io;*>2 


HABIT 


Great, conni. i Gumma of cauJa equina, cotitd. . Gumma, contd. : Gums, bleeding, contd. 

- trochanter, bedsore over 321 j - - - pain over lower | — of spine, abdominal pain ; -- — trom looth-brush 93, 94 

Greedy colon . . .. 160 j spine from .. 627 from .. .. 151 I - — tooth-plate.. .. 94 

Green, field of vision for 921 ; — paraplegia from .. 627 - - colie simulated by .. 151 I - - tuberculous gingivitis 

- scotoma for . . . . 923 j peripheral neuritis - testis . . . . 586, 768 i 93, 95 

Green cancer usee Chloroma) ! simulated by . . 627 I - thyroid gland enlarged 1 - - in typhoid fever . . 93 

- VISION . . . . 335 I - chancre simulated by 765 | from . . 877 j - - Vincent's angina . . 93 

- - (and see Vision, Green) ; — of cord, allocheiria from 22 1 — tongue swollen by .. 852 ! - - yellow lever 345, 420 

Greenish-yellow hue in - - Hrown-Sequurd para- - of tongue 244, i - blue line on, Irotrt bis- 

chlorosis .. .. 346 lysis from .. 608 t/’V.C- 676) 897, 898 j muih .. .. 45 

Grecnstiek fracture (see - epithelioma simulated ' - - cacogeustia due to.. 860 ; lead 45, 84, 149, 151, 

under Fracture i by 898 I dysphagia from . . 661 ! 155, 161, 168,525 

Grimacing from chorei- - erythema induratum 1 - - epithelioma simu- ~ - - peripheral neuritis 

form contractions . . 173 distinguished from 502 i lated by . . . . 474 and . . . . 571 

- in hysteria . . . . 175 - of lace. . ( / v /y. 576) 659 1 - - median . . . . 474 i - - - in saturnine en- 

GRINDING OF TEETH 335 - fauces .. .. 762 ; mercury and iodide cephalopathy .. 155 

- — in genera! paralysis 881 — — sore throat due to . . 757 . for . . . . 474 ; - crusts on . . . . 95 

Groaning in Cheyne- - Gasserian ganglion, pain ! - - ptvalism from .. 661 - dermatitis herpetiiormis 

Stokes breathing .. 212 in face from .. 549 - tonsil, earcinonia sim- affecting .. .. 95 

- due to colic .. .. 150 - heart, heart -block due to668 ■ ulated hv .. .. 761 ■■■• dyspeptic ulcers of .. 898 

- in epilepsy . . . . 298 J - joint . . . . 432, 433 1 - - sore throat due to . . 757 - epithelioma of (see Lipi- 

- noises in head .. 503 ; - laryngeal paralysis trom 60b 1 - tuberculous ulcer simu- thchoina* 

Grocers, dermatitis in ; - of leg . . . . . . 895 ; lating . . . . 898 - crvrliema bullosum af- 

659, 915, 917 1 - liver .. 467, 642 1 - of urethra .. . . 2 <0 teeiing .. .. 95 

Groin, abscess in (see ‘ - - abscess trom 315 ! - uvula .. .. .. 762 - lishbone in, ptvalism 

Abscess in Groin) : - — — simulated by . . 417 : — - sore throat due to . . 757 trom . . . . 661 

- actinomycosis iniiltra- ' - ascites trom . . 412 \ — with varicose veins . . 895 luriid, in scurvy . . 50 

ting . . . . . . 724 | - - gall-bladder enlarge- ; - wash-leather slough in 898 - gangrene of . . . . 95 

-'"aneurysm in . . . . 830 j ment simulated by H5 -- Wasscrinann reaction - h.'vmorrliagv trom txec 

- coloured sweat of .. 803 - - hiccough lroin .. 387 with 284, 315, 417, ! Gums, bleeding) 

- cyst in . . . . 830 - - jaundice from 412, 417 ; 474, 7bl, 769 - Kophk’s spots on 224, 282 

- eczema marginatum of 312 i - - laparotomy in dia- * - in yaws . . . . 501 pain m, trom mercury 94 

- enlarged glands in 34, 830 ! gnosing .. . ; 315 I Gummata of chest wall . . 210 - papilloma ol, bleeding 

- fluctuation in, from ; - - liver enlarged by 412, 417 . Gummatous meningitis, gums irom .. .. 9 3 

psoas abscess .. 458 new growth simu- dysarthria from .. 77 3 - histoh .g V in diagnosing 95 

- haemorrhages in, in lated bv . . 315, 417 - orchitis . . . . 586 - pemphigus aticcting . . 95 

small-pox .. .. 345 I - - phantom tumour - periostitis with gumma - pigmentation *4 . . 641 

- hernia in (see Hernia, simulating .. 808 of testis .. .. 769 - redness ol, in stomatitis 95 

Inguinal: - - pleurisy ttom .. 137 - ulcer, diagram of - RETRACTION OF .. 731 

- hip-joint, disease bulging 826 i Skodaic resonance : 1-ift. (>("'' 893 - - due k> cartes of teet h 731 

- hvdrocclc in . . .. 830 i due to .. .. 755 Gums, act inoim cosis at- - - pvorrhica alveolans 

- lipoma in .. . . 8 33 ! - - Spirocluera pallida lcctmg .. “5 94, 731 

-■ new growth in .. 8 50 and .. .. 417 - BLEEDING 93 tartar .. 731 

- pain in i sec Pain in Groin* 1 - mediastinal fibrosis irorn 910 : from actinomycosis u 3 tooth-brush .. 731 

- psoas bursa in 826, 830 - of mediastinum . . 137 - - in acute yellow utro- - septic, cervical adenitis 

- sensory centre for oedema c>l arms from phy of liver . . 3 Irom . 763 

4S'> i 631 514, 516 - - aplastic anaama .. 9 3 - - loul breath trom .. 112 

- swelling in (sec Swd- - - - face from .. 516 irom arsenic 93,94 spongy, m scurvy 50, 

ling, Inguinal) and neck from 514 asthenic states .. 94 9 5’, 346, 679 

- sycosis vulgaris affect- superior vena cava - - blood diseases . . ’.fd - - rickets . . . . 819 


ing 


682 

obstructed by 514, 

516 

- — from cancrum oris. . 

9 i 

- stomatitis a 

Heeling . . 

95 

— tenderness in. 

f font 


- meninges, bradypmea 


dental caries 9 1, 

l »4 

- sv\ el ling ol 

see Swelling ‘ 

psoas abscess 


698 ' 

irom 

110 j 

- - dermatitis herpeti- 


- tenderness • 

»f, in stoma- 


- testis in 

8 30, 

832 ! 

- - cerebral compression 


formis 

93 , 

titis . . 


95 

- — in pseudo-liermaph- 


from 

110 ! 

- - in dyspepsia 

9 * 

- tubercle bat 

ill i from . . 

95 

roditism . . 


793 

- - coma from 

110 

- - from epithelioma . . 


- tuberculosis 

ol, hleed- 


- tumour of round 

li ga- 


- - headache Irom 

110 ' 

- - epulis 

9 5 

ing gums 

lrom . . 

93 

ment in 


830 ; 

— - optic neuritis Irom 

110 

- — in erythema bullosum 

93 

- ulcer ol 


898 

- - spermatic cord 

in . . 

830 : 

- - stupor from 

110 i 

- - fevers . . 93, 

94 

Gun headache 


*72 


- ulceration in, from | vertigo from .. 110 general paralysis .. 93 Gunshot wound of chest 

malignant glands .. 831 vomiting from ..110 - - iia.-maternesis from 3 37 (see Chest' 

- (and sec Inguinal) - mercury curing 284, 315, 769 ! - - in ha-mophiha 93, *62 - - haemal emesis from 342 

Grooms, glanders in .. 225 I - of nerve, muscle atro- 1 - - hemoptysis simu- - - hernial ion of stomach 

Growing pains, acute phy from .. .. 80 * lated by .. 94, '359 ' due to .. .. 649 

>cumatistn and . . 457 — — R.D. trom .. . . 80 ' — — in Hodgkin's disease 9 3 - — pneumothorax from 

in children .. .. 568 - opLic radiations, head- ; - - intantile scurvy .. 128 P47, 649 

endocarditis and .. 457 J ache Irom .. .. 380 - - trom injury * .. 9 3 - - pyopneumothorax 

- limping due to .. 456 i hemianopsia from 380 - - in iodide poisoning 9 3 from .. 801 

pain in foot due to 456 j vomiting from . . 380 - - from lead . 93, 94 surgical emphysema 

- - salicylates relieving 457 j - orbit, exophthalmos ! - - list of causes of 93 from . . . . 649 

- valvular disease and 17 from . . . . 284 — — in lymphadenoma . . 3t>2 Giinzburg’s test tor free 

Guaiacol, cacogeustia from860 , - no pain in .. .. 898 - - lymphatic leukaemia hydrochloric acid 

- diazo-reacrion from .. 218 ; - of palate .. .. 762 93, 362 ’ (/'/y. 118) 401 

- foul breath from . . 112 ; cacogeustia due to. . 860 ; malignant cachexia 93 Gurgling, abdominal . . 107 

Gualacum test for blood dysphagia from . . 661 specific fevers . . 362 - in femoral hernia . . 825 

104, 481, 482 ! — — ptvalism Irom . . 661 — — measles . . . . 362 j — inguinoscrotnl hernia. . 833 

- - bluish-green with : - - sore throat from .. 757 - ■■ from mercury 93, 94, 337 - throat before harmo- 

iodides .. .. 125 - papillary tumour irom 765 - myeloid sarcoma .. 9.3 j ptysis .. .. 359 

- - positive in acute ; - of pelvis, lumbosacral ' noma oris . . . . 93 Gustatory aura . . . . 87 

nephritis.. .. 12 plexus affected by . . 81 papilloma .. .. 93 Gymnastics, menorrhagia 

Ciuaniri, uric acid and . . 901 : -■ - tumour of cauda - - pemphigus . . . . 9 3 [ from . . . . . . 482 

Guarana, delirium Irom 212 ! equina simulated by 81 in pernicious anaemia j Gymnasts, left ventricle 

Guinea- pig inoculation (see I - penis .. .. 765 93, 362 ■ hypertrophied in .. 37 

Animal Inoculation; caries of pubis simu- . from phagedena oris 9 3 Gyrus, angular, alexia 

Gumboil .. .. 834 lating .. .. 851 phosphorus poisoning 93 j Irom lesion of .. 771 

- cacogcusi ia due to .. 860 - peritonitis over .. 68 in phthisis .. .. 95 visual word centre in 770 

- due to dental abscess. . 694 - of pharynx, dysphagia pneumonia .. .. 9 3 - uncinate, smell centre in 756 

- grinding of teeth due to 335 from .. .. 661 purpura .. 93,362 tumour of .. .. 756 

- pain in lace from .. 548 ptyalism from .. 661 from pyorrhoea alveo- ' ageustia due to .. 859 

- ptyalism from .. 661 - potassium iodide curing laris .. .. 94 j anosmia due to .. 756 

- pyrexia due to .. 711 284, 315, 500, 761, ! in scurvy 50, 93, 337, ! 

Gumma of bone .. 819 765, 769, 898 i 362, 679 ! 


- brain, diabetes insipidus - of rectum . . . . 727 — 

from . . . . 655 - salvarsan curing 284, 

headache from .. 370 315,761,769,898 - 

hemianopsia from . . 379 - of scalp . . . . 866 - 

- - hyperacusis from . . 389 - sciatic nerve, rectal exam- 

- bundle of His . . 109 ination in diagnosing 729 - 

- carcinoma simulated by 765 - scrotum . . . . 747 - 

- of cauda equina .. 81 - skin .. .. .. 315 - 


- small-pox . . 345, 362 | 1 F All IT chorea, chorea 

- from sordes . . 93 j I I distinguished from 170 

- in splenic anaemia . . 9 3 - cocaine (see Cocaine; 

- splcnomedullary leu- - drug (see Drug Habit) 

kccmia .. 93, 362 - grinding of teeth .. 335 

- stomatitis . . . . 95 - heroin, impotence from 393 

- syphilis . . . . 93 sudden stopping of, 

- from tartar . . . . 93 j delirium from . . 212 



HABIT 
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H>£MATURIA 


Habit , contJ. 

- limping due to . . 170 

- morphine, impotence 

from . . . . 393 

- “ sudden stopping of, 

delirium from .. 212 

- paraldehyde, impotence 

from . . . , 393 

- spasm ( see Spasm) 

H/EM ATEMESIS ..336 

- from abdominal aneu- 

rysm . . . . 342 

- — operation . . . . 336 

-- acute fevers 336, 340, 345 

- - gastritis .. 316, 3 38 

- - yellow atrophy 3 in, 

346, 416 

- alkalis . . . . 136 

- amentia from 24, 43, 48, 515 

- from aneurysm 136, 337 

- in angina abdominalis 19b 

- anthrax 1 IS, 140, 145 

- from antimony 316, US 

- with appendicitis . . 147 

- lrom arsenic . . . . 3 lb 

'• arteriosclerosis . . 142 

- atheroma . . 3 16, 142 

- in blaekwuler fever 140, 145 

- 1'iom bleeding Kurils .. 117 

- - 1 rom mouth . . 136 

- - throat . . ..116 

- blond diseases . . 3 It) 

- bradypinca from . . J 10 

- lrom bioken thermo- 

meter swallowed . . 142 

- carcinoma ol duodenum 

3 lb. 81 1 

- - stomach 3 16, 340,811 

- chloro is . . 1 In, 146 

- cholera . . 3 lb, 145 

- chronic bright \ disea se i lb 

- - k.isi mis . . 1 it>, 1 IS 

•- - heart disease . . Iki 

interstitial nephritis 147 

- - limy disease . . 1 lb 

- cirrhosis of liver 47, 

67, 116. 3 37, 344, 

4 i 5, 465. 482. 780, 78 1 

- classified causes of . . 336 

-■ collapse lrom . . . . 110 

- coma trom . . . . 154 

- trom cortosive poison 116 

- delirium alter . . 211 

- trom deny tie . . ..lib 

- duodenal ulcer 116. 142, 482 

- epistaxis 274, 1 lb, 337 

- epithelioma ol oesoph- 

agus . . . . 1 K>, 1 17 

- extreme blood loss lrom 154 

- hunting due to . . 297 

■ lamtnes., from .. 3 19 

belorc . . . . 359 

- m familial acholuric 

iaundivc . . . . 415 

- feeling ol sickness 

belorc . . . . 159 

- from Inreign body 31b, 142 

- -- - in (esophagus . . 117 

- fowl's blood in . . 137 

- from gall-stone 336,14 3,144 

- gastric ulcer 48, 3 16, 

339, 342, 197, 482, 537 


- gastro-intestmal irritants 1 16 

- gastrostaxis . . . . 1 lb 

- giddiness before . . 159 

■ from granular kidney 142 

- hiemophilia . . 336, 146 

haemoptysis 336, 337, 359 

distinguished from . . 359 i 

-- from hummrrhugie ero- 
sions . . 336, 340 

- - small-pox . . . . 145 , 

- Henoch’s purpura 102, 

428, 931 

- high blood-pressure . . 34 j 

- Hodgkin’s disease 136, 346 

- infective endocarditis 

330, 140 

- injury . . . . 336, 342 

- jaundice . . .. .136 

- lcucocytosis alter . . 453 

- from leukamua 3 36, 146 1 

- malaria 336, 346, 347 1 

- malignant scarlet lever 3 16 : 

- - variola . . . . 3 3b 

- malingering . . .336, 337 ' 

- in measles . . . . 345 1 

~ from mediastinal growth ! 

336, 337 ! 

- melaena after . . . . 359 ! 


/ Lcmat emesis, cutitd. 

- from mercurial stom- 

atitis . . . . 337 

- mesenteric tlnombosis 168 

- nausea belorc . . 359 

- noises in bead after .. 504 

- (edema ol legs after . . 515 
- from ursophageal lesions 336 

- after operations . . .347 

" oppression in epigas- 
trium belorc . . 359 

- from pernicious anaunia 

3 36, 346 

- phosphorus . . 3 3b, 3 38 

- in phosphuretted hy- 

drogen poisoning . . 421 

- from portal obstruction 344 
-- pressure on portal vein 

336, 344 

- profuse, four common 

causes of . . 336 

- pulse rapid and feeble 

lrom . . 339 

- from purpura 33b, 340, 346 

- pylephlebitis .. 1)6, 344 

- rarelv fatal . . . . 339 

- in relapsing fever . . 420 

- restlessness alter .. 3 39 

- in scarlet lever . . 345 

scurvy .. 3 30, 3 37,346 

- seeming darkness alter 92 3 

- in sept ic stales . . 340 

- shock from . . ..110 

- m spirochartosis ktero- 

h.emorrhugiea . . 420 

- spleen enlarged and 545, 346 

- m splciiK ana-mia ’> 3b, 

342, 345, 34o, 547, 

406, 407, 78 3 

- splenonn galic cir- 

iIhims .. 546, 780 

- - polycylhamii.i 342, 780 

- from strong acid . . 3.30 

■ sudden palior from . . .3 39 

- from swallowed blood 

3 36, 337 

svneope from . . 5 39 

• lrom syphilis . . . . 3 3b 

- Ol liver 347 

- t hi. unborn; of splenic 

vein .. .. 345 

• varicose (esophageal 

veins .. 3 36, 3 37 

- vertigo alter . . . . 504 

without obvious cause 347 

- lrom yellow lever 3 36, 340 

Hoematidrosis . . 803 

ll.cmatin. acid, spectrum 

ol .. . .,/we. 21 > 13 

- alkaline, caustic soda 

in forming . . . . 357 

- - spectrum of 13 

- luematoporphvrin lrom 90 3 

in stomach . . . . 339 

Hsematocele . . 588, 589 

- albumosuria with .. 21 . 

- ecchvmosis with . . 589 

- elastic 589 

- due to extra-uterine 

gestation . . 840, 842 

- fluctuation in . . . . 589 

- due to luemorrhagc 

from corpus luteum 840 

- hernia distinguished 

from . . . . 589 

- hydrocele diagnosed from 

588. 589, 849 

- from injury 587, 588, 589 

- new growth distin- 

guished from . . 589 

- - - simulating . . 587 

- pelvic, bearing -down 

C ain from . . . . 529 

lunching witli . . 157 
- - swelling due to . . 840 
- - tenesmus due to . . 873 ! 
- after puncture .. 588 
-- swelling ol scrotum from 589 
-- after tapping hydrocele 589 
- testis atrophy from . . 85 

- not translucent 588, 589 

- weighty . . . . 588 

Htematocolpos ..23 

- umcnorrhuea witli . . 23 

- from closed hymen . . 84 3 
- pelvic swelling due to 840 
Hamatomu, abdominal, 
enlarged kidney simu- J 
lated by . . . . 778 j 

- - - spleen simulated by 778 < 


Hecmatoma, abdominal , conid. 
from leaking aneu- 


i rysm . . . . 778 j 

i - albumosuria from . . 21 ; 

i -- of arm, gangrene of j 

fingers from . . 322 j 
, - ear, earache from . . 252 

- - in general paralysis 305 I 

- forehead . . 257 j 

! -- jaw lrom blow' . . 834 ! 

- liver, abscess from . . 464 j 

' - pelvic, dystocia due to 250 , 

swelling due to . . 840 j 

- of penis from forcible 

coitus . . . . 579 ! 

- - iniury . . . . 579 ! 

- perinephric abscess from 

438, 697 > 

- - from Join injury . . 438 

- periosteal . . . . 817 

- pleural, pyopneumo- 

thorax from . . 801 

- of spine, abdominal 

pain lrom . . . . 151 : 

- - colic simulated from 151 ; 

- vulva . . . . 853, 855 

UtemaTomctra .. .. 23 

- amcnorrhcca with .. 2 3 

- pelvic swelling due to 840 


1 irematoinyclia, commonest 
at 8th cervical segment 620 

- deep reflexes increased 

in 177 

- dissociative anaesthesia 

in 620, 752 

- extensor plantar reflex in 176 

- girdle pain with . . 177 
-- tiypcrarsthesia with . . 177 

- from injury . . . . 620 

Klumpke’s palsy dis- 
tinguished lrom . . 620 

- loss uf sensation in . . 177 

- oculopupillarv pheno- 

mena with . . . . 620 

- paralysis of arm from. . 620 

- spastic paraplegia lrom 620 

- spasticity in . . . . 176 

- sphincter trouble in 

176, 177 

HcCirutoncphrosis from 
papilloma of kidney .. 351 
1 lacmatoporphyrinuria 1 27,90 3 

- land see Porphyrinuria) 


litL'maiorachis . . . . 146 

Hitmatosalpinx .. .. 2 3 

llfiematozoa in blood in 
malaria 38, 83, 213, 278 

- brain capillaries blocked 

by 213 

- Irishman’s stain for . . 26 

H/EMATURIA . . . . 347 

- from abscess outside 

bladder . . . . 72.3 

- acute cystitis . . 348, 355 

- - fevers . . . . 348 

- - nephritis 12, 57, 88, 353 

urethritis . . 348, 356 

- adenoma of prostate 

348, 355 

- adrenalin in cysto- 

scoping in . . . . 350 

- age incidence of . . 349 

- albuminuria due to 

15, 16, 349 

- anaemia from . . 43 

- from angioma of kidney 

348', 351 

- appendicitis 318, 356, 724 

- arteriosclerosis . . 348 

- bactcriuria 88, 90, 348 

- Bilharzia hnrmatobia 

44, 348, 355, 722 

- blood casts with . . 349 

- lrom calculus . . 449, 902 

- - in bladder 348, 355, 


576, 721, 874 ! 

- - kidney 19, 56, 348, ! 

349, 351, 719 i 

- - ureter 348, .353, 559, 720 

urethra . . 348, 356 

- cantharides . . . . 348 

- carbolic acid . . . . 348 

- carcinoma of bladder j 

56, 348, 349, 35 f, 355, 

576, 577, 721, 722 ; 

- — invading bladder . . 724 i 

- - of kidney 348, 350, 448 j 

- - pelvic colon . . 356 i 

- - prostate . . 348, 355 j 

rectum . . 348, 356 I 


I hematuria, cmtld. 

- from carcinoma of 

uterus . . 348, 356 

vaglnu . . 348, 356 

- classified causes of . . 348 

- clots with . . 349 

- from coli bacilJuria . . 349 

- colic with . . . . 349 

- colour of urine in . . 348 

- from corrosive poison 338 

- crystals with . . . . 349 

- from cystic kidneys . . 15 

- cystitis 576, 720, 722 

- cystoscope In diagnosing 

cause of . . 360, 449 

- after dancing . . . . 352 

- from diverticulitis 348, 356 

-drugs . . . . . . 348 

- - simulating . . . . 904 

- from dysenteric ulcera- 

tion of intestine 348, 356 

- eflect of exercise on . . 349 

- from embryorna of kid- 

ney . . . . 348, 350 

- endocarditis .. 348, 357 

- enlarged kidney . . 413 

- - prostate . . 349, 355 

- epithelial casts with . . 349 

- essential renal 348, 353 

- examination of testes in 350 

- fainting due to . . 297 

- frequency of micturition 

with . . 349 

- granular casts with . . 349 

- guaiacum test lor . . 12 

- iuemoglobinuria simu- 

lat ing . . . . 347 

- - simulated by . . 357 

- from haemophilia . . 348 

- in Henoch’s purpura 

102, 428, 680 
• from hexamine . . 348 

- hunting .. .. 352 

- hydronephrosis 348, 352 

- hypernephroma 448, 449 

- -■ of kidney . . 348, 350 

- infarct of kidney 348, 357 

- infective endocarditis 

9, 10, 357 

- inferior vena cava 

obstruction.. 9, 909 
thrombosis . . 68 

- injury . . . . 347, 349 

- - to bladder .. 348, 351 

--kidney .. 348,351 

- - urethra . . 348, 351 

- leukaemia . . 348, 357 

- malaria . . . . 348 

- movable kidney 352, 564 

- nsevus of urethra 348, 356 

- nephritis . . . . 348 

- oxaluria . . 348, 353 

- pain in loin with . . 349 

- from papilloma of blad- 

der 348, 349, 353, 576 

--kidney .. 348,351 

- - urethra . . . . 348 

- paroxysmal hcemoglo- 

binuria simulating. . 422 

- part of micturition at 

which blood comes in 348 

- from pelvic abscess 348, 356 

- penile pain with . . 349 

- points in diagnosing 

causes of 348, 349 

- from polvcvstic disease 

348, 352, 353, 450 

- prostatic abscess . . 723 

- prostatitis . . . . 720 

- in purpura 346, 348, 357 

- pyuria with . . . . 349 

- reaction of urine in . . 349 

- red urine due to . . 903 

- renal cells with . . 349 

- - colic with 151, 168, 554 

- from renal embolism. . 10 

growth 10, 349, 351, 

448, 910 


mobility . . . . 348 

vein thrombosis . . 68 

- rigor with . . . . 739 

- sacral pain with . . 349 

- from salpingitis 348, 356 

- sarcoma 348, 350, 448 

- in scarlet fever . . 345 

- from scurvy . . 348, 357 

- silver nitrate in cysto- 

scoping in . . . . 350 

- from simple ulcer of 

bladder . . . . 722 



HAEMATURIA 


Hcematuria, contd. 

- in small-pox . . 345, 348 

- spectroscope test for. . 12 

- from spcrmatocystitis 348 

- in spiroclnetosis ictero- 

hemorrhagica . . 420 

- splenomegalic poly- 

cythemia . . * . . 780 

- sudden, in infective en- 

docarditis . . . . 46 

- from suppurative ne- 

phritis . . . . 736 

- with suprarenal tumour 776 

- from tuberculous blad- 

der 348, 349, 494, 577, 721 

- - disease . . . . 449 

- - kidney 348, 349, 719, 721 

-• - prostate . . 348, 723 

- - ulceration of intes- 

tine . . 348, 356 

- tumour of bladder . . 449 

- - kidney 67, 348, 350, 776 

- turpentine . . . . 348 

- urethritis . . . . 722 

- urine black from . . 904 

- - brown from . . 904 

- from urotropine 348, 798 

- vesical cells with . . 349 

- from villous papilloma 


of bladder 348, 353, 577 

- villous-covered carci- 

noma of bladder 348, 349 

- yellow fever . . . . 348 

Hemic bruit (see Bruit, 
Hemochromatosis 201 644 
Heemocytometer, Thoma- 

Leitz . . . . 26 

- Thoma-Zeiss . . . . 26 

- variations in . . . . 650 

Haemoglobin, spectrum of 

(Fix. 18) 13 

Hemoglobinometer, iial- 
dane-Gowers’ . . 26 

HEMOGLOBINURIA .. 357 

- from abrin . . . . 357 

- in angioneurotic oedema 358 

- from anthrax . . . . 358 

- antimoniuretted hydro- 

gen . . .... 357 

- arseniuretred hydrogen 357 

- aspirin . . . . 357 

- in blackwaier fever . . 358 

- from blood extravasa- 

tions . . . . 357 

transfusion . . 357, 358 

- brownish debris with 347 

- Irom carbolic acid . . 357 

- carbon bisulphide . . 357 

monoxide . . . . 357 

- casts in . . . . 357 

- from chloroform . . 357 

- chromic acid . . . . 357 

- colours of urine in . . 357 

- from crotin . . . . 357 

- drugs . . . . . . 357 

epidemic . . . . 357 

Irom ether . . . . 357 

- in factitious urticaria. . 358 

- from frostbite . . 357 

- glycerin . . . . 357 

- hematuria simulated by 347 

- - simulating . . . . 357 

- in Henoch's purpura. . 358 ! 

- from hydrochloric acid 357 , 

- malaria . . . . 358 ; 

- met haemoglobin and 


347, 

357 : 

- from naphtha . . 

357 

- in nephritis 

358 

- newborn infants 

357 

— from nitric acid 

357 1 

- oxalic acid 

357 

- paroxysmal, account of 

368 

- - age incidence of . . 

358 j 

- - albuminuria in 

358 ! 

- - anemia from 

358 : 

- - black urine in 

904 : 


cold and . . . . 358 

Eason’s reaction in 358 

excitement and . . 358 

- - fatigue and . . 358 

- - hematuria simula- 

ted bv .. 358, 422 

- - hand immersion caus- 

ing . . . . 358 

- - heredity and . . 358 

jaundice in.. 408, 422 

pyrexia in . . . . 358 

rigor in . . . . 358 

serum reaction in . . 358 


10 , 


Hfcmoglobinuria , par ox.. 

icntd. 1 

- - sex incidence of 

. . 358 ' 

- - shivering in 

. . 358 : 

- - syphilis and 

. . 358 i 

- - urine like blood in. 

. 358 : 

- - villous tumour of blad- 

dcr simulated by 

358 

~ - Wasscrmann react i« 

on ! 

in . . 

. . 358 1 

- from phallin . . 

. 357 j 

- phenyl -hydrazine 

. 357 1 

— phosphuretted hydrogen 357 


- poisonous mushrooms 357 

- porphyrinuria simula- 

ting . . . . . . 903 

- from potassium chlorate 357 

- pregnancy toxaemia . . 357 

- pyrogallic acid . . 357 

- quinine . . . . 157 

- in Raynaud’s disease. . 358 

- f rom ncin . . . . 357 

- robin . . . . . . 357 

- saponin . . . . 357 

- seleniuretted hydrogen 357 

- in septicaemia . . 358 

- from sera . . . . 357 

- severe burns . . . . 357 

“ - fatigue . . . . 358 

- - toxemia . . . . 358 

- snake poison . . . . 357 

- spectroscope in . . 357 

- from spider poison . . 357 

- strychnine . . . . 357 

- sulphonal . . . . 357 

- sulphuretted hydrogen 357 

- sulphuric acid . . 357 

- in syphilis . . . . 358 

- from tannin . . . . 357 

- toad poison . . . . 357 

-- toadstools . . . . 357 

- toxic gases . . . . 357 

- trional . . . . . . 357 

- truffles . . . . 357 

- turpentine . . . . 357 

- in typhoid fever . . 358 

- urine black from . . 904 
brown with 347, 904 

- - seldom clear in . . 357 

- from urotropine . . 357 

- vasomotor neurosis . . 357 

- veronal . , . . 357 

- in yellow fever . . 358 

Hemolysis, hemoglobin- 

uria from . . . . 358 

Hemolytic jaundice in 
pernicious anemia . . 419 

- - septicaemia . . . . 419 

Haemophilia, account of.. 346 
-- anemia from . . . . 44 

- ankle affected in . . 435 

- arthritis in . . 435 

- bleeding from cuts in 346 

gums in 9 3, 362 

- — from mouth in . . 346 

- - after tooth extrac- 

tion . . . . 346 

- epistaxis in 274, 346, 362 

- familial incidence of. . 679 

- family history in dia- ! 

gnosing . . . . 93 

- Grandidicr on . . 346 

- hematemesis in 336, 346 

- hematuria in . . 34K 

- haemoptysis in . . 362 

- hemorrhage in . 44 

- intra-articular haemor- 

rhages in 346, 4 35, 

456, 457, 679 

- intramuscular hemor- 

rhages in . . . . 679 

- knee affected in . . 435 

- limping in . . 456, 457 

- in males . . . . 679 

- menorrhagia due to 482, 484 

- metrorrhagia from 487, 488 

- oozing from cuts and 

scratches in . . 679 

- pain in foot from . . 456 

- ptyalism in . . . . 661 

- purpura in . . 676, 679 

- sex incidence of 44 

- stomatitis in . . . . 661 | 

- submucous haemor- 

rhages in . . . . 679 

Haemopncumothorax from 
bullet wound . . . . 801 

- needling in diagnosing 

647, 800 

- after paracentesis thor- 

acis . . . . . . 801 


;tj 

HEMOPTYSIS . . . . 358 

- from actinomycosis . . 361 

- anemia from . . 43, 515 

- Andrew Clark on . . 362 

- Irom aneurysm 187, 

361, 362, 365 

- angioma of larynx . . 361 
-- antrum of Highmore 

sepsis simulating . . 359 

- in aortic regurgitation 363 

- — stenosis . . . . 363 

- due to arteriosclerosis 362 

- in arthritic subjects . . 362 

- from Ascaris lumbri- 

coides . . . . 186 

- aspergillosis . . . . 361 

- atheroma of pulmonary 

arterioles . . . . 362 

- Bacillus prodiQlosus sim- 

ulating! 360, 791 

- blood per anum from 97 

- due to blood changes 362 

- blood from gums simu- 

lating . . 94, 359 

- - mouth simulating. . 359 

- - nose simulating . . 359 

- - pharynx simulating 359 

- in Bright’s disease . . 26 3 

- bronchia! casts after . . 792 

- f rom bronchiectasis 361, 366 

- bronchitis 361, 364, 366 

- bronchopneumonia 361, 364 

-- bronchorrhea . . .. 361 

- calcareous bronchial 

gland .. ..361 

- carcinoma of lung 361, 365 

- from caseous bronchial 

gland . . . . 361 

- changes in larynx . . 367 

- after childbirth . . 365 

- from chlorine. . 361, 367 

- in cirrhosis of lung 361, 363 

- classified causes of . . 361 

- coma from . . . . 154 

- conditions simulating . . 359 

- in congenital heart dis- 

ease 36 3 

- cough with . . . . 359 

- from cut throat . . 367 

- delirium after .. 211 

- dental caries simulating 359 

- from diphtheritic larvnx 

361, 367 

- Distoma pulmonale . . 361 

- - - VC’cstcrmanni . . 367 

- elastic fibres in sputum 

with . . . . 359 

- from embolism 361, 36 3 

of lung . . 1 38, 199 

- emphysema . . 364 

- empyema . . 361, 365 

- epistaxis causing . . 274 

- - simulating . . . . 3 5 l > 

- from epithelioma of 

bronchus .. ..361 

- - larynx . . . . 361 

- - (esophagus . . . . 361 

- epithelioma of tongue 

simulating . . . . 359 

- ethmoidal sinus sepsis 

simulating . . 359 

- from exploratory need- 

ling 361 

extreme blood loss from 154 

fainting due to . . 297 
in familial acholuric 


jaundice 

415 

from fibroid lung 

269 

foreign body 

361 

fractured rib 

361 

frontal sinus sepsis 


simulating . . 

359 


in fungating endocar- 
ditis .. ..363 


gangrene of lung 322, 361 ■ 
gingivitis simulating.. 359 
from granular kidney 362 
growth ol lung . . 187 
gurgling in throat before 359 
haematemesls from 336, 

337, 359 

- distinguished from . . 359 

from haemophilia . . 362 
in healthy subjects . . 362 
heart disease .. 361, 363 

Henoch’s purpura . . 102 
from hepatic abscess. . 361 
hydatid cyst . . 361, 366 

injury to chest 361, 364 

- larynx . . 361, 367 


HAEMORRHAGE 

J hemoptysis, contd. 

- injury to mouth simu- 


lating . . . . 359 

- from intubation of 

larynx .. 361, 367 

- irritant gases . . 361, 367 

- knife-grinder’s lung . . 361 

- laryngeal conditions . . 361 

-laryngitis .. 361,367 

- laryngoscope in . . 367 
~ Irom leprosy of larynx 361 

- lobar pneumonia 361, 364 

- lupus of larynx . . 361 

- - palate simulating . . 359 

- from lymphadenoma . . 362 

- lymphatic leukemia . . .362 

- malignant measles . . 362 

- - variola . . . . 362 

- malingering of . . 359 

- from mediastinal grmvth5 34 

- - lymphosarcoma . . 361 

- meiena from . . «7, 481 

- in miner’s phthisis 361, 363 

- mitral regurgitation 

2t> 2, 363 


stenosis 360, 361, 363 

- from mustard gas 361, 367 

“ during night . . . . 359 

- noises in head alter . . 504 

edema of legs alter . . 515 
alter operation ?65, 367 
during paracentesis thor- 
acis . . . . 361 

from l’aragontmus \\ es- 
lerinani . . . . 792 

parasites . . 361 

pernicious ana*mia . . 362 
pharyngitis simulating 359 
in phthisis 187, 1M8, 

3 60, 361, 363, 363 
pneumonoconiosis 361, 36 3 
Irom pneumothorax . . 648 
pulmonary aneurysm 362 

- tnlarct 361, 36 3, }o5 

- - thrombosis . . . . 36 3 

purpura . . . . 362 

red sputum simulating 360 
sarcoma of basisphenoid 

simulating . . . . 359 

Irom sarcoma of larvnx 361 

- lung .. 301, 365 

■ tonsil simulating . . 359 
from scurvy . . ‘ . . 362 

seeming darkness alter 92 3 

- m septic pneumonia . . 361 

- sulerosis . . . . 363 

- silicosis . . 36 3 

- simulated by effects ol 

tooth-brush, . 94 

- - - tooth-plate . . 94 

- Irom small-pox of larynx 361 

- specific levers . . 362 

- sphenoidal sinus sepsis 

simulating . . . . 359 

- in spirochetosis ietcro- 

hemorrhagica . . 420 

- from splenomcdullurv 

leukaemia . . . . 362 

- in splenoincgalic poly- 

cythemia ! . 780 

- Irom sporotrichosis . . 361 

- sputum testing in . . 359 

- stomatitis simulating . . 359 

- Irom stonemason’s lung 361 

- syphilis of larynx . . 361 

- tickling in throat before 359 

- tonsillitis simulating 359 

- from tracheotomy tube 361 

- tubercle bacilli in 359, 363 

- Irom tuberculous larynx 361 

- typhoid ulcer of larvnx 

361, 367 

- variolous ulceration of 

larynx . . . . 367 

- vertigo after . . . . 504 

- from vicarious menstru- 

ation . . . . 362 

- violent coughing 361, 364 

- in whooping-cough 361, 364 

- X rays after . . 359, 362 

Htemorrhage, amblyopia 

after . . . , 922, 923 

- anamla from . . 43, 515 

- into ankle in hemo- 

philia .. 4 35, 456 

Henoch’s purpura.. 456 

peliosis rheumatica 456 

- antepartum, metro- 

staxis from . . . . 489 

- in anthrax . . . . 345 
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llcemorrhagc, contd. j Hcrtnorrhage , cerebral , contd. 

- arachnoid, convulsions lumpy first sound with 155 

l ri,m •• •• 183 | - - malaria simulating. . 213 

- in blackwaicr fever . . 345 ! in middle lile . . 184 

- blanching from .. 157 ■ - - optic neuritis from 

- from bowel, coma from 154 ' 109, 110 

- - extreme blood loss 1 - - paralysis of arm from 612 

lrom . . . . 154 - - paraplegia from . , 626 

- - fainting due to . . 297 ! ~ - pulse slow' from . . 109 

(and see Blood per j - - pyramidal tract lesion 

Anunu ! from .. .. 88 

- into bowel wall in blood - - pyrexia from 109, 385 

diseases . . . . 148 - - renal degeneration 

colic from .. 148 and .. 627 

- - - in Henoch’s pur- -• - retinitis and .. 627 

pura 102, 148, 931 ; - - ringing aortic second 
from injury . . 148 , sound with 155, 382 

- - - in leukemia . . 14b - - saturnine encephal- 

- - - pernicious anemia 148 opathv simulating 155 

- — * purpura . . . . 148 - - from senile changes 627 

- - - scurvy .. .. 148 j - - stupor from .. 110 

- carcinoma ol liver 465, 468 - - systolic bruit w’ith.. 155 

- from caruncle .. 855 - - tumour simulating . . 385 

- cerebellar, priapism - - unilateral paralysis 

lrorn. . . . 657 lrom . . . . 154 

... - vomiting due to .. 931 - - uremia simulating . . Ill 

-- into cerebral abscess.. 385 - - vertigo from .. 110 

- - tumour }H5 - - - preceding .. 911 

- cerebral, absolute rest - - vomiting from 110, 

tor - . . . . . 154 929, 931 

age incidence of . . 155 (and see Apoplexy ) 

albuminuria and 109, ! - in chronic nephritis .. 14 

155, 182, 627 - cirrhosis of liver . . 783 

- - albuminuric retinitis , * collapse from . . 392 

with . . 155 ... colour index after . . 44 

- - anosmia lmm .. 756 - from congenital obhtera- 

aphasia lrom .. 772 tion of bile ducts .. 411 

- - apoplexy lrom 15, 184 - constipation lrom . . 165 

- - arterial degeneration - into cord lrom bullet 

and . . . . 627 or stab . . . . 627 

- - arteriosclerosis and - - commonest at 8th 

184, 382 cervical segment 620 

- - Babinski’s sign lrom 88 - - dissociative anesthesia 

bilateral . . . . 627 from . . . . 620 , 

paraplegia from.. 626 - from miurv 77,620,870 

- - birth palsy lrom ..169 - - KJumpke\ palsy dis- 

brudypmeu from .. 110 tinguished from . . 620 

- - casts with . . 155 - - oculupupillary phe- 

lrom cerebral aneu- nomena with . . 620 

r V sm •• ■ 787 - - paralysis of arm from 620 . 

- - cerebral compression - - paraplegia from . . 626 

l n> tn HO, 111 priapism from .. 656 

- - cerebrospinal lluicl - - spastic paralysis of 

under pressure in 383 legs from ’ . . 620 

” ~ Gheync Stokes breath- - from corpus luteum, 

ing from 139 hematocele due to. . 840 

in chronic nephritis 15 - delirium due to ..211 

- - coma lrom 110, 15 3, - duodenal i sec Ulcer, 

154, 155, 331. 382, 384 Duodenal, Bleeding) 

- - dealness from .. 205 - from ear sec Ear, 

delirium lrom .. 212 Blood from) 

- - in diabetes . . . 335 - epithelioma . . 886 

- - diabetes insipidus - extreme, coma from . . 154 

lrom . . 655 - - from duodenal blced- 

- - in elderly men . . 109 ing . . . . 154 

-- - encephalitis snnu- — - harmatemesis . . 154 

luting .. .. 157 - - hemoptysis .. 154 

- - fainting due to . . 297 - - intestinal bleeding. . 154 

- - lrom fungating endo- - - post-parium hurmor- | 

carditis . . . . 787 rhage . . . . 154 j 

- - general paralysis - - ruptured aneurysm 154 

simulating 157, 384 tubal gestation .. 154 

glycosuria lrom 330, 331 - fxccs hard from . . 165 

granular kidney and - lainting due to . . 297 

109, 155, 382 - in familial acholuric 

- - headache lrom 110, jaundice .. .. 415 

370, 371 - flame-shaped, in retina 519 

- - heart enlarged in 155, - into gastric mucosa in 

184, 382 acute infections .. 148 

- - hemianopsia from.. 379 j blood diseases .. 148 

- - hemiparesthesia with 379 - - - colic from .. 148 

hemiparesis with . . 379 j in Henoch’s pur- 

- - hemiplegia from 88, ■ pura .. 148, 931 

155, 321, 381, 382 j - - — leukaemia . . 148 

- - high blood-pressure ; - - - pernicious anaemia 148 

and 106, 109, 155, purpura .. ..148 

184, 382, 627 - Graafian follicle, dys- 

in Hodgkin’s disease 346 mcnorrhuea simulated 

hyperpyrexia from by . . . . 239 

109, 390 pain in pelvis from 573 

- - hypothermia with . . 392 - from gums (see Gums, 

increased intracranial Bleeding) 

pressure from . . 109 - in haemophilia 44, 346 

- — from instruments at — round hairs in scurvy 346 

birth • • . . 169 - in Hanot’s cirrhosis . . 466 

Jacksonian epilepsy - Henoch’s purpura . . 428 

lrom . . . . 174 - into hip - joint from 

knee-jerk absent from 452 haemophilia .. 457 

loss ol consciousness Henoch’s purpura. . 457 

lrom . . . . 184 limping from . . 457 


[hemorrhage into hip, contd. i Haemorrhage, contd. 

- - from pcliosis rheu- | — into optic thalamus, 

matica . . . . 457 ! hyperpyrexia from 390 

- hydrocele . . . . 849 — orbital, diplopia from 222 

- in Hodgkin’s disease . . 346 j eye displaced by . . 222 

- hypothermia from . . 392 j - periosteal, in infantile 

- in infective endocarditis 46 j scurvy . . . . 128 

- into inner car, apo- | - - alter injury . . 870 

plectiform Meniere’s j - - scurvy . . . . 50 

disease from . . 208 : - - tenderness of bones 

- - - in blood diseases 208 , from . . . . 51 

- - - deafness from . . 208 , - from pharynx, harmo- 

in leuka-rnia . . 208 I piysis simulated by 359 


- - - pernicious anaemia 208 - in phosphorus poisoning421 

purpura . . . . 208 - phosphuretted hydrogen 

- internal, after ab- j poisoning . . . . 421 

dominal injury .. 735 — from placenta previa . . 923 

- - amaurosis lrom . . 157 I - - - tainting due to . . 297 

- - coma from . . 157 — pontine, acute alcoholism 

- - convulsions from .. 157 distinguished from 390 

- - in duodenal ulcer . . 157 - - bradypiuea from . . 110 

-- lrom extra-uterine ; — — cerebral compression 

gestation .. 489 from .. .. 110 

- - after operation, faint- - - coma lrom 110, 390, 391 

ing due to . . 297 - — extensor plantar rc- 

- - in pelvic hematocele 157 flex in .. . . 391 

- - from ruptured tubal headache from .. 110 

gestation.. 157, 735 - - hyperpyrexia in 155, 

- - in typhoid fever .. 157 385, 390, 391 

- - uraemia simulated by 157 - - opium poisoning dis- 

- intramuscular, in henm- tinguished from 

philia . . . . 679 390, 391 

- intraperitoneal, delirium - - optic neuritis lrom 110 

alter .. 211 — — pin-point pupils in 

- - from ruptured ectopic 155, 391 

gestation.. ..211 - - pyrexia with .. 709 

- in jaundice . . . . 407 - - stupor lrom . . 110 

- into joints in hsemo- - - temperature chart in 

phiha 346, 435, 679 (I'tg. lih 155 

- knee in hemophilia 435. 456 - - vertigo from .. 110 

- - Henoch’s purpura.. 456 - - vomiting from .. 110 


- - limping from 

. . 456 

- into portal Assure, colic 


- - in pcliosis rheumatica 456 

lrom 

147 

- leucocytosis from 

. . 453 

- post-partum, anemia 


- in leukemia . . 

34, 346 

from . . 27, 

515 

- from malignant 

groin 

colour index after . . 

44 

glands 

. . 831 

- - coma from 

154 

- into mediastinal 

sar- 

-■ - delirium after 

211 

coma, cyanosis 

from 198 

- - extreme blood Uws 


- in medulla, bulbar 

from 

154 

paralysis from 

.. 607 

- - lainting due to 

297 

- - symptoms of 

773 

- - leucocytosis from . . 

453 

- meningeal, birth 

palsy 

- - noises in head after 

504 

from 

169 

- - oedema of legs after 

515 


- - bradypntra from ..110 - - secondary, metro- 

- - cerebral compression staxis from . . 489 

lrom .. ..110 - - seeming darkness altcr923 

- - coma lrom 110, 153, 154 - - vertigo after .. 504 

- — convulsions from . . 18 i - lrom prolapsed urethra 855 

- - delirium from . . 212 - pulse rapid from . . 157 

glycosuria from . . 330 - in purpura hemorrha- 

- - from head injury . . 212 gica . . . . . . 346 

- - headache from . . 110 - renal, casts from . . 8 

- - infantile hemiplegia - - unilateral, from new 

from . . . . 145 growth . . . . 10 

- - from instruments at - retinal . . . . 519 

birth . . 169 in Bright's disease. . 263 

- - optic neuritis from 110 - - ervthropsia due to.. 926 

- - palsy from . . . . 169 - - high blood-pressure 

- - paraplegia from . . 676 and . . 106, 595 

- - pyrexia due to .. 688 - - in infective endocar- 

- - stupor from .. 110 dilis .. 9, 46 

- - talipes from . . 145 - in scurvy . . 50, 93 

- - trephining for . . 154 — seeming darkness after 923 

- - vertigo from .. 110— into semicircular canal, 

- - vomiting lrom .. 110 Meniere's disease 

- into mesentery in from . . . . 912 

Henoch’s purpura.. 931 - severe, delirium from 212 

- from mouth, haematem- - - list of causes of . . 297 

esis from . . . . 336 - - low blood-pressure 

- - haemoptysis simula- } from . . . . 212 

ted by . . . . 359 - into skin (see Purpura) 

- - in Hodgkin’s disease 346 - in small-pox . . . . 345 

- - from mercury 94 - spinal, alter injury 77, 870 

- - in purpura liarmor- : - into spinal membranes, 

rhagica . . 346 j retention of urine 

- - splenomegalic poly- j from . . . . 495 

cvthacmia . . 780 ! - in spirochetosis ictcro- 

- - (and sec Gums, I hemorrhagica . . 420 

Bleeding) - into spleen from in- 

- mucous membranes in i jury . . . . 788 

pseudo-leukemia . . 50 j - in splenic anemia 466, 783 

- - - purpura heinor- - splenomegalic cirrhosis 780 

rhagica . . 346 ! - - polycythemia . . 780 

scurvy . . . . 50 - from stomach (see 

rickets . . 819 Hematemcsis) 

nose (see Epistaxis) - subarachnoid, from in- 

(edema of legs after jury . . . . 709 

515, 517 pyrexia from 709, 

in optic disc .. .. 519 {Fig. 567) 710 
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Hcemorrhage , contd. 

- subconjunctival, from 

fractured skull . . 155 
illustrated {Fig. 235) 287 

- subdural, convulsions 

from . . . . 1 8 3 

after injury . . 870 

- submucous, in haemo- 

philia .. ..679 

Henoch’s purpura.. 680 

purpura hemorrha- 
gica .. .. 680 

- thirst after . . . . 875 

- into thytriH gland, 

cyanosis from . . 198 

- thyroid cyst . . . . 876 

gland, cyanosis from 197 

- tongue in leukemia .. 851 

purpura . . . . 851 

scurvy . . ..851 

- in typhoid fever, brady- 

piitieu from .. 110 

collapse from .. 110 

- - - shock from . . 110 

- from umbilicus, due to 

congenital oblitera- 
tion of bile ducts .. 411 

- urethra, from calculus 491 

- uterine, due to libro- 

myoma . . 658, 842 

inversion of uterus . . 658 

in purpura hemor- 
rhagica . . . . 346 

- - from retained pla- 

centa . . . . .752 

- - threatened abortion 8-11 

- - (and see Menorrhagia ; 

.Metrorrhagia ; and 
Metrostaxis) 

- from vagina in infants 489 

purpura hemor- 
rhagica . . . . 346 

- varieties of .43 

- vertigo after . . . . 504 

- into vitreous, blindness 

due to . . 925, 926 

erythropsia due to. , 926 

from high blood- 

pressure . . . . J06 

- - ophthalmoscopic ex- 

amination for . . 91 

scotoma from . . 93 

Haemorrhagic corpus lu- 
tcum cyst, pelvic pain 
from 573 

- erosions (sec Hrosion) 

- pancreatitis, acute (see i 

Pancreatitis ! 

Haemorrhoids, aching in 
perineum from . . 579 , 

- bearing-down pains 

from . . . . 529 

- blood per anum from 96, 97 

- due to carcinoma . . 726 ; 

- in cirrhosis of liver . . 67 

i-angrenous . . . . 726 ' 

increased by portal : 

i hrombosis . . 67 ' 

- inflamed, dysparcunia ; 

from . . . . 239 

pain in penis from 

576, 578 

- - pyrexia due to . . 688 
spasm of sphincter 

ani from . . . . 166 i 

strangury due to . . 798 

- operation for, anuria : 

alter . . . . 55 ' 

incontinence of faeces j 

after . . . . 394 j 

- - retention of urine after 58 I 

- periproctal abscess from 874 j 

-- polypus simulating .. 98 ' 

- priapism from . . 657 

- prolapse from . . 101 

- simulating carcinoma of 

rectum . . . . 97 

- suppurating lymphatic 

glands from . . 695 

- tenesmus due to . . 873 

- thrombosed . . . . 726 

dysparcunia from . . 239 

Hasmothorax, dyspnoea 

from . . . . 247 

- empyema from . . 135 

- gas gangrene in . . 649 

- from gunshot wound 

135, 649 

- injury . . . . 135, 649 

- pneumothorax from . . 649 


Hagedorn and Jensen’s 
method of estimating 
blood-sugar . . . . 332 

Hair absent in armpits . . 91 

on eyelids . . . . 91 

--luce.. .. ..91 

in pubic regions .. 91 j 

on trunk . . . . 91 j 

- affected bv cervical sym- j 

pathetic paralysis . . 270 ■ 

in diabetes . . . . 334 

J - arsenic in 45, 85, 94, 

103, 645, 873 ■ 
! - axillary, premature, with 
1 hypernephroma ol 

] kidney .. . . 77;i 

| - ball in rectum. . 726, 873 

! - - stomach . . . . 873 

i - of body affected in 
I alopecia areata . . 92 

I - brittle in cretin . . 290 
j favus . . ..311 

- - myxtrdcma . . 50 

I - broken in ringworm . . 310 
! - of caterpillars, dermatitis 

I from .. 659,915 

itching fnun . . 659 

■ - coarse in cretin . Fig. 255' 2^4 
| - complete absence of . . 91 

- cutting, occupation neu- 

rosis from . . . . 546 

- - pain in arm trom . . 546 

- dves, etythema from. . 275 

- falling out, after head 


iniury . . . . 8o 

- — - in myx (edema . . 508 

: - - pityriasis . . ..311 

- - - psoriasis . . . . 311 

- favus affecting . . 309 - 

- follicles destroyed in 

alopecia cicalrisatu 92 - 

tolhculiii-. deealvans «2 

- - - lupus erythematosus 92 - 

- • pseudo-pelade of . - 

Broeq . . . . 92 - 

- - impetigo of . . 682 - 

in pityriasis rubra 

pilaris . . . . 600 - 

- haemorrhages round, in 

Ncur\y .. .. 34n - 

- lanugo-like . . . . 9) 

- on lip in child (Fig. 207* 324 - 

- lotions, erythema from 275 - 

- of moths, dermatitis 

from . . . . 659 - 

- mouse- coloured in I 

Mongolian idiocy . . 294 ; - 

- note of exclamation, in 

alopecia areata 92, 311 j - 

- pubic, in child i Fig. 207) 324 

- - at eighteen months - 

f Fig. 394) 508 

premature with hyper- 
nephroma 413, 

( Fig. 394) 508, 776 ; - 

- ringworm affecting 310, 311 — 

- scanty in cretin 290, 1 

(Fig. 255) 294 - 

Mongolian idiocy ..293 - 

myxoedema 50, 290 | - 

- shed in diabetes . . 335 i 

- stumps, bent, in tinea \ - 

tonsurans . . 311 — 

- stumpy in alopecia < 

areata . . . . 92 - 

- thinned at back in I 

rickets . . . . 182 i - 

- trophic changes in, in ! - 

tic douloureux . . 548 j - 

- In urine . . 646 - 

- wash, lead poisoning j - 

from . . . . 85 - 

- wiry in Mongolian 

idiocy . . . . 293 j - 

Hairpin in urethra . . 575 1 
Hairy mole over spina 

bifida occulta . . 622 ; 

Haldane-Gowers’ hicmo- j - 

globinometer . . . . 26 I 

Haller, vas aberrans of, I - 

cyst of . . . . 587 - 

Hallucinations in delirium 
tremens . . . . 214 

- of hearing, tinnitus dis- 

tinct from . . . . 878 

- in the insane . . . . 503 

- pellagra . . . . 279 

Hallux crcctus in Fried- 
reich’s ataxy 79, 145, 624 

limping from . . 456 } 


Hallux , contd. 

- valgus and talipes val- 

gus illustrated 

t Fig. 132 ) 146 

Halos in glaucoma . . 2H3 
Hammer toe, limping irom450 
Hammering noises in head 50 3 
Hamstring muscles *.see 
under .Muscles) 

HAND, ACCOUCHEUR’S 2 

- illustrated . . {Fig. 1 > 2 

- - in tetany .. 2.189 

- amesthesta ol .sec Antes - 

thesi.i 1 

- ape’s, m dementia pra> 

cox 141 

- -- progressive muscular 

atrophy t Fig. 12 < 141 

- - syringomyelia . . 142 

- acroparesthesia affec- 

ting . . • - 545 

- angioneurotic irdema ol 5 l 3 

- athetosis of 1 08, 

Fig. 147 169 

- bloody sw cat ol . . 80 3 

- blueness of. blue brain 

and . . . . . . 204 

- bone' (>1, enlarged m 

acromegaly . . . , 65o 

- broad and thick m 

tnyxwdcnu 507, 5 It', t>5<> 

- bulla: on, m syringo- 

myelia .. . . j .'5 

- callosities on. m gl.ie.- 

blowers .. .. 1 7 

- cheirnpompholvx alleit- 

lng .. 74 3, 918, 01 w 

- chondromala of . . 830 

- - skiagram ol ■ l ig. r > 4 ' 82 1 

- in cliorea . . . . 614 

- choreiform contractions 

of .. .. 170, 171 

- CLAW- 141 

- - and see ('law-hand' 

- cold, menorrhagia and 484 

- cramps in, in carpo- 

pedal spasm . . 19() 

- cyanosis afloat ing . . 195 

- from cervical rib . . 545 

deformity of, in syringo- 
myelia . . . . 619 

eczema marginatum of 312 
enlarged in acromegaly 

255, 8 37 

erythema papulaium 
affecting . . . . 600 

gangrene ol, in diabetes 335 

- syringomyelia . . 320 

gonorrhoeal arthritis 

affecting . . . . 425 

gouty (Figs. 319. 141 ■ 429. 

(Fig. 342 1 430 
grips unequal in hemi- 
plegia . . . . 381 

herpes zoster of (Fig. I ID) 124 
immersion, paroxysmal 
harmoglohinuria and "358 
impetigo affecting . . 684 
intention tremor in . . 607 
interossel of, nerve-supply 

Of 620 

ischaemic paralysis of 617 i 
luinbricalsof, nerve-supply 

of 620 

lupus erythematosus 
affecting . . . . 744 

Madura disease of . . 893 i 

muscles of tsec Muscles) 
in mvxocdema (Fig. 392) 507 
(edema of (see Oidema) 
pain in (sec Puin) 
pallor ol, in acropares- 
thesia . . . . 545 

partesthesia in, from 
cervical rib . . 674 i 

- combined scleroses 

of cord . . 176, 545 I 

paralysis of (see under 
Paralysis) 

perforating ulcer of . . 892 j 
pigmented in pellagra I 
279, (Fig. 224 ) 280, 646 
pityriasis rubra of . . 746 i 
poliomyelitis affecting 620 ! 
preacher’s, in progres- 
sive muscular atrophy 141 j 

- syringomyelia . . 142 j 
in progressive muscular j 

atrophy . . (Fig. 84) 80 j 
pruritus of . . . . 659 | 


Hand, canid. 

- in pseudo-hypertrophic 

muscular paralysis 

(Fig. 79) 78 

- pulmonary osteo-arth- 

ropathy of 

Figs. 351, 352) 4 .36 

- redness of, in ucroparars- 


ihoiu . . . . 545 

- in rheumatoid arthritis 

Fig. 1)2: 426, 

• Fig. 314) 427 

- scabies a fleet mg . . 499 

- small-pox aflecting . . 685 

- stained by aniline dyes 917 

- - bichromate of potash 917 

-- - in dvers . . . . yi 7 

-• - French polishers . . 917 

- still in writer’s cramp 189 

- siuculent, in syringo- 

mvelia .. 142, 321 

- sweating in rheumatoid 

art liri Ms . . . . 42o 

- swollen in m\ xu-dema 

50, Fig. 70 1 51 

- ’.abet iv ariluif is in . . 435 

in tetany . . . . 189 

- t iriiior of ■ sec Tremor , 

- tuberculide of . . 68.3 

- tuh( rculosts of. w rucr’s 

cramp simulated by 1S9 
Volkmann s contracture 


of Fig. I >/ 178. 617 

- was i cd so Muscles of 

Hand, W a* led 

- xantlu lasrna ol. m i.uin- 

dwe . . . . 405 

• and see Fingers; 

1 i. mot’s ( irrhosis . sec ( iir- 
rbosi . of I aver, I l.inoTs i 
1 but lip with clelt palate 7 30 
1 lari Ison’s sulcus . . 782 

- - m rickets 182, 208, 2 33 
Hat-makers mercurial- 

ism in . . . . 44, 84 

- mercurv tremor in . . 882 

-• peripheral neuritis in . . 84 

1 Tits, baldness from 91 

• heavy, headache from 372 
Hawking lrom periostitis 

id hyoid bone . . . . 590 

1 lav fever > 1 ee Fever - 
Head on referred pain .. 543 

- sensory areas ol head 

(Figs. i>5S, fi59 8 67 

- and Sherreti on ulnar 

antrsfliesia (Fig. 58 F 749 
Head, blow on. urnnesia 
from . . . . . . 25 

- brae liyeephalic, in Mon- 

golism i Fig. I9S ) 235, 293 

- enlarged in acromegaly 

255 4 36. 656 

- - from congenital hy- 

drocephalus . . 622 

- - in congenital syphilis 622 

- - hydrocephalus 

Fig. 2 !(>' 25n 

- - leontiasis ossea . . 254 

osteitis deloimans 

194, 820 

--rickets .. 182,622 

~ Fetal, tell per rectum. . 728 

- fullness in, epistaxis re- 

lieving . . . . 274 

- hot-cross-bun, In con- 

genital syphilis 256, 

819, 866 

---rickets .. 2 32,256 

- injury (see Injury; 

- leaning forward, in 

acromegaly .. 29 3 

- nodding movements of, 

in Friedreich’s ataxy 883 

- NOISES IN . . 503 

- - (and sec Noises in 

Head i 

- oedema of (,.ee under 

Oidema.) 

- oscillating, in dissemin- 


ated sclerosis . . 883 

- pain in (see Pain) 

- pityriasis rubra of . . 746 

- quadrate, in rickets . . 782 

- referred pains In . . 867 

-RETRACTION ..731 

(and see Retraction 

of I lead ) 

- rigid trom cervical 

caries . . . . 528 



HEAD ROLLING 


1037 


HEART, DILATATION OF 


Head, comd. 

- rolling, occipital bald- 

ness from . . . . 866 

- - in rickets . . 182, 8 b 6 

- segmental ureas of 

( bigs. 6 58, (>59) 867 

- sensory ureas of 

U-'ii gs : 442-445) 550 

- sepsis on, cervical aden- 

itis lrom . . . . 76 3 

small in rnicrocephahc 
dwarf . . . . 234 

- spasm in, in tetanus . . 190 

- sweats in infantile 

scurvy .. ..128 

- — rickets . . . . 182 

- swelling ol, lrom aneu- 

rysm .. ..198 

- swellings on, in chlor- 

orna . . 679 

- throbbmgs in, lrom 

arteriosclerosis .37 J, 372 

- - ulhcmmu . . . . 371 

- -- cerebral aneurysm.. 371 
- high blood - pre e ui e 371 

■* tremor of p-ee Tremor 1 

- unilateral sweating ol 80 3 

wood tick invading . . 626 

- (and see Scalp ; Skull, 

HEADACHE . 369 

lrom abscess ol brain 37U 

- ucudemy 372 

- from acetone . . . . .37 1 

-■ acidosis . . . . _', 7 J 

- in uv jomegalv . . 8 3? 

- Addison’;, disease . . 372 

- lrom adenoid . . . 37u 

•■* allected bv movement H>9 

Iron; alcohol . . "I 

- ahmentarv distui banc »■ i(.w 

• m aineima . . . 372 

- lrom anna! disease . . 37b 

- in anuria . . 5 :>, 57 

- aortic regurgitation . . 7*3 w 

- apoplexy preceded h> 184 

-■ lrom arsenic . . 8 3 

arteriosclerosis .370, 37 1, 372 

- astigmatism .370, 54‘h St, 7 
atropine relieving . . 54 ‘> 

- from had ventilation 371 

- bilious . . . . 3(-,9 

- in botulism , . . . 24 3 

- lrom cart-on dioxide . . 371 

- - monoxide . . . . .371 

- carrvmg wciglns on 

lie. id . . . . .372 

- eerebellai abscess 110 , t, <0 

- - t umour . . lio, 6 JO 

- Celt Oral abscess 110, 

184, 1385, 61 3. 772 

- - nneurv -,ui . . . . .370 

- - embolism . . 370, 37 1 

hxinori liage 110, 37u, 371 

- - irritation . . . . 396 

-- - lesions . . ..110 

- - syphilis . . . . 164 

- - thrombosis 370, 371, 380 

- - tumour 110, 184, 385, 

396, ol 3, 040, 655, 772 

- in cerebrospinal menin- 

gitis . . 278, 627 

- lrom chloroiorm . . .371 

- in cholxnna . . . . 371 ; 

- chronic nephritis 14, 370 1 

- from cluvus hystericus 372 : 

- coal-gas .'. 370, 371 ; 

- concussion . . . . 370 

- conjunctivitis . . . . 370 

- constipation . . 369, ,371 

- ulter convulsions . . 181 ; 

- convulsions with . . 370 ! 

- in cryptomenorrhoca. . 23 i 

- lrom cyst ol brain . . 370 ! 

- in dengue . . . . 571 

- from dental disease . . 370 

- in diabetes . . . . 371 : 

- digitalis relieving . . 372 j 

- from disseminuted scle- | 

rosis .. 370, 613 j 

- drowsiness with . . 370 i 

- from drugs . . 371 I 

- dyspepsia . . . . 371 

- in eclampsia . . . . 183 i 

- from empyema of frontal I 

sinus . . . . 370 ! 

- in encephalitis 156, I 

223, 278, 370, 613, 640 

- endarteritis . . 370, 380 ! 

- epilepsy . . 183, 372 | 


Headache , contd. 

~ in epidemic cerebro- 
spinal meningitis . . 371 

- from error of refraction 

370, 371, 548 549 

- ether . . . . 371 

- ethmoidal sinus disease 370 

- in evening, from eve- 

strain .. 370 

- ~ overwork . . . . 370 

- - visual delect , . 370 

- from e ve lesions . . 867 

- eyestrain . . . . 372 

-- h>ul air . . . . 371 

- Iraciure of skull .. 110 

lrontal . . . . 369 

- lrom cerebral tumour 370 

- empyema ol eth- 

moidal sinuses . . 694 
~ - lrontal sinus . . 694 

- - — sphenoidal sinuses 694 

- - eye lesions . . . . 371 

- frontal sinus catarrh 369 

- glaucoma . . . . 28* 

- malaria . . 369 

- in typhoid lever .. 688 

- inxmi.i .. .. 372 

lrom lrontal sinus dis- 
ease . . . . <70 

1 umes from coke stove 370 
gas-fire . . . . 370 

gastro - intestinal dis- 
turbance .. 3 38, 371 

genera! paralysis . . ’70 

- tuberculosis . . 787 

glasses surmg . . 371 

lr>m glaucoma 370, 

371, 807, 924 
in gout .. .. 371 

lrom gumma ol brain 370 

- meninges . . ..110 

punhic . . . . 372 

heavy hat 1 . . . . 372 

Inch blood-pressure ><20 3?.' 
hvdroccphah. .. 370 

hvpcracusis with . . 389 

lrom hvpcrmctropia 

370, 547, 867 

m hysteria 391, 372. 867 

lrom increased intt„- 

cranial pressure- . . 866 

- in intiuen/.a . . 570 

- from injury to head . . 372 

-intis . . 370, 371, 867 

iron .. .. ..371 

- relieving . . . . 372 

in lardaceous disease. . 57 

Horn lead 46, 184, 371 
low blood-pressure . . 372 
after lumbar puncture 371 
lumbar puncture in 

cases ol .. .. 371 

in malaria . . 38, 371 

Malta fever .. ..571 

lrom mastoid disease. . 370 
melanotic sarcoma of cyc.370 
meningeal cyst . . .370 

- haemorrhage .. 110 

- tumour . . . . 370 

meningitis 156, 370, 371, 

405, 627, 640, 700, 732 
menstruation . . . . 372 

mental strain. . . . 372 

migraine 372, 922, 925 

in morbus cordis . . 372 
morning, bad ventila- 
tion and . . . . 370 

- from chronic neph- 

ritis . . . . 370 

- gas-tircs . . . . 370 

- pillow too high . . 372 
from inotor-car exhaust 371 

- sickness . . . . 372 

nasal polypi . . . . 370 

nasopharyngeal catarrh 370 
neuralgia . . . . 369 

- distinguished from.. 372 

in neurasthenia 571, 870 
from noise . . . . 372 

occipital . . . . 369 

- from cerebellar tu- 

mour . . . . 370 

- cerebral tumour . . 528 

- meningitis . . 370, 371 

- myalgia of nape of 

neck . . . . 369 

- renal disease . . 369 

- uraimia . . . . 369 

ophthalmoscope in cases j 

of 371 | 


Headache , contd. 

— from opium . . . . 371 

— optic neuritis with . . 370 

— from orbital suppura- 

tion . . . . . . 370 

— organic, causes of . . 370 

— from osteoma of cranium 1 10 

— otitis media . . 370 

— pachymcningiti., 370, 640 

— paroxysmal, in dis- 

seminated sclerosis 371 

— - neuralgia . . . . 369 

— — from organic cerebral 

disease . . . . 370 

— in pellagra . . . . 279 

— phanacetin for . . 299 

— in phosphorus poisoning421 

— from pillows too high 370 

— pituitary gland lesions .370 

— in pituitary infantilism 236 

— from poisonous gases 371 

— in poliomyelitis . . 142 

— lrom polycystic disease 57 

— pontine hxmorrhage . . 11 

— pulmonary tuberculosis 371 

— quinine .. .. 371 

— in rut -bile fever . . 740 

— recurrent sick. . . . 372 

— lrom renal disease 18 3, 

369, 372 

— salicylates . . . . 371 

— in saturnine encephal- 

opathy .. ..155 

— from sea-cut prick . . 278 

— sea-sickness . . . . <72 

— in scat let lever . . 345 

— lrom scrum disease . . 277 

— sick (see Sick ihadachc 

— from sinus disease . . *71 

— - thrombosis . . 739 

— in small- pox .. .. 346 

— from specific levers . . 37! 

— . pheni'idal sinus disease 37 U 

— in spirochtcioMs lctcro- 

h;vm< irrhagica . . 419 

— squini with . . . . 370 

— lrom sunstroke . . 372 

— superior longitudinal 

sinus thrombosis .. 156 

— in suppuration .. 371 

— suppuiative meningitis 627 

— • pyelonephritis .. 57 

— lrom syphilis. . . . 37U 

— temporal, from eye 

lcsions .. . . 371 

— tenderness of scalp with 866 

— throbbing . . . 369 

— — from arteriosclerosis 372 

— lrom tobacco . . . . 37 1 

— loxxmias . . . . 371 

— train sickness.. .. 372 - 

-- in trench fever . . 710 

— trigeminal neuralgia . . 548 

— tuberculous kidney . . 57 

— — meningitis 627, 700, 7 32 

— from tumour of brain 370 

— - orbit . . . . 370 

skull 170 - 

— twitchings with . . 370 - 

— in tvphoid lever 371, 

689, 784, 787 ~ 

— unequal pupils with . . 370 

— unilateral . . . . 369 

— — from abscess . . 369 

— — cerebellar tumour . . 370 - 

— — cerebral tumour . . 370 - 

— — mastoid disease . . 370 

— - middle-ear disease . . 369 

— — migraine . . .369, 372 

— - otitis media . . 370 

— - sinus disease . . 371 

— - tumour . . 369 

— in uraemia 55, 57, 183, 

369, 371, 372 - 

— urine examination in. . 372 

— from venous congestion 372 

— vertical . . . . 369 

— — from constipation . . .369 

— — injury . . . . 372 

— — sunstroke . . . . 372 ~ 

— — in uraemia . . . . 372 

— vomiting with 370, 372, 931 - 

— from want of fresh air 403 -- 

— weever-fish prick . . 278 j 

— w-orsc at night, from ; - 

organic brain disease 369 — 

— — on stooping . . 371 

— in yellow fever 345, 420 1 - 
Hearing, absolute bone- . - 

conduction test of . . 206 ; - 


Hearing , comd. 

- 13 sir liny’s apparatus in 

testing . . . . 206 

- Gabon's whistle in test- 

ing . . . . . . 206 

- hallucinations of, tinni- 

tus distinct from . . 878 

- impaired from eighth 

nerve airection . . 604 

- - with facial paralysis 604 

- — (and see Deafness) 

- lateralizlng test of . . 206 

- lower-tone limit test of 206 

- monocord in testing . . 206 

- organ of, construction of 205 

- range of . . 206 

- relative air-bone test of 206 

- Rlnne’s test of . . 206 

- tests of . . 205 

- undue sensitiveness of 

(see liyperacusis; 

- upper-tone limit test of 206 

- voices as an aura . . 87 

- - in insanity . . . . 878 

- watch test lor . . 206 

- Weber's test of . . 206 

Heart, abscesses in, in 

p Vienna . . 2o4, 739 

-- alcoholic (see Alcoholic 
1 lean j 

- aneurysm opening into 534 

- - rupture ot . . . . 264 

- antemortem clor in, in 

mitral stenosis . . 363 

- — — pulmonary embol- 

ism Jrom , . 363 

- arrhythmia ol, in mitral 

stenosis . . . . H9 

- Aschoft ’s nodes in . . 502 

- athlete’s .. .. 266 

- bigeminv of, from extra- 

sv stoles J ig. 554) 668 

- blacksmith's, palpitation 

lrom . . . . 594 

- bovine . . 258 

- churning sounds in . . 800 

- cloud v swelling ol, in 

levers . . 109 

- - - heart-block with 109 

- - - palpitation trom. . 594 

- congenital disease of see 


l .ongeinial Heart Disease) 
- malformation ol, right, 
ventricle preponder- 


ance m L-,g. Jua.< 122 

- transposition ol . . 373 

cramp . . . . 54 

degeneration in old age 53 

- ovrid ‘ae -Mvocardiul 

Allcel ions.) 

dilatation of, acute, 
abdominal pain lrom 151 
colic simulated by 151 

- - from fevers . . 266 

- - over-exertion . . 266 

- lrom acute rheuma- 

tism . . . . 261 

- anxima . . 48, 729 

- anaesthetics . . 263 

- aortic disease . . 263 

- in Bright’s dis ease 71, 263 
-• canter rhythm from 729 

- D.A.H. and .. 115 

- diffuse impulse with 258 

- in diphtheria . . 266 

- dyspnoea lrom . . 266 

- in erysipelas . . 266 

-- lrom laity change 

264, 729 

- levers . . 263, 266 

- Inst sound redupli- tm 

cated with . . 266 
weak with . . 266 

- heart dullness in- 

creased in . . 266 

- - impulse displaced in266 

- in lobar pneumonia 266 

- mitral regurgitation 

Bum . . . , 263 

- from myocarditis . . 264 

- over-exertion . . 263 

- pain over heart from 266 

- with pale granular 

kidneys . . . . 71 

- palpitation from . . 266 

- precordial distress 

lrom . . . . 266 

- pulse irregular from 266 

rapid lrom . . 266 

weak from . . 266 
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HEART, FATTY 


2<->6 

303 


864 


Heart , dilatation of, contd. 

with red granular 

kidneys . . . . 71 

- - in scarlet fever . . 266 

- — systolic bruit from. . 266 

- - in typhoid fever . . 266 

- - typhus . . . . 266 

- dimensions of. . 70 

- disease, achlorhydria in 341 ! 

amenorrhcea from. . 23 j 

- — asthma simulated by 653 ; 

- — blood-pressure low in 372 / 

- brachial neuritis sim- j 

ulated by . . 52 

- cerebral embolism ! 

from . . 184, 627 ! 

- collapse from . . 52 j 

- congenital (see C'on- j 

genital Heart Disease'' J 

- cough from. . 186, 188 j 

- diarrhoea from . . 217 1 

- duodenal ulcer simu- 

lated by . . . 52 

- dyspepsia simulating 52 

- dyspnoea from . . 404 
discussion of . . 247 

- embolism from . . 321 - 

- epistaxis from 273, 274 

- exertion after meal 

causing pain in . . 52 

- fainting rare from . . 296 

- fatal syncope from. . 

- flatulence from 52, 

- flatulent dyspepsia 

simulating 

- functional cardio- 

pathy distinguished 
from . . . . 52 

- gall-stones simulated 

^ by . . . . 52 

- gangrene from . . 521 

- gastric ulcer simu- 

lating . . . . 864 

- gastritis trom . . 398 

- ha-maleinesis from . . 336 
-- haemoptysis from 361, 363 

- headache in . . 372 

- hypothermia in 

\ l-t.it. 114) 391, 392, 704 

- indigestion simulated 

by . . . . 52 

simulating . . 114, 536 

- infarct of lung lrom 364 

- insomnia in 402, 404 

- intestinal catarrh from217 

- Jack of exercise simu- 

lating . . . . 114 

- laparotomy in error for 52 

- menorrhagia from 

482, 484 

- nutmeg liver from. . 463 

- pain in arm lrom 

546, 864 

- — breast from . . 529 

- - chest from 5 30, 5 33 

epigastrium from 52 
-- limbs in . . . . 568 

- - spine lrom . . 871 

- - temple from . . 867 

- palpitation from 404, 594 

- precordia prominent 

from . . ..210 

- precordial pain from 533 

- - tenderness from . . 86 3 

- pyrexia in . . . . 704 

- referred pain from 

(Ft ft. 66 U) 871 

- sense of band round 

chest lrom . . 52 

- - chest gripped in 

vice from . . 52 

- - heavy weight 

chest lrom 


52 I - 
181 i - 
181 i 


- severe, corna in 

- — convulsions in 

- tenderness of chest I — 

lrom . . . . 864 | - 

- — spine from .. 871 j - 

- - temple from . . 867 j 

- tinnitus due to . . 879 1 - 

- tobacco-smoking sim- | - 

ulating . . . . 114! 

- uric acid in. . . . 901 ! - 

- valvular (see Valvular ! - 

Disease) j — 

- venous congestion of I - 

stomach from . . 928 

- vomiting from 52, 928 

- wind round heart 

and .. ..114 


| Heart , contd. 

- disordered action of (see 

D.A.1I.) 

- displaced in bronchi- 

ectasis . . . . 366 

- -- with fibroid lung 210, 

366, 790 

- — by hydatid cyst . . 470 

- — mctcorism . . - - 805 

- - new growth . . 136 

- - pleural effusion 209, 848 

- - pneumothorax 

209, 532, 647, 

(Fty. 511 ) 648, 801, 807 

- - subphrcnic abscess 

801, 807 

- dullness abolished in 

emphysema . . 208 

- - diminished in emphy- 

sema . . . . 269 

- - increased lrom dila- 

tation of heart . . 266 

- - — in exophthalmic 

goitre . . . . 266 

- — — to left in aortic 

disease . . 259 

- - - right in mitral 

stenosis . . 363 

- - — upwards in mitral 

stenosis .. 36 3 

- in mitral stenosis . . 268 

•- right ventricle en- 
largement . . 267 

effort syndrome and.. 115 
ENLARGEMENT OF . . 257 

- from adherent peri- 

cardium 2, 17, 70, 

71, 258, 265 , 
-alcohol 18,71,258, 

261, 266, 37 3 

- aneurysm . . 258, 260 

- aortic disease 2, 258, 263 : 

- arteriosclerosis 14, 

71, 258, 264 

- in athletes 2, 258, 266 

- from beer-drinking 

266, 375 

- in blacksmiths 2, 258 

- from boxing . . 266 

- in brewers' draymen 266 

- Bright's disease 71, 26 3 

- Hmadbcnt's sign from 71 

- bronchiectasis alter 367 

- in bulbar paralysis. . 606 

- cerebral hamiorrhuge 

and 155, 184, 382 : 

-- chest bulging liom . . 258 

- lrom chronic alcoholism 2 

- - interstitial nephritis 347 ; 

- — lung disease . . 71 j 

- - nephritis 12, 14, 57, 506 • 

- congenital heart dis- 

ease 182, 258, 267 ' 

- coronary artery sclero- 

sis . . . . 375 

- cough from.. 186, 188 

- diabetes with . . 3 34 

- dyspmea from 247, 250 

- in exophthalmic 

goitre . . 258 ; 

- from fatty change 18, j 

71, 264 ; 

- fibroid heart 18, 71 

lung . . . . 268 | 

- fibroid lung after . . 367 ! 

- in firemen ' . . . . 258 : 

- from football . . 266 

- in furnaccmen . . 258 1 

- from granular kidney 

137, 258 i 

- hard work . . . . 71 i 

- heaving impulse with 258 j 

- hiccough from . . 386 ; 

- with high blood-prcs- j 

sure . . . . 595 ; 

- in laborious workers 258 i 

- malignant endocarditis 9 I 

- from mitral regur- ! 

gitation . . 258, 262 j 

- in mountaineers . . 258 j 

- with myocardial 

changes .. J8, 258 j 

- from myocarditis . . 254 j 

- nephritis . . . . 71 I 

- occupation . . 2, 258 I 

- in old age . . . . 387 | 

-- orthopncea from . . 250 ! 

- from over-exertion. . 266 ; 

- pale granular kidney 71 I 

- pericardial adhesions 374 I 


I Heart , enlargement of, contd. 

I - - phrenic nerve irri- 
j tated by . . . . 186 

1 - - physical signs of . . 257 
! — — from physical work 2 

- — precordia prominent 

from . . .210 

- — prolonged first sound 

with .. 2 

with red granular 

kidneys .. .. 71 

, - — from renal disease. . 18 3 

1 - - in rowing men 258. 266 

- - from running . . 266 

- - signs of . - 14 

- — skiagram of [I'tg. .102) 374 

- — Skoda ic resonance 

due to . . . . 755 

- - in splcmunegalic poly- 

evthcemia • ■ 780 

stokers . . 2, 258 

- - subacute nephritis. . 140 

- — from syphilis . . 37 3 

- — uriemia and . . 18 3 

- - vagus nerve irritated 

by . . . . 186 

- - vomiting from . . 188 

- - X raws in diagnosing 

186. 37 3 

- examinations, posture 

and 123 

- extrasystolcs of i see 

Hxtrasysioles 1 

- failure, acute dilatation 

of stomach in .. 218 

- - - rheumatism and . . 68 

from adherent perl 

cardlum 17, 69. 70, 246 

albuminuria with 17, 

68, 71 

- - from alcoholism . . 268 

- — anasarca with . . 1 35 

- - from aortic disease 

246, 268 

- - arterial disease . . 68 

- - arteriosclerosis 14, 

201, 246, 264, 268 

- - ascites in 14, 6 3, 847 

account of 68-71 

- - from atheroma of 

coronary arteries 246 

- - athlete's heart . . 266 

- - backward pressure 

from, causes of . . 62 

- — blood-pressure high 

from . . . . 71 

- - borborygmi lrom . . 107 

- — in Bright’s disease 

71, 136, 263 

- - lrom bronchiectasis 

68, 201 ■ 

- - bronchitis . . . . 201 

bulla from.. 123, 125 

- - Cheyne -Stokes breath- 

ing from . . . . 139 

- - in children . . . . 17 

- - from chronic Bright’s 

disease . . . . 268 

- — - bronchitis 68, 246 

- — — nephritis . . 14, 15 ! 

- — chronic, from adherent 

pericardium 62 

- - — aortic regurgitation 62 

- — — — stenosis 

- — — arteriosclerosis . 

- - — chronic lung affec 

turns . . 62, 201 

- — - emphysema . . 62 

- — — fatty change . . 62 

- — - fibroid heart . . 62 

- lung . . . . 62 

- - - high blood-pressure 62 

- - - mitral regurgita- 

tion 

- — — — stenosis 

- - — myocardial affcc- 


62 ; 
62 : 


62 
62 j 


lions 

62 j 

-- pale granular con- j 

tracted kidneys 

62 

- primary alcoholic 

heart 

62 

— pulmonary stenosis 

62 

- red granular con- j 

traded kidneys 

62 

- valvular disease.. 

62 

in cirrhosis of liver. . 

466 

classified causes of. . 

246 

conditions causing . . 

17 

from congenital heart 

disease 

246 | 


| Heart failure, contd. 

! - - cyanosis from 107, 

I 196, 199, 200 

- - delirium from . . 212 

- - UvspniKu from . . 246 

- - emphysema and 68, 

201, 246 

- - lrom emphysema and 

bronchitis 17, 139, 199 
-- - epigastric pulsution 

with . . . . 268 

- - extreme irdcina from 123 

- - from fatty heart 139,246 

- - hbroid heart 1 39, 212, 246 
' - - - lung 68, 1 39, 201, 246 

- - general account of.. 17 

- - (edema from . . 516 

- - from granulur kid- 

neys 17, 201, 246 

- - high blood- pressure inl06 

- - from high blood-pres- 

sure 106, 139, 201, 246 

- - - - conditions . . 17 

- - hypcrpicsis . . . . 246 

- - intestinal flatulence 

f rom . . . . 308 

- - jaundice from . . 408 

- - liver lender with . . 68 

- - hvidily with . . 847 

- - from iiing affections 

17, 1 39, 246 

- - mitral regurgitation 

246, 262, 268 

- — - stenosis 71, 106, 

212, 240. 268, 847 

- - myocardial affections 

17, 08, 69. 139. 201, 

212, 246 

- nutmeg liver in 14, 68 

- - trdema of hands from 514 

- - - legs in 14, 6 3, 68, 

125, 1 36, 51 3. 514, 

515, 517, 847 

- - ohguru with . . 15 

- - ot'thopiuea m 14, 1 36, 

199, 847 

- - trom over-exertion . . 266 

- - pale granular kidney 71 

- - pancreatitis from .. 128 

- - paracentesis abdom- 

inis in . . . . 63 

- - from pericarditis . . 246 

- - pericardium affection 201 

- - pleural etiusion with 

1 35, 1 36 

- — Irani polycy thicrnia 246 

- - prmuirv alcoholic 

heart . . . . 246 

- - pulmonary congestion 14 

in . . 

- - pulsating liver with 

68, 847 

- - pulse feeble with . . 106 

- - - irregular with . . 106 

- ~ with red granular 

kidneys . . . . 71 

- - lrom renal disease. . 68 

- - simulating nephritis 71 

spleen not enlarged in 

778, 787 

- - in tetanus . . . . 175 

- - thirst due to . . 875 

- - from tricuspid sten- 

osis . . . . 847 

- - types of causes 200, 201 

- - urates in . . . . 900 

- - urine concentrated m 900 

- - from valvular disease 

17, 69, 1 39, 201, 246 

- - winter cough and . . 68 

- fatty, account of . . 264 

- — age incidence of . . 17 

- — albuminuria with , . 18 

- — from alcohol 261, 264 

- - angina pectoris from 18 

- — in aplastic anamiiu.. 70 

- — from arsenic . . 70 

- - ascites from . . 62 

- — asthma simulated by 264 

- — blood-pressure high 

with . . . . 18 

- - no bruit with . . 18 

- — from cancer . . 264 

- - canter rhythm due 

to . . . . 729 

- — ( 'hevne-Siokes 

breathing lrom 139, 264 

- - corna from. . . . 264 

- — convulsions from . . 264 

- — death in sleep from 115 
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Heart, fatty , contd. i Heart impulse, displaced , contd. i Heart, conrd. i Heart sounds, sec. aortic, contd. 


- - degeneration of 62, J from dilatation ol 

70, 94, 264 j heart . . . . 266 

- - depression from . . 264 - - - in elderly people 374 

- - diagnosis Of . . 17 j from emphysema 

- - digitalis and . . 595 ; 373, 374 

- - dilatation of 264, 729 j - - - by empyema . . 373 

- - dyspepsia simulating 595 I — - — in exophthalmic 

- - dyspmea from 246, 264 goitre . . . . 266 

- - elect rocurdtogram and 1 15 — - — from tatty myocar- 

- - emphysema Simula- 1 dial change . . 374 

ting . . . . 595 - - - fibroid lung 14 3, 

- - enlarged ..18, 71, 264 266, 37 3, 375 

- -- taint ness from . . 264 ~ ~ - - myocardial 

- - teeling of coldness change . . 374 

from .. .. 264 by hernia of Mom- 

- - from levers.. .. 204 uch through dia- 

- - fibroid heart simu- phragm . . 376 

luting .. .. 70 - - from hypertrophy 

- - first sound taint lrom 2o4 of heart . . 374 

- - heart, failure lrom - - - - left ventricle 14, 258 

62, 1 30, 246 - - - - right ventricle 

- - heartburn simulating 377 267, 374 

infill r, it ton ol 62, 70, 264 - - - in infective condt- 

- irregular .. .. 18 turns .. ..373 

- - from lead .. .. 70 1 ruin injury to chest 37 3 

- - Jel t vent ricle enlarged ~ ~ ~ lung disease .. 37 3 

from . . . . 374 - - - massive iollap.se 

- - from long illness .. 70 of lung.. 3/3, 3/5 

mitral regurgitation by mediastinal new 

1 tom ..26 3 growth .. 373 

from obesity 70,264,505 from mitral stenosis 268 

■ ■ palpitation lrom 564, 565 muscular exertion 373 

m pernicious amentia - - - in myocardial de- 

70, 726 generation 70, 373 

from phosphorus 70. with new growth 

64, 264, 421 ol lung . . 37 3 

-- - phthisis . . . . 264 ~ ~ " alter operation on 

poisoning .. .. 70 chest .. .. 373 

- - piecordial pain lrom t” pericardial dts- 

17, 377 case 373 

pulse leeble from . . 264 pericarditis 265. 373 

- - - irregular lrom .. 264 - - - by pleural ellusion 

- - - tapid from . . 264 258, 3 7 3, 375 

- slow lrom .. 264 - - - pneumothorax .. 37 3 

5^ holt's Nauheim pregnancy 37 3, 374, 376 

treatment and .. 595 in renal disease . . 37 5 

from severe amenna _ - - scoliosis . . . . .373 

70, 204 - - — toxa-mia . . . . 374 

- - shortness of breath *" by tympanites 37 3, 

from . . 17, 70, 115 -*74, 376 

-- - skiagram and ..115 valvular disease 3/3 

- - stcrtoi from . . 2(>4 ~ ~ h.\cd, in adherent 

sudden death from. . 115 pericardium .. 70 

- - superposition of 62,70,264 ~ ~ huceiul, m angina . . 53 

- - svneope lioni . . 264 - - - with high blood- 

- - svstohe bruit with. . 18 pressure .. 53 

tachycardia due to. . 857 - - heaving, lrom hyper- 

-- lrom toxins. . ..70 trophy .. ..258 

twitching from .. 264 - ~ impalpable, lrom em- 

- - from tvphoid fever. . 264 physema .. 258, 269 

- - wasting disease .. 264 — normal characters of 372 - 

- hbroid i see bibroid Heart • - site of 257,258 

- liabbv, D.A.H. and ..115 - - oscillating, with ad- 

- l.i-tal, in pregnancy 841, 842 herent pericardium 71 

- gumma ol, heart-block 111 nmrul stenosis 71 - 

due to .. .. 668 see-saw, with ad- 

- hvpertrophv of (see herent pericardium 71;- 

' Heart, Enlargement of; - - - m mitral stenosis 71 ; - 

- idioventricular rhythm ■ - irregular, lrom absinthe 596 : - 

of 670 alcohol . . 18, 596 - 

- impulse in children .. .372 " ~ m aortic regurgitation 259 

- - difficult to locate, - — from athlete’s heart 266 — 

from emphysema 372 - - auricular fibrillation 2 • 

- t ul . . . . 472 - - codec . . . . 596 - 

mamma .. 372 “ “ lattv heart .. . . 18 - 

- - - - pericardial ellu- ~ “ fibroid heart . . 18 

sitm . . . . 372 “ - mitral stenosis 2, 69 - 

- - diffuse, from dilutu- - ” myocardial changes 18 

lion . . . . 258 - - lea 596 - 

DISPLACED .. 372 tobacco ..59b 

bv abdominal tu- (and sec Pulse, Irregular ; - 

rnour 37 3, 374, 376 - irritable . . 664 - 

- - from adherent peri- - jerk due to extrasystole 668 

cardium . . 265 - malformation ol, cyan- - 

- - - in an.emia . . 373 osis lrom . . . . 196 1 

- - - in aneurysm .. 37 3 - measurements of .. 258 - 

m aortic disease. . 259 : X rays in obtaining j 

- ~ - arteriosclerosis . . .373 70, llD, 258, 597 

bv ascites 59, 373, '-MURMURS .. . . 116 - 

374, 376 ! - - t and sec Bruit) 

- - - in athletes . . 374 ; - myocardial affections 

- - - with bronchiectasis 373 ; of, varieties of .. 62 | 

- — - in chlorosis . . 374 — nerve relations of . . 863 - 

- - — chronic bronchitis 374 ! — new growth within - 

- - - — nephritis . . 14 j {Fig- 6 83) 909 

congenital trans- - - - - heart-block lrom 668 - 

position . . 373 - normal phenomena of 

- - - debilitating condi- contraction of . . 664 

lions .. .. 373 skiagram of {lug. 303) 375 - 


- overuse of, myocardial | - - - - ringing . . 1 

changes from . . 18 ; cerebral heemor- 

- pain from, angiospastic I rhage and 

factors in . . . . 54 j 155, 382 

- pains due to lesions of 51, 52 i reduplicated, from 

round . . . . 536 j high blood- 

- paired beats of . . 673 pressure . . 373 

- percussion of. . . . 258 mitral regurgita- 

- polypus in . . . . 910 ; lion . . . . 262 

- premature beats of (see I - stenosis 1, 119,363 

Hxtrasystoles) - syphilitic, angina pec- 

- primary alcoholic 'see Al- j toris from .. .. 53 

coholic Heart) - - hypertrophied .. 373 

- rapid i sec Tachycardia) - - tachycardia due to. . 857 

- rupture of, fiorn ancu- - thumping on getting 

rysm . . . . 264 into bed . . . . 596 

- senile, palpitation from 594 - tobacco, heartburn 

- sense of stopping of, simulating . . . . 377 

from extrasystoles . . 668 - - precordial pain from 377 

- sensory nerves of .. 533 - transposition of .. 267 

- single auricle to . . 267 - - libroid lung smiu- 

- - large vessel from . . 143 lating . . . . 269 

- - ventricle to. . . . 267 - tumbling rhythm of . . 2 

- skiagrams iF'ig. 155) 187, - valvular disease of (see 

( h'nt. 21 h 248 Valvular Disease; 

- - of normal (Fig. 36/) 374 - weak, D.A.il. and .. 115 

- slowed by belladonna 859 - X rays in determining 

- soldier’s (see D.A.H.i size of . . 298, 373 

-SOUNDS, ACCENTUA- Heart-block 666-668 

TI0N OF .. 1, 2 - in acute infections .. 668 

during extrasystoles 669 - arteriosclerosis . . 109 

- - faint in emphysema 269 atheroma and.. .. 109 

- - first, accentuated ..1,2 in auricular lluttcr 

- - - - in arteriosclerosis t lug. 525 ) 665 

2, 14 - bradycardia from . . 671 

- - - - cerebral liierrmr- - from carcinoma of 

rhage and .. 155 bundle of His .. 109 

- - — - with chronic neph- - cardiosclerosis .. 668 

ritis 2, 12, 14 - iloudy swelling .. 109 

high blood- - complete, electrocardio- 

pressure 2, 105 glams (Fig.lOj) 108, 

- - - - hypertrophied < fig. 552) 667 

left ventricle - in diphtheria . . . . 668 

2, 371 - dropped beats from .. 667 

- - - at impulse, in - - - simulating . . 664 

chronic paren- - early, electrocardiogram 

vhyrnatous nc- of .. ( Pig. 529) 666 

phntis . . 506 - electrocardiogram in 

- - - in mitral stenosis diagnosing 109, 298, 596 

118, 26S - epileptiform attacks in 

- - faint from fatty 298, 668, 671 

heart .. .. 264 - extrasystoles simulating 

- - reduplicated, from 668, 670 

arteriosclerosis 729 - fainting from 296, 297, 298 

with dilatation - in fevers . . . . 109 

of heart . . 266 - from gumma . . 109, 668 

- - - from granular - incipient, electrocardio- 

kidney . . 729 gram of ( Tig. 104) 109 

- - - with high-blood- - incomplete, polygram of 

pressure . . 729 (Fig. 528) 666 

- - - from hypertrophy - in influenza . . . . 668 

of left ventricle 729 - methods of diagnos- 

- — slapping, in mitral ing . . 671 

stenosis 363, 595 - myocardial degneration 

- - weak, with dilata- and . . . . . . 109 

turn of heart . . 266 — due to neoplasm . . 668 

- - - lrom myocarditis 264 - onc-in-thrce .. .. 667 

- final, in pregnancy 61 - one- m- two . . . . 667 

- prolonged at impulse 1,2 electrocardiogram of 

- pulmonary second, ac-, (Fig. 102 ) 108 

centuated 1 - partial, electrocardio- 

- in mitral Men- gram ol (Fig. 530) 667 

osis 1, 36 3 - in pneumonia. . . . 668 

- — - reduplicated 1, 729 - polygram of {Fig. 551) 667 

-in mitral sten- - - in diagnosing . . 109 

osis . . 363 ■ - pulse irregular from 

- REDUPLICATION 667, 672 

OF . . 729 - - very slow from . . 668 

- - mid-diastolic bruit -- in rheumatism .. 668 

simulated by . . 729 - right bundle branch, 

- second, accentuated 1 electrocardiogram of 

- - - with arterioscle- i hip. 72) 53 

rosis.. 2, 14 - from sarcoma ol bundle 

- - - chronic nephritis 1 of His .. .. 109 

2, 14, 137, 506 - simulating epilepsy .. 109 

- - - high blood-pres- , - sinu-auricular block 

sure 1, 2, 53, simulating . . . . 668 

105, 373 i - Stokes-Adams’ disease 

hypertrophied from 109, 183, 298, 668 

Jett ventricle 2 -■ syncopal attacks in 668, 671 

from mitral re- ; - syphilis and . . . . 109 

gurgitation . . 262 ; -- three-in-four . . . . 667 

- stenosis 119, 363 ; - from toxins .. .. 109 

- — aortic, accentuated, ! - transient .. .. 109 

in angina . . 53 I — two-in-three . . . . 667 

- from atheroma 1 ■ - in ulcerative endocar- 

----- calcareous ! ditis.. .. .. 668 

changes . . 1 J - variations in 

clanging . . 1 j {Figs. 101, 102 ) 108 
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Heart-block , contd. 

- venous pulse in neck in 

diagnosing . . . . 667 

HEARTBURN .. ..376 

- from appendix dys- 

pepsia . . . . 376 

- causation of . . . . 376 

- from duodenal ulcer. . 37o 

- flatulent dyspepsia . . 376 

- gall-stone dyspepsia.. 376 

- gastric carcinoma . . 376 

ulcer . . . . 376 

- gastro-intestinal neur- 

osis . . . . . . 376 1 

- heart disease simulated 

by . . . . 376. 377 

- from ilcocatcal kinking 376 | 

- pain behind sternum i 

from . . 376, 5 to j 

- palpitation with . . 376 i 

- precordial pain from . . 376 

- from pyloric stenosis. . 376 i 

- pyrosis and . . 376, 536 

- from spasm of ccso- , 

phagus . . . . 54 

- test meals in cases of. . 376 

- from tobacco-smoking 376 : 

- visceroptosis . . . . 376 

- water-brash and 376, 536 

- X-ray examination in 

cases of . . . . 376 ; 

Heat and cold, loss of sen- 
sibility to, in Brown - 
Sdquurd paralysis 

'(Fig. 439 608 , 

- cramps . . 189 

- in erythromelalgia . . 320 j 

- extreme, erythema due 

to . . ‘ . 275, 278 : 

gangrene from .. 3)7 

- fainting due to . . 297 : 

- prickly, itching in . . 658 

- sense of, in flushing . . 30 3 : 

- - lost, from cerebellar , 

artery thrombosis 76 ' 

- — - in Morvan’s disease 302 

- - - svringomvelia 81, 

82, 125, 302, 

435, 619, 628 

- sensory paths of . . 750 

- stroke, acute alcoholism 

distinguished from. . 390 

coma lrom 154, 156, 

213, 390 

delirium from 211, 213 

hyperpyrexia in 156, 390 

malaria simulating. . 213 

- - opium poisoning dis- 

tinguished lrom. . 390 
Hebcrden’s nodes 502, 

(Fig. 336.' 247, 430 
Hcdera helix, dermatitis 
due to . . . . . . 916 

Hedge mustard, dermatitis 
due to . . . . . . 916 

Hedgehog crystals due to 
nunionium urate . . 899 

. cci, bedsore over .. 321 

bursitis of (see Bursitis; 

- chilblain of . . 551 

- conical, in talipes . . 144 

- corn on . . . . 552 

- cornilication of . . 551 

- drawn up, in Friedreich’s 

disease . . . . 176 

- fibrositis of . . 552 

- — spine on os calcis 

simulating . . 552 

- foreign body In 551, 552 

- gout of . . 551, 552 

- Jacquet’s erythema of 498 

- PAIN IN .551 

(.and see Pain in Heel) 

- rubbed, limping due to 456 

- - pain in loot due to. . 456 

- small, in talipes . . 144 I 

- thorn in . . . . 551 j 

Hegar’s sign of preg- 
nancy . . . . 489 I 

Heights, ascent to, taint- 
ing due to . . . . 297 

- hemianopsia at . . 377 

- shortness of breath 

from . . . . 113 

- tinnitus at . . . . 878 

Hclianthus, dermatitis due 

to 916 

Heliotrope cyanosis in 
influenzo-pneumonia 

(Fig. 173) 201 


i llelleborus niger, derma- 
titis due to . . . . 916 

Heller’s test 5 

- - albumosc and . . 20 

Helmitol for pyuria . . 798 

- strangury due to . . 798 

Hemeralopia . . . . 926 

i Hemiamcsthcsia from 
j apoplexy . . . . 753 

i - ataxy and . . . . ^77 

1 - in disseminated sclerosis 753 

- epidemic encephalitis 173 

- hemianopsia with . . 753 

- hemiplegia and 381, 753 

- in hysteria 77, 171, 


17y, 570, 754 

- from injury to cord . . 385 

- internal capsule lesion 754 

- optic radiation lesion 753 

Hemianopic pupillary l reflex675 
HEMIANOPSIA . . . . 377 

- lrom abscess of brain. . 379 

- in acromegaly 379, 837 

- alexia with . . . . 771 

- bilateral homonymous 378 

account of . . 379 

- - - lrom embolism of 

optic radiations 

i l-ig. <13 ] 380 

- — - perimeter chart of 

(lug. 313) 380 

temporal (lug. 30 3 377 

account of . . 378 

- - - in acromegaly 255, 

dug.jub' 378 

- - - after lraclure ot 

basispheiioid . . 379 

from gumma at 

base ot brain . . 379 

- - - perimeter chart of 

(l-'ig. 30 (t : 378 
... _ _ lrom pituitary tu- 
mour <lug. 300; 378 


- from carcinoma . . J7y 

- cerebral cmhuhsm . . 38U 

- cuneus lesions 3/9, 380 

- embolism . . . . 379 

- encephalitis .. 173. 221 

- glioma. . . . . . 379 

- gumma . . . . 379 

- haemorrhage . . . . 379 

; - hcmiaiuestnesia with.. 75.'< 

! -- hcimpimcsihcsia with 37V 

- heimparesis with . . 379 
j - hemiplegia with . . 381 

- front inflammatory swel- 

ling 179 

- intermittent daudicatioii379 

- internal capsule lesion 

.379, 380 

-- in migraine . . 381, 922 

, - lrom neoplasm . . 37y 

- occipital cortex lesion 

( lug. 312 ) 380, 675 

- in one eye, in aeroplanes 377 

! altitudinal . . 377 

- — - in migraine . . 37 7 

- - - mountaineers . . 377 


- from optic radiation 

lesion 379, C Fig. 312) 380 

- - tract lesion 379, 

(lug. 311) 380, 675, 925 

- perimeter in . . . . 377 

- from pituitary tumour 

(lug. 303) 377 

- posterior cerebral artery 

lesions . . . . 379 

- pupil inactive with 

(Fix. 311) 380 

to light with 

(lug. 303, 377 

- — reacting with 

l Fig. 31 2 j 380 


reactions in. . . . 379 

- quadrant, in migraine 922 

- lrom sarcoma.. .. 379 

- thrombosis . . . . 379 

- tuberculous nodule . . 379 

- visual cortex lesion . . 922 

- word blindness and . . 772 

Hcmiataxia . . . . 76 

Hemiathctosis . . . . 382 

Hemiatrophy of lace . . 79 

facial paralysis simu- 
lated by . . . . 605 

illustrated (Fig. 46S ) 605 

- tongue in syringomyelia 

(Fig. VS) 79 

- trunk . . . . . . 79 

Ilemichorea . . . . 170 


llcnnchoi ca. contd. 

- hemiplegia trom . . ^82 

' - -- simulated In . ■ 385 

i -• paralysis ol arm in . . 614 

Uemicrania m migraine 924 
llcmidiosis 1 sec Sweating, 
linlaicral 1 

Hemiopia ysce Hemian- 
opsia 

Ilemipartvsthcsui liom 
cerebral humionhagc . . 379 

- hemianopsia with . . 37 L) 

llemiparesis lrom abscess 88 

- Babinski’s sign in . . 88 

- lrom cerebral lucmoi- 

i huge .. .. 379 

- emboiism . . . . 88 

- ha-morrhage . . . . 88 

- hemianopsia and . . 379 

- pyramidal tract lesion in 88 

- lrom thrombosis . . 88 

- tumour . . . . 88 

HEMIPLEGIA . . . . 381 

- lrom abscess . . . . 88 

- Achiliis jerk increased in 361 

- age incidence of . . 382 

- agraphia and . . . . 772 

- ankle-clonus m . . 381 

- aphasia and 381, 77 2 

- arm position in . . 176 

- ataxy and 76, 77, 171 

- from atheionia . . 384 

- athctoid movements m 88 3 

- athetosis after 170, 171 

- bedsore in .. 32 i, 8‘M 

- biceps jcik in. . . . 381 

- Broca's area and . . 581 

- lrom caisson disease 382, 585 

- causes of 381, 382 

- Iiom cerebral abscess 

382, 385 


- - embolism . . . . 321 

- cerebral lnemorrhage and 


155. 321, 

38 i, 36 2 

- from cerebral soltening 38 5 

- - sypmlis 

. . 164 

- - turnout 

582, 385 

— cerebrospinal fluid 

in . . 382 

- choreiform mouji 

aems 


al Lei . . ..171 

- - - preceding . . 171 

- lrom congenita! mai- 


iormuiiou . . . . 382. 

- crossed, from potv. 

\ uioln lesion . . to 1 

- li fin disseminated 'Ue- 

rosis . . 382, 385 

- double . . . . 1 7 O 

- - dy.sai thiiu in .. 773 

- - exaggerated laughter 

in . . . . , . 2‘'4 

- - explosive laughter in 290 

- - - icar:-. m . . . . 290 

- dragging ol loot in . . 314 

- dysarthria and . . 381 

- elbow -jerk in. . . . 381 

- lrom embolism 88, 381, 382 

- encephalitis 157, 17 3, 

223, 382, 61 3 

- endarteritis obliterans oJO 

- extensor plantar reflex 

in . . . . 88, 381 

- eye closure deficient in 381 

- of face on one side, 

limbs on other . . 604 

- facial paralysis with . . 603 

- flexor spasticity in . . 176 

- from lungating endo- 

carditis 381, 787 

- gangrene from .. 317 

- in general paralysis 

382, 384, 770 

- from haemorrhage . . 88 

- hand grips unequal in 381 
hennanaesthesia with 

381, 753 

hemianopsia with . . 381 

hemiaihctosis from . . 382 

from hemichorea . . 382 

hemichorea simulating 385 
hysterical 77,178,382, 

385, 609 

infantile, ataxy in . . 76 

- athetosis . . 604 

- athetotic movements 

in . . 76 

- from cerebral em- 

bolism . . . . 170 

thrombosis . . 170 I - 


Hemiplegia, infantile, contd. 

- -■ choreiform move- 

ments in . . . 

- - from ditheuh labour 145 

- - lace weakness in . . 604 

- - from forceps delivery 145 

- - meningeal luttnor- 

I'hngc •• .. 145 

- ■ paralysis ol arm in . . 145 

- leg in . . . . J45 

.. ..169 

- - talipes etjumus in 

Jug. I JO) 145 

- t rcmoi in . . . . 76 

- from limiry at birth . . 382 

- - to spinai cord . . 385 

- intermittent claudica- 

tion . . . . 382, 384 

- knee-jcik.s unrejual m 

381, 451 

- Iftfj position In . . 176 

- limping in . . . . 314 

- lumbar puncture in . . 382 

- from meningitis 382, 385 

- meningococcal menin- 

gitis .. .. 382 

- mitral stenosis . . 381 

~ nasolabial folds unequal 

m 381 

pain in shoulder in 580, 583 
pyramidal tiaci lesions 

in . 88, 451, 603 

radial wrist jerk in .. 381 

recurrent .. .. 384 

rigidity and . . 381 

lrom sinus thiombosis 382 
spinal cord injure . . 382 

syphilis 155, 382, 630 

syphilitic endarteritis 381 
tendon reflexes absent in381 


- lrom thrombosis 88, 

155, 521, 381 
tremor from 171, 880. 

882, 883 

• triceps ierk in . . 381 

I roin tumour . . . . 88 

- twit chines preceding . . 171 

ulcer of Ice in . . 894 

ulnar wrist- u rk m . . 381 

W assermaun reaction m 382 

ien-'ch . horea see Chorea 

- put pm. i . . . 076 

- - abdominal pains m 

102, 4 28, 680, 931 

- - symptoms m . . 680 

-- account of 101, 102, 

428. 680, 931 

- acute nephritis simu- 

lated by . . . . 680 

- age incidence oi . . 428 

- blood per anuili in 

] 02, 680 

- cessation m adul t life 102 
ol attacks of .. 480 

- - at puberty . . 680 

- in children . . 102, 680 

- colic in . . . . 680 

- constipation in . . 102 

- like cyclical vomiting 

and purpura . . 102 

- diarrhoea in 102, 428 

- duration of. . . . 102 

- epistaxis in , . 102 

- gastric colic in . , 148 

- harmat emesis in 102, 

428, 931 


- hicmafuriain 102,428,680 

- harmoglobinuriu in 358 

- haemoptysis in . . 102 

- hemorrhage into 

ankle in . . . . 456 

- - bowel wall in 102, 931 
gastric mucosa in 148 

- - hip f rom . . 457 

- - knee in . . . . 456 

- - mesentery in . . 931 

- illustrated ( lug. 117 428 

- intestinal obstruction 

simulated by . . 931 

- intussusception caused 

by .. 102, 931 

- -- simulated by 680, 931 

- limping from 456, 457 

- mcla-na in . . 102, 428 

- mucus per rectum in 680 

- pain in foot from . . 456 

joints in . . 428, 680 

- peliosis rheumatics 

simulated by . . 680 

- prostration in . . 102 
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Henoch's purpura, cotit d. 

- - purpura in . . 102 

- - pyrexia in . . 102, 428 

- - recurrent attacks of 680 

- - rheumatic lever simu- 

lated by . . . . 428 

- - stomach-ache in . . 680 
submucous hicmor- 

rhages in . . 680 

- - swelling of joints in 428 

- — vomiting in 102,428, 

680, 929, 931 
Hepatic abscess (see Ab- 
scess ol laser) 

- artery, aneurysm of (see 

Aneurvsm i 

duct, stone in, colic 
from ..147 

- flexure, carcinoma of, 

blood per anum lrorn 96 

- - time at which barium 

reaches d',g. Us, 160 
Hepatitis, pain m epi- 
gastrium from . . 5 18 

- - hypochondiium from 55 1 

■ • shoulder from . . 580 

tropical, laundice from 408 

Hepatoptosls. account of 462 


Herat lum 

lanaturn, drr- 


main is 

due to 

916 

Herald patch m pityriasis 


rosea 


746 

1 lerculcs. 

infant . . 

324 

- type of 

pseudo- hvper- 


t r< 'phn muscular par- 


ah sis 

> Fig. 477 

624 

1 lereditnn 

/ araxv t see 


hriedreich’s Ataxy; 


optic atrophy, central 


scotoma in 

923 

- syphilis 

i see Syphilis, 


( iongi 

canal 


- tclangiei 

. tases, epistaxis 


1 rorn 

273, 

274 

•- trophiLH 

lerna see Mcige 


lbsea 

se > 


I Ieredity, 

unosteoplasiu 


and 


:n 

- baldness 

. and . . 

61 

f ried ret 

ch's ataxy and 

78 

- gout am 

1 

428 


I .title s disease and .. 166 

- Meipe’s disease and . . 516 

- myopathy and . . 78 

neurotic convulsions 

from . . . . 181 

- obesit \ due to . . 505 

palpitation from . . 594 

- paramyoclonus multi- 

plex and . . . . 173 

- paroxysmal luvmoglo- 

binuria and . . 358 

- sick headache and . . 640 

- Tooth’s peroneal atrophy 

and . . 78 

- (and see familial Inci- 

dence i 

Hermaphroditism, gigan- 
tism with . . . . 325 

- (and see l’seudo- her- 

maphroditism i 
Hernia, abscess in groin 

due to . . . . 8 31 i 

- appendix in . . . . 834 j 

- bladder in . . . . 834 j 

- cerebri, pulsation of . . 847 

- from coughing . . 832 

- diaphragmatic, con- 

genital . . . . 801 ! 

- - 1 rorn injury . . 801 i 

- - succession in . . 800 ( 

- - X ravs in diagnos- i 

ing . . . . 801 : 

“ epigastric, pain in cpi- I 
gastrium from . . 5 37 

- femoral, account of 825, 831 

- adherent omentum in 825 

- - age incidence of . . 832 

- - direction of reduction 832 

- - ectopic testis simu- 

lating . . . . 8 32 

- - enlarged glands with 826 j 

- ~ simulating 830, 8 32 

- - below groin fold . . 831 

groin swelling due to 8 30 

gurgling in . . 825 

- - hydrocele of. . 825, 826 

- - - of sac of. . . . 832 

- - impulse on coughing 

in . . 825, 826 

1 ) 


Hern in, femoral, contd. 

— Inguinal hernia dis- 
tinguished from . . 831 

----- simulated by . . 825 

internal to femoral 

vessels .. ..831 

•• - irreducible . . 825, 8 32 

limping from . . 457 

- - neck external to spine 

of pubis . . . . 831 

- - never in lahtum .. 831 

- - — scrotum . . . . 831 

omentum in . . 832 

- operation in diagnosis 8 32 

- below Pouparl’s liga- 

ment . . 831 

- - psoas abscess simu- 

lating . . 825, 831 

- - bursa simulating 831 

- rare before puberty 825 

- reducible . . 825, 826 

- resonance over . . 825 

- • saphena varix simu- 

lating 825,8 31 

sex incidence of 825, 832 

strangulated 150, 825 

- at femoral ring . . 804 

hydrocele of . . 832, 833 

- impulse on coughing in 831 

- in infancy .. ..8 34 

inoulnal 804, 830, 831 

age incidence of . . 832 
compression of sper- 
matic cord ov . . 85 

- descent to labium .. 831 

- - - scrotum . . . . 831 

- direct . . 832, 834 

- direction of reduction 832 

- femoral hernia dis- 

tinguished from . . 831 

- - - - simulating . . 825 

- above groin fold .. 8 31 

- - groin swelling due to 8 31) 

- hydrocele of «.anal of 

Nuck simulating 856 
• - - cord simulating .. 8 32 

- impulse on coughing 

m ..832 

limping from . . 457 

- lipoma ol round liga- 

ment simulating . . 832 

- neck internal to spine 

ol pubis . . ..831 

oblique . 832, 833 

- above I'oupart’s liga- 

ment ..831 

- in scrotum 8 31, 8 3 3 

- sex incidence ot .. 8 32 

- strangulated . . 150 

- testis atrophy from 85 

- undescended testis 

and .. ..832 

- vulval swelling due to 85 3 

- at inguinal ring . . 804 

- ingulnoscrotal . . .. 833 

- - congenital sac and .. 8 34 

gurgling in . . 833 

- hydrocele of cord 

simulating . . 8 33 ' 

... _ _ sac simulating . . 8 33 ; 

- - impulse on coughing 

in . . . 83 3 

- - irreducible . . . . 83.3 j 

- - lymphangioma of 

cord simulating .. 8 33 

- - omentum in . . 833 ■ 

- - reducible . . . . 833 

- - testis below . . 834 

- - varicocele simulating 833 
internal, intestinal ob- 

st ruction from . . 168 

- vomiting from . . 168 ■ 
intestinal obstruction 

due to . . . . 804 i 

labial, vulval swelling 

due to . . . . 853 i 

of laparotomy scar .. 636 ; 
in linea alba . . 537, 804 

- semilunaris . . 804 i 

lipoma simulating . . 804 | 

I .hire’s . . . . 149 ! 

of lung, from coughing 210 

- impulse on coughing 

in .. .. 210 

- in marasmic children 210 

- phthisis . . . . 210 

- pulsation of. . . . 847 

- from whooping-cough 2 10 

obstructed . . . . 855 

- colic from . . ..148 


Hernia, contd. 


- obturator, account of .. 831 

groin swelling due to 830 

- - obturator neuralgia 


from 

. . 540 

i - - overlooked . . 

. . 832 

; — - pain in iliac fossa f rom 558 

j - - — thigh with 

. . 832 

j - - rectal examinu 

fion in 

diagnosing 

. . 832 


- - strangulated 150, 8 32 

- - vaginal examination 


in diagnosing . . 832 

- omental, varicocele 

simulating . . . . 851 

- operation for, retention 

of urine after 58, 49 3 

- perineal, vulval swelling 

due to . . . . 853 

- posterior labial . . 855 

reducible .. 831, 855 

- resonance over 831, 855 
retroperitoneal, colic 

simulated by 149 

- - intestinal obstruction 

from . . . . 149 

- strangulated . . 150 

- - - intestinal obstruc- 

tion by .. 555 

- - laparotomy for . . 555 

pain in iliac fossa 
from . . . . 555 

- urgent laparotomy for 149 
scrotal, hirmatoccle dis- 
tinguished from . . 589 

- hydrocele distinguished 

from . . 588 

- impulse on coughing 

in . . . . 588 

- irreducible . . . . 588 

- reduction of . . 588 

- resonance over . . 588 

• testis below . . 588 

translucent in infant 588 
of stomach into chest 

iFig. 514. 649 

- - bismuth and X rays 

in diagnosing 376, 649 

- - congenital . . 649 

- - lrom gunshot 

w ound . . 376, 649 

- - hf.it I impulse dis- 

placed by . . 376 
~ - from lmury . . 649 

- - pneumothorax 

simulated by . . 649 
lrom straining .. 8 32 

strangulated . . . . 855 

- abdominal pain from 8 53 

- acute intestinal ob- 

struction from .. 167 

- - colic simulated by.. 149 

- - constipation with .. 8 35 

- - fainting due to . . 297 

femoral . . 150, 825 . 

- - inflamed hydrocele of ' 

sac simulating . . 832 , 

- - inguinal . . . . 150 1 

- - intestinal obstruction 

from . . 149, 485 j 

- - meteorism from . . 485 ' 

- — misplaced testis simu- 

lating . . . . 589 

- - obturator 150, 555 , 8 52 ! 

- - twisted ovarian cyst l 

simulating . . 559 : 

- - umbilical . . . . 150 ' 

- - urgent laparotomy for 149 \ 
■■ - vomiting with .. 8 3 3 j 

- testis, account of . . 769 ; 

- - epithelioma simu- 

lating . . 769 ! 

- - gummatous. . . . 769 1 

- - papilloma simulating 769 j 

- - from syphilis . . 850 [ 
- tubercle bacilli from 769 i 

tuberculous 768, 769, 850 1 
torsio testis simulating 833 j 


at umbilicus 

804 

- in fat women 

59 3 

- impulse on coughing 


in . . 

593 

- in infants 

593 

- irreducible 

593 

- omentum in 

593 

- pain in 

59 3 

- sebaceous cyst simu- 


lating 

593 

- strangulated 

150 

varicocele with 

83.3 


| Heroin, coma from . . 154 

- drug habit from . . 113 
| - habit, impotence from 393 

- - sudden stopping of, 

delirium from . . 212 

- injections, taches bleu- 

atres lrom (Fig. 503) 642 

- leucopenia trom . . 455 

- noises in head from . . 504 

- out of condition from 113 

- shortness of breath fromll 3 

- vertigo from . . . . 504 

Herpes, brown stain after 913 

- burning in . . . . 913 

- cervical, account of .. 253 

- - deafness with . . 253 

- - mastoiditis simulated 

by . . . . 253 

- - middle-car disease 

simulated by . . 253 

- — pain in ear with . . 253 

- - vertigo with .. 253 

- - vesicles on neck with 253 

- chancroids simulated by 913 

- crusts in . . 742 j 913 

- ol ear 253 

- eczema distinguished 

from . . . . 915 

- erythema in . . . . 913 

- excoriations in . . 913 

- facialis in cerebrospinal 

meningitis . . . . 278 

- - crusts in . . . . 914 

- - in encephalitis leth- 

argica . . . . 278 

- - impetigo simulated by 914 

- - in pneumonia .. 419 

- - spiruchactosis ictcro- 

haimorrhagica .. 419 

- febrilis of lips . . 459 

trontalls, account of . . 891 

- - cornea insensitive in 891 

- - corneal opacity from 891 

- * 7 ulcer due to . . 891 

- - intra-ocular tension 

raised in . . . . 891 

panophthalmitis due 

... . . 891 

- — pet loration ot cornea 

due to . . . . 891 

- - supra-orhital nerve 

and . . . 891 

- - vesicles on cornea in 891 

- genitalis, account of .. 913 

burning in . . . . 914 

- - chancre with . . 914 

- - inguinal glands en- 

larged from . . 913 

itching in . . . . 914 

- - ulceration due to . . 913 

- gestationis. account of 123 

- - bulla: in . . 123 

cosinophilia in 123, 271 

- - itching in . . . . 124 

- - pain in . . . . 124 

- - pyrexia in . . . . 709 

- skin eruption of . . 126 

- of glossopharyngeal 

nerve . . . . 253 

- iris, bulla: in . . . . 919 

- - cosinophilia in . . 271 

eruption of . . . . 126 

- - vesicles in . . . . 919 

- itching after . . . . 865 

- - in 913 

- labialis, crusts in . . 69.3 

- - in lobar pneumonia 199 

- — perleche simulating 460 

- - in pneumonia . . 789 

- - spirochetosis . . 693 

- lesion of . . 913 

- mastoiditis simulated by253 

- of mens veneris .. 913 

- on mucous membranes 913 

- ocular, pain in eye from 546 

- ophthalmicus . . . . 865 

- otitis media simulated 

by .. .. 253 

- of perineum . . . . 913 

- pigmentation after . . 865 

- of prepuce . . . . 230 

- pain in penis from 579 
progenitalis, account of 764 

- - bubo rare with . . 764 

- - alter chancre . . 764 

- - erythema in . . 764 

- - pustules in . . 764 

- - recurrences of . . 764 

- - soft sore simulated by 764 

- - sore on penis from. . 763 

GG 
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HODGKINS DISEASE 


Herpes propenitalis, eontJ. | 

- - vesicles in . . . . 764 i 

~ no scarring from .. 913 } 

- simplex, face atl'ecied by 913 1 

- - genitalia alfecied by 913 i 

- — vesicles in . . 9 1 3 | 

- of small occipital nerve 253 j 

- stages of . . 413 j 

- tenderness after . . H65 I 

of scalp lrom . . 865 j 

- - spine lrom . . . . 868 j 

- of thighs . . . . 913 

- on tonsil . . . . 25 3 j 

- ulceration from .. 913 i 

- of urethra . . . . 230 : 

- urethritis from .. 2 30 

- vesicles in . . ..913 

- zoster, account of 531. 914 
of arm (i-Vg. //O' 124 

- — auricle, with facial 

paralysis . . 604 

- - - from geniculate gan- 

glion affection . . 604 

- - bilateral . . . . 914 

- — of brachial plexus . . 546 

bulla: in . . 12 3, 914 

- bullous t/wg. I 10) 124 

- - of conjunctiva .. 914 

- - crops in . . . . 914 

- - crusts in . . . . 742 • 

- - dermatitis herpetifor- 

mis distinguished 
from . . . . 914 

- - without eruption . . 564 

- - erythema in .. 914 

.... _ multilorrne dis- 

tinguished from 914 

- - of eye . . . . 914 . 

- - lb reliead, . . . . 914 

- - Gasserian ganglion 549 

- - genitals . . . . 704 

- - glands enlarged in531, 914 

- - of hand hi, i, . 1 10) 124 

- - hvperaisthosia from 

546, 754 

- - illustrated t/ug. 6<s’J) 914 : 

- - in infants ’lug. 110) 124 

- - intercostal pain from 

5 31, 862 , 

- - - tenderness in . . 862 

- - of lips . . 459, 914 

- - lymphocytes in cere- 

brospinal fluid in .383 

- - malaise with . . 549 

- - of mouth . . . . 914 

- - neuralgia after 531, 54o 

- - neuralgic pain with 914 

- - pain from . . 55 3, 564 

- ~ - in arm from 546, 58 3 ; 

back from 527, 528 

- — — chest liom 5.30, 5131 j 

- - - before eruption in 564 ! 

- - - in iliac fossa from ' 

555, 558, 564 

- - - loin from . . 564 

long after . . 583 : 

in shoulder from 

580, 58 3 

- thigh from . . 564 , 

ol palate . . . . 914 j 

- papules in . . . . 9 1 4 ! 

- - pleurisy simulated by 914 

- - pyrexia with .. 549 ' 

- - not recurrent . . 914 I 

- - renal colic simulated 1 

bv . . . . 564 

-- scabs in .. 531,504; 

- - scars from . . 531, 742 

- - shingles another name ! 

for . . . . 914 

spinal nerve roots and 914 ! 

■ supra-orbital, photo- 
phobia in 6 39, 640 


— vesicles in . . 

640 

syphilis simulating 

919 

tenderness with . . 

914 | 

- of chest from . . 

861 ! 

of tongue 

914 i 

unilateral 

914 ! 


- - vesicles in 531, 549, 

564, 742, 913, 914 

- - zona another name for 91 

Herrick’s anaemia .. 51 

Jlerter’s infantilism 235, 230 

Hesitant gait in paralysis 

agitans . . . . 614 

- voice in cerebellar ab- 

scess . . . . 630 

tumour . . . . 630 

- - disseminated sclerosis 630 


Heteroxanthin, uric acid 
and . . . . . . 901 

Hexagonal crvstals oi evs- 
tin .. ' v/ug. 177 ] 203 

I lexamei bvlcnetc trail line 
(see Urotropine' 

Hexaminc, lucmatuna 

from 348 , 

llcxa - nitro - diphenyl- 

aminc, dermatitis Horn 917 

- in explosives . . . . °17 

HICCOUGH . . 386 

- lrom abdominal disease 387 

- abscess of liver . . 3S7 

- acute epidemic . . 386 

- lrom acute haemorrhagic 

peritonitis . . . . 386 

- - intestinal obstruction 386 

- adherent pericardium 386 

- alcohol . . . . 38t. 

- m anuria . . . . 87 

• lrom llrighL’s disease 387 

- cancer ol colon . . 387 

- - liver. . . . . . 387 

stomach . . . . 387 

- - womb . . . . 3 k7 

caseous glands . . 386 

- chin rvllex . . . . ’>80 

- cob hacilluria . . 387 

~ crises . . . . . . 387 

- from cystitis . . . . >87 

- degeneration oi medulla 

386, 3S7 

- dila'aiion of stomach . . 7.18 

- encephalitis 173, 223, 357 

- enlarged prostate . . '-87 

- epidemic, account of . . 387 

- from fibrous media un- 

i lis . . . . '3 86 

- a form of crisis . . 386 

- functional . . 386 

- lrom gumma oi liver. . '>87 

- hvsteria . . . . 386 

- inlaret in spleen . . 387 

- in lardaceons disease. . 57 

- from large heart . . 386 

• laughter . . . . 386 

mediastinal growth . . 386 

- myoclonus of diaphragm] 7 3 

- (esophageal growth .. 386 

- peritonitis . . 386, 387 

- phrenic irritation . . 38b 

post-operative dilata- 
tion ol stomach . . 386 

- prognosis of, in periton- 

itis .. .. .. 386 

- from stricture . . 387 

- subphrenic abscess . . 387 

- suggestion curing . . 386 

- in suppurative pyelo- 

nephritis . . . . 57 

- from tabes dorsalis .386, 387 

- tickling . . . . 386 

- with tuberculous kidney 57 
-- in urxmia 57, 386, 387 

- from vagal irritation . . 386 

Hides, anthrax from 683, 824 
Higginson’s syringe in 

inflating stomach . . 400 

High explosives, acute 
yellow atrophy from . . 416 

- frequency electricity, 

high blood-pressure 
relieved by . . 404 

- - - insomnia relieved by404 
High-stepping gait from 

paralysis of external 
popliteal nerve . . 610 

- - in peripheral neuritis 75 

- — tabes . . . . 314 

Highmore, antrurn of (see 

Antrum of Highmore) 

Hill diarrhoea .. ..217 

llimalavas, spotted fever 

in 679 

Hindoos, diabetes in . . 335 

Hip, abductors of, nerve- 
supply . . . . 610 

- rotators of, nerve-supply 610 
Hips, wide, in congenital 

dislocation of hip . . 195 

I lip-joint (see Joint) 
Hippocampal lesion, sub- 
jective smell due to . . 756 
Hippocratic facies of peri- 
tonitis . . 150, 485, 734 j 

- succussion in pneumo- ! 

thorax . . . . 209 ; 

Hippomane mancinella, j 
dermatitis due to .. 916 i 


Hippuric acid, l-chling's 
solution reduced by . . 327 

Hippus in alcoholism . . 675 

- central scotoma and . . 675 

- in ceicbta! tumour .. 675 

- ddiiiuii.ii oi . - . . 6?‘i 

in dissemin.it ed sclexosis 675 
nystagmus and 6/5 

Hirschsprung 1 :, disease, ab- 
dominal distention in 

164, 167 

- - account of 163, 164, 486 

- a, haki 'i.i of anal 

spluncn i m lt> ' 

- — pc!\ i -rectal sphiia - 

icr in . . . . lb 3 

- in c hildi rti . . . . 486 

- coin. Iron- . . 148 

- coion in i /■/■'. /-/ >' 164 

- -- dilated in . . 486 

- hypertrophied in 8(35 

- -- c -iiin'in t al . . . . 805 

- — cot i > t • pat ion liotn 

164, 486, 802 

- - illustrated i/ ip. <$ ■ ' 48b 

- in inlant s . . . . 1 6 7 

- - intestinal obstruction 

lrom .. 16'/. 486 

kink ol colon m . . 16 3 

- - laparoio;v\ in . . 48n 

- - mu mold dilatation in 80 1 

- - succussion in colon in 803 

- - lyiupauiu- 1 1 1 it). I, 48b 

- — visible peristalsis in lo4 

- - \ olvulus oi sigmoid m 8pj 

- - X ra\ •• and encm i in 

diaglioMm- 4.H6, S0J 
I lis, a a: iculo- vcnlri, ulat 
bundle ol .see bundle 
ol 111, 

Hissing in car . . . . 8?,' 

- imr cs in head . . 6'.' > 

1 listologiial examination 

see Microscopical !.\ 
animation 

- specimens, technique for 

preparing . . 487 

HOARSENESS .. 387 

- in aeroincga!\ . . '- y 7 

- lrom ai. linomvco-is o! 

neck ’>88 

- alcoholism . . . . 38.7 

- ammonia . . . . 388 

- antenna . . . . 387 

- aneurysm . . . . 888 

- angioma of vocal cord 388 

- angioneurotic a:dema 388 

- ankvlosis ot crico-ary- 

tenotd joint . . '-88 

- aspirin . . . . -88 

-- m bookmakers .. 387 

- lrom Height's disease . . 388 

- cervical curie.- ■> . . 388 

- chlorine .. .. 388 

- in clergymen . . . . 387 

- lrom congestion ol lar- 

ynx . . . . . . 387 

- iti convalescence . . 387 

- costermonger s . . 387 

- lrom croup . . . . 388 

- debility . . 387 

- diphtheria . . 246, 387 

- with dysphagia . . 246 

- from epithelioma of 

larynx . . 388, 389 

- — (esophagus . . . . 388 

- pharynx . . . . 388 

- fibrositi.s of laryngeal 

muscles . . . . 388 

-log 388 

-■ loud going wrong way 387 

- foreign body in larynx 387 

- general weakness . . 387 

- gout 387 

- in braves' disease . . 387 

- from injury ol larynx. . 388 

- irritant gases . . . . 388 

- laryngitis . . 246,387, 388 

- laryngoscope in eases of 388 

- from leprosv of lurvnx 388 

- list of causes of 387, 388 

- from lupus of larynx. . 388 
-- malignant cervical 

glands . . . . 388 

- — disease of floor of 

mouth . . . . 388 

- in measles . . . . 387 

- from mediastinal new 

grow th . . . . 388 

- mustard gas . . . . 388 


Horn seness, eon til. 

- lrom my asthenia gravis 387 

- in myxiv tema . . 387 

- lrom itdcina of larynx 388 

- overuse ot u>ur . . 387 

papilloma o! vocal cord 388 
paralysis ot vocal cord .388 

- pcrichondi ilis ot ary- 

tenoid ..388 

- ci »conl .. .. 388 

- potassium iodide . . 388 

pvi osi.. . . . . 387 

loiroph.iryngeul abscess 388 

- shout mg . . . . 387 

- spasm ol larynx . . 388 

steam 388 

in stockhrokei s . . 387 

- t rom st i yelmme . . 388 
s\ philiiK laryngitis 387, 388 

- tabes doi sail* 388 

- Iclanw . . . . . 388 

- i ei ai iv . . . . . . 388 

- attci thyroidectomy . . 388 
lrom thyroid gland 

tumour . . . . 388 

t obucco-smuking .. 387 

tuberculous lanngitis 387 
ulccrauon ot larynx . . 388 

- in vj i n -la . . 387 

• lrom wart on \ ocal cord 388 
!iockc\ , cramp during .. 188 
1 1 eigen’- exten-, 1 . -n app.u a - 

1 1 : s . ; ai ip<. • 1 1 oin 1 46 

Hodgkin's dneasi, abdom- 
inal glands enlarged m 81 1 
wall nit i L i rated in 804 
account of . . 471, 782 
albuminuria wi t h . . lb 
ameuort ha.i in . . 2 3 

■ - an. emia ui 49, 72, 

9 >, 471, 782 

- - :-c\ ere Hi . . 62 

ascites m 62, 72, 1 37 
a\iliar\ gland, cn- 

lan.ii din *171 

- ha-oplnl (ells in 49, 

8 3, 471, 782 

• - - bleeding gum-, ur . . 9 3 

- rnout h it. . . 346 

blood changes lit 49, 471 
-- - not pathogno- 
monic in 72, 8 3, 782 

- - cerebral lucrnor i 'huge 

m 346 

- - cervical glands en- 

larged in .. 471 

- - chroim peritonitis m 72 

- - differential leucocyte 

count m . . 49 

- - epniaxis m . . 346 

- - htematemesis in 336, 346 
haemorrhages In . . 346 

- - large-celled hyper- 

plasia in . . 475 

- - no leueoevtosis m 72, 

8 3, 782 

- lymphadenotna and 

471, 782 

- - lymphatic glands en- 

larged in 49, 72, 8 3, 

9 3, 471, 782, 804 

- - Ivmphocvtes in 49, 8 3 

- - lymphosarcoma and 

472, 782 

- - myelocytes in 30, 

49, 8 3, 471, 782 
nucleated red cells in 8 3 

- - occipital glands en- 

larged in . . 47 3 

(edema ol legs in 515, 517 
Pel-Itbstein pyrexia in782 
pericarditis in . . 62 

- - peripheral neuritis ill 80 

- - peritonitis in . . 62 

- pigmentation of skin 

in . . . . 64 3 

- - pleuritic effusion in 137 

• -- polymorphonuclear 

cells in . . . . 49 

- - pyrexia in 34, 708, 782 

- - relapsing pyrexia in 78 

- - rigor rn . . . . 738 

- - serous effusions in. . 137 

- - spleen enlarged in 49, 

72, 83, 93, 471, 

475, 476, 778, 782 

- - temperature chart in 

(lug. 6 12) 783 

- - (and see Lympli- 

adenoma) 



HOFFMANNS BACILLI 
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HYDROCELE 


Hoffmann's bacilli, sore 
throat due to . . . . 757 

Holmgren’s test lor colour 
blindness . . . . 926 

Hollow-back 'see I.ordosisi 
1 lomatropine, mydriatic 
action ol . . . . 675 

- pupils unequal Imm . . 675 

Homicide by corrosive 

sublunau . . . . lib 

hyd r« »c hloric acid . . 1 (> 3 

- in mama . . . . 50 t 

- by nilrn acid . . 1(M 

- st rye Inline . . ..521 

- sulphuric acid . . I (H 

voices urging to . . 503 

1 iomoge nl isic a*, id • see Av id * 

1 Ionian \ mows diph 'pio 

< ! 7.57 2 21 

Hmu'U' mi) appearance 

in tavu* . . . . 109 

Hook worm, .» a ol 

/-a;-,. ■«, <r> 103 

- 1 «md ,o. Aid \ lo- t< nmasis . 
Hooklel s 1 11 aw it iv llutd 85, 66 

- hvdalid . . , / j 7c 65 

t t • -in kidney . . ‘150 

marine -15' 

m hvd.u ill cyst 6(>, HOn 

- Him: ' . . 777, 470 

ot 1 mm,, echinococcus 

lie. 4'H> 1)1'. 

/ / ' . 57) ia.tjlb S06 

S' 'll .1)1 /■/!■. 95 s' () < J ' 

Hooting- head in tin- 
i ; 1 • , a m , . . . 5 1 • 

II ops , vl hi mu 1 Irotu . . 717 
■ derma! it 1 due to 615. ‘M 0 
Hornet -’un*., delirium 

from 211 

Horn-, palms and soles 

m m vi iiem.i Ker.itoi.lcs 5(17 
Ilor.'-, lkicillus mallei 


Ilmncrus. uintd. 

myeloid sarcoma of 
skiagram . »t < l iy. t>ix ■ 
~ myeloma ailed my, . . 
periosteal sarcoma 



skiaeram 

of i-, 

to. bjf, 

821 


pci lost ill:-, 1 

4, ski! 

ag ram 



ot . . 

Ji 

y. 97 X < 

8 1 K 


rotation ol 

. iru| 

•aired. 



t rom near it r, 0 

1 siipr;i 



scapular 

nei ve 


0 | 7 

- 

ruber , < itvvi 1 ■ 



8 1 H 

1 1 

umniiiie in 

(Ml 


878 

I lump -buel’ . 

we kyphosi: 


11 

01 let r, g.r 

.tric- 

colic. 



lrom 



148 


insomnia ti 

orn 

402 . 

4P ■; 


p.un, alkali^ 

relies 

ini' . . 

39<> 


t ! 


76 7 


lrom appendicitis . . 

- - ch «lecv tit is 

- -- chrome appendicitis 

- - dm sic nal nkei 45, 

’•4 1 , 5 38, 

— :/,i 1 !-•- 1 - me 

1 lummy, h.ematuria alter 
men -11 liana 1 1 orn . . 
H mu mydoti's chorea 'see 
( ihor ea > 

H uiMJfrt's test for bile p I« - 
ment 

i luskme- s m hotulism . . 

- laryny 1 1 1 

- I roil 1 w a i -. * hi as. 1 , 

am! o e 1 1 inr-a jir-v. 
Hum:-, rv\ tal v - -re ret u m 


55.J 

554 

<95 

554 
410 
357 
45 2 


903 

74 3 


Ilydatnl disease of lii<er , could. 

- — — diaphragm pushed 

up by . . . . 470 

- - - no emaciation with 468 

- - eoslnophilia with 

315, 468, 470 

- - - fluctuation rare in 470 

- - lluul lion-albumin- 

ous m . . . . 470 

“ - - gall-biudik r en- 
largement simu- 
lated In 315,470 
" - - hear’ di- placed by 470 

- - hook'n. t- m .. 470 

- - - jaundice from . . 412 

- - rare with . . 470 

- - - it" l-imuhee with 46K 

- - - laparotomv in dia- 

!!iiosiiu . . 715 

- - — latent . . . . 

* no leu cm vl osis wit Irl68 

- - - liver dullne a raiwd 

with . . 462, 470 

- - — ■ enlarged by ol, 417 

- - -- I to pain will I . . 46.3 

- pleurisy imm . . 1 77 

- — - pleuritic ethi ion 

simulated bv . . 4‘/0 

- - S-. rum r eaction V. :l]i 


Hut 


lv.-iaic 
1 rma 


10 r 1 bed 
/•o'. J/J 26 i 


- Skodaie resonance 
dm to . . 

■- syphih, di --t 111 - 
ymshvol Irani. . 

1 1 iril ! jo . . 4(> w . 

- - urticaria lrom . . 

- lung 

- - la r VII, real paralysis 


v . H y.diiu 


28 


dealers, danders in 725, 68 3 
-- plunder -> aid . . 124. 682 

kn k. ! rans\ or se rm elm- 

t m;i: .. .. 529 

-- ridel - ex'ostosis jp . . 820 

- - ossitieai ion (-1 tendon 

in . . . 87.0 

- torse ; 1 ot testis in . . 5 67 

Horsehair, anthrax Imm 824 
1 lorseradi - h , del mat it is 

vine t o . . ..916 

Hospital gangrene, sur- 
gical ernphi serna in . . 254 

- sou- throat, adenitis 

1 rom 474 

1 lot lood, pain in I onpue 
fr< nil . . . . 540, 56 1 

- sta«e of malaria . 38 

- watei bottle, gangrene 

t mm . . . . 321 

- - inioler.iiuc ol, in 

r .tiies dorsalis . . 75 3 

- weather, constipation 

from .. .. 162 

Hot-cross-bun head In con- 
genital syphilis 256, 819, 806 

- - rirkets 2 32, 256 

Hour-pla^s contraction of 

uterus . . . . 250, 257 

- pelvis in rickets .. 233 

- stomach, barium and 

X rays in diagnosing 4 30 

- — lrom carcinoma 

< l- Us. 279, 2H(h 341 
diagnosis of . . . . 399 

- - puslunp sound in . . 399 

- — lavape in diagnosis 

"l . . . . . . 394 

- - physiological . . 394 

- - l rom ulcer i h'l'y. 774’ 3 34 

- - vomit nip due to 928, 930 : 

- — X rays 111 diagnosing 1 

219, 399 , 

Housemaid’s knee lrom j 

kneeling . . . . 581 j 

Hum, venous, in children 122 • 
Hunica cleguns, derma- i 

tit is due to , . . , 916 ! 

Humerus, carcinoma of I 

t/wy. 156) 190 ! 

- falling away from glen- • 

oid cavity . . . , 583 

- fracture of, musculo- j 

spiral nerve paralysis j 

from . . . . 615 | 


- la! ee. Co|< >ui ed tie'll r-‘ 

"t . . l".v. <7 29 

- - • in malaria 417. 455. 

654, 644, 7 3'), 785 
Hyaloid arler\ persistent, 
amhl v. pia with . . 922 

- - -- nvstapmus due to 922 

Hydatid disease in abdo- 
men . . . . . . 806 

- - abdominal distention 

1mm . . . . 61 

- swelling due to 804, 806 

account of . . . . 806 

- - ascites from 61,6 3, 

60. 68, 806 

- - - simulated by 61 

- - in Australia >06, 847 

- - h, >ne . . . . 82 3 

- -- carcinoma simulated 

b\ . . . . . . 456 

- - 1:1 chest , X rays in 

diagnosing . . 582 

- - daughter evsts in . . 806 

dilatation of stomach 
lrom . . . . 218 

in Douglas's pouch 66 

- — eosinophiha in 66, 

272, 280, 3t>6. 807 

- - crvthema in 276, 280 

- - geographical dist» 

hut 1011 ol . . 66 

- hretnaptysis from 361. 306 

hepatic abscess from 404 
booklets in . . Ob, SOo 
in Iceland .. ..807 

- iliac lossa . . . . 06 ; 

■ intestinal obstruc- 

t ion front . . 564 

- jaundice from 407, 410 

- ol joint . . ..435 

- kidney, hydroneph- 

rosis simulated by 450 

- laparotomy in dia- 

gnosing . . 564, 807 , 

- of liver 66, 68, 366, 

806, 82 3 i 

- abscess from 315, 470 

- - - distinguished ] 

from . . 470 : 

- - account of . . 470 

- - adenoma simula- 

ting . . . . 469 

ascites from 02,63,412 

- - no ascites with . . 468 : 
carcinoma distin- 
guished from 468, 470 I 

- - cholremiu from .. 213 1 - 

- - delirium from .. 213 | 


ski. 


nn-di 


tn 


vi. mis i'l 
/■ii.-. 748 ! 300, 
/-iy. ■/> > 
uinum, dvs- 
.1 Jr. • 


755 

470 

47C 

470 

366 


600 

806 

813 
ith 6 3 

. . >06 
. 806 

\ 410 
. --01 

. 84 3 

843 


- - - jurviigcai paralysis 

1mm 

• - 111 me-entery 

- - movable kidnev sim- 

ulated bv . . 
mul’ipie tumours \ 

- — in New Zealand 

- — omentum . . 

.. .. >emng mm hi 

ducts 

- - - iung 

- — operation in diagn. 

mg 

- - (wanan cyst simu- 

lated by . . 

- - pelvic swelling due to 840 

- - periostitis due to , . 818 

- of perjtoneum 61, 6 3, 

66. 68, 806 

- phthisis simulated by 366 

- precipitin reaction in 807 

- p\ lone stenosi , lrom 218 
-- rectal examination and 66 

• - ol rib, icnJcrness of 

chest trom . . 862 
■ - ribs protruded by . , 210 

- m right iliac lossa . . 564 

- seal ices in 

i I-'iys. bdia, l >2 1b, SOo 

- serum reaction for 

60, 280, 315, 366 

- severe aruvinia from 35 

- in South America . . 807 

- spinal curvature from 194 

- of spine, caries simu- 

lated by . . . . 194 

- - compression myelitis 

from . . . . 628 

- - - paraplegia from 626 

- - curvature lrom 193, 194 

- — new growth simu- 

lated bv 194,629 

- — spinal caries simu- 

lated by . . 629 

- - transverse myelitis 

from . . . . 626 

- -- tubercle simulated 

by . . . . 629 

- - X rays not distinc- 

tive of . . . . 194 

- in spleen . . . . 806 

- sterile . . . . 66 

- of sternum, tender- 

ness of chest from 862 

- superior vena cava 

obstructed by . . 910 


; Hydatid disease , could. 

suppurating. Bacillus 

coli in . . . . 646 

- - ■■■ subphrenic abscess 

, from . . . . 807 

■ - - swelling m iliac lossa 

due to . . . . 829 

-- - withou* symptoms 

366, 806 

- - from Taenia c-chino- 

cxvus .. ... 633 

- - tenderness of spine 

■ lrom . . 868, 869 

- — thrill m . . . . 806 

. — - tin raid gland en- 
larged by . . 877 

- — tumour due to 66, 806 

- - X ravs in diagnosing 366 

- liuid, imtoalbuminous 470 

- booklet* in 227, 470 

- lio,,kk‘ts . . <hu>. 76) 65 

- - m aw. ilk- fluid . . 65 

- o) .Morgagni . . . . 587 

II vd.'i niilorm mole (see 

Male 

1 1 \ li: amnios, ascites simu- 

i dine 841 

- d ■ ,i.wja lrom . . . . 250 

i o vnmon of . . 251 

Hydrarthrosis, intermittent, 
account of . . 433 

lb. dr -a >•.••• 1 k-rtn itttis 

1 lerpctik.rmisi 
aestivate, account of . . 127 

- - blown b.uies in . . 127 

teeth in 

/,.'./// 126,127 

- - buike m 123, 127 

- - porpi.vruiu-ia and 

127, 904 
purpura in. . . 127 

-- - summer and . . 127 

- co wnophili.t in . . 271 

- gestationis, account of 123 

• vaeciriilormc, porphy- 
rinuria and . . 904 

Hydrocele, account of 588, 849 
-- aching in testicle from 588 

- 01 canal ol Nuck, hbro- 

inyomu of round liga- 
ment simulating . . 832 
notes on . . . . 855 

- - - vulval swelling due 

to . . . . 853 

-- cholestcrin crystals in 849 

- compression of testis 

1 1 om . . . . 85 

- or cord, encysted, hy- 

drocele simulated by 588 

- epididymis . . 849 

- from epididymo-orchitis588 

- of femoral hernia sac. . 825 

- fluctuation in 588, 826, 849 

- growth of testis simu- 

lating . . . . 833 

- htemafocele diagnosed 

from 588, 589, 849 
simulating . . . . 588 

- - from tapping . . 589 

- haemorrhage into , . 849 

- hernia with . . . . 833 

- of hernial sac 826, 832 
... _ ._ enlarged gland 

simulated by . , 8 30 

- - - hernia simulated by 8.33 

- no impulse on cough- 

ing in . . . . 588 

- inguinal . . . . 830 

- from injury . . . . 588 

- limited above . . 588 

- locula I rd . . . . 849 

- milky liuid in . . . . 849 

- in multiple serositis . . 588 

- mumps . . . . 588 

- new growth simulated 

by . . . . . . 587 

- — -- simulating . . 588 

- - - of testis with . . 587 

- non -translucent 587, 849 

- pain in testis from . . 588 

- in polyorrhomenitis . . 588 

- relation of testis to . . 849 

- in rheumatism . , 588 

- of sac of lemoral hernia 8 32 

- scrotal hernia slmulatlng588 
sw’clling due to . . 588 

- in small-pox , . . . 588 

- of spermatic cord 589, 

832, 849 

- - - hernia simulated by 833 



HYDROCELE 


ion 


hyperpyrexia 


rtydroce/e, oontd. Hydronephrosis, oontd. 

- ’straw-coloured fluid in 588 - renal tumour from . . 352 

- with syphilis of testis. . 586 - serous cyst simulating 450 

- testis atrophy from 85 ■ - swelling in iliac fossa 

not distinguished with 588 due to .. .. 826 

- translucent 588, 833, 846 | - from ureteral calculus 716 

- vaninal .. 849 1 - urethral stricture .. .35 3 

- without apparent cause 582 - urine changes in . . 352 

Hydrocephalus, anosmia - varying size of 61, 449 

due to . . . . 756 - from vesical disease . . 35 3 

- Cheyne-Stok.es breath- i - - growth . . . . 354 

ing from . . . . 139 j - X rays in diagnosing . . 352 

- congenital . . . . 622 ’ Hydrophobia from animal 

- - syphilis distinguished , bites .. .. ..213 

from . . 622 - convulsions from . . 181 

- convulsions with 182, 183 - delirium in . . 212, 213 

- crackling of skull in . . 188 - from dog-bite 1 75, 213, 

- cranial bones thin and i 24 3, 885 

fragile in .. .. 622 ,- dysphagia from 176, 

- dystocia from .. 250 24 3, 662 

- dwarfism with .. 234 j - encephalitis simulating 24 3 

- eyes in . . . . 256 i - from l'ox -bite . . ..213 

depressed in {Fig. 217) 257 head-retraction in ..731 

- facies triangular in I - incubation period in . . 885 

l/'V.g. 217) 257 : - leucocytosis in . . 45 3 

- forehead enlarged in . . 256 1 - mental symptoms in . . 175 

- headache from . . 370 : - priapism Irom . . 657 

- illustrated I - ptyahsm due to . . 662 

(Ftp. 216) 256, (/'V.c.2/7) 257 - respiration difficult in 176 

- lateral ventricles dis- j - rigor rare in . . .. 7 37 

tended in ! - tetanus distinguished 

(Ftps. (MS* 6X9) 937 j from .. ..175 

- from meningitis 257, 622 - trismus in .. .. 885 

- optic atrophy in . . 257 not present in . . 176 

- paraplegia from .. 621 - from wolf bite 213, 885 

- rarefaction of skull from 190 Hydropneumopcricardium. 

- rickets distinguished churning sounds in .. 800 

Irom . . . . 622 - suecussion in , . 800 

- - simulating . . . . 256 Hvdropneunuufiorax, 

- skiagrams (Ftps. 68$, 6S0' 937 apical .. .. .. 800 

- sutures of cranium - cyanosis in . . . . 801 

separated in 256, 622 - from injury . . . . 801 

- in utcro, recognition o 1 251 - metallic clinks in . . SOU 

- vomiting due to 926, 631 - needling in diagnosing 647 

Hydrochloric acid (see Acid 1 - pain in chest in . . 801 
Hydrocystoma, miliaria ~ after paracentesis tlioi- 

and . . . . . . 918 ads . . . . . . 801 

- vesicles in .. .. 913 - phthisis causing .. 801 

Hydrogen, balloon filling - skiagiam of : !•:<:. 51 3 ■ 648 

with , . . . . . 421 - subphreiiK abscess 

- impure, poisoning by 421 , simulating .. .. 800 

- from iron ('res and h>- ! - suecussion in . . 647, 800 

drochloric acid .. 421 1 Hydrops amnii .. ..61 

- peroxide in blood test 104 11\ droqumone, dermafl.is 

erythema due to 917; due to . . . . . . 617 

- - vesication due to .. 917 - used by photographers 617 

Hydronephrosis, abdom- Hydroqulnoneacctic acid 

inal distention from . . 61 sec Acid 

- account of .. 449 Hydrosalpinx, pelvic swel- 


- ascites simulated by . . 61 Img due to .. .. 840 1 

- calculi with ting. 376) 449 j Hydro! borax ! see I flfusion, 

- from carcinoma of t ricutul 

bladder . . . . 56 ‘ Hygroma, cystic . . 81b 

pelvis .. .. 353 Hymen, closed .. .. 843 

- - uterus .. .. 57 - — amenorrlnca Irom.. 23 

Irom . . . . 147 - - sterility due to . . 76 3 

pyelography in de- j - inflamed, dvspareunia ; 
tecting U'igs. 373, 374 1 447 \ due to .. .. 236 ! 

fluctuation in . . 449 j - - from gonorrhutn . . 239 

- gall-bladder enlargement : - unruptured, dvspar- 

dlagnosed from 315, 316 ; cunia due to . . 2 36 

- hamaturia from 348, 352 \ Hyoid area, hyperesthesia 

- hydatid cyst simulating 450 | in, from car disease . . 550 

- kidney enlarged from i — - pain in (sec Pain ) 

448, 449 | - bone, periostitis of, pain 

- loin bulged by . . 61 in tongue Irom . . 590 ; 

- lumbar tumour from. . 56 styloid process . . 590 

- mesenteric cyst sirnu- — sensory area dip. 443) 550 

la ting . . . . 447 ; Hyoscine, delirium from 212 

- from movable kidney I HYPERACUSIS .. .. 389 

(Fit;. 37 > ) 447, 554, 654, 8 14 i - from abscess of brain 386 ! 

- obstruction .. .. 56 | — in arteriosclerosis .. 360 

- - to ureter . . . . 449 - chronic nephritis . . 360 

- papilloma of kidney .. 351 j - after concussion .. 386 ; 

- pelvic swelling due to 840 ‘ - in convalescence . . 386 

- periodic emptying of ! - facial paralysis . . 604 

sac in . . . . 654 , - after fevers . . . . 386 ! 

- - polyuria due to . . 653 ! - from glaucoma . . 389 ; 

- physical signs of 315, 316 - in Ciravcs’ disease . . 389 1 

- polycystic kidneys dis- j - from gumma of brain . . 386 ! 

tinguished from . . 353 - headache . . . . 386 | 

- polyuria from . . . . 654 - after head injury . . 389 j 

- from prostatic disease 353 - in high blood-pressure J 

- pyelography in 352, 389, 390 j 

(Ftps. 370-372 ) 44 6, - hypochondriasis . . 389 | 

{Ftp. 376) 449 - hysteria .. .. 389 1 

- pyonephrosis from . . 449 j - f rom inflamed scalp . . 389 

simulating . . . . 654 I - iritis . . . . . . 389 ! 

- from renal calculus 351, 654 j - fist of causes of . . 389 i 

- renal enlargement from 654 I - in malaria . . . . 389 I 


, Hypemeusis, oontd. Hypormotropu, oontd. 

- in meningococcal men- - strabismus due to . . 797 

ingins .. .. 389 - tenderness of scalp from 867 

- from migraine .. 389 Hypermetropic astigmu- 

- in neurasthenia . . 386 tism, optic disc in 

- pachymeningitis . . 386 l J'tp- 430) 520 

- from paralvsis of sta- ! i Ivperninesia .. 25 

pedius .. 604. 605 Hypernephroma in bone 823 

- in secondary syphilis. . 386 - clitoris enlarged pre- 

- strychnine poisoning. . '89 maturely from .. 508 

- suppurative meningitis 386 - with hypertrophy ol 

- syphilis and . . . . ■'60 genitalia {JO, p. 303) 508 

- in tetanus . . . . 386 — ot kidney . . . . 449 

- tic douloureux . . 386 - - aching in loin from 446 

- tuberculous meningitis 386 - - colic from . . . . 449 

- from tumour ot brain 386 - - fuematuria Irom 348, 

- \\ assermann test in . . 361) '50, 449 

Hyperiesthesia, abdominal, ■■ - kidney enlarged by 449 

from pyelitis . . . . 554 - -- premature puberty 

- account of .. 754 with .. . . 776 

- in alcoholic neuritis . . 177 - - pvuria due to . . 716 

- arm after herpes z.ostei 540 - ohesitvlrom .. 505, 508 

- arsenical neuritis . . 177 - premature pubic hair 

- Hrown-Sequard para- with.. .. 413 

lysis . . . . 608 - with pubic hair at six 

- combined scleroses of {J'tp. 304) 508 

cord.. .. .. 754 - secondary in lungs 

- of face in neuralgia . . 546 (/Ay. 304 508 

- from gastric ulcer . . 336 - spleen simulated by . . 812 

- haunatomveha .. 177 Hyperpiesis i see Hlood - 

- herpes zoster.. .. 754 pressure. High' 

- in hyoid area, Irom car Hyperpituitarism, acro- 

discase . . . . 550 mcg.tly from . . . . 506 

- hysteria .. 57', 754 Hyperplasia, large-celled, 

- oi loin from pyeiilis . . 554 in lymphadenoma . . 475 

- in neuralgia . . . . 862 - of red marrow m blood 

- neurasthenia . . . . 754 diseases . . . . 862 

- neuroses .. .. 862 - - - tenderness ol hones 

- with pain . . 527 liom . . . . 862 

- trorn peripheral nerve HYPERPYREXIA .. 390 

lesions .. .. 754 - from acute myeht is 36(>. 361 

- in peripheral neuritis. . 570 - - yellow atrophy of liver 360 

- pernicious aniemia .. 754 ascending nephnt is ., 390 

- from spmai caries . . 754 - bronchopneumonia . . 390 

- ot stomach, dyspepsia alter burns ., .. 390 

Irom . . . . 399 - trorn cerebral abscess 390 

- in tabes dorsalis 75 3, 754 - - lucmorrhage 109, 390 

- from t raiisver.se myelitis 177 - - soliciting .. ., 390 

- tumour ol spinal men- - - tumour . . 390 

inecs . . . . 754 - in cerebrospinal menin- 

- vaginal, dvspareunia gitis.. .. .. 390 

trorn . . . . 236 - cholera . . 360 

- vcsieie . . . . . . 465 ~ chorea insaniem . . 390 

Hyperalgesia, uru.es thosia corna . . . . . . 390 

with .. {J'tp. 3K2>140 " l rom contusion of brain 390 

- ol chest . . . . 863 - corpus striatum lesions 392 

- from optic thalamus - definition ot . . .. "390 

lesions .. 754 - in deli t mm t remens .. 390 

- in peripheral neuritis - dvsenterv . . . . 390 

( /•/.*;. }S2 1 749 - epidemic jaundice .. 420 

Hypcrchlorhydria, appetite - erysipelas .. . . 390 

increased in . . .. 58 - Irom I ractured skull .. 360 

- colic Irom . . .148 - - spmc . . '60, 361 

- in duodenal ulcer . . 343 - functional . . . . 711 

- duodenal ulcer dia- - lti general tuberculosis 360 

gnosed trorn . . 104 - f rom ha’morrhage into 

- dyspepsia from .. 399 optic thalamus .. 360 

- fractional test meal in - in heat-stroke 156, 390 

(Fix. 2X4' 344 - hysteria 390,391 

- gastric ulcer diagnosed - inlantilc convulsions . . 360 

from . . 104 - list of causes ot . . 390 

- pain in epigastrium from 537 - in lobar pneumonia . . 360 

- test meal in . . . . 58 - malaria . . 39, 390 

Hyperghomatosis of central - malignant endocarditis 390 

canal of cord . . . . 81 - malingerers . . . . 391 

Hyperidrosls .. .. 803 meningitis .. 390 

- of arm in brachial - from nervous system 

neuralgia . . . . 543 ; lesions . . . . 390 

- bromufiosis with . . 80 3 - pontine lucmorrhage 

- eggshell nail with . . 497 ; 155, 385, 390, 391 

- (and see Sweating) — - lesions . . 392 

Hyperinvolution, amenor- ! - in posterior basal men- 

rlata irom . . . . 794 ingiiis . . . . 390 

- sound in . . . . 764 - pvicmiu . . . . 390 

- sterility due to .. 793 | - pyelitis .. .. 390 

Hyperkeratosis from , - relapsing fever . . 390 

arsenic . . . . 45 \ - rheumatic fever . . 390 

- of palms from arsenic 83,94 - alter scalds . . . . 390 

- soles from arsenic 83, 94 - in scarlatina . . . . 390 

Hyperlactation, uinemia , - septicamiu . . 390 

Irom .. .. .. 48 — from subthalamic lesions 392 

liypermetropia, crescents i - sunstroke . . . . 390 

with .. .. .. 517 j - suppurative meningitis 390 

- eyestrain from .. 547 j - - pylephlebitis (J'tp. 554) 696 

- headache from 370, 547,867 i - tetanus . . . . 390 

- migraine irom . . 547 i - tuberculous meningitis 390 

- from optic nerve tumour284 J - tumour of pons Varolii 390 

- pain in eye from . . 547 j - in typhoid lever . . 390 

- photophobia from . . 639 j - typhus fever . . . . 390 

- pupil small in. . . . 674 [ - ursenva . . . . 390 



HYPERPYREXIA 


104 0 


HYSTERIA 


Hyperpyrexia , conn!. i Hypogastriitm, could. j Hypothermia , cantd. i Hysterias contd. 

- in yellow fever . . 390 ! - bulged by ascites .. 59 1 - w'ith tuberculous kidney 57 - flaccidity in . . .. 614 

Hyper-resonance in ern- - intussusception in .. 815 - alter typhoid fever .. 392 j - flushings in .. . . 391 

physema 208, 269 - the organs situate In .. 808 Hypothyroidism ; - foot strongly inverted in 608 

- over pneumothorax 209,647 ; - pain in (see Pain> , (Figs. 389, 3 ( )Q) 506 j - globus in 179, 242, 570, 799 

Hypertonus of colon, con- { - pelvic tumours rising - anaemia in .. 50 - glove anarsthesia in 171, 615 

stipation from . . .. 308 into .. .. 815 - backward intelligence in 622 : - grimacing in . . .. 175 

- - nmn due to. . . . 308 - tumour in, due to - delay in talking due to 622 ; - headache in 372, 391, 867 


- - sense ot fullness from 308 

- - X rays in diagnosing 308 

- stomach, characters of 307 

- - in duodenal ulcer 

tin;. 23 i) 34 3, 554 

- - sense of fullness with 306 

Hypertrophic biliary cir- 
rhosis . . .... 466 

- rhinitis (see Rhinitis) 

- stenosis of pylorus (see 

Pylorus) 

Hvpci trophy of heart (sec 
Heart, hnlargemenl of; 

- left ventricle (sec Ven- 

tricle, I-clt: 


- nail 497 

- (esophagus, idiopathic, 

dysphagia troni . . 24 3 

- right ventricle : sec Ven- 

tricle, Right 1 
Hypnosis, memon re- 
stored In . . . . 25 

Hypnotics, ataxy from.. 77 

- bull.e 1 roin . . . . 12 1 

- noises m head from.. 804 

- vertigo trom . . . . 504 


Hypobromite ol sodium, 
ellervesecnce with urea 80 3 
in estimation ol urea 19 
Hypochloriivdi la, dys- 
pepsia irom . . 399 


- flushing due to . . 303 

Hypochlorite ol calcium 

m Hainan test I n;- U f >' 

1 1 v pochond nasis m bluc- 
bram ease* . . . . 205 

- cardiospasm and .. 5 35 

- constipation m . . 161 

- fivperacusis in . . 38 l * 

- insomnia Irom . . 404 

- oxalurniand .. .. 524 

- ptuntus due to . . 658 

- witii undue pulsation ol 

abdominal aorta . . 662 
i Ivpochondruim. carci- 
noma ol colon in . . 809 

- intussusception in 809, 829 

- let i. enlarged spleen in 812 

hypernephroma in . . 812 

- - kidney tumour in . . 812 

liver lei t in . . . . 811 

the organs situate in 808 

PAIN IN . . 553 

-- - pancreatic tumour m 812 


ret ropentoneal cyst m 812 

- - supraienal tumour in 812 

- - tumour in, from car- 


cinoma ot colon . . 776 

- - tumours occurring in 775 

- pain in see Pain 1 

- right, discomfort in, in 

catarrhal jaundice.. 411 

- - dragging in, from 

carcinoma of liver 46 

- - the organs situate in 808 

PAIN IN . . 553 

- - reddened by hepatic 

abscess . . . . 804 


- - sense of fullness in, 

from cancer of liver 468 

- - - weight in, from 

active congestion 


of liver . . 417 

- - - - in catarrhal jaun- 

dice . . ..411 

- - swelling in, from 

hepatic abscess . . 804 ; 

- - tumours in . . . . 809 

- swelling in, from sub- 

phrenic ubsccss . . 807 

- tenderness in (see Ten- ' 

dernesx) 

- tumour in, from pan- 

creatic cyst . . 811 

- - suprarenal . . . . 439 j 

Hypochylia . . . . 400 I 

Hypocyihicmia defined. . 26 j 

Hypodermic injections, ! 

purpura due to . . 676 j 


- - taclies blcuatres from j 
(Fig. 303) 642 

Hypogastrium, bladder in 815 j 


bladder . . . . 61 

- - retention of urine . . 55 

Hypoglossal nerve (see 

Nerve, Cranial, Twelfth) 
Hypomncsia .. .. 25 

Hypopituitarism, abun- 
dant stools with . . 509 

- impotence from .. 39 5 

- infantilism with . . 509 

- obesity from . . 505, 509 

- sleepiness from . . 509 

1 lypoplasia, congenital, 

of pulmonary artery . . 120 
■- ol intestine . . . . 160 

Hypopyon . . 287 

- with corneal ulcer . . 89U 

- Irom fifth nerve paralysis89 1 

- illustrated 'Pig. 254 287 

1 rom iritis . . 287 

Hypospadias, urine stream 
abnormal with . . 491 

I Ivpostat is pneumonia, 
dvspnuea Irom . . 247 

Hvpoihenai muscles (see 
Muscles 

- region, pink hue ol . . 803 

HYPOTHERMIA . . 391 

- in Addison’s disease . . 392 

~ alcoholism . . . . 392 

- after aiuesthelics .. 392 

- in Anglo-Indians .. 392 

anuria . . . . 57 

- arteriosclerosis . . 392 

- botulism . . ..243 

- Irom carbolic acid .. 392 

- in carcinoma ol stomach 347 

- from cerebellar abscess 392 

- - tumour 392 

- cerebral abscess 392. 6l 3 

- -• liuMMon luge . . 392 

tumour . . 392 

- in children . . 392 

- chloral poisoning . . 392 

• chronic debilitating 

maladies . . 30? 

- - nephritis . . 392 

from collapse.. 150, 392 

- in coma . . 392 

tMnvalescep.ee . . . • 392 

- cretinism . . 290. 392 

- diabetes . . . . 392 

- from exposure .. 392 

- alter fevers . . 392 

- from haemorrhage . . 392 

- in heart disease 

7*7 y. 314 391, 3Q2, 704 

- alter immersion . . 392 

in manit ion . . . . 392 

- Irom increased intra- 

cranial pressure . 392 

- in infective endocarditis 704 

- after injury . . . . 392 

- from intestinal obstrui - 

lion . . . . 150, 392 

in lardaceous disease . . 57 

list of causes of . . 392 

- in malignant disease 

i Fig. 315) 392 
with mediastinal sar- 
coma (Fig. ?/*>' 392 

- in mitral stenosis 

( Fig. 314 ) 391 

- morning, in septic cases 392 

- - tuberculosis . . 392 

- in myxicdcma . . 290, 392 

- neurasthenia . . . . 571 

- al ter operation . . 392 

- in opium poisoning . . 392 

- from oxalic acid . . 392 

- peritonitis . . 150. 392 

- with pleural effusion 

(Fig. 315) 392 

- after pneumonia . . 392 

- from poisoning . . 392 , 

- after relapsing fever . . 392 

- residence in tropics . . 392 

- from severe diarrhoea. . 392 

vomiting . . . . 392 

- shock . . . . . . 392 j 

- snake-bite . . . • 422 1 

- suppurative pyelo- 

nephritis . . . . 57 j 


- - walking due to . . 622 ; 

-- general account of . . 50 

- high blood-pressure and 106 

- obesity in . . . . 505 

- ovarian insufficiency and 507 

- sex incidence of . . 50 

- thyroid ext -act in dia- 

gnosing . . . . 50 

- in women . . . . 507 

- land see Myxcudcma) 
Hypotonia from cerebellar | 

lesions . . . . 76 

- in tabes dorsalis . . 293 
Hypotonus of stomach, 

characters of . . . . 307 

1 lypoxanthin, uric acid and 901 
Hysteria, abdominal re- 
flexes natural in . . 614 

- - spasm from . . 179 

- accoucheur’s band in . . 2 

- age incidence of 58, 799 

• ageustia due to 754, 859 

- amblyopia due to 884, 

922, 923 

anaesthesia in 171, 573, 

609, 614 

- an. esthetic in diagnosing 

178, 4 35 

aneurysm simulating . . 531 

- no ankle-clonus in . . 586 

ankle ict 1. exaggerated in608 

• anoiexi.! from . . . . 58 

anosmia tn . . . . 756 

anuria in . . 55, 58 

- aphonia in 242, 570,774. 799 

- ar«emc administered 

1 uri eptitiously iri .. 873 

- asthma simulated by. . 65 3 

- ataxy in . 77 

- no ilabinski's sign in 

88, 178, 884 

- biceps jerks in . . 614 

- blindness due to 754, 925 
brachial palsy in . 614 

- brudypnau ir 110. Ill 

- bruising in . . 677 

- bulimia from . . . . 58 

- bul he and . . . , 124 

- cacogcusiia due to . . 860 

- carcinoma of spine 

simulating .. ..531 

- - stomach simulating 572 

- cardiospasm and . . 535 

- characters of move- 

ments in . . 614 

- Charcot's spasmogenic 

/.ones in . . . . 862 

- clavus in .. 179, 570 

- chorea imitated in .. 171 

major and . . . . 171 

choreiform contractions 
in . . . . 170, 171 

- club-foot due to . . 147 

- coloui blindness due to 92 3 

- coma in . . 154, 181 

- consciousness impaired 

m ..174 

- - not lost in . . . . 1 74 

- constipation and . . 165 

- contracture from 171, 178 

- - duration of . . 178 

- convulsions In 181, 184, 

391, 884 

- cough from . . 187 

- delirium in 211, 213, 391 

- diagnosis of . . 77, 521 

- disseminated sclerosis 

simulating . . 753, 884 

- double consciousness in 25 

- dragging of leg in . . 608 

- dyschczia and . . 165 

- dysphagia in . . . . 242 

- dvspnuea from . . 247 

- epilepsy distinguished 

from . . 174 

- - simulated in . . 174 

- excessive appetite from 58 , 

- eye-opening resisted in 174 j 

- facial paralysis simu- I 

latcd in . . . . 605 | 

- fainting due to . . 297 

- fits in . . . . . . 25 | 


head- retraction in . . 731 
hearing lost in . . 754 
hemiansesthesla In 77, 

171, 179, 570, 754 

- hemiplegia in 77, 178, 

382, 385, 609 

- hiccough from . . 386 

- hvpcracusis in . . 389 

- hyperesthesia in 573, 754 

- - of breast in . . 754 

- hyperpyrexia in 390, 391 

- hypnosis curing . . 25 

- hysterics in . . 171 

- insomnia in . . 402, 404 

- intention tremor in . . 884 

- joint disease simulated 

in . . . . 435 

- knee-jerks brisk in . . 573 
-- - exaggerated in 386, 608 

- leg llaccid in . . . . 608 

- - rigidly extended in 608 

- leg-raising test in . . 386 

- lock-jaw in . . . . 521 

- malingering distinguished 

trom . . 435 

- memory loss in . . 25 

- mcleorism from . . 486 

- monoplegia in . . 178 

- muscular atrophy from 178 

- ncurast licnia and 870, 871 

- neurosis distinguished 

Irom . . . . 597 

- new growth simulating 869 

„ - - simulated by . . 179 

- noises in bead from . . 504 

- no nystagmus in . . 884 

- opisthotonos in 176, 521 

- optic discs not affected 

in 884 

- organic cord disease 

simulated by . . 88 

- ovarian hypcritsihcsia in 754 

- - pain from . . . . 57 3 

■■ pain in breast from . . 5 30 

- - face from . . . . 551 

- - hip in . . . . 179 

- - joint in . . . . 435 

- - knee in . . . . 179 

- - limbs in . . 568, 570 

- - muscles in . . . . 179 

- pains in . . . . 867 

- palate reflex absent in 573 

- palpitations in 594, 597 

- partcsihesia in . . 179 

- parageustia due to . . 859 

- paralyses of 171, 178, 

435, 884 

- paralysis ngitans simu- 

lating . . . . 614 

- - of eyelid in . . 178 

- - face in . . . . 178 

leg in . . 608 

- - lip in . . . . 178 

-- - tongue in . . . . 178 

- paraplegia in 77, 178, 609 
phenomena of . . 171 
photophobia from 639, 640 

- plantar reflex flexor in 

386, 608, 614 

- polyuria in . . 653, 874 

- pregnancy simulated by 179 

- pruritus due to . . 658 

- ptosis in . . . . 178 

- ptvalorrhcra in . . 661 

- pupil reacts in . . 174 

- purposive movements in 174 

- purpuric bruising in. . 677 

- pyrexia simulated in. . 711 

- quivering of eyelids in 174 

- reflexes exaggerated in 

171, 884 

- regurgitation of food 


through nose in . . 731 

- restlessness in . . 391 

- retention of urine in 

493, 495 

- rigidity in . . . . 614 

- rigor simulated in . . 736 

- risus sardonicus in . . 741 

- scoliosis from. . . . 191 

- screaming in . . . . 174 

- sensory signs in . . 884 
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Hysteria, cotit J. 

- sex incidence of 58, 171, 

30b. 570, 741, 799 

- skin eruptions produced 

m , , . . ..174 

- sleeve an.tsthesia in . . 615 

- smell lost in . . . . 784 

- Snellen's coloured types 

in detect mg.. .. 92 3 

- spasm of face in . . 005 

- — neck muscles in . . 174 

- — orbicularis palpebra- 

rum in . . ..178 

- — shoulder muscles in 174 

- — Mernomastoid in . . 178 

- sphincters not alleclcd in 884 

- — — relaxed in . . 174 

- spiral contraction ol 

visual held in . . 423 

- spurious ankle-clonus in 178 

- stigmata of . . 179 

- slocking antvslhcsia in 171 

- - and glove anaesthesia 

in . . . . 570 

- strangury due to . . 791 

- streptococcal glossitis 

simulating . . . . 861 

- stridor due to. . . . 799 

- strychnine poisoning 

simulated by 521, 741 

- subjective smell in . . 7.^6 

- sudden starts in . . 173 

- suggestion curing 25, 

597. 640 

- supinator jerks in .. 614 

- swelling due to .. 415 

- tachypntea in.. .. Ill 

- talipes due to. . 144, 178 

- taste abnormality due 

to 861 

- — lost in . . 754, 859 

- temperament and 171 

- tenderness ol chest in 

801, 862 

in muscles in . . 174 

- - of scalp from . . 865 

- tetanic spasms in . . 176 

- tetanus distinguished 

from . . . 176 

- - simulated by 190., 521. 74 1 

- - simulating .. .. 175 

- thirst in . . . . 874 

- tongue not bitten in.. 174 

- tonic and clonic spasms 

in . . . . . . 741 

- tor licolln in . . . . 178 

- trance in . . 154, 158 

- traumatic neurasthenia 

simulating . . . . 870 

- tremor in 171, 879, 882 

- triceps )erks in . . 614 

- trismus in . . . . 1 76 

- - simulated bv . . 884 

- no true ankle-clonus in 608 

- tuberculous hip simu- 

lated bv .. ..179 

- knee simulated bv . . 179 
I rJ spine simu- 
,:ng . . . . 870 

ernue pulsation ol ab- 
dominal aorta and.. 662 

- unilateral sweating in 803 

tremor in . . 880 

- vertigo hum .. .. 504 

- vision changes due to. . 923 

- visual fields contracted 

in .. .. 884,921 

- vomiting, in .. 572, 931 

- — dvspcpsia simulated 

' by . . . . 306 

- no wa-ting in . . . . 185 

- wrist-drop in.. .. 4 35 

-- writhing in . . . . 521 

* Hysterical spine ’ . . 870 

Hystero-epilepsy . . . . 174 

- head-retraction in . . 7.11 


1 CK-BAC1, gangrene from 321 
Iceland, hydatid cyst in 807 
Ichthyosis, anidrosis in. . 803 
- finger affected by . . 301 
- hystrix, age incidence of 599 
- — illustrated (l-iy. 4(>2) 599 
- - papules in . . . . 599 

- - pigmentation in 

(I- ig. 462 ; 599 
- — warty nail-heads in 599 
- onychogryphosis with 497 
- scales in . . . . 744 


Ichthyosis, contd. 

• tinea imbricata dis- 
tinguished from . . 312 
Icterus i see Jaundice' 

1 tieas ol' grandeur in gen- 
eral paralysis 157, 184, 305 
Idiocy, amaurotic familial 924 


— blindness in . . . . 622 

— coma from . . . . 181 

— congenital optic atrophy 

in 622 

— convulsions 1 rum 181, 181 

— cretinism simulating 622 

— after encephalitis . . 632 

— kyphosis m . . . . 1 94 

— microcephaly and .. 214 

— .Mongolian, arid achon- 

droplasia 1 l-iy. 21/ > 293 

— - almond-shaped eyes 


m . . . . 294 

- — blepharitis in . . 293 

cretin distinguished 

from . . 236, 294 

- - — mistaken tor 

t l ie. 4 ~<> : 6 22 

- — double-jointed thumb: 

in. . . . . . 2 ■0 

- - ears large in . . 2 l > * 

- — — pitcher-shaped in 2 U ’ 

-- — cpicamhus in 2 U 3, 294 
facies of . . 293 

- - with fissured tongue 

1 J-ry. 24 V 2.9 1 

- - florid complexion m .’94 

- - lorchead downy in. . 29 1 

- — hair mouse-coloured 

in . . . . 294 

- - — scanty in. . . . J° ' 

• — — vvirv m . . ..291 

■ - head brachvcephaltc 

in.. :. .. 29.1 

- - imbecility in 

• t-iy. 1 9,s ■ 255, 2 36 

- infantilism jn . . 236 

- — knock-knee in . . 2 36 

- - ligaments lax in . . 2 3>> 

- — lips fissured in . . 29-5 

- - — not thick in . . 2. ! 6 

- - mottled complexion in294 

- - myxffideine fruste dis- 

tinguished from . . 236 

- — nose broad and flat in 293 

- — oblique eves in 2 30. 

■ l'ir. 252 : 2 9 3 

- — toncue coar* c in . . 29 3 

- — - not large in . . 2 36 

- — — protruded in 2 36, 

■ 242. 245. 29 3 

- - - swollen in . . 852 

- — valvular disease in . . 25o 

- paraplegia in . . . . 021 

- salivation in . . . . 662 

- slobbering m.. .. 062 

- speech delect m . . 764 

- thyroid extract in dis- 

tinguishing ctel ini.- in 
1 1 om . . . . 622 

Idioglossia . 774 

idiopathic dilatation of 
colon (see i Iirchsprunp’x 
JJiscasc - 

- - oesophagus (sec Achal- 

asia of Oisophagns . 

- muscular atrophy (see 

Mye »paihy ; 

Idioventricular rhythm 

667, 670 

• — electrocardiogram of 

( / -7.il.'. 532 667 
Ilcoca'cal glands (see l„yrn- 
phatie (ilands, Ilcoca’cal, 


- kmk (see Kink ) 

- valve, borborygrni ai . . 107 

- - tuberculous . . 562 

Ileum, congenital rnal- 

lormation of . . . . 167 

- - obstruc tion of . . 167 

- tuberculosis of . . 562 


Iliac abscess (see Abscess) 

- artery, aneurysm of (see 

Aneurysm) 

; - bone, myeloma of, albu- 
mosuria from . . 20 

- - - skiagram ol (l-iy. 24) 20 
' - colon, time at which 

barium reaches 

(I -i.it. 15X) 160 
, - crest, bedsore over . . 321 
1 - - pain along, from 
i ureteric calculus 577 


IJtue, contd. 

- fossa, enlarged kidney in 814 

- - hvdaticl in . . . . 66 

- - LETT, PAIN IN . . 555 

- - - sideen in. . . . 827 

SWELLING IN . . 826 

I - — — tumour in, from car- 
cinoma 98, 167, loS 

- - — - diverticulitis 168, 556 
\ — - movable kidney in . . 829 

- - pain in (sec I’ain 

- - right , abscess in, in 

typhoid fewer . . 564 
: - - - fullness in, in 

appendicitis .. 558 
----- lrom tuberculous 

ctecuni . . 562 

- — — hydatid evst in . . 564 

- — - intussusception it' 829 

- - - PAIN IN . . . . 557 

- — - resistance in, lrom 

chronic appendix 697 

• - - spleen m. . . . 33 

- — — suppurating gall- 

bladder 111 . . 829 

- SWELLING IN 

814, 827 

- — - tumour in, liom 

carcinoma . . 1 67 

- - rigidity in sec Kigichrv • 

• swelling in 1 see Swelling' 

- - tenderness in (see 

'1 endernes’ 

- glands : see I emphatic 

l i lands. Iliac 

- regions bulged bv ascites 59 

- \ cin, pelvic uinieui ob- 

structing . . ..512 

- — thrombosis of (see 

I hrornht esis 

Iliacus interims, nerve- 
supplv ol /•/!,■. 471 6 l 1 

nerve supply of 609, 610 
Ilio-hypogastTK ner\ c. 

distribution of l-iy. 5X0 748 
Ilio-inguin.il nerve, el 1 s - 

tributmn of </■;/■. 4, S'n- 748 
Iliopsoas bursa (see llurs.t : 
Ilium, caremoina ol, skia 

gram ol . . 1 liy. 26 2 1 

- chondroma of, pain in 

iliac fossa lrorn 558. 80 4 

- — swelling in riglit iliac 

lossa lrom . . 564 

• osteoma of see O.tcoma 

- osteomvelit is of, limp- 

ing lrom , . . . 457 

- — swelling in iliac, lossa 

Horn 829 

- period it n of see Peri- 

ostitis 

- sarcoma ol (see Sarcoma 
ILLUSTRATIONS : 

- acanthosis nigricans — 

coloured l-iy. 2 -7 298 
, - accoucheur's hand d-ty. I 2 
. - acetone tests — yyloured 

1 1-tys. 2- i: • 4 

- achalasia earth a- — skta- 

yram . . < l-iy. 20 7 244 

- achondroplasia 

< l-iy. 19 Jj 2 33 

- - and Alongcilian idioew 

(f-iy. 25/. 2.9 3 

- acromegaly d-ut- 250) 29 3 

- aclinomvcc.s — < clouted 

(1-ty. Old) 779 

- actinomycosis of check 

and neck — (oloured 

( l-iy. 4 50) 56 3 

- - neck and jaw — coloured 

(1-ty. 645 8 35 
-- adiposis dolorosa 

(l-iy. 39X) 509 

- albuminuric retinitis — 

1 coloured (1-iys. 42 3-425) 519 

- alopecia due ro syphilis 

— coloured (l-iy. 93) 91 

: - ana - st hesia from lracture 

of sacrum (J-iy. 5X5) 752 

- - - spine (J-iy. 5X7 ) 752 

- - myelitis (l-iy. 5X6) 752 

- - ulnar nerve division 

(l-iy. 5X1) 749 
“ annngioplastic infantil- 
ism .. ( l-iy 1<J9) 2 36 

- aneurysm — ski cut rant 

(Hy. 219) 260 
! - - eroding spine — skia- 
\ yratu (l-iy. 454) 534 


I 


I 


Illustrations : aneurysm , contd. 

- - opening superior vena 

cava d-ty. 1 69) 198 

- aneurysms (two' — skta- 

yratu . . ( l-iy. 214) 249 

- angioneurotic <vdcina 

simulating acute neph- 
ritis . . i l-iy. 407 1 513 

- ankylostomiasis ol duo- 

denum (l-iy. 4oj) 635 

- Ankvlostomum duodenalc 

(Hy. 97)102 

- ape’s hand in progres- 

sive muscular atrophy 

1 l-iy. 123': 141 

- ascites and tuberculous 

pentotiitis ...l-iy. 74) 59 

- atrophy of shoulder 

muscles from polio- 
myelitis ,. }u-. SO) 78 

- auricular extrasy-.iolc 

— 1 U’l troi aruioihi/n 

•• >4) 669 

- - fibrillation — ehct<o- 

. at Jtoyt urns 
1 /'7c. 4(>! 5 no , 

.lut. 666 

- - flutter c/« < tr <s urdtO’ 

yt urn /•/, . -,2 ' 665 

- Pin 1 1 1 t.is eoli communis 

• coloured hr'. <>2. 89 
hai ium ciicm.i m ui- 
uiiuiiu e’f sicnionl 
colon- - '■knu'ton: 

l- o'. < 44 827 
ba-ophil corpuscle 

, edouted . . 1- o'. 42 29 

- btgcmim due tocstra- 

sv stoles — t Ice :to- 
lUtdtoytiinr d-n;. [ 34 668 

- biiateial labial pah v 

lty. 4(,4 60 3 
-- bilharcia iuemarobin ot 
bladder w all — < cleared 

d-ty 29/ 354 

- blepharitis, chrome 

oloured kw. 2 52 287 
blood lilm in lvmpii.it ic 
Icukierma — ii’ifioi 1 

Ire 4 5 3 3 

- - • pernicious cine 1 : 11 a 

— ■colour* d 

I -c. 4 3 3 J 

-- - - spier.omcduIi.it y 
leuka mia , .s 
otoed . . /'/i'. 44 32 

- blood-stained nine 1 .su- 

ing. lh'in ure-tci- 
toiotned ./-on 2'>V 384 

- blue sdetotH' anw brttile 

Indies- tiiewcu 

I-O. . 2 .9 304 

- bones m mollme's osm.iiii 

— skiuyritm ki 2*-! ■ 305 

- bradycardia, simj lc- — 

clec true •ctdtoyi ./)•/ 

1-te. too 107 

- brorichoscopic appearance 

ol gland obstructing 
trachea l-iy . 1 6 X 197 

- Hrovvn-Sequ.ird paraly- 

sis, amcsthesia 111 — 
iliuyrum ' kry. 47>> 608 

- bullous herpes go*- ter 

d-u./llt: 124 

- calcareous cone actions 

f 1 oni phthisical spilt urn 

d-ty. t, IX ■ 792 

- - glands — sktayr ants 

1 l-iy\. ifi i~ 36 5 ) 443 

- calcium oxalate crcstals 

( l iy. 4 31) 52 3 
canctum oris d-ty. 95 

- carcinoma o 1 e'ardiac 

end ol stomach — 
skmyram d-ty. J7X 340 

- - en cuirasse — coloured 

i I- ty. ti/>4 > 887 

- - of descending colon- — 

skiarratu d’iy. 644 1 827 

- - lip — coloured 

(l-iy. 57X) 460 

- — liver — letup, dm it 

d-ty. 523) 408 

- - lung — sktayram 

(Hy. 105 ) 114 

- - oesophagus - — skta - 

yram (l-iy. 204) 241 

- - pelvic colon — skta- 

yram (l-iy. 144) 164 
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11/ustratimis : carcinoma, cottfd. 

- - of pylorus — skiagram 

dhe. 277: MO 

- - and simple ulcei of 

stomach I'ii'. 2.74' 7 38 

- - near splenic flexure 

— skiagram < I n;, t IS ■ 1 6 7 

- of slomiiv.li - skiagram 

dug. 279> oil 

- - - simulating iiiifuryMU 

lug. 6 50) 840 

- - transverse eolon - ia- 

grams 1 I n'. 140 ' 161; 

• lug. 142) 163 

- vertebra — skiagrams 

i i >;\ i >x. io2 


cardiospasm— 

-v/. (. mam 
/ we. 20 8 ' 244 

caseous bronc 

lu.i 1 gland 

— cktaviLitn 

( / we. / v. ) 187 

- mediastinal 

glands — 

skiagram 

due. 384 481 

cerebrospinal 

menin- 

git is— temp 

. 1 harts 

' lues. 

■y ,7. 0 ‘,y . 701 

cervical v. anes 

•stuavram 

1 Ye. 6 19 - 797 

- rib- -d.iagr 

utns 

l-ivc. 

44". 41! ' 544 

vJiarKri on 

ewlivl 

/ Ye. 382 ‘ 47 7 

-lip • • 

. . lug. 94, 0-1 

Gh. it cot’s ills 

ease of 

knee ■mint 

lug. 34 d 4 77 

- elbow - ski, 

serums 

Jug V. 

i4 7 . 348 4 74 

- - m svrmg 

omvelia — 

sk-avri 

mis 

/ Win. 

34'k 35n . 4 74 

- iiip-toini — 

skiamam 

Fie. 34t, 47 7 

v best out line 

with fibroid 

lung . 

dug. IS 3 209 

( Ihevne-Stoki 

:.-s breath - 

mg . . 

due. 121 179 

cholcsterin c 

rvstals 

lug. 26 3 717 

v hondromata 

of hand 

— skiagram 

Fig. 6 34 821 

chorulrosaro • 

ma vU femui 

— skiagram 

lug. 6 3 7 827 

cirrhosis ol h’ 

1 er — temp. 

chart. . 

lug. to, 47 


cirsoid annirysm — 

i oloured • lug. (2>l 8-17 
claw-foot fur. 122 141 

claw - hand from polio- 


tmelitis dug. 

J 2 * 142 

chibbev 

1 lingers in 

Cl 1 - 

r hosi 

s ol liver 



dug. 

127 14 7 

- - pulmonary stenosis 


lug. 

12n 147 

coarse! > 

: granular e« 

»smo- 

pi ul 

cvirpus^k — 

( <»/ 

ourca 

' . . Ft 

y. <9 29 

ciehac 

infantilism 



dug. 

I 97 2 )5 

colt ha 

v.i!luria — temp. 

. hart 

dug. 

448 , 560 


coloboma of the choroid 


— colour 

ed 

• / Yy. 412- 

517 

•olon in \ 

ISC 

eroptosis 


- — skiagr 

am 

< Fig. 43 3 

526 

ongenit.il 


escent ot 


optic disv. - 

-1 oloured 




• Fig. 41 n ■ 

517 

dislocati 

ion 

of hip 




dug. 164 '< 

194 

- - - ska 

,yr. 

on 




dug. It, 5) 

195 

syphilis 

fa 

cies 




dug. 240) 

290 


talipes cqumovnrus 

dug. 12 S' 144 

- congestion round ureteric 

ortlice in calculous 
pyelitis — coiimrcd 

(/•V. >72 • 717 

- conjunctivitis — coloured 

< las’. 228 ) 286 

- contracture alter a burn 

* lug. 114 180 

- - ol face after facial 

paralysis 

(lugs. 467-467) 604 

- crenated reci corpuscles 

— coloured < lug. 31) 26 

- cretin (/wy. 195)274-, 

(/Yy. 476) 622 


Illustrations : cretin, . o;zf«/. 

- - showing facies 

dugs. 214, 25 5) 244 

- ■ with lrog-bell v 

( /Yy. 2 IS > 240 

- crossed diplopia — dia 

Cram . . < / we- / «V.S‘ ) 221 

cyanosis from anti- 
kanmia — colon, ed 

■I- iv. 167 147 

- CVS* in crystal: < /wy. 177 , ?0 3 

- deal portet’s bursa 

i !• iv 162 144 

vlcntitl apical abscess-- 

skiaviams ll-igs. (,l 6/ 43 

- _ evst - -skiagram 

■ /we. <v/o i 8 16 


- - sepsis- 

- temp, chart 



due. 770 

714 

den liver* 

>us evst — skua - 


gram . 

dug. t. 48 

8 76 

-- I)er cum' 

s disv.. iso 



lugs. 39-) 4nj 

510 

- 13ermact 

ntor venusttr. 


— co/o 

tted due 479 

625 

— dermat 11 

s exfoliativa— 


1 1 >iourc 

•</ due. -Hn 

646 

- dermatoi 

graph!. 1 



■ / we. 6 7 4 

85f> 

- vlermntomv ■> ,ins- — 


coirurt 

•J 1 W1W 456 

702 

- detachment of retina — 


colon, 

■a dw.427 

520 

- diaeram 

of Frown. 



Supiard j'aralvsis 

/-,. . 4t2> , 608 

- - cervico brachial pit xus 

1 1- tv. 474 618 

- - colon 1 ;’ times in 

post -dysenteric atom- 

/ we. / V> 160 

- - epitheliomatom ulcer 

/ w c . t,7U' H«5 

gummatous ulcer 

/Yiw M'i.S’ 1 K95 
hemianopsia from optic 

rilsll.lt). Ml I-sjol) 


Illustrations, contd. I Illustrations, contd. 

- dyspituitary obesity I - filar) a embryo — coloured 

f/sis 239) 290 ! (7m/. 603) 779 


- dystrophia adiposogeni- 

talis due to dvspilui- 
tarism '/wy. 496) 508 

- cchinococcal booklets 

( /Yy. 74) 65 

- elastic fibres from spu- 

tum — dtag> am 

( Fig. til 6> 786 
electrocardiogram of 
auricular c xt ras ys t o 1 e 

'/wy. 5/5; 666 

- - - fibrillation 

(/wy. 461 } 566 ; 

( /we. 327>666 

- - — flutter (/Yy. 525) 665 

- - bigeminv due to extru- 

svstoles '/we- 5_44» 668 

- - complete heart block 

dug. HID 108 ; 

> lug. 532) 667 

- -- early heart-block 

'/we- 529) 666 

- - Jett ventricle prepon- 

derance <1 we- I O'* i 122 

- -- normal (/we. 522 1 <’6* 

- ol normal r-u interval 

'/we- 104 

- - one- -in-two heart- block 

'/we- /6J 108 

- - paroxysmal tachy- 

cardia ( /Yy . 5 >\S’ i 670 ; 

(/we. 6 75/ 858 

- partial heart- block 

i /we- 5 3n • 667 

- - prolonged P~b inter- 

val.. /wy. 104< 104 

- - right bundle branch 

block . . (/Yy. 72? ) 53 

- - - ventricular prepon- 

derance ( /w.e. / 4A’ 1 22 

- - in simple bradveardia 

</wy. I ( if ) i 107 

- - of sinus arrhythmia 

1 / we- 52 >’ i 664 


- fluorescence, reaction of 
urobilin — coloured 

'/w.e. 522 1 406 

- follicular conjunctivitis 

— coloured dig. 231) 286 

- - tonsillitis, mild — 

coloured (Iny. 597) 760 

- — — severe — coloured 

I /wy. 5 9/n 760 

- fractional test meal in 

achlorhydria — chart 

'/wy. 2*6) 344 

- -■ - - duodenal ulcer — 

< //wiw ' / wy - 254 ) 344 

- - - - gastric ulcer — chart 

il wy. 28 5 ) 344 
Fricdliinder’s bacilli — 
coloured . .‘.hie- 9/) 89 

- Friedreich's ataxv, ky- 

phosis in ' /wy. 148)176 
gall-bladder alter tetra- 
iodophcnolpht halein 
— - skiagram dug. 6V/j 941 

- g a 1 i - s r on e — s hi a it rants 

i Fitts. 324 , 323 i 406 ; 

(lues. 377-359) 441 

- - shown by X rays 

and tetiaiodophenol- 
pl 1 1 h a 1 e j n — s hi agra ms 
duc.s. 698- 701) 943 

- gangrene of fingers in 

Raynaud’s disease — 
coloured /wy . 265 ) 319 

- - loot — coloured 

! / we- 264) 318 

- gastric ulcer defined by 

X rays — skiagram 

due. 317) 398 

- gastroplosis — skiagram 

due- 436) 537 

- gigantkm, infantile 

' /we. 268 > 324 

- - primary due,. 2t,9i 325 

- - suprarenal due. 267 324 


due. >7 2 3sO - 
• - • trait ksion 

/ we- X / >80 

- - pituitary tumour 

/we. ini' 377 - 

- lumbo-sacral plexus 

due. 471 611 - 

optu nerve and ttacf 
connections 

/we. 304 777 
reflex centres in spinal 
cord ■ l ie. 4St> Ml 
-- rv'dent ulcer /we. 67/ 845 
sensors' localization 

in spinal cord - 

./we- 485' 671 

- tuberculous ulcer 

die. 669 895 

diaphragm pushed up - 

bv liver abscess-- — 

skiagram due- 3 74.465 
difference blood-sugar 
curve m chronic pan- 
creatitis — chart 

/•Ye. ’14'. 124 

diphtheria bacilli — - 

coloured due. 60S 774 

- ses ere — coloured 

due. 545, 754 - 


- simulating follicular 

tonsillitis— -coloured - 

due. 5 { >3 754 

diphtheritic sore throat, - 

medium severity — 
coloured due. 794) 754 — 

diplopias from ocular - 

muscle paralyses — * 
dtaeram d ie- 18 <J ) 222 1 - 
distribution ol sensory 
nerves in the skin — 
coloured due. 3S0 ') 748 
diverticula of colon — - 

skiagram (I wy. 14 1) 162 , 
diverticulitis — skiagram j - 

due- 446) 557 j 
duodenal ulcer — skin- ! 

eratn . . (Fig. 282) 34 7 ; -- 
Dupuvtrcn’s contracture [ 

( /w.e- / 52) 179 ; 

- - in a deal-porter - 

t/7y. 1531 179 I - 



- ventricular disease 

/Yam. 71. 7/) 5 7 

- - extrasvstolc 

dues. 5 3h, 5 37 669 
elephantiasis of scrotum 

1 / Ye. 6 W . 849 
embolism of rttinal artery 
— coloured d Ye- 426 ' 520 
eosinophil mveloeyte — 
coloured . . 1 / Ye. 47) 29 
epithelioma from leuko- 
plakia — coloured 

1 /Ye- 674) 896 

- of neck (/Yy. 340 ) 429 1 

- tongue, early — <0/- 

oured {Fie. 6 72) 896 1 

- - ulcerated — coloured 

due. 6 73) 896 1 

- vocal cord (/Yy. 2//) 245 

erysipelas — temp, chart ! 

t/Yy. 556) 69U 1 
essential infantilism 

iateliosis) {/Yy. 200) 236 
exophthalmic goitre 

(7 Yy. 247) 292 j 

- - with general pig- 

mentation of skin | 

due. 504 ) 64 7 j 
exophthalmos from lym- 
phosarcoma {Fig. 227) 284 

exostosis of femur — 

ski.i eratn (/Yy. 6 33) 820 
eyelids in nivxwdema 

— coloured due- 592 > 507 . 
facial paralysis dug. 463) 602 | 
lacies of congenital 

syphilis 1/ wy. 241) 290 \ 

- familial lenticular de- i 

generation dug. 256) 294 i 

- mitral stenosis — col- 

oured . . f/Yy. 78) 69 j 

- paralysis agitans 1 

' dug. 248) 292 \ 

-- splenomegalic poly- 1 

cvtlia:mia — coloured ! 
{/Yy. 5/5)652 
fat necrosis in acute 
pancreatitis — coloured 

(/Ye- 625) 810 
favus . . (/Yy. 262) 309 

ferric chloride reaction 
for diacctic acid — 
coloured dug. 184) 214 


- glaucoma — coloured 

due- 236) 288 

- glaucomatous disc — 

coloured (/ Yy. 42S) 520 

- Cilossina morsitans — 

coloured .. J Yy. 50) 37 

- - palpalis — coloured 

dug. 49) 37 

- Gmelin’s reaction lor 

bile — coloured 

due. 321) 406 

- gonococcal arthritis — 

temp, chart (lug. 329) 423 

- gout — temp, chart 

dug. 330) 424 

- - chronic (/Yy. 339) 429 

- - of hand and olecranon 

bursa (/Yy. 341) 429 

- - subacromial bursa — 

skiagram (Fig. 338) 428 

- growth in humerus — 

skiagram (lug. 156) 190 

- - spine — skiagram 

(/Yt . 484 ) 630 

- gummatous ulcers of 

tongue — coloured 

(lug. 676) 897 

- Gunzburg's test for free 

HC1 — coloured 

dug. 318) 401 

- hand in athetosis 

(Fig. 147) 169 

- - chronic gout — skia- 

gram (/Yy. 342 1 430 

- - myxnedema dug. 70) 51 

- - - coloured (Fig. 392) 507 
— - progressive muscular 

atrophy . . (Fig. 84) 80 

- - pseudo-hypertrophic 

muscular paralysis 

dug. 79) 75 

- - rheumatoid arthritis 

— skiagrams 

(F\gs. 334 , 335) 427 

- - wasting from cervical 

rib (Fig. 475) 619 

- head of Uothriocephalus 

latus. . (Fig. 491) 633 

- - Tamia echinococcus 

(Fig. 490) 633 

mediocanellata 

(Fig. 48 9) 633 
solium (/Yy. 488) 633 
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Illustrations , contd. [ 

- heart-block, complete — 

electrocardiograms 

(lag. /W/) 108 ; 

5.??) 667 

- - early — elcctroeardio- \ 

gram { Fig . 529) 666 i 

- - one-in-lwo — electro- 

cardiogram 

(Fig. 102) 108 j 

- - partial — electrocardio- 

gram i Fig, 550) 667 j 

- Heberden’s nodes and I 

pads on knuckles j 

(Fig. 5 56) 427 

- hemiatrophy of face 

i lag. 468) 605 

- - tongue in synngo- ! 

myelin . (lug. 88) 79 | 

- Henoch’s purpura 

(Fig. 857) 428 ! 

- herpes zoster 

(lag. 685 > 914 | 

- Hirschsprung’s disease ' 

(Fig. 145) 164; 

( lag. 585) 486 

- Hodgkin’s disease — temp. 

chart.. (Fig. 6/2)783 

- homonymous diplopia j 

— diagram (lag. 187) 221 ! 

- hour-glass stomach from 

carcinoma — skiagram 

(lag. 280) 341 : 

with ulcer — skia- \ 

gram (Fig. 275) 339 ; 

- Hutchinson’s notched 

teeth ( Fig. 242) 291 

- hydatid cyst of lung 

— skiagrams 

dag. 298) 366 ; 

(lag. 458) 582 

- hydroa aestivate, show- 

ing brown teeth — 
coloured (lag. Ill) 126 

- hydrocephalus 

(Fig. 216) 256 ; 

(Fig. 217) 257 - 

- - skiagrams 

(lags. 688. 689) 9 37 

- hydronephrosis — skiagrams 

(Figs. 870- 572 > 446 ; 

( Fig. 576) 449 

- — early — skiagrams 

(Figs. 573. 374 447 

- hydropneumuthorax — 

skiagram (Fig. 51 5) 648 : 

- hypernephroma, hyper- 

trophy of genitalia 

(Fig. 595 j 508 : 

pubic hair at six 

from (lag. 394 ) 508 

- hypertonic stomach with 

duodenal ulcer — 
skiagram (Fig. 283) 343 

- hypertrophy of right 

and left ventricles — 

' no am (Fig. 1 07 1 121 
'l’\on and ulcer of 
ct irnca — coloured 

(Fig. 234) 287 : - 

- hypothermia in heart 

disease — temp, chart 

(Fig. 514) 391 i 

- - malignant disease — ! - 

temp, chart 

(Fig. 315) 392 - 

- hypothyroidism ! 

(Figs. 589 , 590) 506 - 

- ichthyosis hystrix ! 

' (lag. 462) 599 : - 

- idiopathic dilatation of 

bladder (Fig. 627) 815 - 

- - - stomach ( Fig. 626) 813 

- impacted wisdom tooth — 

— skiagram (Fig. 66 5) 885 

- indeterminate lympho- 

cyte — coloured (lag. 36) 29 - 

- indicanuria test — coloured 

(lag. 316) 395 - 

- infantile gigantism 

(lag. 268) 324 I - 

- - hemiplegia and talipes | 

equinus (lag. 129) 145 I - 

- infective endocarditis — j 

temp, charts (lag. 65) 46; I 

(lag. 562) 704 j - 

- influenza — temp, chart 

(lag. 548) 692 I - 

with complications — I 

temp, chart (Fig. 549) 692 j 


Illustrations , contd. 

- influenzo-pneumonia, 

facies in precyan- 
otic, heliotropic, and 
terminal stages — col- 
oured dags. 172-174) 201 

- innominate aneurysm 

— skiagram . lag. 455 ) 5 35 

- interlobar empyema — 

skiagram (Fig. 115 > 132 

- - pyopneumothorax — 

skiagram i Fig . 512) 648 

- interstitial keratitis — 

coloured (Fig. 2)5' 287 

- iodine test for bile in 

urine — coloured 

(lag. 520) 406 
-- iritis — coloured ( lag. 239 286 

- Kernig’s sign (lag. 577 ' 732 

- kinking of ureter — skia- 

gram . . {Fie. 575 447 

- Kirkland’s disease — temp. 

chart (lag. 601 • 76 2 

- Koplik’s spots — eo/oiireil 

(Fig. 190' 224 

- large heart — skiagram 

{Fig. 502' 374 

- — hvahne corpuscle — 

eohmied Fig. 37 ' 29 

- • intestine and time i e- 

lulions ol opaque 
meal — diagram 

< fag. 158 ' 160 

- leather-bottle stomach 

— skiagram ; log. 28 F 342 
• left ventricle preponder- 
ance — elect roe a> dia- 
gram . . {lag. 1 09 122 

- Lcishman-Donovan bodies 

— coloured lag. (<05 ■ 779 

- leprosy, nodular 

i Fig. 588 . 501 

- leptothrix septicaemia — 

temp, chart Fig. 55 F 69 3 

- leucin and tyrosin crystals 

— coloured i Fig. 526 416 

- leukoplakia simulating 
epithelioma — coloured 

Fig. t>75) 89b 

- liptemh in chronic tubal 

nephritis — a'loui ed 

(Fig. 275, 334 

lipiodol in bronchiectasis 
— skiagram flag. 6 ( H)< 938 

- injection into spine — 

skiagram . Fig. 270 326 

- in uterus and tubes — 

skiagrams 

(Fig. 69h 9 39 ; 

(Fig. 692 940 
lipomatosis, diflusc- 

(Figs. 40 5. 404) 511 
lobar pneumonia — 

skiagram Fig. 297 > 364 

- - temp, chart : Fig. 6 / 7 '786 
lymphatic leukaemia — 

temp, chart dag. j 69) 713 
macular syphilide 

dag. 583) 478 
making a blood film 

( Fig. 27 . 26 
malaria, chronic — 

temp, chart, i Fig. 56) 39 

- complex — temp, chart 


| Illustrations , contd. 

- miner’s phthisis — skia- \ 

gram. . (Fig. 17(0 199 j 

- mitral fibrosis, physical 

signs — diagram 

( Fig. 106 ) 119 

- mollifies ossium 

dag. 260) 305 

- moiluscum librosum 

( Fig. 6 57 ' 866 

- Mongolian idiot with 

Assured tongue 

{Fig. 25 5) 29 3 

- - - protruding tongue 

{Fig. 252) 2«3 

- Mongolism (Fig. 198) 2 35 

- monocord dag. 178) 206 

- morbus cueruleus 

dag. Ip O'' 196 

- morphia poisoning — 

temp, chart {Fig. / 54) 155 

- morptuea (Fig. 509. 645 

- movements in ataxy — 

diagram dag. 662 ] 883 

- - intention tremor 

dag. 6t,l) 883 

- mucous cast ol intestine 

' Fig. 5 St, i 465 

- multiple bleeding nxvi 

ot cheeks — coloured 

dags. 299, 500) 368 

- invelocvte — coloured 

{Fig. .59) 26 

- myeloid sarcoma <4 femur 

— skiagram d ie. (>4 1 ' 82 3 

- — - humerus — skiagram 

> Fig. t>38 1 822 

- - - jaw — skiagram 

dag. r,47 8 36 

- - - tibia — skiagrams 

(lags, t',39. t ,40 : 822 

- myeloma of rib — skia- 

gram ..Fig. 25 21 

- myelomata, multiple — 

skiagram Fie. 24 > 20 

- mvopatluc lacies, fatigue 

type.. Fig. 24 5 26 1 

- - - nasal smile type 

Fig. J4< . 261 

lordosis d-ig. ltd: 194 

- - pout. . i Fig. 245 291 

- - transverse smile 

Fig. 244 261 

- myopic crescent of ihe 

disc — 1 1 dnured 

dags. 41 6. 417 518 
myxirdema facies Fig.tiS 50 
co/ound Fig. 191 1 506 
nail, transverse ridges 
on, from lobar pneu- 
monia— coloui ed 

• lag. 387 497 
nerve-supply of scalp 

— diagram {Fig. t\ 56 < 865 
normal chest — sknigi am 

d-ig. 501) 374 

- ct don — skiagram 

d ig. 452 526 

- chflcrencc blood-sugar 

curve — chart 

dag. 115 ) 129 

- electrocardiogram 

( Fig. 522) 663 

- gall-bladder alter teira- 


Illustrations, contd. 

- oesophageal pouch — 

skiagram (Fig. 206) 242 

- oesophagus obstructed 

by bean — skiagram 

(lag. 20 5) 241 

- - - cancer of stomach 

— skiagram 

(lag. 205) 242 

- opaque nerve fibres in 

ret ina — coloured 

{lags. 41 5, 414) 518 

- optic atrophy, post-neuriric 

—coloured dag. 421) 519 

- - - primary — coloured 

(Fig. 420) 519 

- - disc in hypermetropic 

astig mat ism — col- 
oured dag. 45(h 520 

- - neuritis — coloured 

. Figs. 418, 419) 518 

- — — and optie atrophy 

lrom plumbism 
— coloured 

(Fig. 155 ) 156 

- osteitis deformans in a 

man . . i Fie. 159) 19 3 
of radius {Fig. 6 32 > 820 

- - - in a woman 

i Fig. 1 60) 19 3 
• osteogenesis imperfecta 

Fig. 194 \ 23 3 

- outline of emphysema- 

tous chest — diagram 

Ftg. 182 1 209 

- - normal chest - diagram 

> Fig. I80i 206 

- - pigeon chest — dtaeram 

{Fig. J Si 1 209 

- - ricketv chest — dnnaam 

d-ig. 179 1 209 

- ova of Ank\ lostomum 

duodenale 

Figs. 98, 99) 10 3 

- - Asearis lumbricoides 

Ftg. 49 5' 634 

- - Hilhar/ta Juematohia 

Fig. 96 102 

- - Taenia solium 

. Fig. 492' 6 34 

- -• Trichocephalus dispa! 

dag. 98' 10 3 ; 

' Fig. 49(, i 635 

- pads on dorsa 1 aspects 

of phalangeal joints 
—skntgt am - Fig. 544 4 31 
fingers t Fig 54 5 4 31 

- papilloma of vocal curd 

— coloured Fig. 212: 245 
■■ paralvsis ol cervical 

sympathetic < Fig. 221 270 

- - internal rectus muscle 

dag. 5/7 > 659 

- - third nerve {Fig. 516) 659 

- - - and seventh nerves 

digs. 518 , 519 660 
paroxysmal tachycardia 
— electrocardiograms 
(lag. 56 S ' 670 ; 

. Fig . 655) 858 

- pedunculated bald car- 

cinoma of bladder — 
coloured d-ig. 289) 354 

- - carcinoma ol bladder 


dig. 55) 39 

- double tertian — 

temp, chart i Fig. 5 5> 38 

- quartan — temp, chart 

(Fig. 52) 38 

- quotidian — temp, chart 

( Fig. 5 5: 38 , 

- tertian — temp, chart 

(Fig. 51) 37 : 
malignant left supra- 
clavicular gland 

(Fig. 77) 66. 
Mediterranean fever — 
temp, chart (Fig. 547) 691 
megalocyte and micro- 1 
cytes — coloured (F'ig. 29)29 j 
melanuria — coloured 

(lag. 689) 905 ! 
meningococcal menin- j 
gitis — temp, chart 

(lag. 578) 733 I 
Miculicz's syndrome in i 
leukaemia . . (lag. 46) 34 j 
Afilroy’s disease j 

(lag. 406) 512; 

(lag. 408) 516 


iodophenolphtha- 
1 ei n —s k i a gr, i ms 

(Figs. 694- 697)942 

- kidney — skiagram 

(Fig. 355) 439 

- — pelvis — skiagram 

(Fig. 569, 445 

- lateral ventricle — skia- 

gram (Fig. 687>956 

- pituitary fossa — skia- ! 

grams (Figs. 307 , 308 378 , 

- polygram dig. 521) 663 

- P-W interval — electro- j 

cardiogram 

(Fig. 103) 109 j 

- red corpuscles — col- 

oured . .(lag. 28) 29 ! 

- - stomach — skiagram 

(F’ig. 276) 3 39 J 

- nucleated red corpuscles 

— coloured . .dag. 33) 29 

- obesity from dyspitui- 

larism (Fig. 397) 509 

- oedema of arm after am- 

putation of breast 

(lag. 405) 512 


— coloured d ig. 288) 354 

- I’el-Libstein pyrexia — 

temp, chart (Fig. 566) 708 

- pellagra — coloured 

(Fig. 224) 280 
pelvic caecum and in- 
testinal stasis — skia- 
gram. . d-ig. 1 56) 159 

- pemphigus — temp, chart 

) Fig. 1/2) 127 

- perforating ulcer of loot 

[Fig. 666) 893 

- pericarditis with effusion 

—skiagram dag. 220) 265 

- perimeter chart of bi- 

lateral homonymous 
hemianopsia (lag. 51 3) 380 

- - - - temporal hemi- 

anopsia 

dag. 506) 378 

- perinephric abscess bulg- 

ing loin — coloured 

(lag. 555) 698 

- periosteal sarcoma of 

1 emur — skiagram 

(lag. 635) 821 
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Illus. : periosteal sarcoma, contd. 

- - - of humerus — skia- 

gram ( hist. 636) 821 

- periostitis, chronic — 

skiagram (lap. 628) 818 

- peripheral neuritis, glove 

and stocking anaesthesia 
in — diagram t Pig. r )H2 ) 749 

- — - in leprosy 

< lag. 472) 616 

- pernicious amentia — 

temf>. chart t lag. 565) 707 

- - phenyl glwcovi/onc 

crystals - — coloured 

(lag. 271 ) ^28 

- - pigmentation in mouth 

in — coloured (Pig. 64 ' 45 

- phenyl lactosazonc 

crystals — c oloured 

i lag. 272 1 128 

- phlegmonous diphtheria 

— i oloured t lag. 5 96 i 759 

- phlyctenular conjuncti- 

vitis — i oloured 

(lag. 2 ID: 286 

- phthisis, early- -skiagram 

i tag. 1 17' Hi 
-- extensive — ckmeram 

dag. IIS' 1 14 

- - - though thought to 

he ear! v — s kia g ra m 
i lag. //V 1 15 

- physiological cup — 

< oloui i d : lag. 409) 517 

- pigment. it ion in mouth 

in .Addison’s disease 

— , ojoin t d 

I age 5< >0-502 641 

- - pet :m ions amentia — 

< oloui, J hig.td 4 5 

- - ol skin in Addison’s 

disease Jag. 50t, 644 

- - - Irom arsenic — <■>/- 

anted ■ lag. )(j \ > 64 1 

- pigmented descent ol 

optic disc margin — 
goiomed Jag. 411' 517 

- pi tint n r \ tossa, enlarged 

— st;<a>.a am Jag. 5 1 0 < 179 

- - -- shallow ■ - .ktagram 

• lag. ' H)') ; 179 
- infantilism lag. I 96 ■ 234 
riasmoditmi lalciparum 
— , i 'Joined . . ' Jag. 5 V ' 41 

- - - uuondMnum -i.fi/- 

ouyal . . lag. 69, • 41 

- •- inalai ia - -coloured 

lag. 58. 40 

- - viv’aX — i domed 

dag ./ >7 i 40 

- pleural adhesions— skia- 

gram. lag. 50 5 >75 

- pleurisv w uli etlusion — 

temp. , Jut t Jag. 56 l 70 3 

- pneumonia with l\sis 

and empyema - letup. 

* hart . . lag. 171) 200 

- p neu nn >t ho rax — \ktagt am 

: Jag. 5 IP 648 

- poikilocyte^ — i aJomed 

dag. 12)29 

- polygram ot auricular 

tihrillation dag. >2(> i 666 

- - heart-block t hig. 5 )7)667 

- - incomplete heart-block 

t lag. 5 2d i 666 

- - .sinu-auricular block 

< Jag. 524) 665 

- polymorphonucJear cor- 

puscle — coloured 

(lag. id ) 29 

- polymyositis — temp, chart 

dag. 5(>0) 702 
-- pontine Inentorrhage — 

temp, chart (lag. 13 5) 155 

- P-R interval, prolonged 

— cl ct troeardiogram 

(lag. 104) 109 

- progeria < lag. 201) 2 37 

- prostate, enlarged, cysto- 

scopic appearance — 
coloured Uag. 290) 354 

- prostatic calculi — skia- 

gram. . dag. 267)444 

- pseudo- hypertrophic 

muscular paralysis 
< lag. 477) 624; 

dag. 478) 625 

- pseudo-leukeeinia in- 

fantum . . {lag 67)50 


Illustrations, contd. Illustrations : sensory, contd. 


- ptosis of colon — skia- 

grams dags. 4 17, 428) 537 

- - lrom paralysis of cer- 

vical sympathetic 

1 lag. 520) 660 

- pulmonary osteo-arthro- ! 

pathy i lags. 25 1, 552) 436 J 

- pulsus bisteriens — poly- I 

gram. . dag. 529) 672 ! 

- punctate basophilia and i 

polychromasia — t ol 
i mted . .dag. 24) 29 \ 

- purpura in fungating 

endocarditis < lag. 540) 678 

- purulent urine issuing ; 

Irom ureter — i oloured 1 

dag. 57 DIM 

- pustular dermatitis 

lag. 544) 686 : 

- pyarmia — temp, than 

■■ lag. 55 h 694 

- pyelography ol early 

hydronephrosis 

■ lags. 172, 574) 447 

- - in hydronephrosis 

| lags. 270 572 446 ; 

dag. 57 1, 449 

- - ol kinking «>l ureter 

dag. 575 447 

- - norma! ienal pelvis 

dag. it 2) . 445 

- qmiisv — , oloured 

dag. 592 758 

- radicular sensors areas 

— coloured dag. 584 751 

- rat-lute lever — temp. 

diart dag. 579) 740 

- Raynaud’s disease, stage 

ol local asphyxia 

Jag. 2t>6 320 

- rectum opening into 

urethra-- diagram 

dag. 575. 728 

- - - vulva 576) 728 

- red cells badlv lixed — 

i oloured . . lag. i(i ' 29 

- rel erred pains in spine 

— diagram Jag. 660' 871 

- regions ol abdomen — 

diagram i lag. 024 808 
relapsing lever — temp, 
diart.. Jag. 48 1 36 

- renal calculi— - sktagt ams 

lags. 254, 555 ' 440 : 

1 lag. 5 5(i > 441 
- growth extending to 
interior vena cava 
and heart lag. 68 5 ' 909 

- - tube-casts d igs. 9-/6 '6-7 
retracted ureter in renal 

tuberculosis — colour < d 

dag. 575, 717 

- rheumatK lever -—temp. 

chan.. dag. 528) 423 

- - nodules 

i Jags. 225 , 226’ 282 

- rheumatoid arthritis — 

temp, chart due. 221 > 426 

- - - hands in i lag. 5 52 i 426 

- rickets, extinct ( hig.192'252 

- right bundle branch 

block — c!ectrocardii>- 
gram . . ( lag. 72 < 53 

- - ventricular prepond- 

erance — electrocar- 
diogram dag. 1 08) 122 " 

- sarcinac ventrieuli 

dag. 258) 302 ! 

- sarcoma invading radius - - 

and ulna — skiagram 

< lag. 6 42) 823 - 

~ — of lung — skiagram 

(lag. 120) 136 - 

- ■ mediastinum — temp. 

chart dag. 564) 706 j - 

- — spine — skiagram ! — 

(lag. 620) 796 i 

-■ scolices of Ticma echino- - 

coccus ~ 

(Pigs. 62 ia, 622b) 806 
~ secondary carcinoma in ~ 

bone — skiagram 

( lag. 26) 21 | - 

~ segmental areas ot j 

head — diagrams - 

dags. 6 58, 659) 867 
~ sensory areas of face, - 

head, and neck — dia- 
grams (Pins. 442-445) 550 


- - impulses, paths in cord j 

-—diagram ( lag. 582) 750 j 

- septic dermatitis simu- i 

luting smallpox I 

(lag. 542 1 686 j 

- sinus arrhythmia — electro- ! 

cardiogram < Pig. 525) 664 

- skiagrams : 

- - achalasia cardiac i 

( lag. 207) 244 

- - aneurysm 

dag. 214) 249 ; 

dag. 219) 260 

- - - eroding spine 

dag. 424) 534 

- - barium enema in car- 

cinoma of sigmoid 
colon dag. 644 » 827 

- - bones in mollitics 

ossium dag. 261) 305 

- - calcareous glands 

dags. 2b 5 56 5) 443 

- — calculus in ureter 

< Pigs. 260, 56 1 ' 442 ; 
d ie. 5 6 2 ' 44 3; 

i lag. 447 1 558 

- - carcinoma ol cardiac 

end ol stomach 

lag. 278) 340 

- - - descending colon 

dag. 642 ■ 827 
lung lag. 105 114 

- - - oesophagus 

dag. 204 > 241 

- - - pelvic colon 

dag. 144 1 164 
pylorus dag. 277 ■ 340 

- - - near splenic llexure 

lag. 14 5 ; 163 

- - ol stomach 

dig. 27 9) 341 

- - - ttansversc colon 

dag. 140' 161 ; 

dag. 142’ 163 

- - - vertebra 

dags. 1 57 , 158' 192 

- - cardiospasm Jig.2o8 1 244 

caseous bronchial gland 

dag. 155 ! 187 

- - - mediastinal glands 

; f 284 481 

- cervical caries 

< lag. t,J 9. 795 
rib dags. 440, 441) 544 

- C.harcot’s elbow 

dags. 547 , 548 > 4 34 

- - - in syringomyelia 

dags. 24 9, 550 4 34 

- - hip-iomt 546 * 4W 

- chondromata ot hand 

dag. 6 54) 821 

- chondrosarcoma of 

femur : lag. 6 57)822 

- colon in visceroptosis 

dag. 4 5 5) 526 

- composite vesical cal- 

culus (Pig. 294) 355 

- congenital dislocation j 

of hip I Jag. 165) 195 

- dental apical * abscess 

dags. 6 1 -62) 43 

- - cyst (Pig. 6 46) 836 i 

- dentigerous cyst 

( lag. 6 48 ) 836 ; 

- diaphragm pushed up 

bv liver abscess 

(Pig. 579) 465 ! 

- diverticula of colon j 

(lag. 141 ) 162 I 

- diverticulitis j 

dig. 44 6) 557 ! 

- duodenal ulcer 

dag. 282) 343 : 

- dvsehezia ( lag. 127 ) 159 

- early hydronephrosis i 

( lags. 272, 274) 447 l 

- - phthisis dag. 117) 133 j 

- enlarged pituitary fossa j 

(lag.' 510) 379 ! 

- - thymus gland 

( lag. 212) 248 j 

- exostosis of femur 

(lag. 6 22) 820 j 

- extensive phthisis I 

(Pig. 118) 134 ; 

- gall-bladder after 

tetraiodophenol- 
phthalein (Pig. 693) 941 1 


Illustrations : skiagrams , contd. 

- - gall-stone 

< Pigs. 524, 225) 409 ; 
(Pigs. 257-259) 441 

- - - after tetraiodo- 

phcnolphthalcin 
(Pigs. 698-701) 943 

- - gastric ulcer (Pi. g.21 7) 398 

- - gastroptosis dag. 426) 537 

- - gout in subacromial 

bursa dag. 258) 428 

- - growth in humerus 

(Pig. 156) 190 

- - - spine f lag. 484) 630 

- - hands in chronic gout 

(Pig. 542) 430 

- - rheumatoid arthritis 

d-igs. 224, 255) 427 

- - hour-glass stomach 

Irom carcinoma 

(Pig. 280) 341 

_ „ ... _ w ith ulcer 

(Pig. 275) 339 

- - hydatid cyst of lung 

dav. 298 ) 366 ; 

dag. 452) 582 

- - hydrocephalus 

dags. 688, 689) 937 

- — hydronephrosis 

dags. 57 0- 572) 446 ; 

lag. 276) 449 

- -- hvdropneurnniiiorax 

dag. 51 5) 648 

- - hypertonic stomach 

with duodenal ulcer 

lag. 282) 343 

- - hypertrophy of right 

and Jett ventricles 

dag. 107) 121 

- - impacted wisdom 

tooth (Pig- 665) 885 

- - innominate aneurysm 

(Pig. 425) 535 

- - interlobar empyema 

> lag. 115) 132 

- - - pyopneumothorax 

dag. 512) 648 

- - kinking of ureter 

dag. 275) 447 

- - large heart lag. 202) 374 

- - leather-hot: le stomach 

hig. 281) .342 

- - lipiodol in bronchiec- 

tasis dag. 6 90) 938 

- - - injection into spine 

dag. 270) 326 

- - - in uterus and tubes 

( lag. 69 1) 939 ; 

(Pig. 692 ) 940 

- - lobar pneumonia 

(Pig. 297) 364 

- - miner’s phthisis 

dag. 170) 199 

- - myeloid sarcoma of 

lemur ( hig. 641) 823 

- - - — humerus 

dag. 628) 822 

- - - - jaw dig. 647)836 

- - - — tibia 

(lags. 6 59, 640) 822 

- - myeloma of rib 

(Fig. 25) 21 

- - myelomata, multiple 

(hig. 24) 20 

- - normal chest 

(Pig. 30D 374 

- — — colon (Pig. 432) 526 

- - - gall-bladder alter 

tctruiodophcnol- 

phlhalein 

lags. 694-697) 942 

- - - kidney ( Pig. 35 5) 439 

- - - - pelvis (Pig. 369) 445 

- - - lateral ventricle 

(lag. 6 87) 936 

pituitary fossa 

(lags. 307, 308) 378 
stomach (Pig. 27 6) 339 

- - (esophageal pouch 

C Pig. 206) 242 

- - oesophagus obstructed 

by bean (Pig. 203) 241 

- cancer of stomach 

dag. 205) 242 

- - pads on dorsal aspect 

of phalangeal joints 

(hig. 544) 431 

- - pelvic caecum and in- 

testinal stasis 

(hig. 136) 159 
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ILLUSTRATIONS : TUBERCULOUS 


Illustrations : skiagrams, contd. 

- — pericarditis with effu- 

sion {Fig. 220) 265 

- - periosteal sarcoma of 

femur ( lag. 635) 821 

humerus 

Jag. 636) 821 

- — periostitis, chronic 

Jag. 628' 818 

- - phthisis thought to 

be early but clearly 
extensive (Fig. 119} 135 

- - pleural adhesions 

(lug. 303 ) 375 

- - pneumothorax 

( Fig. 511 ) 648 

- - prostatic calculi 

{Fig. 3 67) 444 

- - ptosis of colon 

(Figs. 417, 43$) 537 
-- - renal calculi 

(Fins. 354, 355 ) 440 ; 

(Fig. 356 ) 441 

- - sarcoma invading 

radius and ulna 

< Fig. 643) 82=5 
of lung (Fig. 130) 136 

- - - spine (Fig. 620) 796 

- — secondary carcinoma 

in bone (Fig. 26) 21 

- - shallow pituitary fossa 

Fig. 309) 379 

- — skull in Iconiiasis ossea 

(Fig. 215) 255 

- - spinal caries, antero- 

posterior view, 
missing the disease 

(Fig. 4SD 629 

- early (Fig. 4S0 ; 62 8 

- lateral view 

i Fig ■ 4 S3) 629 

- - spine with growth but 

not showing it 

■: Fig. 4$ 3) 630 

- — — on os culcis 

(Fig. 439 1 541 

- - stomach herniated into 

chest (Fig. 514) 649 

- - - with pyloric stenosis 

(Figs. 185 , 186) 219 

- - subdiaphragmutic ab- 

scess (Fig. llt>) 133; 

(Fig. 623) 801 

- — syphilitic fibrosis of 

mediastinum 

(Fig. 6 84) 910 
radius (Fig. 631) 819 

- - tibia in osteitis defor- 

mans (Fig. 1 6l ) 193 

- - tuberculous dactylitis 

| Fig. 629) 818 

- - - kidney ( Fig. 287) 352 

- - - metacarpal bone 

( Fig. 6 30) 819 

- - - spine ( Fig. 451) 565 

- ureteral calculus and 

phleboliths: Fig. 366) 444 

- methral calculus 

( Fig. 368 445 

- skull in leontiasis ossea 

— skiagram i Fig. 215) 255 

- small lymphocytes — 

coloured . . i Fig. 35) 29 

- smallpox, confluent 

(Fig. 542) 685 . 

- -- discrete Fig. 541 1 685 ; 

. Fig. 686. 920 

- sore throat, hvperxmic 

—coloured : Fig. 591 i 758 

- spectrum of acid hxma- 

t in — -coloured 'Fig. 21 j 13 
-• - alkali hxrnatin — 

coloured . .(Fig. 20) 13 

- — carboxvhicmoglohin 

— coloured (Fig. 19, 13 

- - haemoglobin — coloured 

(Fig. 18, 13 

- - mcthamioglobin— 

coloured . . ( Fig. 22) 1 3 

- — oxyhxmoglobin — ; 

coloured . .'Fig. 17) 13 

- - urobilin — coloured 

(Fig. 23) 13 j 

- speech centres in brain I 

— diagram (Fig. 6 02) 770 

- spermatozoa (Fig. 454) 588 

- spherules and dumb- l 

bells of sodium urate 
— coloured (Fig. 679) 899 ! 


Illustrations, contd. 

- spinal caries, untero- 

posferior view, miss- 
ing the disease— 
skiagram (Fig. 4SF 6 29 

- - - curls — skiagram 

(Fig. 4 Si)) 628 

- — — lateral view skia- 

gram Jag. 482 ) 629 

- spindled fingers from 

gout. . ( Fig. 313 426 

- spine with growth, but 

not showing it — skia- 
gram . . > Fig. 483) 630 

- -- on os culcis — skia- 

gram (Fig. 439) 541 

- Spirochxia Obermeieri 

— coloured I Fig. 606 ' 779 

- spiroehauous icicro- 

htrmorrhaeica — tern 6. 
chart. . (Fig. 552 ' 69 ' 

- spleen and liver en- 

larged in futigatinc 
endocarditis ' Fig. 6 1 5’ 787 

- splenic anamuu spleen 

, Fig. f,l /< 781 

- splenomedullary leu- 

kxmia— tcrnj>. < hart 

Jag. 47) 34 

- spondylitis deformans 

Figs. <)2l, ('23' 796 

- stance in tuberculous 

hip . . .Fig. 177 > 458 

- Staphvlococcus aureus 

— colour*. lag. 90 89 

- stellar phosphate crvstals 

• Fig. 498> (Jfl 
■■ Still's disease ■ lay. 181 472 

- stomach herniated into 

chest — skiagram 

J-ig. 514 649 

- - with pyloric stenosis 

— skiagrams 

Jags. 185. 186) 219 

- streptococcal glossitis — 

i otoured 

Jags. 459, 4r>i) • 5 9 3 

- - painlul tongue — col- 

oured 

i Figs. 4 55-45 $ i 592 

- Streptococcus pyogenes 

longus — coloured 

Jag. 89, 8° - 

- subarachnoid harmor- 

rhage — temp, chart 

Jig. 567' 710 

- subconjunctival hxnioi - 

rhage — coloured 

lag. 315)287 - 

- subdiaphragmutic ab- 

scess— skiagrams 

( Fig. lib 133; 

' Fig. t>35 801 

- superior vena cava ob- 

structed bv aneurysm 

(Fig. 218 i 260 - 

- suppurati\e pylephleb- 

itis — temp, i hart 

(Fig. 554, 696 

- suprarenal gigantism 

( Fig. 267 324 - 

- syphilitic choroiditis — 

coloured (Fig. 415)518 - 

- - fibrosis of mediastinum 

— skiagram 

Jag. 684' 910 

- - leucomclanodcrmia 

(lags. 507, 503 j 644 - 

- — radius — skiagram 

(Fig. 631 ) 819 - 

- - sore throat — coloured 

(lag. 600) 760 - 

- syringomyelia, anxsthe- 

sia in — diagram - 

'Fig. 588, 753 

- syringomyelic claw-hand ; - 

(lag. 124) 142 ; - 

- tabes dorsalis, anaesthe- 

sia in — diagram - 

(Fig. 589) 753 

- tabetic facies (Fig. 249) 292 | - 

- tachcs blcuatres — col- 

oured (Fig. 503) 642 - 

- Taenia solium 

(Fig. 487 ) 632 - 

- talipes cquinus from 

congenital spastic para- — 
plegia (Fig. 130) 145 

- - in peripheral neu- - 

ritis (Fig. 150) 178 


Illustrations : talipes, contd. 

- - cquinovarus and cqm - 

novulgus in spina 
fida Jig. 1 J J do 

- - - from infantile para- 

lysis i lag. 149 ' 177 

- - valgus and hallux 

valgus (lag. 1 33) 140 

- telangiectases lrom X 

ravs — coloured 

Jig. 222' 277 

- temperature charts : 

- in acute gout 

Jig. 130) 424 

- - carcinoma ot liver 

•Fig. 323) 408 
■ - - cerebrospinal men- 
ingitis 

Jigs. 5>7 , 558, 701 

- - - chronic malaria 

< Fig. :'>o) 39 

- - - cirrhosis of liver 

Jag. 06)47 

- - - coli bacillutia 

Jig. 448 < 560 

- — - complex malaria 

Jag. 55) 39 

- - - dental sejisi- 

i Fig. 570 ■ 714 

- - - double tertian 

malaria Jig. 51 38 

- - - erysipelas Fig. 5 5t, ■ 0'- J 9 

- - - gontu. occal arthritis 

lig. 129, 42 3 

- - - Hodgkin's disease 

Jig. 613' 78 3 

- - - hypothermia in 
heart disease 

lag. 314 ) 391 

- - — - malignant disease 

'lag. 315 , 392 

- - - infective endocard- 

itis Jig. 65; 40 , 

'lag. 5(>J > 7(54 

- - influenza > lag. 548) 692 

- - - with complications 

lag. 549) 09 2 

- - in Kirkland's disease 

• lag. ftOl i 7b 2 

- - lcptothrix septicx- 

nua Jag. 551 69 3 
• - lymphatic leukaemia 

‘Jag. 5t<9, 71 3 

- lobar pneumonia 

. Fig. of 7- 789 

- - Mediterranean lever 

■ Fig. 547 1 6 U 1 

- - meningococcal men- 

ingitis Fig. 578 73 3 

- - morphia poisoning 

Jag. 134; 155 

- - negative tuberculin 

reaction 

Jag. 296' 300 

- - Pel l'bstein pyrexia 

1 lie- 5t><> • 7(58 

- - pellagra 'Fig. 223) 279 

- - pemphigus 

lag. 112 127 
pernicious anxnna 

Jag. 565) 707 

- - pleurisy with efiu 

sion Fig. 561 1 703 

- - pneumonia with 

lysis and empyema 

(Fig. 171 ) 200 

- — pontine haemorrhage 

(Fig. 133) 155 

- - polymyositis 

(lag. 560 ) 702 
-- - positive tuberculin 

reaction dig. 29 5) 360 

- - prolonged typhoid 

fever (Fig. 54t>) 690 

- — pyaemia Jig. 553) 694 

- - quartan malaria 

Jig. 52, 38 

- - quotidian malaria 

(Fig. 53) 38 

- - rat-bite fever 

(Fig. 579) 740 

- - relapsing fever 

(Fig. 48) 36 

- - rheumatic fever 

(Fig. 328) 423 

- - rheumatoid arthritis 

(Fig. 331) 426 i 

- - sarcoma of medias- j 

tinurn (Fig. 564) 706 I 


■ temp. tha< : 

' . . ontd. 

spit oeliai o> 

us ictcro- 

h;rm< >rt li 

agica 

; F 

,-c. 5 52) 69 3 

spleiiomedullarv 

leukxmia 

lig. 47) 34 

subarachnoi 

d luim- 

orrhage t F 

;e. it>7) 710 

suppurat ive 

pyie- 

phlebitis 


(la 

e. 55h 696 

tertian mala 

i i.i 

Jig. 5 

h 37 ; 


lag. 54) 39 

letragenous 

septi- 

exmia li 

g. 550) 692 

trench lew 

r 

■ la 

C. 5 68) 710 

tuberculous 

peri - 

tonitis ' F 

ig. 5r, 3) 705 

oi asett 

u type 


lag. 75) 64 

typhoid fe\ 

v :,45) 689 

typhus li'vi r 

ending bv 


crisis Fic. (J4) 786 


- in 1 V s ; s 

- F; 613) 780 


- tetragenous septi .emia — 

temp, chart lag. 5 5 0 < 69 2 

- thorn-apple crvstals — 

coloured 'lag. ('78 899 

- threadworms « Fir. 494' 0 54 

- thrombosis of central 

retinal vei u~ -coloured 

Fie. 432 519 


- - posieriot inlerto! cc.c- 


bellar arie 

r\ , sen- 

sorv chan.' 

es lrom — 

diagram 1 

(9i, 754 

thvnius gland, i 

■nlarvcd 

■ -skiagi am 1 

m. 31 1 248 

tibia in oste:ti 

• delor- 

mans • \kia-, 


1 

•/V J6h 193 

Tooth’s pet one 

al .uro- 

phv in a ho\ 

J ig. 81 79 

.. ^ ir i 

. lag. 82' 79 

tooth-plate imp 

ae Jed in 

1.11 VOX / 

mu 302 240 

tophus of ear / 

140 429 

tnu Imiiia - , . <!,, 

io , d 

I 

a a 2 17; 288 

transillummat n 

Ml 4 f ] antra 

— colourc,i l 

' ig. 191 , 226 

trauniatu cyan. 

»S g— L'i- 

oined Figs. ! 

75, 176 202 

tremh tcwi : 

emp. 

chart.. 1 

■ae. '68, 710 

'1'nchuu-lla spi 

rails in 

human inusi 

f 

l 

. , . 4 52 569 

triple phosplviti 

e ervstals 

! 

ac. 4 >9 i 0 38 

'J rvpanosoma g 

.unbicnse 

« - lorn nl J 

tc. 604' 779 

tu be -casts --cot, 

• no , g 

' lay 

a. 9-/6'. 0- 7 

tubercle bacilb- 

-c<i/oured 

/ 

ag. 607 i 779 

- - and pus cc 

lls — col- 

owed (lags. 87, 88) 89 

tubercles in tlie 

choroid 

— coloured J 

ag. 429} 520 

tuberculin icact 

lap, ncga- 

ttvt — temp, c 

hiirf 


Fig 296) 360 


- - - positive — temp, chart 

'lag. 295' 3t>0 

- tuberculous exeunt 

'Fig. 449)562 

- - dactylitis- — skiagram 

lag. 629) 818 
- kidney — skiagram 

'lag. 287) 352 

- - larynx Jag. 210 ) 245 

- - mcLiicurpal bone — 

skiagram Jag. (>30) 819 

- - peritonitis — tc mp. 

charts dag. 7 5 > 64 ; 

(lag. 56 3) 705 

- - spine — skiagram 

Jig. 45 J) 565 

- - ulcers of bladder — 

coloured (Fig. 574) 717 

- - - larynx (lag. 20 9, 245 

tongue — coloured 

(Fig. 6 77) 897 



LLUSTRATIONS : TYPHOID 


inr> l 


INDIGESTION 


Illustrations, contd. 

- typhoid lever — temp. 

chart . . 1 lu, y. '>45) 686 

- - - prolonged — temp. 

chart ( lay. :>4t > ; 690 

- typhus lever eruption 

' —coloured ( lay. U7 '41S 

ending hv crisis — 

temp, chart 

ilay. o 1 4 , 786 

- — - - lysis — letup, t hart 

6/ I' 786 

- ulcer ol ley, malingered 

with nitric acid — 
coloured lay. 60 7 ■ 894 

- ulnar paralysis ilay. iS 5 82 

- ureteral caLuli — 

skiayrams 

Jays. lull, }(>J ) 44? ; 

( hv: . it>2 1 44 1 ; 



Jay. 447 

558 

- calculi: 

is and phk- 


boht 

tis --sktacram 



lay. >7.0 < 

444 

urethral c 

ale ulus — $)<ia- 


yearn . . 

■ lay. ihS , 

445 

uric aci« 

1 calculus in 


bluddc 

r— — coloured 



lac- JV? 

354 

- - crysi 

tals— , ojoured 



Jay. 667).' 

600 

varicose 

thoracic and 



abdominal y eins Irom 
syphilitic medias tirntis 


lay. 

. Odd 60S 

- vent titular diseas 

e — 

elec trc’c a> dn>y> at 

ns 

la, a. 

71, 71. 5 1 

- - extrasy still v • 

0 .tro- 

catuicun a nr. 

lay.. Wo, 

,517 6 66 

- vesical calc ulus, c> 

imposite 

—-ikuiyram 1 / n ,’ 

. ?W 35 5 

- \ invent 's angina— 

-iV,- 

mired. . .lac. 

5't 1 / 7 60 

... _ _. organisms — , , 

ilout c. d 

lay. 

t.'ta 776 

- visceroptosis lac. 

I4n lo5 

- \ olkmarn's contracture 

lay. 

/-../' 1 78 

- whipworm^ lay. 

4'J-> 6>4 

- wingi ii scapula 11 

om 

par,dy-,i‘. <3 serratu*. 

magmi . 1 lay. 

47 i 617 

- wrist-diop alu-t <. 

lipn- 

ihcria . . , /• 

ly. 8 d 84 

- xant helasma palpel 

braruin 

— coloured lac. 

>7'?: 406 

- xanthoma diahet n ■ 

irurn 

lac. 

00 7 8*14 

-- X-ravs see Illustt, 

lit ions 

— Skiagram) 

Imbecility ameiaur? 

lira in 2 1 

dwarfism yyith 

. . 2 14 

■ microcephaly and 

. . 2 14 

- in Mongolism 

■ lay. m 

■ 2 15, .Mo 

- salivat mn in 

. . 60 2 

- slobbering in . . 

. . 662 

Immersion, gangrene of 

lung altei 

32 1, 74 1 

-- hypothermia from 

. . 392 


impacted 1 trees (see lac cal 
impaction ; 

- gall-stone in bowel, 

colic Irom . . . . J48 

- wisdom tooth (see 

Wisdom Tooth) 
Impetiginous syph Hides .. 684 
Impetigo, account of . . 681 

- llacillus coli in . . 68? 

- - mallei in . . . . 682 

- - pyocyaneus in 124, 68? 

- bullosa . . 124, 681 

- capitis, occipital glands 

enlarged Irom . . 472 

- circinata . . . . 681 

- conjunctivitis with . . 681 

contagiosa . . 125, 681 

bulla: in 121, 125, 498 

- - crusts in . . , . 918 

- - ec/emu distinguished 1 

irom . . . . 91 8 | 

- - finger affected by . . 401 | 

- - honey-like crusts in 125 

- - papules in . . . . 918 

- - perleche and . . 460 

- - pustules in. . . . 745 

- - scabs in . . . . 745 

- - of Tilbury Vox . . 498 


Impctico , ontayiosa, could. 


vesicles in . . .. 918 

- crusts m 681, 656, 914 

- cutaneous diphtheria 

with . . . . 681 

- ol ear, earache tium . . 252 

- ecthyma Irom . . 681, 74 1 

- I rom ec /euia . . . . 865 

- erythema in . . . . 681 

- no lever in .. .. 686 

- follicular, account of . . 682 

- - hail follicles infected 

in.. .. .. 682 

- Impetigo vulgaris dis- 

tinguished from . . 682 

- - pustules in . . . . 68? 

- - staphylococci in . . t>S2 

- gvrala . . . . ..681 

- herpes facialis miiui- 

latino . . .914 

herpetiformis in Austria 125 
— pregnancy . . . . 125 

- Klehs-I .offler bacillus in 681 

- leiicocvi os is slight m. . 45 t 

- lips seldom attacked tn 9 ] 4 

- occipital glands en- 

larged from . . 47 4 

- otorrhiea y\ ith . . 68 J 

- pemphigus snnul.it inc 0^2 

- irom pi urn is . . . . 8o5 

- pustular eczema dis- 

tinguished from . . 682 

- pustules m 124. 681. 

(>54. 68 () 

- pvreM.i m . . . . 6: 1 

- rhinitis wiili . . . . 681 

- sc ahs in (>81 . 742 

- from scratching . . 865 

- small pox simniat yd by 686 

- staphylococci m 124. 682 

- streptococci in . . 682 

- suppurating lymphatic 

glands} i.im .. (>'*5 

- svphihde distinguished 

f i om . . . . 684 

- lima tonsurans simu- 

lating . . ! 1 1 

- y esudes in . . 68], 656 

- vulgaris . . . . 681 

- - follicular impetigo dis- 

tinguished from . . 682 

Implantation cyst, vuhal 
syvelhng due to . . 85 1 

IMPOTENCE .392 

- from absence ol ert,c- 

t ions . . . . 14 ■> 

- - penis . . . . l 

- alcoholism . . . . W! * 


- m amvotrophn lateral 
sclerosis 

ataxic paraplegia 
-- Irom atrophy of testes 


- cancerous cachexia .. 5 l H 

carcinoma ot penis .. 16 3 

cocaine habit . . . . 1 

compression ol coid.. 191 

-- congenital frigidity .. .19 1 
-- in dementia . . . . 16 4 

- diabetes .. . . '9 1 

- disseminated sclerosis Kb 

- from elephantiasis . . 361 

- exhaustion from ex- 

cesses . . . . *9 1 

- fetishism and . . . . 393 

- in general paralysis . . 16 '> 

- alter gonorrlxea .. >9 i 

- from heroin habit . . 16 1 

- hypopituitarism .. 36 1 

- inability to have elec- 

tion at right time *9 i 

- infantilism . . . . 59 1 

- injury to testes . . 594 

- list of causos of . 393 

- in malarial cachexia . . 19 1 

- 1 1 om masturbation .. 591 
-- mechanical delect . . 191 

- morphine habit .. 49 1 

- neurasthenia .. ..595 

- orchitis . . . . 49 4 

- paraldehyde habit 19 5 


- in pernicious amvmia 19 4 

- Irom phthisical cachexia .49 > , 

- plumbism . . . . 593 , 

- in primary spastic para- 

plegia . . ..405j 

- psychic . . . . 394 ; 

- from senility . . . . 494 

- sterility distinct from 493 : 

- in syphilitic cachexia. . 494 

- tabes dorsalis.. .. 393 1 


Impotence, contd. 

- from transverse soften- 

ing of cord . . . . 494 

- X-ray effects .. .. 493 

Impulse, cardiac > see Heart. 


impulse > 

- on coughing ('see Coughing) 

INCONTINENCE OF 

F/FCES . . 393 

- — Irom carcinoma ol 

pelvic colon . . 394 

----- perineum . . 394 

- - - rectum . . . . 394 

- - — sigmoid colon . . 394 

- — cuuda equina lesion 494 

- - after childbirth . . 394 

- — in children . . . . 494 

- - during coma . . 494 

in healthv persons. . >94 

Irom injury to peri- 
neum . . . . 494 

- - - rectum . . . . 194 

mechanical . . . . 494 

- - in meningitis . . 7 12 

- - atiei operation . . 194 

- - in paraplegia . . 627 

- — lnun perineal tea; . . 494 

- • primary lateral sclc 

rose, . . . . (;4 

spinal cord lesions . 394 

- - in tabes dorsalis . . 874 

- urine 111 amyotrophic 

lateral .sclerosis . . ] 76 

from combined scle- 
roses .. 61, 176 

- - compression of cord 4‘o 

- - - paraplegia . . 61 

- - detinit ion of . . 4 L) ? 

- - in disseminated scle- 

rosis . . . . 176 

- - encephalitis lethal - 

gica . . . . 176 

- - Irom enlarged pros- 

tate . . . . 61 

- - in b.rb's syphilitic 

paraplegia . . 176 

- - 1 riedreicti’s ataxy.. 17 d 

- - hiematonneha .. J7b 

- - from irmirv to cord 495 

- lateral sclerose- . . M 
m mcnmgiir . . 7 12 

- retention with over- 
flow 6i, 492 

- - retio\erted gravid 

uterus . . . . 61 

- - softening of cord . . 495 

- - spinal cord lesions.. 61 

- - in syringomyelia .. 176 

- - from tabes dorsalis. . 6i 

-- - various causes of . . 61 

• - land so*-- Sphincter 

'I rouble ■ 

Irco- ordination due to 
ataxic paraplegia . . 315 

- cerebellar disease .. 414 

- chronic alcoholism . . 184 

- combined scleroses . . 314 

- disseminated sclerosis 51 5 

- briedreivh's ataxy 145, 315 

- gait of. . . . 313 

- due to multiple neuritis 413 

- occupation neuroses . . 189 

- paralysis of eye muscles 414 

- tabes dorsalis . . . . 313 

- tests for . . 313 

- <and see Ataxy) 

Incubation period of 

botulism .. 22 5, 243 

- - chancre . . . . 764 

- — hydrophobia . . 885 

- — serum rash . . 9 35 

- — soft sore . . . . 764 

- - let anus . . . . 885 

- - yellow fever . . 420 

Incus . . . . . . 205 

Index, opsonic, in tuber- 
culosis . . . . . . 932 

India, ankylostomiasis in 

105. 615 

- dysentery in . . . . 99 

- kala-a/ar in . . . . 780 

- Madura fool i:i . . 89 4 

- malaria from . . . . 214 

- relapsing fever in 420, 7 18 

- residence in, low blood- 

pressure from . . 106 

- sprue in . . 47, 709 

India-rubber bottle stom- 
ach 'see Carcinoma of 
Stomach, Diffuse) 


India-rubber, contd. 

- workers in, peripheral 

neuritis in . . . . 84 

- yvorkv, carbon bisulphide 

and . . . . 84 

Indian bean, dermatitis 
due n . . . . 915 

- ink f o j Spirochieta pal- 

lida . . . . . . 854 

Indican, alcohol in testing 
lor 905 

- blackened by bleaching 

pi iy\ dcr . . . . 905 

- chloroform in testing 

lor 905 

- ferric chloride not 

blackening . . . . 904 

- indigo blue irom 395, 905 

- - red fiom .. ..905 

- mine aeid blackening 904 

- - - test for . . . . 905 

- tests tor 395, 904, 905 

INDICANU Rl A . . . . 395 

- account of . . 904 

- in appendicitis . . 554 

- from bronchiectasis .. 395 

- carcinoma of colon . . 395 

■ cholera . . . . 395 

- chrome constipation . . 395 

- dark hroyvn ring yvith 

nitric acid . . . . 6 

- from diarrhoea . . .395 

- dysentery . . . . 395 

empyema . . 395, 905 

gangrene of lung . . 395 

- in healthy people . . 395 

- from intestinal obstruc- 

tion . . . . 395 

- - putrefaction 129, 395,905 
intussusception . . 395 

- melanuria simulated bv 

904, 905 

- nitric acid test and . . 395 

- from pancreatitis . . 129 

- in phthisis , . 395 

- from putrid bronchitis 395 

pus 905 

-test lor.. (/m:. i/6' 495 

- Irom tuberculous colitis 195 

- typhoid lever 395 

- ulcerative- colitis . . 395 

- urine black from . . 904 

- - brown from . . 904 

Indies, \3est, dvxenicrv in 99 
INDIGESTION .. . 395 

- acute, colic from . . 148 

- ueropluigv simulating 397 

- unarmiu from . . . . 43 

- aneurysm simulating . . 528 

- angina pectoris and . . 396 

- bicarbonate of soda and 566 

- calomel and . . . . 566 

- irom carcinoma of 

stomach . . . . 397 

- casein, stools in . . 215 

- cerebral vomiting simu- 

lating . . . . 396 

- in chlorosis . . . . 49 

- cholecystitis simulating 396 

- chronic appendicitis 

simulating . . . . 396 

-- - intestinal obstruction 

simulating . . 396 

- congestion of liver and 463 

- f rom duodenal ulcer . . 397 

- enlarged prostate . . 396 

- eructatio nervosa simu- 

lating . . . . 397 

- fainting due to . . 297 

- tat, stools in . . . . 215 

- Hushing due to . . 303 

- from gall-stone . . 410 

- gall-stones simulating 396 
heart disease simulated 

by 5 16 

- - - simulating 52, 114 

- insomnia from 402, 40.3 

- intestinal, colic from. . 148 

- lumbar puncture in . . 396 

- migraine simulating . . 396 

- from nephritis . . 396 

- out of condition from 113 

- oxaluria and phosphai- 

uria alternating in . . 523 

- pain in bieast from . . 529 

- - round heart from . . 536 

- - in shoulder from . . 580 

- - between shoulders 

from . . 565, 566 

- with pancreatic cyst . . 811 



INDIGESTION 
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/ ndigestion, contJ. 

■ from pancreatitis . . Ill 

- in phthisis . . . . 196 

- pregnancy simulating.. 396 

- from pyloric stenosis 

160, 219 

- pyuria . . . . 396 

- shortness of breath 

from . . ..113 

- sugar, stools in . . 215 

- urarmia simulating . . 396 

- vomiting of pregnancy 

simulating . . . . 396 

- (and see Dyspepsia ; 

Flatulence; etc.) 


Indigo blue from indican 905 
- - phosphates tinged by 907 


- - purple urine from . . 907 

- - sediment in urine . . 907 

- -- in treating epilepsy 907 

- carmine in renal dia- 

gnosis . . . . 446 

- from indican . . . . 395 

- red from indican . . 905 

Indol formation in intes- 
tine . . . . . . 395 

- indicanuria from . . 395 

- in urine . . . . 904 

Indoor workers, ana-rnia 

in . . . . 42, 43, 49 

Indoxyl sulphate in mdi- 
canuria . . . . 904 

Inequality of pulses 'see 
Pulses, Unequal 1 

- pupils >: see Pupils, Unequal ' 
Inertia of uterus 250, 252 
Infantile convulsions . . 181 

- - hyperpyrexia from . . 3^0 

- - unilateral . . . . 185 

- diarrhoea and vomiting, 

acetonuria from . . 3 

- diplegia .see Diplegia 

- gigantism . . 324 


- - illustrated (F'/g. 25V 324 

- hemiplegia i see Hemi- 

plegia ! 

- marasmus, gangrene 

from . . ..317 

- monoplegia, spastic . . In9 

- muscular dystrophy . . 78 

paraplegia m . . 621 

- myopathy . . 625 

- paralysis (sec Paralysis 

- paraplegia, spastic . . 109 

- scurvy see Scurvy 

- triplegia, spastic . . 169 

- uterus, account of . . 793 

- - amenorrha-a with . . 23 

- - sterility due to . . 793 

Infantilism, achondro- 
plasia with ■ FVg. 193 > 233 

- with acromegalic gigan- 

tism . . . . . . 325 

- albuminuria in . . 2 36 

- from alcohol . . . . 235 

- anangioplastic i F7y. 199, 236 

- in Bright’s disease .. 2 36 

• ’ . . . . 236 

•i lie nephritis 14 
- ■■ i • ol liver . . 235 

from cieliuc dis- 
ease . . F 7g. I97> 2 35, 236 

- in congenital syphilis 14, 291 

- cretinism . . . . 2 34 

- dwarfism due to 2 32, 2 34 

- - distinguished from 234 

- essential ( Fty. JOO i 236 

- general account of 235, 236 

- gigantism with .. 2 34 

- Herier's . . . . 236 

- hypopituitarism and.. 509 

- impotence from . . 393 

- intestinal . . 235, 236 

- with kvpliosis . . 235 

- from lead . . . . 235 

- in microcephaly . . 235 

- Mongolism . . . . 236 

- obesitv with . . . . 509 

- ossification premature in2 34 

- pancreatic . . . . 236 

- pituitary, account of . . 236 

- — drowsiness in . . 2 36 , 

- - fatness in . . . . 236 

- - genital backwardness I 

in . . . . 236 i 

glycosuria in . . 236 ! 

headache in . . 236 ! 

- - illustrated (F;>. 196) 234 j 

polyuria in . . 236 : 

skin changes in . . 236 I 


Infantilism, pituitary, con til. 


- vomiting in 

236 

polyuria in 

236 

in progeria 

2 36 

racial 

2 35 

renal 

2 36 

from rheumatic level 

235 

scarlet fever . . 

2 35 


- senilism with .. ..237 

- with splenomegaly .. 2 35 

- symptomatic . . . . 235 

- from syphilis . . . . 235 

- thymic, antenna in . . 2 35 

- - total syncope in . . 235 

- - fatness in . . . . 235 

- thyroid . . 235 

- - extract in . . .. 2 35 

- from tobacco . . . . 2 35 

- t oxivmiu . . . . 2 35 

- \\ asset mann reaction in 14 
Infants, acquired cerebral 

paralyses ot ..169 

- acute arthritis of . . 426 

- - intestinal obstruction 

in ,.167 

- backward, from hypo- 

thyroidism . . . . 622 

- big spleen in . . . . 49 

-- bladder in . . . . 815 

- blood per anum in . . 101 

bulla' in 123, F'n;. lift 124 - 

- carpopedal spasms in . . 190 - 

- convulsions in, causes ol 181 

cyclical vomiting of . . 479 

- diarrhoea in . . 215 

- Lirawing up of legs in 402 

- ear-rubbing in . . 25 3 

- epiphysitis in . . 819 

- cpistu.Ms in . . 274 

- extensor plantar reflex 

in . 88, 621 

• general <rdetna in . . 514 

- haemorrhage lrom vagina 

in . . . . 489 

- hernia in . . 8 34 

- herpes zi>stcr in 

f-iu’.llu 124 

- Hirschsprung’s disease 

in ..167 

- hypothyroidism in . . 622 

- hypertrophic steni>sis of 

"pylorus in 809, 928, 9 30 

- icterus gravis of . . 408 

- insomnia in .4 02 

- intussusception in 101, 

167, 872 

- Jacquet’s erythema in 498 

jaundice in . . 411 

melsena in . . 481 

- milk from nipple in . . 227 

- newborn see Newborn 

- pemphigus in . . 498 

- priapism in . . . . 656 

- pseudo-leukemia in . . 49 

- pupil small in . . 674 

- tclI urine in, from por- 

phyrin . . . . 904 

- regurgitation of milk in 927 

- retropharyngeal abscess 

m . . 694, 762, 794 

- rheumatic fever arthritis 

unknown in . . 426 

- sarcoma in . . . . 835 

- scabies ot face in . . 918 

- scurvy rickets in . . 819 

- separation of epiphysis 

in ' . . 819 

- spastic paralysis of, chorei- 

form contractions in 170 

- - paraplegia of . . 169 

- summer diarrhrea of 

(see Dinrrhrta) 

- tetany in . . ..189 

- umbilical hernia in . . 593 

- umbilicus inflamed in 804 

- vacciniform erythema of 498 

- vaginitis in 23 

- vesicles on wheals in 9 35 

- Werdnig-IIoffman atro- 

phy ol, fibrillary con- 
tractions in . . 172 

- - paralysis in . . 172 

Infarct of kidney, albumin- 
uria from . . . . 9 

- - blood-clot from kid- 1 

ney due to . . 147 

- - in blood diseases 9, 10 

- - cachexia ’ . . . . 10 | 

- - colic from . . . . 147 

- - from embolism 9, 10 i 


i hirer of kidney, contJ. 

- from endocarditis 348,357 

- Inematuriu from 348, 357 

- in infective endo- 

carditis . . 10, 147 

- lcukicmiu 10 

- pernicious amentia . . 10 

- thrombotic . . 9, 10 

lung, abdominal pain 

from .151 

- acute pain in chest 

from 364 

- in Bright’s disease. . 26 3 

- bronchial breathing 

over 365 

- colic simulated bv . . 151 

- crepitant rales Uom 364 

- dvspmca from . . 247 
embolic 1 37, 199. 3t,3. 364 

■ gangrene l* 1 lung 

from . . . . 801 

- lucmoptvsis lrom 

1 38, 361, 363, 365 

- from heart disease. . 364 

- in infective endo- 

carditis . . 364 

leucocvt ha'nna .. 364 

- mitral stenosis 36 3 

- percussion note im- 

paired over 199, 364 
phthisis simulated by 1 38 

- pleurisy from . . 1 37 

- pyopneumothorax 

from . . . 801 

rub over . . 199, q>4 

- sudden death lrom 364 

- from thrombosis of 

systemic veins . , 3f>4 

- thrombotic 3<» i. 3t»4 

- vesicular murmur im- 

paired over . . 199 

spleen, hiccough from 387 

- peritonitis over . . 77*3 

- rub with .. ..775 

- thrombotic . . . . 788 

and see F.inbolism 

lnlarcts m mlective endo- 
carditis 46 

Infective enilocardms see 
Fndoearditis, Infective 
parotitis, account ot . 848 
Inferior dental nerve, 
neuralgia in . . . . 567 

- gluteal nerve sec Nerve 

- hxmorrhoidal nerve. 

distribution F/c. j.sn 748 

- larvngeal nerve, cough 

and . . . . 185 

- - sensory area 

Fio. 441!. 441 550 

- maxillary nerve, lIu- 

tribution ol iF/g. 6 f i6 865 

- oblique, paralysis of . . 222 

- rectus, paralysis of . . 222 

- vena cava see Vena Cava) 
Inflation, perirenal . . 445 

- of stomach 400, 801, 809 
in determining size 

307, 398 

- - diagnosing pancreatic 


tumour . . 67, 776 

- - by Scidluz powder 776 

techique for . . . . 307 

Influenza of 1918 364 

- abdominal pain in . . 570 


- account of 570, 691, 

692, 787 


- aching all over in 692, 712 

- acute nephritis from 11, 12 

- — poliomyelitis simu- 

lating . . . . 62 3 

- albuminuria in . . 17 

- anosmia after. . . . 756 

- anoxarmia in . . . . 200 

- arthritis from . . 425 

- bacilli (see Bacillus) 

- brachial neuralgia from 54 3 

- bronchitis in . . . . 570 

- bronchopneumonia in 

200, 364, 570 

- coated tongue in . . 712 

- colt bacilluria simulated 

by 692 

-- coma in . . . . 15 3 

- with complications, 

temperature chart 
of . . (7*7.1/- 549) 692 

- coryza in . . 224, 570 

- cough due to 185, 186, 570 

- cyanosis in , . . . 200 


Influenza , eontd. 

- IF A. 11. due to 115, 246, 

247, 597, 859 

- deafness from . . . . 207 

- debility utter . . . . 246 

- delirium in 211,212 

- dengue not unlike . . 571 

- depression in . . . . 570 

- diabetes after , . . . 334 

- diagnosis often loose 

84, 569, 787 

- diarrhoea in . . . . 570 

- distaste lor food in . . 712 

- doubts ns to Pfeiffer’s 

bacillus causing . . 691 

- dyspmeu alter . , 246 

- encephalitis lethargica 

mistaken lor . . 292 

- - simulating . . . . 223 

- epidemic 200, 364, 570, 

091, 787, 791 
-- cpiduivnio-orchitis 

lrom . . 85, 584, 585 

- epistaxis lrom.. 27 3, 274 

- exudative u'derna ill 

lungs m . . . . 200 

- lebru ula and . . ..712 

febnle LoUi misnamed 224 

- fillet -passing germs in 790 

- iungatmg endocarditis 

simulated bv . . 692 

- headache mi. . . 570 

- heart-block in . . 668 

- hepat il abscess simu- 

lating . . 464 

high-coloured urine in 712 
nut lal chill in . , 787 

Mumiice m 408, 419, 570 
I.il hrytn.it ion in . . 570 

leui oc v tosis rare in .. 45 3 

- no leuLocvtosis in .. 787 
lobar pneumonia m . . 570 

- loose use of t erm 712 

- malaise in . . ..712 

- nu mncisnius in 212. 691 

- menorrhagia after .. 482 

- mixed Infection in . . 791 
iiccro* r reel us abdo- 
minis muscle in 561, 736 

-- iu'ClI tor bacteriological 
examination in dia- 


gnosing . . 547 

neuritis limn . 178 

- orchitis from . . 85, 86 

- otitis media in . 691 

- pain at back of eyes in 692 

in c\ c hi . . . . 547 

head in . . . . 692 

limbs m . . 568, 569 

loins in . . f>92 

pancreatitis lrom . . 128 

- peripheral neuritis lrom 

80, 570, 571 

- perspiration m . . 712 


- Pfeiffer's bacilli In 560, 790 

- photophobia in 639, 640 
pneumonia In 200, 364,691 

- prostration in 570, 692, 787 


- pulse high in . . . . 787 

- pyrexia in 570, 712, 787 

- the pyrexia of . . 691 
purulent bronchitis and 791 

■ retrobulbar neuritis 

from . . 547 

- rigor in 7 37, 740, 787 
sepsis simulating .. 713 

- spiroc luetosis simulating69 3 

- spleen enlarged in 778, 787 

- spondylitis deformans 

after . . 869 

- sputum examination in 692 

- - tests in . . ..713 

- streptococcal septicaemia 

simulated by . . 692 

- sudden anorexia in . . 692 

- - onset of . . . . 787 

- sweating in . . 787 

- tachycardia after . . 858 

- talipes from . . . . 145 


- temperature chart of 

( FVtf. 54$ ) 692 

- testis atrophy from 85, 8b 

- tetragenous fever simu- 

lating . . . . 692 

- thrombosis of cerebral 

veins from . . . . 145 

transverse myelitis from 630 
trench fever simulated 

by 692 

simulating 710, 786 



INFLUENZA 


]or>:j 


INJURY 


Influenza, coma. | Injurv, contd. ; Injury to head , contd. | Injury , comd. 

- tuberculosis of lung sim- i - to back, pain after .. 528 ' - - headache alter .. 372 ! - periostitis of jaw from 834 


ulating 692,700,706,713 j - - strangury due to .. 798 

- - simulated by . . 692 j - at birth (see Birth Injury; 

- typhoid lever simu- , - to bladder, hamuturia 

luted bv 689, 692, 7H7 j front 148, 351 

- viscid expectoration m 570 i - - rupture of bladder 

- vomiting in . . . . 570 lmm . . . . 351 

- X-rays o| chest in ..711 - - strangury due to . . 797 

Influen/o-pncurnohacil- - - surgical emphysema 

jury intcction . , 791 Iroin . . 254 

Influen/o - pneumococcul - - ulceration due to . . 722 

infection . . 791 — bleeding gums from . . 9 1 

Influcn/o-pneutnonia (sec - to breast , pain in breast 

Pneumonia, Influenzal/ from .. 529 

Influen/n - streptococcul - bruising of cord from 870 

infection . 791 - of ciccum, surgical eni- 

- septicarrmu, jaundice in 419 physema from .. 254 

Inlra-orbital nerve, dis- - cerehral, anosmia from 750 

tribuiion of . l-i#. itfir 748 - - glycosuria from 110, 111 

Infraspinatus see under - - infantile diplegia from 169 

Muscle' - - Jacksonian epilepsy 

InlrattiK blear nerve, dis- from .. .. 174 

tnbution of ! I-tu. ~>S0, 748 - - mentors loss lrom.. 75 

Infusion, general (edema - - paraplegia from 071 

alter 511. 516 - - testis atrophy alter 85, 86 

Ingiowing. tor nail, pam - to chest , chylous ascites 

in foot fioin .519 from . . 62 

Inguinal abscess. eryth- - - cyanosis from . . 2(H) 

cma over , . . 276 - - d\ .pmea from .. 247 

- canal, tcslr in 85, 587, H 12 empyema lrom 1 14, 115 

- henna see Hernia - h.emopt vsn from Oil, 164 

- lymphatic elands see - luemollu Tax lrom 

l.vrnphutic (Hands, 115, 649 

Inguinal - - heart impulse dis- 

- pam u'c I'aut in lirann placed after .. 171 

- region, left, the organs - - herniation «<! stomach 

situate in . . 808 due to . . 649 


- - right, the organs situ 


- - pncutin >l horns from 

649 

ate in 

808 

-- - shortness of breath 


- ring, hernia at . . 

804 

after . . 

114 

SWELLING 

830 

- - surgical emphysema 


• - and see Swelling, 


> i urn 

254 

1 IHMIlll.l! 


- - thoraac duel obstrm 


■- (and see < >ii>in 


t ion trom. . 

62 

Ingum. >».( iota! hernia 


- collapse lrom.. 

55 

(see llama 


- compression paraplegia 


SWELLING 

833 

from 

626 

lnhul.il inn br. >ik lmpncu 


-• coid hiemorrtiages Item 

. 7 

mnm.i 

364 

- c or neul uU or trom . . 

8^0 

Inheritance 1 see l atn.li.il 


I '.A.H , lrom 

5u? 

Incidence ; and 1 leredit 

\ 

- diabetes t tom . . 

3 3} 

Inieciions. delirium lmm 

2 12 

- diaphragm.it ic hernia 


- hypodermic, lushes hit a 

i- 

from 

801 

at res lrom I n . 1 

642 

- dislocation of lens from 

674 

- mullein, m diagnosing 


- to duodenum, blood per 


g lander- . . 

68 1 

anum 1 rum . . 

97 

- medical, rigor alter . . 

7 37 

- - surgical emphysema 


- peptone see Peptone 


from 

254 

- pilmtntn diabetes in 


- cat . deafness from 

207 

sipidu • i becked bv 

655 

- - earache trom . . 

252 

- serum o Serum 


- - meatus obstructed 


— various, dvspntru from 

246 

atier 

207 

- - erythema after . . 

275 

- ectiopion lrom 

27 3 

Imury, abdominal, acute 


cpnhdvnntis ti om . . 

85 


dilatation of stomach in 218 • epuhdvmo orchitis from584 

■ -- blanching trom ..715 epiphora from .. 271 

- blood per anum lrom epiphvseal, arrest ol 

96, 97 tftowth alter .. 147 

- - chylous ascites lrom - - overgrowth alter . . 147 

62, 72 - epistaxis lrom . . 274 

- - chyluria lrom .. 140 - to c\ e, double pupilf rom220 

- — collapse lrom .. 715 - - photophobia Iroin .. 619 

- - diubctes lrom 1 14 -- laintuitf due to .. 297 

- - internal bleeding alter 715 - to foot, hmpintf due to 456 

- - laceration ot muscle - by forceps, paraplegia 


lrom 

7 35 

f rum 


622 

laparotomy alter . . 

735 

- fracture of 

penis from 

140 

mehena from 

481 

- - rib lrom 


862 

peritonitis from . . 

7 35 

— - sternum 

from 

862 

- simulated in 

735 

- - vertebra 

trom , . 

870 

phlebitis lrom . . 

481 

- of fr® tui m 

Ifngu® 

590 

pulse small and rapid 


- gangrene from 

317 

from 

735 

- girdle pain 

alter 

870 

receptaculum chyli 


ha-mut emesis trom 3 36. 

342 

obstruction trom 

62 

- luvmatoma 

ot jaw from 

8 34 


~ - ruptured from 140 - luemalomyeliu from.. 620 

- - rigidity due to . . 735 — hiematuria from 347, 349 

ruptured liver from 149 - hemorrhage into cord 

- - - spleen lrom . . 149 ! lrom . . 627, 870 

- - - viscera from . . 735 - to head, beard falling I 

- - skin cold and clammy out after . . . . 86 1 

alter . . . . 735 - - cerebrospinal lluid 

- anaesthesia after . . 870 i from nose after . . 224 

- anuria lrom .. 55, 58 | - - concussion from .. 212 j 

- arteriovenous uncurysm ! - - delirium lrom .. 212 

of orbit from . . 285 J - - tainting from . . 297 

- arthritis from . . 581 j - - fractured base from 224 

- ataxy from 77 skull lrom . 212 

- axillary aneurysm alter 817 I - - hair lulling out after 86 ! 


- - hyperacusis alter . . 389 — - sternum lrom . . 862 

- - Jacksonian epilepsy j - - tibia from . . . . 456 

Iroin . . 185 - to portal fissure, colic 

- - jaundice from . . 422 from . . . . 147 

- - joss ol sexual power > - pupil irregular after . . 674 

from . . . . 86 - purpura due to . . 676 

- - meningeal harmor- ! - rectovesical fistula from 296 

rhage from . . 212 - of rectum, blood per 

- - nystagmus trmn . . 505 anum lrom . . 96 

- - pyrexia from 709, - - incontinence of farces 

luy. 567; 710 from . . . . 394 

- - subarachnoid htemor- - - surgical emphysema 

rhage ‘nmi . . 709 lrom . . . . 254 

- - lestis atrophy alter 86 - rupture of sphincter 

- - twitchings alter . . 86 uidis from . . 674 

- hepatic absce -■ from .. 464 - sarcoma after .. 821 

- to hip - joint, '■ciatic - to sciatic nerve, talipes 

nerve paralysis lmm 610 lrom . . 145 

- hydropneumothorax ~ septicaemia from . . 739 

lrom .. .. 801 - severe, brudypmca lrom 1 10 

■- hypothermia after .. 392 - - collapse lrom .. 110 

insomnia clue to .. 402 - - delirium tremens after 214 

- ol internal popliteal - shock alter 110, 392 

nerve, paralysis lrom 610 - to shoulder, pain due t o 

- joint. pneumococcal 580, 581 

arthritis lrom . . 424 - spine, abdominal pain 

- kidnev, abscess due to 718 lrom .. .. 151 

- - blood-clot lrom kid- - - colic simulated lrom 151 

nev due to i47 - - compression myelitis 

-- - colic from . . . . 147 lrom . . . . 628 

- - hiematuria lrom 348, 351 - - effects of . . 870 

- - renal enlargement - -- hamatoma from .. 151 

i mm . . 351 -- - hicmatorachis from 146 

- knee-ieiks increased - - haemorrhage into cord 

after .. 870 lmm .. .. 656 

- to larynx, haemoptysis hcmianarst hesia lrom 385 

lrom 361. 367 - - hemiplegia from 

- - hoarseness lrom . . 188 382, 385 

- - perichondritis after 76 3 - - hyperpyrexia from . . 391 

- - sore throat due to . . 758 - -- incontinence ol urine 

-- levator am, prolapse ol lrom .. 495 

uterus due to .. 657 - - inicnosu! pain alter 531 

- lom, hiema; oma lrom . 4 38 ~ — micturition difficult 

- perinephric abscess from .. 492 

from .. .. 438 - - myelitis from .. 391 

- long thoracic nerve . . 616 - - pairs in legs lrom . . 176 

- loss ol manor \ lrom. . 25 - - paralyse ol dia- 

- tv' lung lrom broken rib 254 phragm lrom .. 385 

- surgical emphysema - paraplegia from . . 656 

t mm . . 254 priapism trom .. 656 

mallet linger from . . 479 - - spastic legs from . . 176 

massive collapse ol lung - - - paraplegia lrom.. 145 

alter . 375 - - talipe*- lrom 145, 146 

to mouth, hxmoptysis - testis atrophy alter 85, 86 

simulated In . . 359 - - trail verse myelitis 

necro-'is of ia\\ lmm .. 8 34 lrom .. .. 486 

ol nerves, contracture - spleen, pam in spleen 

Iron: .. .. 178 due to . . .. 788 

- muscle atrophy from - - rupture ol spleen due 

80. 82 to . . . . 788 

- K.D. from .. 80, 82 - - splenic enlargement 

neurasthenia after . . 870 from . . 778, 788 

- node alter .. .. 817 strangulation of spleen 

to nose, epistaxis from 27 3 due to . . 788 

- neciosis of nasal - stenosis of vagina from 23 

bones from . . 225 - still neck alter . . 795 

- occupation neurosis - to stomach, blood per 

trom .. 189 anum lrom .. 97 

- of (esophagus, surgical ~ - colic trom . . . . 148 

emphysema lrom . 254 - - haemal emesis from 336 

- onychia from . . .. 497 - - surgical emphysema 

- opiu halmoplegia interna Iron. .. 254 

from . . 674 - subconjunctival haemor- 

- to optic nerve, blindness rhage lrom 23‘> > 287 

due to . . . . 925 - subdural haemorrhage 

- orchitis trom 85. 86, 587 trom . . . . 870 

- pain in iliac fossa from - subperiosteal harmor- 

555, 557, 561 rhage from.. .. 870 

• to pancreas, colic lrom 148 - tenderness of chest from 

- paralysis of external 861, 862 

popliteal nerve trom 610 - - sculp from . . . . 865 

- to pelvis, limping from 457 - - spine from . . 868. 870 

- ol penis, chordee from 140 - testis atrophy from 85, 86 

- - from torcible coitus 579 - ol testis, atrophy alter 393 

- - hivmatoma of caver- — — cpididymo - orchitis 

nous tissue from . . 579 from .. 585 

- - sore due to . . . . 763 - - hematocele from 

- perforation of palate 587, 588, 589 

from . . . . 730 hydrocele lrom . . 588 

- perineal sore lrom . . 766 — - orchitis from . . 587 

- perinephric abscess l'rom697 ; — - sarcoma from . . 587 

- to perineum, inconti- - - vomiting due to . . 929 

nence of fa*ces from 394 , - thoracic duct, chylous 

- - prolapse of uterus 1 pleuritic effusion "lrom 138 

due to . . 657 j - tibia, arrested growth 

- periosteal harmatoma ; of the bone alter . . 147 

from . . . . 817:— — overgrowth of the 

- periostitis of fibula from 456 j bone after .. 147 



INJURY 


1 Ofj-J 


INTESTINAL OBSTRUCTION 


Injury, contd. 

- tongue swollen from 

83 i. 85?. 

- torsio testis from . . 850 

- torticollis from . . 795 

- transverse myelitis and 

486, 626, 629, 630 

- tuberculous tom: and 452 

- ulceration ot loot trom S c > 3 

- - larynx from . . 245 

- - - cyanosis from .. 147 

- - leg from . . . . 844 

- — rectum from . . 727 

- to urethra, discharge 

alter . . . . 227 

- - extra\ usaiion of urine 

alter . . . . 575 

- - due to fall on peri- 

neum . . . . 575 

- - traciure ol’ pelvis . . 575 

- - hamiuiunu lrom 348, 551 

- - pain micturition 

from . . . . 575 

in penis lrom 574, 575 

- urinary fistula lrom . . 494 

- to uterus, colic eiuc to 148 

- vulval swelling due to 854 
Ink, Indian, lor Spm>- 

chxta pallida . . . . 854 

Innominate aneurvsm, 

skiagram of t /w'e. 4 -» ■> 575 

- bone, sarcoma of, set • 

at icu simulat cd by . . 5 74 

- vein ( see Vein 1 
Inoculation ot animals 

(see Animal inoculation , 
Insanity, amenorrlxea m 2' 

- aspiration pneumonia m 72' 

- athetosis and . . . . 1 6 U 

- from chtonic alcoholism 184 

- constipation in ] t» 1 

- delusion m . . 58, 3b _i 

- in diabeLcs . . . . 335 

- explosive sounds in 

head in . . . . 87* 

- foreign body in nose m 225 

-genual delusions in.. 757 
-- green vision in . . .7 75 

- hallucination .a .. 80 7 

- high blood-pressure m 106 

- insomnia in , , . . 402 

- lrom insomnia . . 404 

- Little’s disease and . . 164 

- loss of appetite in . . 58 

- malaria simulating .. 213 

- myxeedernu simulating 50 

- noises in head in . . 503 

- parageustia in. . . . 854 

- from pellagra . . . . 279 

- perverted appetite in . . 58 

- pupil excentric tn . . 675 

oval in . . . . 675 

- saturnine encephalo- 

pathy simulating . . 214 

- subjective smell in 756,757 

- voices heard in 504, S78 

• bite tree Lhtei 

• ’ uu ling on skin. 

4 .. .. 655 

o 3 M N I A ..401 

due to acute insanity . . 402 

- adenoids . . . . 403 

- alcohol . . 404, *81 

- amcmui . . 402, 404 

- aneurysm . . ..977 

- aortic incompetence.. 404 

- arteriosclerosis 402, 404 

- asthma . . 402. 404 

- bedclothes and . . 407 

- from hroiichit h 402, 401 

- causes of . . 402 

- from cerebral svphihs 

184, 4u2, 404 
tumour . . 402, 404 

- chance in routine . . 40 7 

- In children . . 403 

- from chrome insanity 402 , 

- - nephritis . . . . 14 

- cirrhosis of liver . . 404 

- coffee . . . . . . 402 

- cold feet and . . ..407 

- from colic . . . . 402 

- constipation . . . . 402 

- delirium tremens . . 402 

- dyspepsia . . . . 402 

- dyspnura . . . . 404 

- emphysema . . 402, 404 

- empty stomach . . 402 , 

- enlarged tonsils . . 403 j 

- excitement . . . . 402 ■ 


; Insomnia, contd. 

, - exhaustion and .. 40 7 

- lrom faulty hygiene .. 402 

- fever 402 

- ilalulence . . . . 40 '•> 

- gastro-mteslmal dis- 

orders . . . . 402 

- general paralysis . . 404 

- heat t disease .. 402. 404 

-- high blood-pressure 402,404 

- lugh-t requeues elec- 

tricity relieving .. 404 

- due to hip diseaso . . 403 

- hot baths relieving . . 404 

- from hunger . . 402, 40 7 

- hvpochondi l.taj* . . 404 

- hysteria . . 402 404 

- indigestion .. 402, 40 7 

- m infants . . 402 

- from inflammation . . 102 

- Hi] :;r\ . . . . . . 402 

- nisainl \ limn. . 4t >4 

- Horn kid m \ disease . . 40? 

- late mea! and . . ..407 

- 1 tom k\u I . . . . -45 

- liver disea ,e . . . . 402 

- in niahngi ; ct .. 402, 404 

- 1 mm mama . . . . H- 1 

- massage relieving .. 40 f 

-- ! mm melanctK'; la . . -1 A 

U'eni.i -ilis . . . . 40 ? 

niusca' v obtain e - and. . 9? 

- lrom uers ous e\ii:tusiion 402 

neuras! tiema .. 402, -10 4 

- new ni;s . . . . 402 

- meld terroi - . . . . -1(1 ■> 

-- m out age . . . . a').; 

over-fatigue and . . 40 ’> 

o\ ct healing and . . 40 7 

from ns erss ork . . 40 ’■ 

- pain . . . . . . 4u2 

- paralysis agnails . . 4o4 

- pillow s and . . 4u 7 

- t : cm pwinioiurv adlu - 

• ions . . . . 404 

- tuberculosis . . 404 

- renal disease . . . . 4 n 4 

- rickets . . .. .. 402 

• tea ,. .. 402, 40 7 

teat lung .. 402, 40 7 

- tobacco . . . . 4 "2 

- ventilation and 402.40 7 

- 1 rorn s\ , -mis . . . . 4o 7 

and sec .5 lee-pies'- nes- 
instrument at ion, abscess 
ol testis from . . . . 768 

- anuria after . . . . 38 

- bladder infection from ‘»0 

- ol bladder, colic lrom 14.8 

- - cvslilis train . . 720 

- colic trom . . . . 147 

- of car. blood due to . . 52? 

- cpididvmitis from . . 850 

- prostatic abscess from 

72 7, 766 

- urethritis from 228, 8*0 

- of uterus, colic due to J 48 

- - - simulated bv . . 149 

- - general peritonitis 

from . . . . i49 

- - urgent laparotomy 

after . . . . 149 

Instruments at birth, pal- 
sies from . . . . 169 

Insular sclerosis > see Dis- 
seminated Sclerosis 1 
Insulin in diabetes 337, 3 7-1 

- diabetic coma 112, 154 

Intention tremor 'sec 

4 remor 1 

Intercostal artery, pul - 
nioiiary at tery lrom .. 143 

- myositis, pain in chest 

from . . . . 862 

- nerve, aneurysm iru- 

tating .. ..5 74 

- nerves, distribution of 

( l'ir. 5Hth 748 

- neuralgia .'sec Neuralgia ) 

- neuritis, tenderness ol 

chestlrom .. 861, 862 

- pain ( see Pain) 

- spaces filled by abscess 465 

- - - in pericarditis . . 265 

- - sucking in of, in 

bronchopneumonia 199 

- - - - from laryngeal ob - 

structum 248, 731 ; 

- - - - laryngitis . . 199 ^ 

- - w ide, in emphysema 208 


In:c>\onaI, contd. 

- tenderness usee Tender- 

ness 

Intercostal 4 -, parai\Ms of, 

f rein t ransverse mvelit is 8 1 
Inlercosto Immeral neive. 

di^tribul ion ol SVP 748 

Interlobar enipyunu -.see 
Lmpvema 

Intermittent albuminuria 18 

- clnudiration, account ot 541 

- - age inculence of . . 54? 

- — ankle iei ks diminished 

:n . . . . 542 

- - lost in . . . . 5-12 

-- - m aims . . . . 204 

- arteual pulsation de- 

fect i\e in.. .. 542 

- - at lenoscleroMs and 

201, 512 

- - trom atheroma .. 2o4 

erythromelalnia ilis- 
tincjii ished from . . 542 

exercise and . . 842 

y.ingieue atler . . 842 

uemtaiiopsia trom. »79 

hemiplegia lr-ni 382, ,s 7 

-- IUVt'1- VIII!.! of cal t 

muse lev t ’ i . . *vl2 
•- - pa: ii m legs trom . . 5.},’ 

- -- palioi ot loot in . . 54? 

- - Raynaud's disease dis- 

tinguished from . . 542 

- — ietii.se’- norm, 4 m . , ‘>4 ' 

- sensation m-imal in *>42 

• \ philis .i:u! . *>42 

t - >bacc* ■ uni . . 5 4 2 

~ -- uiev. t of 6 >ot Hi . . SO 7 

hydrarthrosis, account of 433 

Interna! capsule atlectcd 
b\ abscess . . . . 88 

- -- - emhohsm . . 88 

- - - h.vmorrhuee .. 88 

- - -- thrombosis . . 56 

- tumour . . 88 

- - lc-io:i, Habinski's ugn 

lro-n . . . . 88 

- - ticmiaiin:.- Itic -ia 

with .. .. 75 7 

beiui.«n' ip -ia trom 

779, 78b 

- paralysis ol arm 


Intestinal , contd. 

- crises (see (.rises' 

- embolism m infective 

endocarditis 46, 787 

- fermentation iscc Per- 

mentat ion ) 

- flatulence usee Platulcncc') 

- fullness, account ot . . 308 

indigestion, colic from 148 

- inlant lhsin .. 2 75, 2 76 

- obstruction, abdominal 


distent ion in 1 49, 151, 


16 

7, 555, 6 36 

- embolism 

simu- 

kiting . . 

. . 486 

patti from 

. . 168 

- thrombosis 

simu- 

luting . . 

. . 486 

- wall supple 

with . . 556 

account uf . . 

.. 485 

acetonuria lrr 

m . . 3 

acme pane re 

aid is 

Simula: mg 485, 8 10, 9 71 

ant to 

166 168 

- .diet appen 

dint is 167 

- ftoni bauds 

. . 167 

ullhl’l of tv 

don . . 167 

V. ,.sc. His mes 

eideric 

rland', . . 

. . 167 

congenital c 

4>\t rue - 

l 1 Ol ! of dll 

odonum 1 67 

- - - lieu 111 

.. 167 

- - tectum 

. . 167 

— c >iv- 1 ipat ion 1 rom 1 66 
li.’tu diverticulitis 167 

enerna’a in i 

.haguos- 

mg 

. . 166 


- t.ca. .1 vomiting in 166 

-■ from gall-stones 

167, 744 
bet ina . . . . 167 

liu a ui’h lrom . . 786 

- Loin 1 In -clisprung s 

disease.. .. 167 

- in m!., tils . . 167 

- lrom mfussuseep- 

i ’ ■ 'ii . . 167 

Meckel's divcrtl- 

, uhim . . ..167 

pain in epigastrium 

i rom . . 5 76 

- iccta! examination 


1 rom . . . (, 1 2 

- cutaneous nerve, dis- 

tribution of hie. >Sn> 748 

- - - pain in, in bi aJn.il 

neuralgia . 5?* ■; 

ear dealness see Deafness 

- - li.ern. -rrhace into see 

I hemorrhage 

- jugular vein, enlarged 

thyroid compressing S77 

- plantar nerve, muscles 

supplied by . . . . 609 

- orinin of . . . . 609 

- popliteal neive see Nerve 

- rectus, paralysis of .. 222 

- saphenous nerve, dis- 

tribution of I n . inn, 74S 

- semilunar cartilage 'see 

( art iluge) 

Inferossei see under 
Muscles - 

Interphalangcal joints (see 
Joints) 

INTERSCAPULAR PAIN 565 

- — land see Pain, Inter- 

scapular . 

- region, eczema sebnr- 

rlurieum atlectmg . . 602 
Interstitial Iterant is usee 
Keratitis i 

- nephritis see (iranular 

Kidney ; and Nephri- 
tis, ( dmmic ; 

Inte rtrigo, bat hing drawers 
area affected by . . 499 

- erythema in , . . . 747 

- of perineum, aching in 

perineum from . . 579 

- purulent exudate in . . 747 

- of scrotum . . . . 7-17 

- umbilicus . . 593, 804 i 

Intervent ficular septum, 

patent (see Patent Sep- ! 

turn Ventrieulorum) j 

Intestinal bleeding (see I 

Plood per Anurn ; and j 

I hemorrhage from Howcl) j 

- colic (see Colic) j 


in . . 166 

rec turn emptv in . . 166 

- tioni tuhenuious 

peritonitis . . 167 

visible peristalsis tn 166 

- - - vomit mg from . . 5 76 

- - ascending colon dis- 

t ended in . . . . 812 

- -- ballooned rectum in 151 

- - due to band’. . . 168 

- - b"t borv gmi and 168, 485 

claim dr tended m 802 

- - from carcinoma of 

c xcum . . . . 828 

- volon 16 7, 479, 555, 815 

- - rectum . . . . 727 

- sigmoid colon . . 826 

- - -• splenic flexure . . 776 

- - chronic, abdominal 

distention with . . 796 

- - - - pains lrom . . 396 

- - - constipation with 79b 

- - indigestion simu- 

lated by . . 396 

- - - sigmoidoscope in 

diagnosing . . 396 

- - tumour with . . 396 

visible peristalsis m (96 

vomiting from . . 796 

- \ rays in diagnosis 396 

- colic from . . . . 525 

- simulated by . . 149 
-■ • ■ simulating 151, 636 

- - collapse lrorn 168, 392 
-- - colon hypertrophy 

due to . . . . 805 

- - - visible in . . . . 812 
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Jaundice, achol., Jamil., contd. \ Jaundice, catarrhal , canid. 

- - - haemorrhages in 415 - - secondary syphilis 

- - - pseudo-leukaemia simulating . . 417 

and . . 78 1 — - sense of weight m 

- - - purpura in .. 415 hypochondnum in 411 

spleen enlarged in - - spleen enlarged in.. 411 

415, 778 | - - longue lurred m . . 411 

- - - W'assermann re- - - vomiting in . . 345 

action in . . 415 - cerebrospinal Huid not 

- - fragility of red cells 1 tinged in . . 406 

in.. .. 780, 781 - due to chloride of sul- 

- - Gaucher’s disease and 781 plan .. .. .. 408 

- - in Hanot's cirrhosis 414 - chloroform .. 408, 416 

- — liver enlarged in . . 781 - chohcmia in . . 21 1, 407 
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- - peritonitis in 62 - choluria with.. .. 903 
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- - in septic, enna .. 419 5 38, 810 

- - spleen enlarged in - cicatrizution ol duct . . 407 
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and . 780, 781 - classified causes of 407, 408 
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1 1 \ c r . . . 412 - colic and 15 3, 409 

- active congestion of liver 4 1 7 - coma lrom ., 407 

- acute lever. 408 - lrom coiuusMun 408, 422 
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408. *116 ot bih -duct* 407, 411 

- aeroplane dope . . 408, 416 - - svphiir. 411, 417 
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artery 67, 4U7. -113 cyanosis with. .. 417 

• anrimoniureiied hydro - danger ol ,tju rations m 347 

gen .. .. 408, 421 - delirium lrom 213, 407 

- anxiety . . . . 422 - lr, -m dental sepsis . . 420 

- arseniurelted hydrogen -- dinit roben/ene .. 408 

408, 421 - ehnitrophenol . . . , 408 

- arsenobenzol derivatives - Ihstoma hcpaticum 410 

408, 422 - distomata . . 407 

- arsenobillon .. 422 - duodenal uh cr . . 15 3 

- ascaride-* 407 - emotion , . 422 
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- blood-* >'.v:iig lrorn .. '>47 coma m . ., 420 
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- ovarv . . 412 mild m . . 420 

- pancreas 07. 3 16. - - pain*, all over in . . 420 
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- - genitalis .. .. 914 rysm .. ..413 guished from .. 411 - from lihx mas .. 421 
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KIDNEY 


Joint , hips contd. j Joints shoulders contd. IT' AHTFR’S disease . . 22 Kidney , contd. 

tuberculosis of (sec arthritis of, pain from 580 IV Kala-azar in Africa 780 - bimanual examination of 448 

Tuberculosis) fixed by librositis .. 544 - anaemia severe in 37, 62 - blood-clot lrom (sec 

- hvdatid disease of .. 435 — - gout of (Pig. US) 428, 429 -- ascites in .. 62, 72 Wood (.dot) 

- injury, pneumococcal rare in . . . . 430 - in Assam 37, 708, 780 - calculus in (sec Calculus, 

arthritis from .. 424 ostco-arthritis affect- - chronic peritonitis in. . 72 Renal) 

- knee, Baker’s cyst of. . 844 | ing .. 430, 431 coma in .. .. 153 j - carcinoma ol (sec Carci- 

- — bursa communicating — — pneumococcal artli- ! — duration ot .. .. 708 i noma ol Kidney) 

with . . . . 844 ritis of . . 424 • - in Hngland . . . . 708 I — caseation in . . 448, 719 

Charcot’s disease of restricted mobility of 581 I - India .. .. .. 780 ’ calculus simulated by 

{Pig. 345) 433 — - tender from librositis 544 , - l.eishman-Donovan i r 440, 442 

■ • congenital syphilis - - tuberculosis of, inci- 1 bodies ir. 37, 709, 780 ~ - X-ray appearances ol 442 

affecting .. .. 291 dence of . . .. 432 - leucopenia in.. .. 455 ' - chlorolorm affecting.. 416 

syphilitic, limping - synovial fringing in . . 435 J - liver puncture in . . 37 j - cloudy swelling in, in 

from .. .. 456 j - tarsal, tuberculous, limp- j - peritonitis in .. .. 62 j levers .. .. 16 

- - contracted, forcible ex- ing due to . . . . 456 ; - pyrexia in 37, 688, 709 - contralateral pain in . . 448 

tension of, paralysis - temporo - mandibular, ! - in Sicily . . . . 780 ; - cystic ( see Cystic Kidneys) 

of external popliteal arthritis of, inability i - spleen enlarged in 37, ; - destruction ol, by cul- 

nerve from . . 146 to open mouth in . . 884 72, 709, 778 j cuius . . . . 55 

- - - - •■ ... sciatic nerve — — ostco-arthritis affect- j — — puncture in.. 37, 709 j — diabetes affecting .. 334 

from .. 146 ing .. •• 431 i - stibenyl in .. .. 709 j - displaced, palpable in 

----- talipes from 146 j - - rheumatoid arthritis l - trypanosomes and . . 37 i visceroptosis . . 526 

- - disease of, with spinal affecting .. .. 426 Kaposi's disease (see Xero- j - distended (see Hydro- 

caries .. .. 628 ; — trophic changes in, in derma l’igmcntosum) nephrosis) 

- - - thigh muscles I syringomyelia . . 619 ! Kathode . . . . . . 724 — embolism ol (see h.mbolism) 

wasted with 79, 457 - tuberculous (see Tuber- Kedani disease . . 676, 079 - embryoma ol . . . . 449 

- - foreign body in, culosis of Joints) I Kelly. l)r. Brown, trans- ~ — luematuriu lrom 348, 350 

limping from . . 456 - tumour, contracture illumination ot antra ~ endothelioma ot . . 449 

- -- gonorrhtcal arthritis from 179 (Pig. /9/>22o - ENLARGEMENT OF.. 437 

of.. .. .. 425 - wrist, gonorrhoeal arthri- , Keratin-coatcd capsules -- albuminuria from 41 3, 776 

- - gout of .. .. 429 tis affecting . . .. 425 i in pancreatic disease .. 410 - - appendicular ihickcn- 

- - htemorrhage into (see — — gout of .. .. 429 Keratitis in congenital ing simulating .. 439 

Haemorrhage) multiple benign sar- I syphilis . . . . 290 - - bimanual exanuna- 

- - hysterical . . . . 435 coid affecting . . 502 - corneal opacity from. . 93 i lion lor . . . . 437 

- - - tuberculous knee — — muscles ol (see under - e lagophthalmo . . 891 ; - — lrom calculus 449, 554 

simulated by .. 179 Alusclcs) : - interstitial, in congenital - — carcinoma . . 351, 448 

- - intermittent hydrar- - - ostco-arthritis affect- syphilis 207, 4!i, 912 — - - ol colon simulating 

throsis of .. 433 j ing .. .. 431 corneal opacity from 890 419, 447 

- — loose cartilage in, j — — pulmonary osteo- i — — deafness with 207, 912 - - colon in front ol 41.3, 776 

limping from .. 456 ! arthropathy affect- , illustrated 1 1 up. 255 } 287 - - compensatory .. 448 

- -- needle in, limping i ing .. .. 436 - - pain in eve from .. 5 16 - - cystoscopc in dia- 

from .. .. 456 | swollen in rheuma- ; - neuroparalytica .. 891 gnosing . .. 840 

- - ostco-arthritis affect- : tout arthritis ■ - ophthalmoscopic exam- - - dullness behind .. 437 

ing 430,431 (Pig. 352) 426- inaiion for . . .. 9) bv embryoma .. 351 

- — pain in (see Pain) - — tuberculosis of .. 813 I — photophobia from .. 6)9 — - enlarged liver simu- 

- - pin in, limping from 456 incidence of . . 432 - punctata, iritis causing 287 ’ lated by . . - . 413 

- - pneumococcal arth- JOINTS, AFFECTIONS OF 423 ( Keratomalacia .. 891 spleen distinguished 

ritis of .. .. 424 - arvtenoid, fixed, laryn- Keratosis follicularis .. 890 fioni .. .. 438 

- - rheumatic, limping geal paralysis simu- j - pilaris, keratosis follicu- - - laves simulating .. 419 

from . . . . 456 lated by . . . . 605 i laris distinguished , ~ ~ gall-bladder simula- 

- - - nodules over - Charcot's disease of * lrom .. .. 890 ling .. ..4)7 

(Pig. 225) 282 (see Charcot’s Disease) J nutmeg-grater skin in 599 - -- ha-rnatoma simulating 778 

- - Still’s disease affect- — crythrasma about . . 313 ; - - papules in . . . . 599 - -• lunnaturiu lrom 41 J, 776 

ing (Pig. 38!) 472 - haemorrhage into, in j - - scales due to .. 744 - ~ lrom hydronephrosis 

limping from . . 456 haemophilia 346, 679 : xerodermia and . . 599 352, 448, 449, 654 

suppurative arthritis - hysterical . . 435 } Kerion, baldness lrom. . 92 - - hypernephroma 351, 

of, limping from . . 456 - interphalangcal, gout I - occipital glands enlarged ' 448, 449 

- synovitis of, limping affecting {Pig. 355) 426 j from . . 472, 47) - - in iliac lossa . . 814 

from .. .. 456 pulmonary osteo- j - ringworm and 310, 865 from injury .. 351 

- - pain from .. 539 arthropathy affect- i - tenderness of scalp from 865 Intestine in front of 437 

- -- thorn in, limping ing . . 436 > Kermis's sign from cere- : - - intussusception simu- 

from .. .. 456 rheumatoid arthritis bral irritation.. .. 396 laiing .. .. 829 

- - tuberculosis of (see affecting . . . . 430 ] — — jn meningitis . . 732 j - — jaundice from . . 413 

Tuberculosis) spindle-shaped . . 47 - - meningococcal mcnin- ! - - leaking aneurysm 

- locking of, in osteo- - metacarpophalangeal, in gitis 700, (Pig. 577; 732 J simulating .. 778 

arthritis . . . . 430 rheumatoid arLhritis j - - tuberculous mcnin- in left hypochon- 

loo'-e body in . . . . 435 (Pig. 332) 426 j gitis . • . ■ 700 drium . . . . 812 

malignant disease of . . 435 - pain in (sec Tain) j Kharsivan, arsenic in .. 277 j liver rotated by .. 437 

- medio-tarsal, deformed ! - prominent, in achondro- | - Cheyne-Stokes breath- i loin filled out by 413, 

in talipes varus . . 144 j plasia . . . . 233 ! ing from . . . . 422 j 437, 775 

- needling of . . . . 424 j — redness of, in pcliosis ! — convulsions from . . 422 | — — from malignant dlsease448 

- pains (see Pain in Joints) j rheumutica .. .. 680 j - degeneration of liver : - - mobility ol . . .. 437 

- sacro-iliac, disease of, ! - spinal, gout rare in .. 430 j cells from .. .. 422 - - 1 tom movable kidney 554 

backache from . . 574 - - osteo-arthritis affect- i — delirium lrom . . 422 - — by new growth . . 10 

- - - groin abscess from 831 ing .. . . 430 ! — erythema from .. 277 j - - ovarian tumour simu- 

- - -■ hip disease simu- - swelling of, in Henoch’s i - irritability from .. 422 | lating .. .. 438 

lated by .. 458 purpura . . .. 428 - jaundice from . . .. 422 — — from papilloma .. 351 

- limping from 431, 457 — tender, in librositis . . 544 - icdema from 514, 516 j - - pelvic swelling due to 840 

- - - pain in iliac fossa - of trunk, gout rare in. . 430 [ — prostration from .. 422 ; - -■ perinephric swelling 

from . . 555, 558 - tuberculous (see Tuber- 1 - pyrexia from . . . . 422 j simulating . . 438 

- - - - sacral region from 81 culosis of Joints) j — rigors from . . . . 422 j - - physical sions of 

- - rickets simulating 458 - urate of sodium in . . 428 j - in syphilis . . 422 | 437, 775, 776 

- swelling in iliac - (and sec Arthritis ; Syno- - toxic effects of .. 422 ! from polycystic dis- 

fossa from . . 829 vitis, etc.) - vomiting from . . 422 j case 57, 352, 448, 450 

- wasting of muscles Jugular vein thrombosis Kidney, abscess of (see pyelitis . . 554, 718 

from . . . . 81 (sec Thrombosis) Abscess of Kidney) pyelonephritis . . 448 

- - - X rays in diagnosis 831 - veins, enlarged thyroid - actinomycosis of . . 724 -■ - pyonephrosis 448, 

-- - pain over . . . . 458 compressing . . 877 — alveolar sarcoma iff" . . 449 449, 654, 718 

due to iliac abscess 831 Jumpiness due to alcohol 881 - amyloid (see Tardaceous ; - - pyuria from 413, 776 

- - tender . . . . 458 Jumping, plantar fascia Kidney.) j - — resonance in lront ol 437 

- tenderness over, due tom in. . . . . . 552 — angioma of, htcmaturiu ( — — Riedel’s lobe simu- 

to iliac abscess 831 Junipcrus sabina, derma- from .. 348, 351 lating .. .. 438 

- tuberculosis of .. 432 titis due to .. .. 916 — angiosarcoma of .. 449 from sarcoma 351, 448 

shoulder, adhesions in, - virginiana, dermatitis - arteriosclerotic . . 14 shape of . . . . 437 

paralysis of circumflex due to .. .. 916 - aspiration of .. .. 450 - -- spleen distinguished 

nerve simulated by 617 Juvenile muscular dys- - atrophy from ureteral from . . . . 775 

- amyotrophic lateral trophy.. .. 78 calculus .. .. 719 simulated by 775, 812 

sclerosis affecting 619 paraplegia in . . 621 - back pressure in, from suprarenal tumour 

ankylosis of, para- - myopathy . . 625 myomata . . 57 distinguished from 776 

lysis simulated by 612 Hrb’s . . . . 172 1 (and see Ureters) simulating 413, 439 
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Kidney , enlargement of, contd. 


- - from tuberculosis 

448, 449, 578, 721 
- uterine fibroid simu- 
lating . . . . 438 

- - varicocele with . . 437 

- - front vesical growth 354 

- - - tumour . . . . 349 

- fatty degeneration of, in 

phosphorus poisoning 421 

- floating . . . . 813 

Riedel’s lube simu- 
lating . . . . 461 


- FUNCTION, TESTS OF 19 

- granular (see Granular 

Kidney; 

hydatid cyst of, hydro- 
nephrosis simulated 

by 450 

booklets from . . 450 

- hypernephroma of (see 

Hypernephroma) 
infarct ol (see Infarct) 

- injury of . see Injury; 

- lardaceous 'see Larda- 

ceoos Kidney; 
large while, in large 
white patient .. 47 

- method of palpating . . 350 

movable, account of . . R13 

albuminuria tioni 9, 504 
appendicitis simu- 
lated by . . 564, 814 

ascending nephritis 

li om . . . . 9 

- bill. n v colic simu- 

luied by . . . . 554 

- - in blue brain cases 205 

caicinom.i of colon 
stmulai ing . . MM 

colic Horn .. 147, 

•/•m. 57F 447, 554 
con Uipaiion and . . 164 
cystoM.i.p\ in dia- 

gn. >Mm. f . . . . 564 

I hell's (. rises from 

1 57, 352, 814 
duodenum dragged 
bj . . . . ->52 

- - kinked by . . 4M 1 

eniei>>ptoMs with . . 413 

i.ecal mass Mimilatmg 81 3 
hallopian lube lesion 

simulating .. 813 

frequency ot micturi- 
tion f torn . . 352 

(jnll bladder enlarge- 
ment diagnosed 
from 315, 316, 813 
gust ro-intestinal sym- 
ptoms due to . . 352 
gastn'ptosis with . . 399 
luemuturta from 34H, 

352, 564 

with hepatoptosis .. 46 3 . 
h\ dat id cyst simu- 
lating " . . . . 813 ■ 

hydronephrosis from 
(Fig. US} 447, 554, j 

654, 814 ! 
in iliac fossa . . 829 , 

- - jaundice from . . 413: 

- - kinked ureter from 9 | 

- - liver displaced with 461 i 

- - lumbar aching from 352 i 
- mesenteric tumour i 

simulating .. 813. 
mucocele ot gall-blad- 
der simulating . . 317, 
noises in head with 504 j 
~ orrtenial muss simu- 1 

lutiin . . . . 813 j 

ovariar cyst simu- j 

latir.g . . . . 438 ■ 

- tumour simulating 813 | 

pain in liypochon- 

drium from . , 554 

- - - iliac fossa from 558, 564 

- - - loin from 528, 564 

- - in pelvis . . . . 827 

- physical signs of 315, 316 

- - polyuria from 352, 814 

- - pyelography in dia- 

gnosing 554, 564, 814 

- - renal colic from . . 352 

- - - tumour from . , 554 

- - Riedel’s lobe simu- 

luting 315, 812, 813 

- “ sickening sensation in 413 

- - tight lacing and . . 461 


Kidney , movable , contd. 

- - undue pulsation of ab- 

dominal aortu with 662 

- — ureteral catheteriza- 

tion in diagnosing 564 

- - vomiting due to . . 929 

- new growth of, albu- 

minuria from 9, 10, 16 

- — — blood-clot from 

kidney in 147, 351 

- - — casts due to . . 10 

- - — colic due to . . 147 

- - - cystoscopy in dia- 

gnosing . . 10 

-- - - fragment h of, in 

urine . . . . 10 

- - — haunaturia from 

10, 349, 351, 910 

- ~ - inferior vena cava 

invaded front 10, 

•l ig.bHD 909,910 

- - - involving renal 

veins .. . . JO 

- - - operation in dia- 

gnosing . . 10 

- - - renal colic in . . 147 

- - - tum.nir due To . . 10 

- - varicocele with .. 449 

- normal exc ursion of, on 

re*'. pi rat ton . . . . 440 

- oxvgen iniection round 938 

- pair, m \ see Pam ■ 

- pale granular see Gran- 

ular Kidney > 

■ papilloma of see Papilloma ) 

- pels i'-, carcinoma coll 

opening into . . 647 

- - dil;. ti d, from ureteric 

calculus . . . . 577 

- -- — ami sfc* Hydro- 

nephrosis ; and 
Pv onephrosis > 

- - normal l-ig. it,0) 445 
capacity ot . . 445 

- polycystic , see under 

CvsIk Kidneys' 

- pyelography in investiga- 

ting . . 4 39, 4 15-447 

- led granular ;ce Gran- 

ular Kulnev 1 

- retention evst* m 14, 15 

- rhabdomyoma ot . . 449 

- - coin' from . . . . 147 

- Rose-Bradfortf . 14 

- - alter scarlet fever . . 282 

- sarcoma ol see Sarcoma; 

- scarred . . . . 11 

-- seious cyu of, hydro- 
nephrosis simulated 

bv 450 

- sickening sensation on 

palpating . . . . 316 

- single, good health with 56 

- skiagram of normal 

lug. 353) 439 

- stone in (see Calculus, 

Renal 1 

- suppuration, subphrenic 

abscess front . . 807 ! 

- tender, from stone . . 554 

- - in tuberculous disease 448 ; 

- tenderness over, from 

hacteriurin . . . . 91 ! 

- tuberculous (see Tuber- 


culoxis of Kidney j 


tumour of 

350 

- aching in lmn from. . 

351 | 

- albuminuria with . . 

67 j 

- ascites from 61 

, 67 1 

- from cystic disease 

15 i 

- dilatation of stomach 

j 

from 

218 i 

- in epigastrium 

811 

- haunuturiu with 67, 

348 

- jaundice from 

407 

- Inin filled by 

814 

- from polycystic dis- 


ease 

57 

- portal vein obstruc- 


tion by 61 

, 67 

- pyloric stenosis from 

218 

- pyuria with. . 

67 

- simulating enlarged 


liver 

67 

- spleen simulated by 

814 

- (und sec Kidney, Hn- 


largement of) 



urinary fistula from . . 494 

X-rays of. oxygen Infla- 
tion before . . . . 445 


Kink of colon, constipa- 
tion from . . . . 163 

in Hirschsprung’s 

disease . . ..163 

- — visceroptosis . . 163 

- ilcocaical, colic from . . 148 

heartburn lrom . . 376 

- — Lane’s, appendicitis 

simulated by . . 561 

- — constipation from 561 

- — — pain in iliac fossa 

f rom . . 558, 561 

- - - X rays in diagnosing 561 

- of ureter from operation 

(Jug. 375) 447 

- - X rays in diagnosing 

(lug 375) 447 
Kirkland’s disease . . 761 

- - cervical glands en- 

larged from . . 474 

heart changes In 762 

- — sore throat due to. . 757 

- - teinpciaturc chart in 

( lug. 69 / ) 762 
Klcbs-I .ocfller bacilli see 
bacillus Diphtheria: > 
Klumpke’s palsy. . . . 618 

-- - liarmaiwmyelia dis- 

tinguished from . . 620 
- r ~ unilateral as a rule. . 620 
Knee, blow on, fainting 
f rom . . . . . . 297 

- flexed, due to popliteal 

abscess _ . . 844 

- llesion of, impaired in 

sciatic nerve paralysis 610 

- flexors ol, wasted in 

pseudo -hyper; mphic 
muscular paralysis. . 625 

- housemaid’s, from kneel- 

ing . . . . . . 581 

- kick on, vomiting due to 929 

- knock - 'see Knock- knee . 

- pityna* is tubra pilaris 

ailed mg . . . . 600 

- psoriasis aileciing 499, 

600, 602, 745 

- pulpy . . . . 432, 457 

- seborrlncic dermatitis 

affect mg .. ..498 

- bind see Joint, Knee) 

Knees, attitude in tetany 2 

- bending ol, in osteitis 

deformans . . . . 819 

- drawn up in peritonitis 524 

- lincte albic antes on . . 459 
Knee-elbow position in 

detecting ascites . . 60 

KNEE-JERK, ABNOR- 
MALITIES OF . . 450 

- absent, account of . . 451 
from cerebral hatmor- 

rhage . . . . 452 

- - - tumour . . . . 452 

~ -• in diabetes.. 8 3, 334, 452 

after diphtheria . . 452 

from fracture of spine 452 

in Friedreich's ataxy 

145, 171, 624 

gastric crises . . 525 

from intracranial pres- 
sure . . . . 452 

- - laryngeal crises with 249 

- - in lobar pneumonia 452 

multiple neuritis . . 541 

myelitis . . ..451 

myopathy . . . . 451 ! 

- — on one side onlj f , in j 

tabes dorsalis 627, 798 ! 

- - in paralysis of anterior | 

crural nerve . . 609 j 

peripheral neuritis j 

451, 570, 626 ! 

sick children . . 621 ! 

some normal people 451 j 

tabes dorsalis 387, 

396, 451, 525, 538, 

541, 571, 626, 798, 

874, 931 

from transverse lesion 

of cord .. 81,451 

- centre for {Fig. 4X6) 631 

- choreic . . 452, 614 

- diminished .. ..451 

in anterior cruritis. . 540 

- exaggerated, abdominal 

reflex absent with . . 451 

- account of . . . . 451 

in amyotrophic lateral 

sclerosis 80, 630 


Knee-jerk , exaggerated , contd. 

ankle-clonus with . . 54 

in blue-brain cases. . 205 

cerebellar abscess . . 630 

tumour . . . . 630 

convalescence . . 451 

- — disseminated sclerosis 

385, 607, 630, 923 

- - extensor plantar re- 

flex with.. 54, 451 

- — in functional condi- 

tions 54, 451, 504, 632 
hemiplegia . . . . 451 

- - hysteria 386. 573, 608 

- - from ill health . . 451 

- — infantile diplegia . . 622 

in neurasthenia 451, 571 

- - from new growth of 

spine . . . . 869 

- - with paralysis of arm 

612, 613 

in paraplegia 623, 627 

- patellar clonus with 451 

- - in phthisis . . . . 451 

- - from pour nerve tone 451 
primary lateral scle- 

tosis .. ..631 

- ~ pyramidal tract lesion 451 

- - in renal disease . . 451 

spastic paraplegia. . 81 

paralysis . . . . 607 

spasticity with . . 451 

- - sphincter Trouble with 451 

- - after spinal injury. . 870 
in syringomyelia . . 619 

- - from transverse mve- 

Htts .. 81 

- - with undue pulsation 

of abdominal aorta 663 

- - from upp-.r neurone 

k-sioii., .. .. 54 

- hammer . . , . 450 

methods of testing . . 450 

-- in myasthenia gravis.. 452 

- normal characters of . . 450 

- reinforcement in testing 450 

- stethoscope in testing 450 

- unequal in coma . . 154 

- - general paralysis . . 451 

hemiplegia . . 381, 451 

poliomyelitis . . 452 

- - tabes . . . . 452 

Knee-joint ;see Joint, Knee) 
Kneeling, housemaid’s 

knee lrom . . . . 581 

Knife-grinders, sidcrosis in36.3 
Knife - grinder’s lung, 

ha-moptysis lrom . . 361 
‘ Knife-rester ’ crystals . . 638 
Knock-knees in gigantism 325 

- .Mongolism . . . . 236 

- from rickets (Fig. 192) 232 
Knot-grass, dermatitis 

from . . . . . . 916 

- erythema from 275, 277 
Knuckle, aortic (Fig. 435 ) 535 
Knuckles, erythema kera- 

todes affecting . . 502 

- pads on (Fig. 336) 427, 

(Ftg. 343) 43 1. 502 

skiagram of (Fig. 344) 431 

Koch’s old tuberculin, 
reaction it» (Fig. 295) 360 

- tuberculin test . . 828 

in lupus . . . . 895 

tuberculosis 819, 898 

Kochcr, diagram of bra- 
chial plexus by ( Fig 474) 618 

- - lumbosacral plexus 

by.. (Fig. 471) 611 
Koplik’s spots in measles 

(Fig. 190) 224, 282 

- - milk curds simulating 224 
Korea, Paragonimus VC’cster- 

muni in . . . . 792 

Korsakow’s psychosis . . 570 

- syndrome . . 25 

Kraurosis vulvte. . . . 855 

dyspareunia due to 

239, 855 

pain due to . . 239, 855 

vagina contracted bv 

239, 855 

- - vulval swelling due to 853 
Kyphosis in adolescence 194 

- due to carrying weights 194 

- in children . . . . 480 

- congenital spastic para- 

plegia . . . . 194 

- diffuse, account of . . 194 
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Kvphpti*. conrd. 


i Lachrvrn.iL contd. 


v: d.ioriuw. , an 

Ud. 

- dwarfism from 

234 

: - nerve, distribution of 


- - calcitied evst 

802 

- in l ; riedrcich's uiaxv 


i Lie. 5m 748 

-- - carcinoma o! given rn 


• J-Va. 14S 

176 

; — sac, abscess ot 

27 3 

56 h 

828 

- general nccount of . . 

193 

' — secretion ceasing in lit t H 

- — — eolon Ho, 356, 

827 

- from hvdatid disease of 


nerve paralysis 

891 

- - -- duodenum 

06 

spins 

193 

: Lnchrvmation !mm con - 


- - - gall-bladder 

315 

- in idiocy 

194 

junciivitis 

2S5 

... _ _ pancreas . . 

5 '8 

- infantilism with 

235 

-- with corneal uker 

890 

- - - pylorus . . ; ! 

802 

- due to inflammation. . 

191 

- from glaucoma . . 

3S5 

■ ,i ) 'Ui.ich * 3‘!2, '97, 

9T3 

- lazy habit s 

194 

- in inlluen/a . . 

570 

- chrome pancreatitis 


- lordosis with . . 

194 

; - from iritis 

285 

•110, 

5 38 


l’rom muscular weakness 194 
new growth of spine 

191, 191 
194 
194 
214 
234 
194 


- in old ape 

- from osteitis deformans 

- osteo-arthritis . . 

- osteomalacia 
-• in porters 


-- primary muscular dys- 
trophy . . . . 194 

- psoas abscess and 698, 826 

- in rickets . . 194, 214 

- scoliosis with.. .. 194 

- from short sight . . 194 

- spinal caries 193, 234, 480 

- spondylitis deformans 

194, H-ig. 6 22) 79b 

- tuberculous disease . . 191 

- tand see Spinal Cur- 

vature; 


J AB l A, condvlomuta 
.J ot . . • - 854 

- cracked and fissured . . 219 
- herpes of .. ..911 

kraurosis vulva- of . . 855 


- nasal discharge due to 22 i 

- neurotic . . . . 224 

- m tic douloureux . . 548 

- from trachoma . , 280 

- umd see F.piphora * 

; Lacquer tree, dermatitis 
I due to .. ..916 

1 1 .acqucring, tinnitus from 878 
\ - vertigo due to . . 878 

I I.actate of calcium in phys- 
iological albuminuria 18 

: I.aetation, nmcnorrhu-a 
, during . . . . 2 ’ 

- breasts swollen in . . 8 37 

- diabetes meihtu: id .. 3 C 

- Hushing due t < > . . '0 > 

- glycosuria in . . . . 332 

1 - lactosiu ia in . . . . * 12 

1 - mastitis m . . . . 8 ’>7 

; — xnastodvin i in . . 5 ' 1 

! - milk discharge lrom 

nipple in . . . . 227 

- pregnancy prevented 

during . . . . 48 

- teratn during . . 189 

Lactic aciei see Acid 
Lactosazonc ci v stab- illtn 


congenital obhtera- 
l ion of bile -ducts 4 1 1 
syphilitic jaundice 411 

- - double ovariun growths 24 

- duodenal ulcer 15 t, 34 3 

- - gall-stones 15 3. 3 15, 410 

- - l lii ;a hsprumr's dis- 

ea*'L . . . . 486 

- •- hvel.it id cyst 315,564,84' 

- - intussusception 829, 872 

- pancreatic calculus 5 t8 

-- pancreatitis . . 15 ^ 

- pyloric stenosis .. 802 
- — i c- trope n ton cal cyst 811 

- - si rangulution e>f 

spleen . . . . 7 h5 

- - stricture of bile dent 411 

- - MiptMi rating gall 

blade.:; . 829 

- - suprc.rcn tl turnout 

116, 4 39, 77b 

- - t In orniv “>i« eg splenr. 

vein . . . '45 

- in error Jo- i ai Jiac p tin 52 
•• h i lutmi-u ceptiou 10!. 812 

- pcrk-mUd duodenal 


| I.arduccous J/.vtvj , contd. 

- - intestine at feet ed in 

469, 784 

-- - kidneys affected in 

10,217,469,784 
- liver atfecteel bv . . 217 

- - - enlarged in 10, 47, 784 

- low colour index in 10 

organs affected in . . 10 

- ■ pernicious anrernia 

sirnulateel by 10, 

•17, 642, 784 

- - from phthisis 469, 784 

- pigmentation in mouth 

m 642 

- - p. 4yuna in . . . . 784 

lrom psoas abscess 469 

- - spinal caries . . 784 

■ - spleen ath etc. 1 by 2 17, 469 
- enlarged in 10, 47, 

778, 784 

- - from suppuration 

217, 469. 784 

- - syphilis 47, 217, 467, 

469, 642, 784 

- - v ith tuberculous joint 4 32 
- fr om ulcerative colitis 

217. 469 

- - v, tliout apparent 

cat. -e . . 469 

kidney, aiburc.inuria 

lrom . . 9, 10, 655 

-- - anuria from 55, 57 

- - title to hroiu bu <. i. isis 

- coma t rom . 

■- - com u I s i , * r: s I rom 
-- - dvspU'ea vs u i; 


general account of . . 


10 

57 

57 

57 

10 

10 


-- leukoplakia of 239, 855 

t rated . . ■■ hiy. 273 '2S 

- • g.isftie tif 

c: 

5 '6 

— -- hcad-w i.e w ill: 

57 

*57 

- oedema of, in acute nc- 

l.acio e, 1 chime's sohi- 

pruMinii»m;i 


7 *5 

- - dm ;o nij- n mi disc;r 

c 10 

phritis .. ..513 

lioi. reduced bv . . -27 

Kiedel's i..bc 

and 

1 1 5 

lo -‘ !■: ajipetr.e w ; ! Is 

57 

- pseudo-elephantiasis ot 854 

— irlvcti'in m •uuulated b\ '77 

- rieidiiv o! abdomen ;n n. 

150 

- • pi in, i; 1 control 


- syphilis ol . . . . 854 

— o^a-one ervoai- l:.-m 

- rr-mg pul ,e- 

..it and . . 

1 5i * 

! ! O'll 

57 

Labial hernia, posterior . . 855 

7 27. l:5. 3 3? 

- scar, iiernie.ti 

m « a 

6 '6 

- mint u!,.r tvs tnhmv.'.-. 1 

i 57 

-- — vulval swelling due to 853 

- ye.;,t not lermentm.:. . : 27 

- fubd.apniegr 

.Uf.lv :;b- 


- r.ow nm. ommon , . 

10 

Labio-glosso-pharv ngo- 

1 .a^to'.uria, lermentaLiou 

'•c c-.' at I ci 

. . ^ 5 •' , 

807 

■ -• due ; 0 pi thi-us 

10 

larvngeal paralysis 80, 

lest in . . . . . . ' *2 

- urger.: . tor av 

-ate doe: - 


- p* ! \ 1 . 11,1 from 57, 654. 

655 

662, 731 

- glvcowuie simi.Iated by l 1 ? 

t j, • J 1 ! 1 | v 


1 49 

- - pul ,c t ate iner e t .s«. 7, m 8 / 

Labium, chancre of . . 855 

- m laet itiuii . . . . 32 

- - eincrtn-ui 

■ upper Ji 


-- ■- 1 csiio snr s 1 1 om . . 

57 

- epithelioma oh inguinal 

— pregnanev . . ’27. 3 ’2 

vitO 

! 49 

speeds. gravity ol 


glands enlarged from 476 

Ladder- run - peri t,.ltic 

- - liite -l uu! . 

'b,t ruet.o.M 


urine with 

10 


inguinal hernia in .. 831 

- oedema of one. . . . 855 

Labour, colic from . . 14S 

- difficult ('see Dystocia) 

- endometritis alter . . 700 

- hyperinvolution after 794 

- inversion of uterus after 658 

- lymphatic obstruction 

following . . . . 894 


waves . . . . (> '6 

Lady’s shppe r. ch rmatilis 
elite to . . . . c >15 

I ..tenriee metallic tinkline2C0 
Iaevulo'.c/.Tie- crystals, 
me-hiug point of . . 
loevulosc. 1 ehhng's solu- 
tion reduced by 


L’8 

'27 


obstructed, cessation of 


- osa/oae crystals 

from 

vaginal secretion in 

252 


327, ’’ ? 8 

exhaustion of 

252 

- veust fermenting 

328, 329 

•' he- rate in 

252 1 

Ltrvulosuri.i. polarimeter 

: ■. u 1 rom 

252 

in diagno: mg . . 

327. 328 


149. 15 i 

- - l ittle \ hernia 14V 

- - pet ioratfel i areiir ana 

coH .. .. 

duo.f. in! ulcer . . 149 

- - - v.nlne- uker . . 149 

- ~ • tuhei uilou' bowel 149 

- - Uphold ulcer . 149 

-- — peritonitis oh 149, 

1 50, 524, 9 31 

- - retroperitoneal hernia 

149. 555 

- - ruptured appcndieulai 


muting lrom 


252 


pain in pelvis due to . . 573 
871 


. . 774 


l .imping 1 


spine m 


- pains, fainting due to . . 297 

- parametritis after . . 700 ! 

- pelvic adhesions after 573 ’ 

- - cellulitis alter . . 843 

- - pain alter . . . . 573 

- phlegmasia alba dolens 

after . . . . 894 

- rectovesical fistula after 296 i 

- Hubinvolution of uterus 

alter . . . . 483 i 

tenderness of spine in 871 j 
ulcer of leg alLer . . 894 

- (and see Childbirth) 
Labyrinth, ha'inorrhage 

into (see Haemorrhage) 

- infection, tinnitus due 

to 879 ; 

- vertigo lrom disease of 912 
Labyrinthine deafness (see 

Deafness, Internal) 

- sclerosis, fainting due to 297 j 
Lachrymal bone, necrosis 

of 273 

- calculus . . . . 273 

- ducts, obstruction of . . 27 3 

- glands enlarged in ; - 

chloroma . . . . 679 . - 

- - - leukarmia d'iy. 46) 34 i - 

- - - Miculicz’s syndrome i 

(/%. 46) 34, 848 [ - 


517 


Lallinn 

Lamcne.is 'see 
Lamina cribros 
Landouzy-Dejerine myo- 
pathy . . 78, 172, 625 j. 

- - bilateral facial palsy in774 1 
Landry’s paralysis . . 632 

- - a«-phvxia in . . 632 

-- - diaphragm affected in 632 

- — pains in . . . . 6 32 

- - paraplegia in . . 626 

- -- plantar relie \ flexor in 88 

- — a variety of polio- 

myelitis . . . . 623 

Lane’s ilcoraccal kink (see 
Kink, Ileoc.x'cai ) 

Langes gold curve (sec 
Cold Curve; 

Lanugo-like hair . . 91 

Laparotomy for abdominal 


ah- 


149 

145 

149 

149 


10 

10 


388 


embolism . . . . 486 

injury . . . . 735 | 

- -- Thrombosis . . . . 486 j 

- actinomycosis . . 562 > 

- acute abdomen and 

nothing found . . 152 ; 

- - pancreatitis 485, ! 

536, 736,810 

in angina abdominal!, 152 i 
cryptomcnorrha-a 2 3 

diagnosing abscess of 
liver . . . . 315 ; 

- acute pancreatitis! 68, 931 1 


- - - ectopic gestation 

- - - liver .. 

- — — pvosalpinx 

---spleen .. 149,788 

- — twisted ovarian evst 

149, 559 

- — — subperil oneal 

libr- -id . . .. 149 

- - after uterine instru- 

mentation . . 149 

- for volvulus of sigmoid 555 

- and see Operation) 

I.appa otheinaiis, derma- 
titis due- to . . . . 916 

Lardaceous casts . . 10 

- disease, account of . . 784 

- - Addison’s disease sim- 

ulated bv. . . . 642 

albuminuria in 47, 

469, 784 

- - anaemia in 10, 47, 784 

- - blood changes in . . 10 

- — from bronchiectasis j 

469, 784 ; 

- — causes of , . . . 10 

- — from chronic sepsis 47 ’ 

diagnosis of . . . . 10 j 

diarrh.ca in 10, 47, ! 

217, 469, 784 j 

- - from empyema sinus 784 : 

facies in . . . . 10 ( 

tainting in . . . . 297 

- - from hip-joint disease 469 1 


due I O ‘•pin.il 
supper, it mn . . 10 

■ - : vpj,l|,s .. .. JO 

- temperature sub- 

orn m.il with . . 57 

tube Ci. ! s with 111, 6:>5 

- - due in ulcerative 

c ■ * h t i > 

- urine changes with 

- liver, .account of . 469 

Laiynge.il discs i see Crises . 

- diphtheria . . 248 

■■■ muscles, iibro.utis oh 

ho-irsenc*- s lrom 
-- nerve, recurrent, para- 
lysis ol (see Catalysis, 

1 .ai yngt al ) 

- obstruction from abduc- 

tor paralysis . . 248 

causes of . . . . 246 

-- - cyanosis from .. 196 

- — lrom diphthetia .. 196 
■ - - dyspmea lrom 246, 248 

- - from lorcign body 

196, 248 

- - liead- -retraction from 731 
-• - from lai v ngismus 

stridului .. ..196 

laryngitis . . . 196 

lunn disoast simula- 
ting . . 249 

- - lrom pharvngcul ab- 

scess ' , . 196, 248 

- - spasm of larynx . . 196 

- - stridor with 196, 248, 731 

- - sucking in of inter- 

costal spaces from 

248, 731 

- -- tabes dorsalis simu- 

lating . . . . 198 

- - tracheotomy for ,. 248 

- - up-and-down move- 

ment. of larvnx with 

196, 199, 248 

- PARALYSIS .. . . 605 

- - (and see Paralysis, 

Laryngeal; 
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Laryngeal, contd. ' Larvtn, could. 

vertigo . . . . 912 \ - diphtheritic, liicmopiy- 

1 aryngisnms stridulus .. 799 j sis lrom .. .. 361 

carpopedal contrac- i - epithelioma ol *ser Lpi- 

t.ions anti . . 249 ' thehoina; 

in children .. 3, 249 - fibroma ol, asthma simu- 

- convulsions and . . 249 luted by . . . . 693 

cyanosis lrom . . 196 j - fureign body in i sec 

dungt-tntis diagnosis 249 Lorcign Ik-dv: 

diphtheria simulating - injure m fnr Injury, i 

19(j, 249, 799 1 — intubation ol, lcvruo- 

dvspraca lrom .. 246 pivsi,irom .. <ol. 367 

foreign both, in lar - ~ irritable, touch Irani . . JhS 

y n\ simulating 249, 799 — leprosy ,■!, hiunopt ysn 

laivngcal obsuue- lrom .. .. 161 

non liom , . 19o - Ipsions of, lunmoptysis 

post pharyngeal rib- from.. . . 861, 367 

svi’a Mimilrti me - lupus m, liivniniit" m 

7|9, 799 I lrom . . ‘ 1<;1, V>7 

in rakers . . 132, 2 19 ■ ■ - hoarsine- , Irons . . IKS 

spasmophilia and . . 749 - nieteurnl tremor ol . . 862 

sirnlor lrom .. 196 • my.i theni > era . i > aliect 

Id any and . . L 749 mv, . . , . . 7-'. - 

Larynpitis, acute, bactena - no, videma sv. elling oi 37 


which cause 

758 

- n a crv.vih 

>t . gi ru rail 


heal a 

no- Horn . . 

<87 

umkiteral 


'5 

- son- ii 

r . > .i t due l , i . . 

7 5 8 

- ebstrectn at 
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65 < 
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188 
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7 16 
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3SS 

i see Sc* tin "i 

s 


in phtlm, 

L 

246 

- ‘•clemsis, amvi'tr*>t'bic 


pneumi >c 

occal 245, 762. 

799 

see Amv 

Ltrophic 


acute uxleiua ol lai- 


Lateral St 

let o- i 


vn\ 

in 

248 

- - bhuhler dt 

•.tended Iru 

a it) 1 

ilyspiu 

la from . . 

246 

- tn rncereb 

cllur lumwur 88 


■ pyrexia due to . . 6SH - - m diabetes . . . . 333 

- staphylococci in 762,794 _ ... incontinence ol urine 

- streptococcal 243, 7ii2. 799 from . . . . 61 

- aeuu tedema ol lar- - m permeious nnivmia 30 

vn\ m .. .. 24S - - primal y, abdominal 

- dyspn.va lrom .. 246 rellcxes lost in .. 611 

stridor liom .. 196, 799 ... ... _ account of .. 631 

suck my in ol spaces in 194 - - - ankle-clonus in . . 6 3] 

- sullocative .. 762 — — - ascending nephritis 

- in syphilis .. .. 9s lrom .. .. 211 

- syphilitic, hoarseness in ^M7 — compi essii ai of 

- tracheotomy tor .. 762 cord simulating 6*1 

tuberculous, dysphagia - cystitis trom .. 211 

lrom .. .. 243 - - - delirium in .. 211 

- • boarsctiess lrom .. 187 - - - disseminated scle- 

- voice alteied by 188,702 rosis simulating 6 31 

Larynyost, »*pc in diaynos- — - - extensor plantar 

ing carcinoma ol lar- rellex in 88, 6 M 

ynx . . . . 762 - - — incontinence ol 

- - functional aphonia . . 60o laves m .. 631 

- - hivmnpty.siN . . 367 - - - increased knee-ierk 

- - hoarseness cases . . 388 in . . . . 631 ■ 

- - laryngeal paralysis _ _ paraplegia from 

605, 606 626, 6 31 

-- - syphilitic larynx .. 762 pyramidal t ract de- i 

- — tuberculosis ol larynx 762 } generation in . . 631 j 

- - ulceration ol larynx .367 no R.I). in . . 631 ! 

J.arvnx, analgesia of, in : - - - retention of urine 

tabes dorsalis .. 627: in 211,493,631 

- angioma ol , haemoptysis — — - rn> sensory dis- 

from .. 361, 367 1 turbance in .. 6 31 

- bedsore of .. 76 3 — — — spasticity in ..6 31 

-- bulbar paralysis allcct- , — syphilis and .. 6 31 

ing . . . . . . 242 ! tmcmia in ..211 

- carcinoma of (see Car- I no wusting in .. 6 31 

cinomai 1 shuffling gait in . . 314 

- congestion of, hoarse- l - sinus thrombosis (sec 

ness front . . . . 387 i Thrombosis) 


Lateral , could. \ Lead , contd. 

- ventricle (see Ventricle, i - peripheral neuritis from 

Lateralizlntj test of hear- | 45, 80, 84, 178, 214, 

Itip ..206; 570,616 

T .ateropulsion in paralysis : - poisoning, acute appen- 
agitanx . . . . 88 1 | dicita, with . . . . 151 

Taiissimu . dorsi * see under ; — — blue line on guru : from 
Muscle i 45,84.149,151,155, 

Laughter, exaggerated, in K*l, 16K, 525, 616 

double hemiplegia .. 294 - — without blue line on 

- — familial lenticular de- gums .. .. 85 

general ion . . 294 — - cerebral tumour simu- 

- explosive, in double lined by . . . . 371 

hemiplegia.. .. 290 neneral account of.. 45 

- exuberant, in paralysis ' - - - paralysis simulated 

agitans . . . . 292 by . . . . 882 

- hiccough li'un . . 386 — - from hair-wash . . 85 

- regurgitation of food occupation and 149, 

through nose lrom. . 730 151, 155, 168, 184, 594 

Laundrv work, deimaiiii:. perforated gastric ulcer 

due to . . . , 916 with . . . . 151 

Limit 1, dt rmalius due to 91t> - - supinator loiigus es- 

Lavage of bladder in dia- c.iping m. . . 616 

nnoslnn oriuin of pyuria 716 - triceps escaping in. . 616 

■ t-imach m uirna .. 154 ■ mine analysis in .. 85 

- - diaerio -ir:g hour-gl.po lrom water.. .. 85 

stomach .. .. 399 — punci ate basophilia from 30 

- - opium poisoning .. 154 - retrobulbar nem i< v imm547 

J averania inalaru*. , au.iivn- - saturnine encephalopathy 

autumnal inukuiu from from 155, 184, 214 

36,41 - r.hortncs • of breath front 1 13 

characters of ..42 - sixth net ve paralysis f rom 45 

■ - 1 1 ! i : ■ ir..u _-d T9, 41 - m stool: 43, 94, 155, 184 

■■ ■- Maurer's dot ■ m .. 42 - lest , ammonium sulphide 

f .awsiut , neurasthenia and 871 in . . .. ..85 

Lead, abdominal pains - tetany Lorn .. .. 189 

It. *n . .. .. 594 longue t lenmlous from 882 

abortion from.. .. 43 to.v;e;ru:i k'm .. 113 

-• acute mania lrom .. 184 - t minor due to 87 C) , 881, 882 

■ alPummuri.ili-.ini *0.45 - m urine 45,94, 155, 184 

ambKopja due to .. 922 - utowo from .. .. 504 

.iinciinr; lae.i J t om .. 73 -- v . >mu mg 1 r< un 45 

- anc im:i Pom 4 h 44, 45 - v.rit-drop from 45, 

ainiTi. ir.-m 55,57 < fug. Sh) 84, 2 14, 216 

bleeding rum* from 93,94 Leather bottle stomach 

- brachial ncurius lrom 54 1 1 see Lard noma o! 

- Cachexia lrom .. 128 Sianudi, Dithrv 

- eacogeuMia uue to . . 860 - tanners-, dermatitis in . . 917 

ccn'.K.l scotoma due to Leaihcrwort, dermatitis 

922, 923 due to. . . . . . 915 

~ cerebral symptoms Leber's optic atrophy .. 923 

liom .. .. 8S2 Lt ciilun in chylous ascitic 

- colic lrom 45, 148. fluid . . . . 73 

151. 163,525 - phosphate in urine from 637 

- - renal cohc simulating 534 Lectuie-room, tainting in 297 

- coma liom .. .. 154 Lecch-bilc, purpura duo 

- constipation lrom to . . 676, 677 

45, 161, 168 1 eel' ,, cacogeustia due to 860 

- convulsions from 45, 184 Leg, oedema of one, from 

~ cramps lt.-m . . . . 594 thrombosis . . . . 68 

- delirium from .. 212 - PARALYSIS OF ONE 607 

- dysphagia front . . 243 and see Paralysis) 

- dvspn»ca from .. 246 - right, drawn up in appen- 

- encephalopathy front 45 dicitis . . . . 828 

- epigastric pain front .. 45 - spastic paralysis of one, 

- epilepsy lrom .. 45 in syringomyelia .. 142 

- farces analysis for . . 85 white (see Phlegmasia 

- fairy degeneration of Alba nolens) 

heart from . . . . 70 Legs affected in Little’s 

- foot-drop from . . 146 disease . . . . 169 

- gout from .. .. 45 — anarsthesia of (sec Anars- 

- granular kidney front 45 thesiui 

- headache lrom 45, - athetosis of . . . . 604 

184,371 -atrophic palsy of .609 

- impaired sight from.. 45 - atrophy of , lrom alcohol 85 

~ impotence from . . 3° 3 - - mercury . . . . 84 

- infantilism trom .. 235 *- - in mycetoma .. 893 

- insomnia from .. 45 - -- from peripheral neur- 

- intracranial bruit from 878 iiis .. . . 85 

- irritability fjont .. 405 - bending of, in osteitis 

- leueopenia lrom .. 455 deformans .. .. 194 

- lips tremulous from., 882 -- bow-, in achondroplasia 2 3 3 

- mania from .. .. 45 rickets .. . . 232 

- mental changes from 45 - cellulitis of (sec Cellulitis) 

- mines, ankylostomiasis -- cramps in (see Cramps.) 

in . . . . 103 - crossing of, difficult in 

- musculospiral nerve obturator nerve para- 

afleeted in . . . . 616 lysis. . . . . . 610 

- nausea from . . . . 45 - deformed in mollifies 

- neuritis from . . . . 610 , ossium U’ig. 260) 305 

- noises in head from . . 504 - dragging of, in henti- 

-• nystagmus from .. 505 ! plcgiu .. .. 314 

- ophthalmoplegia from 45 - - hysteria .. .. 608 

- optic atrophy due to ; - - infantile paralysis .. 314 

(I'ig. IS)) 156, 922 ’ - - monoplegia. . . . 314 

- - neuritis from 45, paraplegia . . . . 314 

iJ-’ig. IS5) 156, 371, 922 | - drawing up of, in colic 525 

- out of condition from 113 i infants .. .. 402 

- paralysis of external : intussusccptionlOl, 829 

popliteal nerve from 610 i - in cctromelus.. .. 234 
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Legs, contd. | Lenticular degen., family contd. 

- elephantiasis of, in ! facies of ( Fig. 256) 294 

filariasis . . . . 36 , liability to fall to 

- epithelioma of (see Iipi- j one side in . . 294 

thelioma) | Lentigo (see Freckles) 

- erythema of, from stand- j Leontiasls ossea .. .. 254 

ing . . . . . . 502 i acromegaly distin- 

- - nodosum affecting. . 502 guished from 255,837 

- - papulatum affecting 600 - - face bones enlarged in 

- extension of, impaired 820, 837 

in paralysis of anterior - - facies in . . . . 255 ! 

crural nerve . . 609 hands and feet not 

- flaccid, in hysteria . . 608 affected in . . 837 

- flexed, to relieve pain . . 815 - - head enlarged in .. 254 

- fracture of , compound, 1 - - increasing size of hats 

cellulitis from . . 147 j in. . . . . . 820 

talipes after .. 147 j lower jaw enlarged in 834 

delirium tremens after 214 j noises in head in .. 504 

- gangrene of (see Gangrene) osteitis deformans 

- gumma of . . . . 895 ! related to . . 255 

- — iodide curing . . 500 j — — petrous bone thick - 

- hereditary trophoedema j ened in .. .. 504 

of .. (Fig. 406) 512 | sella turcica normal in 255 

- Inequality of, method of skiagram of skull in 

determining . . . . 191 ; (luc. 215 ) 255 

- inverted, to relieve pain 815 ! skull changes in .. 255 

- lightning pains in, in I — — — enlarged in 820, 8 17 

tabes dorsalis . . 253 J — — syphilis and . . 255 

- lupus of . . . . 895 j — — tibia,* enlarged in . . 255 

- lymphatic drainage of 830 j - - vertigo from .. 504 

- Madura disease of . . 893 - - X rays in diagnosing 255 

- nodules on, from vari- , Leopard's bane, dermatitis 

cose veins . . . . 502 ! due to . . . . . . 915 

- oedema of (see Oedema) j Lepra bacilli . . . . 478 

- pain in (sec Pain; | Leprosy, account of 478, 501 

- paralysis of (see Paralysis) ! - acid-last bacilli in . . 82 

- peroneal atrophv afTect- - acne rosacea simulated 

ing 620 : by 501 

- in phocomelus . . 234 - anaesthesia in 82, 478, 645 

- pigmented scars on, - anaesthetic . . 321, 501 

from syphilis 261, 382 1 - bacilli ; see Bacillus) 

- pruritus of, after bathing 659 - bulke in .. .. 74 3 

- pseudo-oedema of, in - crusts in .. 743 

myxeedema. . . . 656 - erythema in 276, 278, 478 

- rickets affecting (Fig. 192)252 j nodosum simulated 

- rigid, in hysteria .. 608 I by .. 501, 502 

- sensory ccrtrc for i simplex simulated by 478 

(Fig. 485) 631 - linger affected by .. 301 : 

- short, in achondroplasia 233 • - forehead enlarged in. . 256 

- shortened in tulipcs 144, 145 j - gangrene from 317, 321 

- sore on, inguinal glands ' - hoarseness in.. .. 388 

enlarged from . . 476 - invasion period in . . 478 

popliteal gland enlarged i - of larynx, haemoptysis 

from . . 477, 845 i from . . . . 361 

- spastic (see Spasticity; i - leucodermia distin- 

- swollen in myxeedema 50 [ guished from . . 645 

- in tetany . . . . 189 1 - lupus simulated by . . 501 

- thrombosis in (see , — lymphatic glands cn- 

Thrombosis) larged in . . . . 478 

- tremor of (see Tremor) - macules In 478, 501 

- trophoedema of (Fig. 406 )5 12 i — microscope in diagnosis 892 

- ULCERATION OF . . 893 j - necrosis in ..82 

- - (and see Ulceration > - nerve trunks thickened 

of Leg ' | in . . . . 478 

-- varicose ulcer of .. 393 , - nodular (lug. 3SS) 501 

- xeroderma pigmento- i - nodules in .. 82, 501 

sum affecting . . 888 ; - of nose, cpistaxis from 273 
* »nnPs test for acetone 3 j - pains about joints in. . 502 

(rated (Figs. 2-7) 4 j - paresis not marked in. . 82 

s stain (see Slain) 1 - pemphigus simulated by 743 ; 
hman-Donovan bodies I - periostitis due to . . 818 
( lug. 605) 779 - peripheral neuritis in 

- in blood films ' 37 j 80, 82, (Fig. 472) 616 

- - kala-azar 37, 709, 780 ! - pigmentation of skin in 

- - liver pulp .. .. 455 j 313, 644 

- - - puncture and . . 37 i — psoriasis rupioides sim- 

-■ - in spleen . . . . 709 j ulating . . . . 743 

- - pulp . . . . 455 j ~ rupia simulated by . . 743 

spleen puncture and 37 I ~ scabs in . . . . 743 

Leishmaniasis . . 37, 456 I - scales in . . 743 

- amentia in . . . . 455 i ~ scars in . . 501, 74 3 i 

- eosinophil cells in . . 455 ! ~ sweating absent in | 

- Leishman - Donovan patches of . . . . 478 [ 

bodies in . . . . 455 j ~ sycosis simulated by. . 501 j 

- Icucopenia in . . . . 455 j ~ syphilis simulated by 

- visceral . . . . 37 j 501, 502, 743 i 

Lemon-yellow colour In simulating .. 82: 

pernicious antemla . . 294 1 - syringomyelia simu- 
Lens, coloboma of .. 517 ! lating .. 82, 478 

- dislocation ol (see Dis- j - telangiectases in . . 501 

location; - tinea versicolor simu- i 

- iris adherent to, after ! lating .. .. 313 i 

iritis.. .. .. 288 ulceration in .. 82, 743 j 

- opacity in, defect of I — - of face in . . . . 892 

vision due to . . 924 - - larynx from (see Ulcer- j 

- pigment particles on. . 288 ation of Larynx) ! 

Lenticular cancer of skin 886 skin in . . . . 501 

- degeneration, familial, tongue from . . 244 | 

exaggerated laughter ! - Wassarmann reaction I 
in . . 294 1 positive in . . . . 502 ! 


Lcp.osv, contd. I Leucocytosis , contd. 

- white aicas in 478, 645 - in mcningococcul mcnin- 

Lcptothrix fever. . . . 687 ! gitis. . . . . . 454 

- periostitis due to .. 818 ! - after mumps .. .. 454 

- septic® m la . . 692 : - in myxadema . . 453 

temperature chart of j - from peppemiint . . 453 

{lug. 5d) 6T3 i - perineal abscess . . 453 

Leucumhemum vulgarc, j - periostitis . . 817, 845 

dermatitis due to .. Q 16 - in peritonitis .. .. 524 

Lcucin crystals i lug. UV>) 416 - pneumonia 453, 454, 735 

in urine in acute : - after posl-pnrtum lucm- 

vellow atrophy 345, orrhage . . . . 453 

4 It), 928 - from protargol . . 453 

Leucocyte count, differ- I — pus . . . . . . 715 

entiul (.see Differential - in pyivmia 7 38, 739 

Leucocyte Count ) - f rom pyn-mic abscess 453 

Leucocytes, basophil (sec - with pyelitis . . . . 453 

Basophil Corpuscles' ; - pyelonephritis . . 453 

- In blood, abnormal - pyonephrosis . . . . 453 

types of 28 - from pvosalpinx 453, 454 

- — numbers of. . . . 27 ; — in pyrexia cases . . 687 

- chlorosis . . . . 346 -- rabies . . . . . . 453 

- coloured Illustrations of 29 - rat-bite lever .. . . 740 

- diplococci in . . . . 732 - from ruptured tubal 

- diurnal variations in.. 452 ; gestation .. .. 735 

- lat globules from 8 - salpineo-oophoritis . . 843 

- gonococci in .. 228, 7)2 - saprxnua .. .. 453 

- high in children . . 45 3 - sarcoma . . 453 

pregnancy .. . . 45 3 - from scarlet lever 453, 454 

- in lymphatic leukarmia 34 - in scpticopytvmia .. 45 3 

- malaria . . 39, 347 - alter severe blood loss 453 

- pernicious unirmia . . 30 - small pox . . . . 454 

- polycyihicmia. . 650, 651 - in splenomcdullarv leu- 

- pustules .. 68 1 karma 32, 71. 656, 779 

- red cells im:c*ied b\ . . 51 - from subcutaneous ab- 

- in splenomcdullary ieu- scess .. 453 

karmia .. .. 32 - subdiaphrugmat ie ub- 

- stools 681 scess . . 555, 807 

- tube-casts .. .. 8 - succinic acid .. . . 45 3 

- urine in acute nephritis - suppurating lymphatic 

12, 17 glands .. .. 453 

- - bacteriuria . . 91 - - ovarian cyst . . 45 3 

- - from coh bacilluria - in suppuration 45 3, 

559, 09^, 712, 9)3 454, 84 3 

- - inferior vena cava - suppurative cholangitis 697 

obstruction .. 9 - - meningitis .. .. 454 

- uterine cast . . . . 238 - - pylephlebitis 453, 697 

- vaginal discharge .. 231 ( symptomatic leuk&mia 454 

Leueocythurmiu is.ee Leu- - lrom thrombosed vein 45 3 

kicmiu' - tonsillar abscess . . 454 

Leucocytic cards .. (Fig. lt> 7 - in trichinosis . . . . 569 

LEUCOCYTOSIS.. .. 452 - tuberculous meningitis 454 

- with abscess of kidney 45 3 - from turpentine . . 453 

lung.. ..45) - in typhus lever .. 417 

- acute congestion of liver 41 7 - urethritis .. 453 

- in acute meningitis . . 454 - after venesection . . 453 

rheumatism .. 453 - from whitlow.. 453, 454 

- - sepsis . . 454 — whooping-cough 453, 454 

- from appendicular ab- Leucodermia . . . . 459 

scess . . 453, 454 - albinism distinguished 

- in bronchiectasis . . 45 3 from . . . . 645 

- lrom camiiarides . . 651 - chloasma distinguished 

- in carcinoma . . . . 453 1 from . . . . 645 

of Ii\er .. .. 468 ; - leprosy distinguished 

penis . . . . 454 f rom . . 645 

- - stomach . . 454, 777 - macules in . . . . 477 

- cellulitis .. ..511 - inorplusca distinguished 

- from cerebral abscess 453 i from.. .. .. 645 

- in cerebrospinal mcnin- ! - sclerodcrmia distin- 

gitis. . . . . . 454 , guished lrom . . 645 

- cervical adenitis . . 454 Lcucoinelunodcrmui, syphi- 



children 

35 

line (lugs. 507 , 506 

'■ 644, 645 

- 

cholera 

453 

Leuconychta 


496 

_ 

from cinnamon 

45 3 

LEUCOPENIA .. 


454 

_ 

in cirrhosis of liver. . 

468 

- from alcohol . . 


455 

- 

congenital syphilis . . 

454 

- in aplastic amentia 


455 

— 

from dental abscess . . 

454 

- from arsenic . . 


455 

— 

in diphtheria 

453 

- chloral . . 


455 

— 

from drugs 

45 3 

- chronic intoxications. . 

454 

— 

empyema 47, 453, 

454 

- cocaine 


455 

- 

- of gall-bladder 316, 

45 3 

- in dengue fever 


455 

— 

in erysipelas . . 

454 ; 

- from ether 


455 

— 

lrom essential oils 

453 

- heroin.. 


455 

- 

in betid bronchitis . . 

453 

- in kala-azar 


455 

— 

follicular tonsillitis . . 

453 i 

- leishmaniasis . . 


455 

— 

after haematemesis 

45 3 j 

- lymplmdenoma 


455 

— 

from hepatic abscess 


- malaria 455, 464, 

695, 



417, 453, 454, 455, 


715, 

7 39 


464, 

695 i 

- from mercury 


455 


in infective cholangitis 

453 

— in miliary tuberculosis 

455 


- - processes .. ..453 - from morphia. . .. 455 

- intestinal obstruction. . 45 3 - omnopori .. .. 455 

- Kaposi’s disease .. 454 - in pernicious a me mi a 30, 455 

- leukaemia 83, 272, 453 - from plumbism . . 455 

- lobar pneumonia .. 47 - in pneumonia in negroes 455 

- from localized pus . . 693 - lrom radium , . . . 455 

- in lymphatic leukaemia - in splenic anamia . . 466 

32, 34, 35, 66, 71, - from starvation .. 454 

412, 652, 656, 779 -- stenosis of oesophagus 454 

- measles . . . . 453 - trinitrotoluol . . ' . . 455 
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1 . cucopenia , contd. 


- in tuberculous periton- 

itis 455 

typhoid fever 216,419, 

455, 715, 739, 784 

undulant 1'ever . . 455 

- from X rays . . . . 455 

Lcucorrlaca, backache with483 

- cachexia with. . 128 

~ from endometritis 238, 48 i 

- menorrhagia with . . 48 3 

- pigmentation of face 

with 128 

- pyosalpinx and . . 724 

pyuria due to .. 716, 72 3 

- septic urethritis from 584 

- urethritis from . . 228 

Lcukieruiu, aches and 

pains in . . . . 572 

- albumosuria in .. 21 

- aleukemic type . . 35 

-■ amcnorrluea in . . 2 3 

unonniu in . . . . 357 

- apoplectilorm Meniere's 

disease in . . . . 208 

- ascites in . . . . 137 


Hence J ones’ albumosc 
and . . . . . . 22 

blood clot from kidnev inl47 


- ■ count in diagnosing 9 3 

- picture positive in.. 27 
cachexia in ..128 

-- Chaicot- Leyden crystals 

in blood m . . 131 

chronic peritonitis in 72 
chylous ascites in 72, 1 38 
pleuritic effusion in 1 38 
coma in ..153 

cosinophilia in . . 272 

cpistiiM* in . . 274, 340 

erythema in . . . . 276 

gastric colic in 148 

hiematcmesis in 3 36, 346 

- harniaturm from 348, 357 

- harmori huge into gast ric 

mucosa in . . . . 148 

- inner ear in.. .. 208 
longue in . . ..851 

hamtorr Hugos in 346 

- hyperplasia ot red 

marrow in . . . . 862 

- infarct of lung in . . 364 

jaundice from 407. 408, 422 
leucocyte count m dia- 
gnosing . . . . 357 

- leucocvtosis in 83, 346 

lipienua in . . 1 38 

loss of weight m . . 128 

lymphatic, abdominal 

glands enlarged in. . 66 

account of . 33, 34 

age incidence of .. .3 3 

albuminuriu in . . 16 

albumosuria in . . 22 

utuemia in . . 34, 67^ 

- s e v e re in.. 62 

ascites in 61, 62, 66, 72 
axillary glands en- 
larged in . . 66, 475 

basophil cells in . . 34 


bleeding gums in 93, 362 
blood per unum in. . «6 

count m diagnosing 34 
film in . . (Li, a. 45 1 3-3 - 

picture positive in 27 • 
cervical glands cn- I - 
larged in . . . . 66 - 

in children. . . . 34 - 

chloroma related to 

51, 679 

simulating . . 257 

chronic peritonitis in 72 
colour index in 34, 35 

- - high in . . 35 - 

delirium in . . . . 212 - 

- with no enlarged ; - 

glands . . . . 34 j - 

- cpistaxis in.. 34, 362 ' - 

fainting in . . . . 297 [ - 

haemoptysis in . . 362 ; - 

harmorrhage in . . 34 - 

inguinal glands cn- ( - 

larged in . . 66. 8 30 ' - 

intrathoracic glands ' - 

enlarged in . . 66 j - 

irritability in . . 34 I — 

~ jaundice in.. 66, 412 1 - 
lachrymal glands cn- j - 
larged in ( big. 46) 34 - 
large lymphocytes in 35 I - 


Lcuktrmia , lymphatic , contd. 

leucocytes in . . 34 

~ - leucocvtosis in 32, 

34, 35, 66, 71, 346, 

412, 453, 652, 656, 779 

- - liver enlarged in . . 83 

- - loss of appetite in .. 34 

lymphatic glands en- 
larged in 34, 66. 

71, 83, 652, 679, 779 

- -- lymphoevtes in 34, 

66, 7l, 8 3, 346, 

412, 652, 779 
~ — - in cerebrospinal 


fluid in . . 383 

- - menorrhagia in . . 482 
M iculic/’s syndrome 

m (Jig. 4(i) 34, 848 

- — myelocytes in . . 34 

- - nodules in liver in. . 469 

- — occipital glands en- 

larged from . . 472 

.... _ « edema of legs in 515, 517 
■ - painful erections in 579 

- - peripheral neuritis in 80 

... ... peritonitis in 62 

-- - polvcythicniiu in 34, 652 

- - portal glands enlarged 

in. . 61, 66, 412 

- - - vein obstructed in 61 

- - priapism in . . 656 

-- - prognosis in . . 34 

- - purpura in 34, 676, 679 

- - pyrexia in 34. 688, 715 

- - salivary glands en- 

larged in 46) 34 


- -- scions inflammations 

in 34 

- - simulation in children 35 
small lymphocytes in 

v/m'. 4 5 3 3, 35 

- spleen enlarged in 34, 

66, 71, 83, 652, 

656, t>7<>, 778 

- symptomatic . 35 

- - leukwmia simula- 

ting . . 454 

- temperature ihart in 

J-iX- > • />, 713 

- types of . . . . 35 

lymphocytes in . . 346 

metrorrhagia in 487, 48R 
mixed forms of . 35 

- leucocvtosis in ,. 45 3 

- pvrexia in . . . . 688 

- spleen enlarged in. . 778 

mvclocvtcs in. . 346 

occipital glands enlarged 

in 47 3 

pericarditis in . . 1 37 

pleuritic effusion in 1 37, 70 3 
portal glands enlarged 
irom . . . . 407 

priapism from . . 657 

pruritus due to . . 658 
pseudo- ' see Pseudo- 
leukivmia Infantum) 
punctate basophilia in 30 
purpura harmorrhagica 
simulating . . . . 346 


pvrexia in 

707, 708 

renal colic in . . 

. . 147 

— infarct in . . 

10 

rigor in 

737, 738 

serous effusions in 

. . 1 37 

Skodaie resonance due to 755 

spleen enlarged in 

128, 357 

- enormous in 

. . 346 

s pi e n o m ed u 1 la r y , 

age 

incidence of 

33, 34 

— albuminuria in 

. . 16 

— albumosuria in 

. . 22 

- amcmiu in . . 

32, 33 

- - severe in 

62 

— ascites in 

62, 71 

- basophil cells in 

. . 32 


- bleeding gums in 93, 362 

~ blood per unum in 96 
changes In 32, 33 ; 

- -- film in .. (L'ig. 44) 32 I 

- - picture positive in 27 

- carcinoma simulating 454 

- chronic peritonitis in 71 

- delirium in . . 212 

- diagnosis of 32, 33 

- cosinophilia in . . 271 

- cpistaxis in . . 362 

- fainting due to . . 297 

- fatal in three years. . 33 

- hiemoptysis in . . 362 


| Lcuktrmia, splenctnedul . , contd. . 
j — - lcucocytosis in 32, ! 

I 71, .346, 453, 656, 779 j 

j liver enlarged in . . 83 j 

' lymphatic glands not i 

| large in . . . . 71 

... _. menorrhagia in . . 482 j 

- - myelocytes in 30, 32, i 

33, 71, 8 3, 346, 779 1 

- - nucleated red cell in 

(lug. 44) 32 j 

- - oedema of legs in 515, 517 - 

- - painful erections in 579 1 

- - peripheral neuritis m 80 , 


— - peritonitis in 62 

priapism in . . 656 

- - purpura in . . . . 676 ■ 

pyrexia in 34, 688, 715 . 

— - radium effects in . . 33 ; 

- - spleen enlarged in 

8 3, 656, 778 


— — — enormous in 3 3, 71 

- - temperature chart in 

dig. 47 ) 34 


- — X-ray effect s in 33. 34 

- symptomatic . 35, 454 

-- tenderness of ribs in . . 862 

- - sternum in . . 862 

- thrombosis in leg in . . 512 

- thrombotic infarct of 

spleen in . . . . 788 

- tinnitus due to . . 879 

- uric acid in . . . . 901 

Leukoplakia, ape inci- 
dence of . . . 855 

- of clitoris . . . . 855 

- epithelioma from 855, 897 
simulated by < ligj>75 > 896 

- of labia . . . . 855 

- from syphilis 261, 382, 897 

- tongue swollen from . . 852 

- of tongue . . . . 897 

- — epithelioma from 

i Lig. 674) 896 
• -- in syphilis . . 315, 898 

vestibule escaping . . 855 
vulvse. account of . . 855 

- - itching in . . . . 855 

- - kraurosis vulva- simu- 

lating . . . . 855 

- vulval swelling due to 85 3 
Lcukoplakic vulvitis . . 239 
1 .evaditi’s stain lor Spiro- 

cbaita pallida . . . . 854 

Levator muscles .see 
under Muscles ' 

Leyden and Moebius, 
myopathy of . . . . 172 

Lice, genital region affected 
by 659 

- pruritus due to . . 658 

- shoulders affected by . . 659 

- trench fever from 572, 

710, 786 

- typhus fever and . . 417 

- in unexpected places. . 659 

- (and see Pediculosis j 
L ichen planus, eczema 

distinguished from . . 919 

- - finger affected by . . 301 

- - flexor surfaces affected 

bv . . . . 746 

itching in . . . . 658 

- — of lips . . . . 459 


- - papules in 598, 600, ' 

601, 746, 919 

pityriasis rubra from 746 1 

pilaris distin- 
guished from 600 

- - prurigo distinguished i 

from . . 601 

- psoriasis distinguished 

from . . 598 j 

simulated by . . 746 : 

vesicles rare in . . 919 i 

- - xanthoma diabetico- j 

rum simulating . . 889 j 

- ruber planus, brown i 

staining alter . . 598 ' 

eczema simulating 698 , 

itching in . . 602 i 

papules in 598, 602, 746 i 

pityriasis rubra dis- 
tinguished from 746 
syphilis simulating 602 

- scrofulosorum, account 

of 598 

- urticatus, eczemu simu- 

lated by . . . . 919 

itching in . . 658, 919 | 


Lichen urticatus , contd. 

- - varicella simulated by 919 

- - wheals in . . 919, 935 

Lichenization 601, 658 

Lientcry . . . . 217 

Life insurance, blood- 

pressures and . . 105 

- - examination, chronic 

nephritis discovered 
at . . . . 15 

- - - diabetes discovered 

at . . . . 334 

- - - I-'ehling’s solution 

reduction and . . 902 

- - - physiological albu- 

minuria and . . 18 

- polyuria during.. 653 

... _ - prolonged first 

sound at . . 2 

- - - rapid heart at 2, 115 
heavy weight and 330, 506 

- - obesity and . . 506 

- - preglycosuric state 

and . . . . 506 

Lifting, cervical rib sym- 
ptoms f rom . . . . 544 

-- loads, orchitis from . . 86 

Ligament, broad, abscess 
of, swelling in iliac 
fossa due to .. .. 829 

- - infiltrated by carci- 

noma of uterus . . 56 

- long plantar, softening 

of. flat-foot from . . 146 
gonococcal . . 146 

- I’oupari’s, landmarks of 824 

- round, fibromyoma of 832 

- - inflamed . . . . 804 

- - lipoma of, hernia 

simulated by . . 832 

- - - impulse on cough- 

ing in . . 832 

- - malignant nodules in 804 

- -- tumour of, groin sJM 

swelling due to . . 830 
Ligaments, calcification of, 
in spondylitis deformans 869 

- lax in Mongolism . . 2.36 

- ossilieation ol, in spon- 

dylitis deformans . . 180 
Ligature of artery, gan- 
grene from 317, 322 

- lcmoral artery for pop- 

liteal aneurysm . . 322 

- irdema due to . . 511 

of leg from . . . . 512 

Lightning, gangrene from 317 

- pains, rheumatism simu- 

lated by . . . . 541 

- - in tabes dorsalis 253, 

396, 541, 571, 627, 

753, 798 

- cessation of , . 874 

- - weather changes and 541 

I. igneous goitre . . 876 

- thyroiditis, cyanosis 

from . . 197 

I .ilac, dermatitis due to. . 916 
Lime, dermatitis due to 

915, 917 

- oxalate of, crystals of 523 

Lime-kiln, carbon mon- 
oxide poisoning from 155 

- emanations, delirium 

from . . 212 

- fumes, dyspnoea from 246 

- - noises in head from 504 

- - vertigo from . . 504 

Limestone quarriet s, phthi- 
sis in 363 

Lime-water in Huppert’s 
test . . . . . . 903 

Limping due to abrasion 456 

- bad habit . . 456 

- blister . . 456 

- bruising of calf . . 456 

- - thigh . . . . 457 

- caries ot pelvis . , 457 

- chilblains , . . . 456 

- IN CHILDREN .. 456 

- from congenital dislo- 


cation of hip 

.. 457 

syphilitic hip 

.. 457 

knee 

.. 456 

- corns . . 

.. 456 

- coxa vara 

. . 457 

- crush 

.. 456 

- deformity 

.. 456 

- dislocation of hip 

.. 457 

- embolism 

456, 457 
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Limping, conid. ■ Lips. could. 

- from epiphysitis 456, 457 ; - chancre of d'ig. V./ > 04, 

- erythema nodosum . . 456 460, 824 

- femoral hernia . . 467 - chapping of . . . . 459 

~ Hal-fool . . . . 456 j - condylomata of . . 460 

- foreign body . . . . 456 - congested, from mitral 

- fracture . . . . 456 regurgitation - . 262 

- garters too tight . . 456 - crusts on 95, 742, 744 

-- grecnstick fracture 456, 457 - deep red, in mitral sten- 

- growing pains . . 456 ; esis .. dug. 7S ' t>9, 294 

- hemophilia .. 456, 457 - dermatitis herpetiformis 

- haemorrhage into ankle 456 allecting , . . . ^95 

- - lup-joint . . . . 457 - cc/ema of . . 459, 742 

- - knee-ioint . , . . 456 - endothelioma of . . 225 

- hallux crectus . . 456 - epithelioma of -.see 

- hammer toe .. .. 456 lipiihelioma 1 

- hemiplegia . . . . 314 - erythema bullosum 

Henoch’s purpura 456, 457 allecting .. .. 95 

- with iliac abscess . . 831 - fissured in Mongolian 

- due to ill-titling boots 456 idioev .. ..293 

- infantile paralysis 314, - Forriyrtvs disease of . . 460 

456, 457 herpes feni ills of .. 459 

- infective endocarditis - - '/oster oi .. 459, 9 14 

456, 457 hot in pi-rlcche . . 460 

- inllamed Achillis hursu 456 - impaign not attacking 914 

- - glands in groin .. 4 *>7 - itching .. .. 460 

- inguinal hernia . . 457 - Kophf’s spots inside 

- injury . . . . . . 456 dug. /Vo: 224, 282 

- - to pelvis . . . . 457 - lichen planus of . . 459 

-- leggings too tight . . 456 limn, erythematosus of 459 

- loose cartilage in knee 456 - - \ulearis of . . .. 459 

- metatarsalgia .. .. 456 - milium bodies on 460 

-- mimicry .. .. 456 ' p un in, from chapping 459 

- monoplegia .. .. 314 ■ meicury .. . . 94 

-- Morton’s disease . . 456 - paralysis ot, m hvsteriu 178 

- muscular dystrophy 456 - paresis oi, in bulbar 

- needle.. .. .. 456 paralysis .. .. 7>1 

- osteo-arthritis of hip .. 4il pemphigus affecting .. 95 

- osteomyelitis . . 456, 457 - perleche affecting . 460 

- pain . . . . . . 45b - picking ol . . . . 15 l > 

in foot .. .. 45b - pigmentation of sec 

- paralysis .. 456 Pigmentation ■ 

- paraplegia .. ..314 pouting, in mvopathv 291 

- peliosis rheumaticu 456, 457 - protruding in stomatitis °5 

- periostitis . . 456, 457 - psoriasis ol . . . . 459 

- peripheral neuritis . . 456 - rhinoscleronta allecting 889 

- phlebitis . . 456, 457 - sarcoma of . . . . 225 

- pin in knee . . . . 456 - schorl hone affection oi' 459 

- prepatellar bursitis .. 456 sepsis on, cer\ ical aden- 

psoas abscess 457, 868 itis from .. ..76 3 

- retained testicle . . 457 ■ - stillness of . . . . 460 

- rheumatic fever . . 456 - stomatitis affecting . . 95 

- rickets.. .. 456, 457 - submaxillar y glands 

- rubbed heel . . . . 456 enlarged from . . 474 

- rupture of plantaris j - swelling of, from mcr- 

longus . . . . 456 I cure . . . . 94 

-• sacro-iliac disease 431, 457 - - m stomatitis .. 95 

- sarcoma . . 456, 457 ; - sycosis vulgaris affect - 

- separated epiphysis of ing . . . . 74 3 


femur 

457 , 

- syphilis of . . 459, 

601 

sprain 

456 

- tenderness of, in stoma- 


Still's disease 

456 

titis 

95 

suppurative arthritis 

456 

- thick, in acromegaly . . 

293 

synovitis of hip 

457 

-- - cretin 2 36, 290, 


— knee 

456 

i lug. 234 i 

294 

talipes 

456 

- - myxiedema 

290 

thorn 

456 ! 

- tinea circinata of 

459 

thrombosis . . 456, 

457 

- tremor ol, due to alcohol 

881 


Tooth’s peroneal mus- in general paralysis 881 

■ phv .. 456 ; due to lead .. 882 

dactylitis 456 : - ulcer of, in secondary 
bursa . . 457 i syphilis . . . . 898 

u, i. . 432, 456, 457 - ulceration about, in 

• allow .. .. 456 vavvs .. .. 501 

x rays in diagnosing j - upper, excoriation of, 
cause of . . . . 457 : from diphtheria . . 224 

Idnea alba, hernia in 537, 804 ; - urticaria of . . . . 459 

semilunaris, hernia at 804 - varicella affecting . . 919 

LINEAE ALBICANTES . . 459 - vesicles ot . . ..913; 

- - over ascites. . 59, 459 - white patches on .. 460 ; 

Lingual nerve, lesion of, , I.ipirmia, chylous ascites 

taste changes clue to ' with . . . . 72, 140 ; 

859, 860 pleuritic effusion withl 38 i 

LIPS, AFFECTIONS OF. . 459 - chvluria with . . 140 i 

- angioneurotic oedema j - clear ascites with . . 72 1 

of . . 513, 824 i - in diabetes . . 72, 334 

- ataxy of . . . . 77 j - from leukaemia . . 138 1 

- bleeding in stomatitis 95 j - nephritis 72, 138, 140, 

- blubber, lrom lymph- I dug. 273) 334 


Lipiodol , amid. 


Liver. ionrd. 


- In skiagraphy of limps 

936 

- congest ion of, in, dys- 

463 

- uterus and tubes 


pepsia 

dug. tdl . 9 39, i lug.o'L’ 

; 940 

- - mitral disease 

538 

— and X rays in locating 


- - pain in epigastrium 

5 38 

spin i! lesions 

326 

lrom 

lunn cases 

936 

-- - tropical 

463 

Lipoma ol abdominal wall 804 

- — venous (see Liver, 


- axilla, tuberculous ab- 


Nutmeg ) 


scess simulating 
hone 

816 

- cyst of, kidney simu- 


821 

lated by 

4 38 

- breast 

8 39 

degeneration of, due to 


- characters of . . 

816 

drugs 

422 

- ol law 

824 

- - chloroform 

416 

in femoral ugion 

826 

— — in mushroom poison- 


- groin, cold abscess 


ing 

422 

simulated bv . . 

833 

- depressed by pleuritic 


- — needling in diagnos- 


effusion 

209 

ing 

8 3 3 

‘ dipplnp , to palpate . . 

59 

hernia simulated bv 

804 

diseases causinn ascites 


- nemo-, in von Reckling- 

62. 67 

hausen’s disease . . 

50 3 

- displaced by abdominal 


- pelvic swelling due to 

840 

i utnour 

462 

- pophual 

8 '15 

- ■ ascites 

462 

- psoas abscess simu- 


• carcinoma of liver . . 

4 38 

lated by 

8 31 

Ir an tuivuturo of 


- reli opt ritoneal, ope: a- 


-pine 

461 

tion in diagnosing 

84 3 

- - downwaid.'. by light 

460 

- -- o\ aiian evst simu- 


lacing 

lated by . . 

84 3 

enlargement simulated 

- ol round ligament, 


by 

461 

iieim.1 simulated bv 

S 32 

- - by knlm y tumour . . 

4 37 

* unpube on cough- 


- movable kulruy and 

461 

ing in 

S 32 

- - palpable in \t\ccro- 


— ■-tbaceous c\ t distin- 


I a osis 

526 

guished lrom 

888 

from pericardial effu- 


- ol spermatic cord 

559 

sion 

461 

- \uKal swelling due to 

H5 •* 

-■ -- pieutal etUtsmn 

461 

Lipomatosis, diffuse 509. 

80 J 

- - pneumci borax 

461 

- - illustrated 


- -- by renal enlargement 

4 38 

in's.4d.Xd 

511 

- - Irani tu ket s 

461 

ohesit y lrom 

505 

- - MibphrviUk. abscess 

461 

Liquor ammom.e in 


— - t lght la«. mg . . 

461 

Rolheru’s test 

3 

- distoiud, m jicrihepa- 


•• uaiiiii. deficient, dystocia 

tltjs 

68 

from 

250 

- dragging pain over, from 



- arsi uk.iIis, anamna from 44 hepaiopiosis .. 46 3 

in pernicious ana-ima 44 - dropped. account of -462 

- cpispjsticus, bulla* 1 rom 124 * - carcinoma simulated 

- hvsuiual patient be.. .. 461 

using .. .. 124 - •- const ipai ion and .. 164 

- - malingerer using .. 124 - when enlarged .. 461 

- lVrri perchloridi in di- - - be; at tc 'dullness in . 460 

aceli, acid test .. 214 - - In-m nutmeg change 

- ■ L'ticlmann’s re- 461, 46 1 

agent .. .. 401 - - ;n w usfu.g diwast-s . . 461 

- potassa* in melanurta - DULLNESS, DEFICIENT 

test . . . . 905 460 

- - methylene blue test 906 - - diminished, m acute 

- - phosphates not dis- yellow atrophy 345, 

solved hv . . 899 410, 460 

-- - pus ropv with . . 716 - - ctrrli.wp . . . . 600 

urates soluble in . . 899 emphysema 208, 

- soda* in I.egal’s test .. 3 269, 460, 462 

- — phosphates preeipi- — — — by gas in hnweis . . 46l 

fated by . . . . 3 - - - - colon . . . . 462 

Lithotomy, perineal fistula , - - — lrom hepatoptosis 462 

alter . . . . 766 -in meteorism . . 805 

Lithntrity, epididymo- - - - perforative peri- 
orchitis from . . . . 585 t minis . , 460, 462 

Litmus, acidity of urine by pneumothorax 461 

to 637 ~ - limits ol . . 461 

Little's disease . . 169, 884 - - lost, due to gas in 

Littre-'s hernia, strangu- peritoneum .. 805 

lated .. .. .. 149 - - - in general periton- 

Liver, abscess of (see itis . . 734 

Abscess ) - - raised by abscess of 

- actinomycosis of (see liver . . . . 462 

Actinomycosis) , hydatid cyst 462, 470 

- active congestion of . . 417 subdiaphragmatic 

- acute yellow atrophy of abscess . . 462 

(see Acute Yellow - edge beaded in cirrhosis 

Atrophy) of liver . . 414 

- adenoma of, hydatid i - - curled under in pen- 

simulated by .. 469 hepatitis .. 68 

- albumosuria from lesions ; - - rounded in peri- 

of .. .. 21 hepatitis . . 68 

- angioma of . . . . 469 - - turned up in peri- 

- - carcinoma simulated hepatitis .. .. 68 


angitis 

- macroglossia with . . 
blueness of, in pneu- 
monia 

- (and see Cyanosis) 

bulbar paralysis affect- 
ing 

burning 

capillary pulsation in 
carcinoma of . . 225* 

... 


824 - ophthalmoscope in dc- 

852 tecting . . , . 334 

- unsuspected . , 72, 334 

735 Lipin-globulin combina- 
tion in chylous ascitic 

fluid 73 

242 Lipiodol in bronchiectasis 

’ F “' 690 ' ™ 


by . . . . 469 

- Bacillus acrogencs cap- 

sulatus infecting . . 254 

- beaded edge, in cirrhosis 

of liver . . . . 67 

- bilharziosis of . . 470 

- capsule thickened . . 68 

- carcinoma of (sec Car- 

cinoma) 

- cirrhosis of (see Cir- 

rhosis) 


- eighth dorsal nerve sup- 

plying . . . . 864 

- embrvoma of . . . . 469 

- ENLARGEMENT OF 461 
by abscess 63, 408, 

412, 464, 465 

- - in acholuric jaundice 781 
by actinomycosis 412, 470 

- from active congcstion417 

- by angioma . . 469 

- ascites with. . 63 



LIVER 
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Liver., enlargement of , contd. I 

-- - from backward pres- j 
sure . . . . 63 | 

- - bile-duct obst ruction 

40H, 41 1, 463, 468 | 
in bilhiiJviosjN . . 470 i 
Bright’s disease .. 261 ! 

- bronchiectasis from 367 ! 

in bion/ed diabetes 467 ; 
by carcinoma 01,68, { 

115, 408, 412, 414 1 
carcinoma of colon ! 
simulat ing 4 1 3, 462 

- - j> ton las'h simulating 4t)2 j 


in cat 

itrrhal jaundice 

■ 411 

1 1 om 

cliolangttis 

719 

in u r 

rliosis 6 5, 67, 


1 36 

, 1 H. 108, 4 1 4, 



415, 465, 

468 

- congei 

runl svphilis 



417, 

467 

due t 

• i < ‘lire's! ion , . 

408 

displacement sitnu- 


In tin 


461 

from 1 

>i • it nu h< pat i- 


cur, 


410 

cmp!w 

W. ’ll.' 

2(>u 

cnl.ne 

rd r idncv simu 


I. .tit 


41 i 

in - • i. 

i'.ini’ inundne 

42,0 

hit u 


462 

lr on; ! 

'■ I ' i lunge . . 

46 w 

fib? 1 >j. l 

Ii!ii,' from . . 

*.(•7 

lrom 1 

lb; old lung . . 

417 

ir ’i 

'to n/T 

7 87 

li .'it, r 

: i i ! • >ne 144, 



409, 466, 

468 

h> Pin 

mu .. 412, 

417 

m 1 i.u 

io: • u rrhi >ms 



414, 

466 

from i i 

< art t u lure . . 

68 

in hydatid disease 



(' h 00. 412, 

470 

'.*>'- ! I 

t m. I ml bv 

909 

i. umdu 

v with 40S, 

4(>4 

In lardaroous disease 



]'», 47. 469. 

784 

1\ !iq ll. 

ideiemm 412, 

469 

Ivrup, 1 .. 

n, h.ukierni.i 



81. 

469 

b\ niid, 

hi. i ic s.ucoina 



115, 

469 

from n, 

ii-r.i! regurgttn- 


t l. >n 


262 

■ '•tlfl. 

"’Is . , 

417 

nutmeq 

chanqe . 463 

ornent.i 

! thickening 


urnu. 

latmg 

(i4 

turn, i 

mr umulating 

41 3 

in peril 

lepaMtis 6 3, 

467 

due to, j 

'hovph< >ru.s 



408, 421. 

469 

portal 

nv.rmia 

464 

in p-et 

jdoleukieima 

50 


relapsing lever . . 420 

renal tumour simu- 
lating .. 67 

ribs plot ruded by . . 210 

bv sai coma 6 1. 6H, 

<15, 412 

- in spirocfui’tosis ictero- 

luemori hagii a .. 419 

- splenic aiucnua . . 467 

splenotnedtillary leu- 

kurmia . . . . HI 

in suppurative cholan- 
gitis 415,404,696 
-■ pvK phlebitis 416, 

696, 738 

suprarmal tumour 

simulating . . 413 : 

- - in syphilis 63, 408, 467 

from tropical conqes- 
tion . . 463 i 

in tuberculosis . . 470 i 

- tuberculous periton- j 

ms simulating 64, 462 j 

- fatty degeneration ot, 1 

f rom alcohol . . 469 i 

- - - liver enlarged in . . 469 I 

- fiom phosphorus 

94, 421, 469 j 
- severe anainia , . 469 I 

- - - tuberculosis . . 469 j 

- - ~ wasting disease. . 469 

- fifth cervicul nerve sup- | 

plving . . . . 864 \ 


Liver , contd. 

- firm in cirrhosis . . 344 

- - Hanot’s cirrhosis .. 466 

- fourth cervical nerve 

supplying • . . . 864 

- friction over, in peri- 

tonitis .. ..149 

- furrowed, lrotn tight 

lacing . . . . 461 

- gas-cont.m.iny loculi in 254 

- ( iauclicr cells in .. 781 

- gumma ol 'see Gumma ' 

- ha nuitoma *4, hepatic 

abscess lrorn . . 464 

- hard, in bronzed dia- 

betes . . .467 

carcinoma 68, 315, 414 

- - cirrhosis 67, 414, 465 

- — Jardaceous disease.. 469 

- - from sarcoma 68, 315 

- hydatid evst of 1 ce 

1 1> dltlcl Disc .sc; 

■■ irregular , lrorn syphilis 467 


- larriaceous, account of 469 

- - tand so. L.ird.u oms 

1 fiseuxe 

- in left hvi> nhondrium 811 
I.eishman - Don.. van 

bodies in . . . . 455 

- leuk:"rniv n, '.Jules in.. 469 

- lyrnphadcnoui.i nodules 

in . . 469 

- m.ci.iii. >i i< sarcoma in, 

bv r bum e.nh . . 315 
■ a • nd.w > to eve . . 3 1 *5 

■ nerve-supt"’. ol . . 804 

- new crow t.’i ot . absec ,s 

iron i ..115 

pair; in shoulder 

it. ri) . . . . 580 

- pieuri'w lr.mi . . 1 17 

- ninth d”; s.il nerv c - up- 

pivme . . . . 864 

- n. s lu'c s in, 1 r. >m t arc i - 

noma . . 115,414 

- - melanotic sarcoma . . 115 

•• sarcoma . . . . i’5 

- umbiiiL ated . . 115 

normal edge .>1 . . 461 

- n.uniallv palpable .. 4M 

nutmen, account of . . 463 

- tr->m e.-rtie disease 461 

- - m arterio'clcrosis 14, 461 

- - .rate s v. ith . . 463 

- — in i limine nephritis 

14. 461 

- -- dyspepsia with . . 463 

- from emphysema and 

bronchitis , . 463 

- - fibroid lung . . 417 

- - heart disease 14, 68. 46 3 

- • high blood-pressure 461 

- - jaundice with 416, 46 3 

- - liver dropped in 461, 463 

- ~ — Live, smooth, and 

turn with . . 463 

- - from mitral disease 461 

-- -- -- stenosis . . 417, 463 „ 

- - mvocardial disease . . 46 3 

- - nt’.cma of tcet and 

legs with.. .461 

“ “ pain over liver in . . 46 3 

- - in shoulder from 580 

- - - spine from . . 871 

pulsat ion of . . 463 

- neck veins with. . 463 

- - tenderness over liver 

hi - . . . 463 

- - — of spine from . . 871 

- - tricuspid incompe- 

tence and . . 463 

- - - stenosis and . . 46 3 

- - iiro-er ythrin from . . 903 

- one lobe ol, dwarfed by 

alcohol .. .’.461 

- — — — svphilis . . 461 

- pain in (see Pain 

- Perl's test in . . . . 31 * 

in bronzed diabetes 32 

- sprue . . . . 32 ' 

phrenic nerve twigs to 864 ! 

- primary growth of, 

ascites rare with . . 68 1 

- - iuundice with . . 68 I 

- rarity of . . . . 68 ' 

- Prussian blue reaction I 

in . . 31, 32, 467 j 

- pulsatile, ascites with . . 847 j 

from fibroid lung . . 417 
- heart failure 68, 847 | 


Liver , pulsatile, contd. 

- - in mitral stenosis 417, 847 


— nutmuq liver . . 463 

— - tricuspid stenosis . . 847 

— puncture in kalu-azar 37 

— flushed up by metcorism 805 

— pyaemia of, jaundice 

f rom . . . . 408 


- referred pain from 

( Lie. 660) 871 

- Riedel's lobe ot (see 

Riedel’s Lobe - 

- rigid rectus simulating 809 

- rough in cirrhosis of 

liver . . . . 67 

- rub over, in general 

peritonitis . . 485, 734 

- rupture ol (sec Rupture; 

- saieonm of i see Sarcoma) 

- secondary carcinoma in, 

pyrexia with . . 347 

from stomach . . 347 

- - deposit.- in . . . . 316 

- •- • from india-rubber 

bottle stomach 1 38 

- nt*w qrowth In . . 315 

- seventh dorsal nerve 

\uppl viiii/ . . . . 864 

suppuration in . . . . 464 

subphremc abscess 
lrorn .. .. 807 

vphi!i>. ol sec Syphilis, 
tender see Tenderness; 
thud cervical nerve 
supplying . . . . 864 

transposition «>f . . 46] 

tropical . . 463 

- - cough from . , 187 

- tuberculosis of . . 469 

■ tumour ol. ascites from 6 I 

• -- f i om hyd e id . . 66 

- - taunJicc f i ot.i . . 407 

- - portal vein obstruc- 

t ion bv . . 61 . 77S 

- urnbilicated nodules in, 

1 rom <. , 4 r c inoniu . . 68 

' uneven in cirrhosis . . 4c>5 

wandering . 462 

• weight ft, in i elation 

to body weight . . 461 

- relatively high in 

children . . 461 

Lividify se> (. .* i;iosjs> 
lobar pneumonia sec 
Pneumonia 

Lobelia, asthma relieved 
by . . . . . . 654 

- liulata, dermatitn due to 916 
Lobster, urticaria from. . 935 
Lobular pneumonia sec 

Bronchopneumonia 1 
Locking of joint in osteo- 
arthritis . . . . 430 

LOCKJAW . . 884 

- umd see Tetanus ; and 

Trismus) 

Locomotor aluxv see 
Tabes Dot sabs > 

Loins, aching in see 
Aching in Loins) 

- bulging of. with hydro- 


nephrosis . . 61 

- — by perinephric abscess 

•J-'tg. 5iJ 698 

- convex, from peri- 

nephric abscess . . 697 

- enlarged spleen in . . 812 ; 

- filled out by kidney 

enlargement . . 437 

~ ~ - perinephric abscess 

4 37, 438, 554 

swelling . . 438 

renal tumour . . 814 ; 

suprarenal tumour 814 ; 

- liy pc nest he sia of, from 

pyelitis . . . . 554 

- injury to, huematoma 

from . . . . 438 

perinephric abscess 

from . . 438 i 

- Jacquct’s crvthcma of 498 ; 

- oedema ol\see Oidcmu) j 

- pain in (sec Pain ) j 

- small-pox affecting . . 920 . 

- syphiloderm affecting 601 . 

- tenderness in (see Ten- ! 

denies | j 

- urinary fistula in . . 494 i 
London fog, hoarseness 

from . . . . . . 388 j 


; London, juvenile ring- 

worni of . . . . 310 

Long plantar ligament, 
softening of, fiat-foot 
from . . 146 

- thoracic nerve see Nerve) 
Loose body in joint . . 435 

- cartilage in knee . . 456 

Lordosis, abdomen promi- 
nent with .. ..195 

- account of . . 194, 195 

- in achondroplasia . . 233 

- back rigid with . . 195 

-- - t ender with . . 195 

- from earn s . . . . 195 

- congenital dislocation 

Ol hips 191, 195, 314 

- in contortionists . . 195 

- from hip disease .. 195 

- kyphosis with . . 194 

- myopathic (/ng./nT 194, 195 

- from nerve disease . . 191 

- paralydsoi back musclcsl95 

- r trely primary .. 195 

- fieri; rickets . . . . 2.34 

and see Spmiii Curvature i 
Loss ol appetite 'see Ap- 

- MEMORY .. 24 

- - and lc Memory, 

I.o- rl, 

- WEIGHT . . 932 

- - and • ee W eight, 

Loss ui 

Lotion 1 . durm.i' it is due to 915 

- luir, erythema from . . 275 
Low affairs, dyspepsia 

nv ii. . . . . . . 400 

- loss of weight due to . . 933 
Lower-tone limit test of 

hearing . . 206 

Ludwig’s angina see 
Angina Lmhnicn 
Lumbaqo account of . . 528 

- lrorn fibrosiiis . . 572 

- .i iorni of myalgia .. 572 
pain in baoK lrorn . . 528 

-- i vein! examination in. . 528 

- rheumatism and . . 868 

-- w nh si i mica . . . . 539 

-- spondylitis deformans 

simulating . . . . 870 

-• tenderness of spine in 868 

- things simulating . . 528 

- uterine disease simu- 

lating . . . . 528 

- vaginal examination in 528 
Lumbar cushion in acute 

nephritis . . . . 513 

- enlargement, compres- 

sion ol, paraplegia 
from . . . 626 

- - transverse myelitis 

involving.. 81, 627 

- glands ■ see Lymphatic 

Glands, Lumbar) 

- nerve, second, distribu- 

tion of ( T/.(\ 581 L 748 

- nerves, distribution of 

609, 610, 611 

- pain (see Pain in Loins . 

- plexus, distribution ot 610 


- puncture .n delirium 

211. 213 

diagnosing cerebral 

tumour . . . . 640 

encephalitis 623, 640 

- - - general paralysis 305 

- - - headache cases . . 371 

- - - hemiplegia . . 382 

indigestion cases 396 


meningitis 184, 278, 

371,62 3,627, 640, 
687, 700,732,787 
pachymeningitis 640 

- - - sarcoma ol men- 

inges . . . . 383 

sciatica cases . . 539 

-- - - trigeminal neuralgia 548 

- headache after , . 371 

(and see Cerebrospinal 

fluid 1 

- region, left, enlarged 

spleen in . . . . 812 

orqans situate In . . 808 

spleen in. . . . 814 

right, colon palpable 

in 812 

kidney tumour in 813 

organs situate In . . 808 
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Lumbar region , right , contd. ! Lung , contd. ! Lupus erythematosus , contd. , I.ymphadcnoma* contd. 

Riedel’s lobe in . . 812 ! - new growth of, account ■ tenderness of scalp - faint in# in . . , . 297 


suprarenal tumour | of 132, 135, 136, 198 

in .. .. 813 ' blood-stained effu- 

- segments, sensory areas | sion from . . 365 

for .. {lug. 584) 751 j - -- - bronchus obstructed ; 

- tumour from hydro- j by . . . . 198 j 

nephrosis . . . . 56 j — — — cancer cells in 

- vertebra*, caries of, effusion from . . 365 ; 

skiagram of {Fig. 451) 565 i sputum from 365 

Lumbosacral plexus af- ! cough from 187, 188 i 

fected by carcinoma 81,627 j cyanosis from . . 198 ! 

fibromyomu .. 81 j fragments ol growth ! 

- - - gumma . . . . 81 { in effusion from 365 j 

pelvic cyst . . 81 i sputum trom 3o5 j 

inflammation .. 81 j gangrene of lung 

sarcoma . . .. 81 from .. .. 801 

- - - tuberculosis of j - — -- heart impulse dis- 

pelvis .. .. 81 | placed in .. 373 ' 

- — diagram of (Fig. 471) 611 j — — — oedema of arms 

- - paraplegia from lesion I from .. . . 198 : 

of . , . . . . 626 j — face from . . 198 , 

pelvic tumour invad- i pleuritic effusion 

ing . . . . 626 j from . . 198, 365 j 

- -- tumour of, muscle I — — — pyopneumothorax 

atrophy from .. 80 i from .. . . 801 ; 

- — — R.D. from .. 80 — — — shortness of breath 

- region, pain in (see Pain) from .. .. 114; 

Lumbricals (see under — — — Skodaic resonance 

Muscles) due to . . 755 : 

Luminal, coma from , . 154 — — - superior vena cava 

- noises in head from , . 504 | obstructed by. . 198 i 

- vertigo from , , . . 504 ! X ravs in diagnos 

Lung, abscess of (see Abscess) j ing 188, 198, 209; 

- actinomycosis of (see I (and see Intrathora- 

Actinomvcosis) cic New Growth) ! 

- acute oedema of, in - passively congested, 

Bright’s disease . . 249 from mitral stenosis 268 

- - - dyspnoea trom . . 247 - putrefaction in, foul 

- aneurysm opening into breath from .. 112 ; 

361, 365 - radial strlations In . . 188 - 

- apical mottling of. in - red induration of . . 268 - 

phthisis . . . . 134 — root of, obstructed by ; - 

- aspergillosis of, luemo- aneurysm .. . . 241 , 

ptysis from . . 361 physical signs of 241 - 

- brown induration of, ’ shadows of.. .. 188 - 

from mitral stenosis 268 - sarcoma of (see Sarcoma) : - 

- carcinoma of (see Card- - sarcomatous metustases 

noma) in . . . . . . 821 - 

- cavities in phthisi r . . 789 — shrunken in pneurrm- 

compressed by uneu- thorax .. .. 532 - 

rysm . . . . 534 - skiagrams of normal 

- disease, pain in temple (Ftg. 155 > 187, 

from . . . . 867 ! (Ftg. 213) 248, 

- - tenderness in temple (Ftg. 3>>1 > 374 - 

from •• •• ^67 — sporotrichosis of, hairno- - 

- displaced by new growth 136 j ptvsis from .. 361 , 

- embolism of tsee limbo- j phthisis simulated by 365 - 

bsm; : _ stonemason’s, hieino- — 

- empyema ruptured into j ptvsis from . . 361 - 

(see Empyema) ! - tubercle of (sec Phthisis ; 

- endothelioma of, second- ; and Tuberculosis) 

ary in axilla . . 322 1 - (and see Pulmonary) 1 - 

- - - round subclavian j Lupoid, multiple benign 502 

vein . . . . 322 j - tertiary syphilis . . 500 - 

- exudative cedema of, I.upulus, delirium from 212 - 

from gas poisoning 200 j Lupus erythematosus, ac- 
in influenza . . 200 count of . . 500, 744 - 

- fibroid (see Fibroid Lung) | — - age incidence of . . 865 

- GANGRENE OF .. 322 ! atrophic scarring in 

- - fanrf Ganercne of I 30?, 309 


from . . . . 8(>5 - femoral glands enlarged 

no ulceration in . . 500 in . . . . 826 

venules in . . . . 865 - fibroid lung from . . 367 

- vulgaris, account of - haemoptysis in . . 362 

500, 891, 892 - Hodgkin’s disease and 

- — age incidence of 225, 471, 782 

892, 895 - inguinal glands enlarged 

apple-ielly nodules in in . . 66, 830 

225, 500, 68?, 743, - inirut horacic glands 

891, 892, 895 ; enlarged in. . .. 66 

bone never eroded by - jaundice in 66, 407, 

500, 892 | 408, 412, 422 

cartilage necrosed bv i - large-celled hyperplasia 

500, 892 I in . . . . . . 475 

- - crusts in 500, 743, 891 i - laryngeal paralysis in . . 606 

- ectropion from .. 27? : - no leucocytosis in 8?, 412 

- epiphora trom . . 273 j - leucopenia in . . 455 

- - epithelioma Simula- I - liver enlarged in . . 412 

ting .. .. 500 ! - lymphatic glands en- 

starting from . . 886 j larged in 66, 83, 471, 804 

- of face . . . . 367 J - lymphocytosis in . . 83 

- finger affected by . . 301 ; - lymphosarcoma and . . 472 

- glands enlarged from 500 - mediastinal, cervical sym- 

- granulosis rubra nasi pathetic irritated by 675 

distinguished from 803 -- — hiccough trom . . 386 

- Koch’s tuberculin - - pupil dilated with . . 675 

test in . . . . 895 - microscopic examination 

- of larynx, haemoptysis in diagnosing 47 3, 475 

from .. 361. 367 - Miculicz’s syndrome in 848 

- - hoarseness from . . 388 — myelocytes in.. 30, 8? 

- leg . . . . . . 895 - nodules in liver in . . 469 

- leprosy simulating . . 5()1 - nucleated red cells in 83 

- of lips . . . . 459 ... occipital glands enlarged 

- lupus erythematosus in . . . . 47 3 

simulating . . 500 - operation in . . . . 475 

- multiple benign sat- - Pcl-libsiciu pyrexia in 708 

coid simulating . . 502 - pericarditis in . . 137 

- nodules in .. 500, 891 - pleuritic effusion in .. 137 

- of nose 225, 500, 892 - portal glands enlarged in 

epistaxis Irom . . 273 61. 66. 147, 407, 412, 422 

- palate, hemoptysis - - vein obstructed in 61 

simulated by . . 359 - pruritus due to . . 658 

- papules in !>00, 891, 892 - purpura m . . 676 

- of penis . . . . 765 - pyrexia in 688, 708, 830 

- pre-auricular gland — serous effusions m . . 1 37 

enlarged from .. 47 ? - spleen enlarged in60, 83, 412 

- rarely arising alter - stenosis of bronchus in 367 

puberty . . . . 500 - temperature charts in 

- rodent ulcer distin- lug. vv, 708, 

gut shed from .. 892 lag. (>]? ) 78 3 

simulating . . 500 thrombotic infarct of 

- scales in . . . . 500 spleen in . . 788 

- scarring in.. .. 500 - tracheal obstruction m 248 

- scrofulodermta distm- - tubercle distinguished 

guished from 500, 683 from. . . . 475 

- - with . . . . 500 - tuberculous glands sim- 

- seldom svmrnet rical 500 ulating ..47? 

- with spinal caries . . 628 - and see Hodgkin’s 

- starting m childhood 892 Piscum- 

- syphilis simulating .. 500 Lymphangioma clrcum- 

- tuberculous peritonitis scriptum .. 919 

with . . . . 65 - of cord, hernia simu- 

- ulceration <4 face in 891 latcd by . . 833 

- - larynx in (see plcer- Lymphangitis, blubber 

atton of Larynx • lips irom .. 824 

- - palate with 7 30 -- from dissection wound 301 

-• - skin in . . .. 500 - erythema with .. 278 

- von Pirquet’s skin - pain in penis irom . . 579 

test in .. .. 895 - land sec Cellulitis; 


; - — atrophy of skin in . . 746 
■K • • 125 j — - baldness from 91, 92, 865 

' opening cartilage not eroded 

a ugh . . 366, 415 < by . . 500 

ruptured into 187, I chilblains simulated 

188, 465, 791 by . . . . 744 

foul breath from 112 > ears affected by . . 746 

- hernia of (see Hernia) face affected by 744, 746 

- hydatid cyst of (sec - — favus simulating . . 309 

Hydatid Disease) ! - _ finger affected by 

- hypernephroma second- 301, 746 

aries in (lug. 304) 508 J - - granulosis rubra nasi 

- hyper-resonant in cm- i distinguished from 803 

physema . . . . 208 j — — hair follicles destroyed 

- infarct of (see Infarct) i in . . . . . . 92 

- injury to, from fruc- ! hands affected by ! . 744 

tured rib . . . . 254 j - — inflamed border round 92 

surgical emphysema j of lips . . . . 459 

from . . . . 254 j lupus vulgaris simu- 

- knife-grinder’s, ha:mo~ lating . . . . 500 

ptysis from . . 361 parts affected by . . 746 

- massive collapse of . . 375 - - psoriasis simulating 746 

- miliary tuberculosis of, - - rare before puberty 500 

without bacilli in scales in 303, 744, 746 

sputum .. ..700 - - of scalp 91, 746, 865 

bronchitis simu- scars in . . 92, 746 ! 

latcd by . . 700 - — sebaceous plugs in. . 746 ; 

starting like influ- - - sex incidence of . . 865 j 

enza . . . . 700 symmetry of . . 500 I 


warty vegetations in 892 Lymphatic glands, abdo- 

Lycopcrsicum csculentum, minal, calcareous, colic 

dermatitis due to .. 916 from .. 147 

Lyddite, picric acid in .. 917 - - - — ureter obstructed 

Lye, dermatitis Irom .. 917 by .. 147 

- used by printers^ . . 917 - - - caseous, iri tuber- 

Lying in Korsakow’s psv- culous peritonitis 

chosis .. ..570 (Fig. 563) 705 

Lymphadenoma, abdom- - cretaceous . . 712 

inal glands enlarged in 66 - - - enlarged, calcified 811 
wall infiltrated in .. 804 - - - - in Hodgkin’s 

- albuminuria in .. 16 disease 66, 782, 81 1 

- anaemia in . . 412, 830 j lymphatic leuk- 

- arsenic in (Fig. 505) 64 3 ! semia . . 66 

- ascites in . . 61, 66, 137 — — — — malignant . . 811 

- axillary glands enlarged tuberculous .. 811 

in • • . . 66, 475 - - - abdominal pain 

- basophil corpuscles in 83 from .. 712 

- bleeding gums in .. 362 appendicitis simu- 

- bronchiectasis from . . 367 latcd by . . 712 

- cervical glands enlarged ! - — - coli bucilluria 

In • ■ 66, 474, 475 simulated by 712 

- no characteristic blood -- - - - colic from . . 147 

changes in . . . . 8 3 ; palpable . . 216 

- colic from . . . . 147 | - pancreatitis sim- 

- delirium in . . 212 | ulating .. 700 

- dyspntea from . . 246 j pyrexia from . . 712 

- epistaxis in . . 362 j -- - - - ureter obstructed 

erythema in . . . . 276 [ by . . . . 147 
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Lymphatic glands, contd. 

- - appendicular, cal- 

careous, colic from 148 
- inflamed, colic from 148 
axillary, abscess due to 816 

- - - anatomy of . . 816 

- enlarged, account of 475 

~ - - ~ brachial neuritis 

simulated by 544 

- - - - from carcinoma 

ol breast 475, 

838, 839 

- - in German 

measles . . 283 

- - - - herpes.. . . 5 31 

- - - - llodgkin’s dis- 

ease . . 471,782 

inflamed . . 816 
in leukaemia . . 34 

lichen scrolulo- 
sorum with . . 598 

- - in lvmphadenoma 

60, 475 
lvmphoma . . 472 
lymphatic leuk- 
a tma 66, 475 
from mastitis . . 8 38 
microscopic ex- 
amination of 475 
pain in . . 475 

in prurigo . . 601 
pvrexiu with . . 475 
from rugnail . . 475 
septic absorption 475 
sore on arm . . 475 
back . . 475 

breast . . 475 
tinker . . 475 

shoulder . . 475 

tubercle 47 3. 475, 816 
suppurating . . 695 
pvrexia due to 0H7 
bronchial, calcareous, 
h.cmoptysis lrom 361 
caseous, bradypnma 
from 1 10, 111 

bronchiectasis 

from . . 367 

bronchus ob- 
structed by 

367, 476, 858 
in t hildren 186, 7 1 2 
cough from 186, 7 12 
lrom cow's milk 858 
cvanosis from 

197, 249 
delicacy from. . 386 

expectorated 249,792 
- febrile bouts 

lrom . . 386 : 

fibroid ltmu from 367 
general tubercu- 
losis from . . 480 
glands in abdo- 
men with . . 386 
- neck with 386, 858 
hiemopfvsis from 361 
hiccough lrom 386 , 
irrupted into bron- 
chus . . . . 249 

marasmus with 480 1 
meningitis from 480 

from milk . . 386 

obstructing trachea 
Udg. KhS) 197, 799 
orihopntea due 
to . . . . 249 

pyrexia with 712, 858 
rupturing into 
trachea . . 799 

skiagram of 

/ 55) 187 
stridor due to. . 799 
tachvcardia with 

111, 856, 858 ; 
in tuberculous i 
peritonitis 

(lug. 561) 705 

vagal irritation by856 
X rays in dia- 
gnosing 111, 

186, 386, 858 
enlarged, bronchus 
obstructed by471,476 j 

- - caseous, skiagram 
of (Fig. 384) 481 I 

inferior vena cava ! 

stenosed by.. 476 j 

- - innominate vein 
stenosed by 476 I 


J Lymph, glands, branch., contd. ! 

| enlarged, laryngeal l 

paralysis from . . 476 


472 - 


476 


186 

186 


246 


i 630 
147 


897 

712 

4 3 
386 
386 


j -- - - - in lymphatisn. 

- - - - from lympho- 

| sarcoma 

- - - - superior vena 

cava stenosed 
by 

i _____ X rays in din- 

nosing 186, 471 

- — - inflamed, in chil- 

dren 

— - - - cough from 
irrupted into tra- 
chea, dvspmra 
from 

- -■ calcareous, calculus in 

ureter simulated by 35 3 
. — - — colic from . . 147 

- -- - skiagram showing 

; ! ltg. 481 

ureter obstructed 

by 

- - carotid, enlarged, 

from epithelioma 
of tongue 

caseous, account of . . 

- — — amtmia with 

- — — delicacy with 

- - - febrile bouts with 

general tuberculosis 

from . . 480 

- - - hiccough from . . 386 

- - - meningitis from . . 480 

- - - from milk 386, 480, 858 

- - - tachycardia from 856 

- - - in tuberculous men- 

ingitis . . . . 73 

- - - - peritonitis 65, 476, 

- Fig. % 1 ) 705 

- - - vagal irritation by 856 

- - cervical, angina I .tulo- 

vici involving . . 253 

- - - caseous, in spinal 

caries . . . . 628 

enlarged, account of 474 

- - - - breaking down 474 

carcinoma 
of thyroid . . 876 

- - - - caseous bronchial 

glands with.. 858 
----- - cow’s milk and 474 

- - - - from dyspeptic 

ulcers of mouth 898 

- - - - epidemic of . . 474 

- from epithelioma 475 

_ _ of (esophagus 606 

----- fistula from . . 474 

- - - - in C ierman 

measles 283, 685 

- - - - Hodgkin’s dis- 

ease . . 471, 782 

- - - - inflammatory . . 474 

- - - - in Kirkland’s dis- 

ease . . 474 761 

- - - - large spleen with 475 

- - - - in leukaemia . , 34 

- — - - lichen scrofulo- 

sorum with. . 598 j 

In lympliadenoma I 

66, 47 475 j 

- — - - lymphatic lcuk- 

itnna . . 66 j 

- - - - lvmphoma . . 472 ‘ 

- - - - lymphosarcoma 474 i 

- - - - from otitis media 474 

- - - - pediculosis 474, 695 

- — - — periostitis of jaw 8 34 , 

- - - - sarcoma . . 475 

- - - - scarlet fever 12, , 

283, 474 j 

- - - - in scrofulodermiaSOO ; 

- - - - from sore on 

buccal mucosa 474 ! 

- - - - - neck . . . . 474 

- - - - - throat 12, 474 

- - - - in spinal caries 628 j 

tender . . . . 474 

from tubercle473,474 

vocal cord para- 
lysis from . . 606 

- - - epithelioma of 

tongue infecting 253 

- - - inflamed, from boil 795 

carbuncle . . 795 

causes of . . 763 

from dental sep- j 

sis . . . . 795 j 

_ dysphagia from 763 I 


Lymph, glands, cervical, contd. 

inflamed, lcucocy- 

tosis from . . 454 

from pediculosis 

capitis . . 795 

- sore throat due 

to . . 758, 763 

- stiff neck from 795 

- symptomatic leuk- 
aemia f rom . . 454 

- torticollis simu- 
lating . . 179 

lymphadenomatous, 
dyspruca from 

246, 248 

- laryngeal para- 
lysis from . . 606 

- trachea obstructed 


by 


248 


606 


248 

338 


88 

799 


- — — lymphosarcoma 

tons, laryngeal 
paralysis lrom . . 

- — - malignant, dys- 

piMca from 246, 

- - - - hoarseness from 

- paralysis of vocal 

cord f rom . . 
stridor due to. . 

- — — - trachea obstructed 

bv . . . . 248 

secondary carci- 
noma in . . 241 

- - - suppurating . . 695 

pyrexia due to 687 

tuberculous . . 474 

- - - - laryngeal paralysis 

from . . . . 606 

- - ENLARGEMENT OF 471 

from chancre 824, 897 

in chloroma 257, 679 

general, blood- 

count in 

- — - - in furunculosis 

- — — - (ierman measles 

471 

- - - - lvmphadenoma 

lymphatic leuk- 
aemia 

- — - - lymphoma 

- lymphosarcoma 

471, 472 

plague. . 471, 472 

- — — - sc ihics . . 471 

Still’s di-.ea .c 471,472 

svphibs 302. 417, 

471, 764 

tubercle 471, 47 3 

- - - in herpes zoster. . 914 

Hodgkin’s disease 

49, 72, 83, 782 

leprosy . . . . 478 

lymphatic leukaemia 

71, 83, 652, 679, 779 
Miculicz’s syn- 
drome . . 848 

mycosis fungoidcs 888 

rheumatoid arthritis 

47, 472 

from sarcoma of 

bone . . . . 821 

in Still’s disease 47,781 

syphilis 602, 684, 691 

from tuberculous 

breast . . . . 838 

- - - vein obstructed by, 

oedema from . . 511 
epltrochlear, enlarged 476 


471 

471 


, 472 
471 


471 

471 


476 

476 


476 

476 


from arthritis . . 

- - digital chancre 
dissecting-room 

sore . . 

- - infective syno- 

vitis. . 

- - post - mortem 

wound . . 476 

- - rheumatoid arth- 

ritis 47, 426, 472 

- - septic absorption 476 

- - whitlow . . 476 

- tender, in rheuma- 

toid arthritis . . 47 

femoral, enlarged .. 830 

from epithelioma 

of leg . . 895 

hernia with . . 826 

simulated by 

830, 832 
inflammatory . . 826 

- - lymphadenoma- 

tous. . . , 826 


Lymph, glands , femoral , contd. 
enlarged in prurigo 601 

- - — inflamed, from sore 

on skin . . 562 
parts draining to 830 

- - ileocarcal, inflamed, 

appendicitis simu- 
lated by . . . . 561 

pain in iliac fossa 

from . . 557 

tuberculous, pain 

in iliac fossa from 557 

- - iliac, calcareous, ure- 

teral calculus sim- 
ulated by . . 559 

enlarged . . . . 830 

from carcinoma 

of testis .. 587 

- - - - felt as nodules 476 

- per rectum . . 476 

- - - inflammatory . . 827 

- — — — from leg sore . . 814 

malignant 476, 827 

- - - - from perineal 

sore . . . . 814 

sarcoma of testis 587 

swelling in iliac 

fossa due to 

562, 814, 827 
inflamed, appendi- 
citis simulated by 562 

- pain in iliac fossa 

from 555, 

557, 558, 562 

- - - - from pelvic in- 

fection . . 562 

pcriprucial infec- 
tion . . . . 562 

periprostatic in- 
fection . . 562 

pyrexia from . . 562 

- secondary to fem- 

oral glands . . 562 
inguinal glarids562 

- - — - tenderness in 

iliac fossa from 562 

- - - parts draining to 830 

- - - tuberculous, appen- 

dicitis simula- 
ted bv 563, 697, S28 

- - - - colic f rom . . 148 

pain in . . 828 

- - - iliac fossa from 

555, 557, 558 

palpable . . 563 

swelling in right 

iliac fossa due 
to . . . . 828 

- - - - in tabes mesen- 

teries . . 563 

- - - - tender . . . . 563 

X rays in dia- 
gnosing . . 563 

- - inguinal, enlarged . . 830 

abscess from . , 476 

bubo from . . 476 

in bubonic plague830 

from carcinoma 

476, 830 

of colon . . 831 

ovary . . 831 

urethra . . 230 

with chancre 230, 

764, 766, 767, 854 

- - - - from epithelioma 

767, 854 

of anus . . 830 

------- penis .. 765 

scrotum . . 849 

in filariasis . . 830 

from genital sore 830 

in German 

measles 283, 830 
from gonorrhoea 476 

- - - - in herpes . . 531 
genitalis . . 913 

- from insect bites 830 

in leukaemia . . 34 

lvmphadenoma 

66, 782, 830 
lymphatic leuk- 
aemia 66, 830 

from melanotic 

sarcoma . . 477 

pain with . . 476 

due to Pediculus 

pubis . . 830 

phimosis . . 765 

pyrexia with . . 476 

reddening over 476 
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Lymph, gland*, inguinal, contd. i 
enlarged lrom sar- 
coma . . 830, 8 31 ! 

■ - - - scurvy. . . . 477 j 

- sepsis . . . . 470 j 

- soft sore 764, 705 j 

... sore on back . . 47 o j 

- ■ buttock . . 476 j 

toot . . . . 476 i 

-leg . . 476., 850 ; 

------ - penis . . 476 j 

- - - perineum . . 476 | 

~ - - scrotum . . 476 : 

- - thigh . . 476 

- toe . . 476, 830 | 

- - - vulva . . 476 i 

- • - - in syphilis 472, 810 ; 

- - - - due to truss . . 830 

- - - trypanosomiasis 37 ; 

tubercle 475, 830 

- ~ - urethral dis- 

charge . . 476 j 

-- hydrocele of hernial 

sac .simulating 8 30 

- - - inflamed, limping 

from . . 457 

- - from sore on skin 562 


I.ytnph. glands, mediant,, coned. 

- - - lymphadenomatous, 

fibroid lung from 367 

- - - - stenosis id bron- 

chus by . . 367 

lymphosarcoma of 132 

- — - sarcoma of, second- 

ary in lung . . 365 

starting in . . 910 

mesenteric, calcified, 

calculus simulated 

by . . 440, 441 

- -- -- caseous . . 65, 700 

- — - - adhesions from 167 . 

obstruction 1mm 167 , 

- — — - in tuberculous 

peritonitis 05, ! 

L:g.5 o»' 705 

- - enlarged, lrom caici 

noma . . 47 0 

- - - - in dysentery .. 476 

- -- - inflammatory . . 476 

_ _ ... - in lympfuiisin 477 

- — - - seldom palpable 476 

- --- -- in tuberculosis 

of bow el .. 47 o 

■■ - — - tuberculous . . S0t> 


Lymph, glands, portal, contd. 

- - - enlarged, lymph 

adenomatous 66, 422 
_____ ascites from 01 
_____ jaundice from 

407, 412 

_____ portal vein ob- 
structed by 61 

- - - - lymphatic leuk- 

icimc, ascites 
lrom . . 61 

- - - portal vein 

obstructed 


bv 


61 


lymphosarcoma- 
tons, jaundice 
lrom 
malignant, as- 
cites from ol, 412 

— jaundice 1 1 1 'in 

407, 412 

- poi I ill vein ob- 

si met (\1 be 6 1 
lrom ovarian 
glow 111 

pojial vun ob- 
structed by 


412 


■11 3 


I Lymph, glands, submaxi t., contd. 

J enlarged lrom scarlet 

lever . . . . 474 

- - — - septic absorption 474 
----- - stomatitis . . 474 

syphilis . . 474 

- - tonsillitis . . 474 

- - tubercle . . 474 

• •• - Vincent's angina 474 

su|)jnira1inn, causes of 695 

- Uucocviosis lrom 453 

- sites ol . . 695 

- Am reddened over 695 

- ! enderness of . . 695 

supt acl.ivicular, car- 

i mount m 9, 

;/iy. 77' 66, 1 36, 

277, 318, 516. 597, 

476, 77 o, 777, 897 

• enlarged, account of475 

- - from growth in 

abdomen . . 475 

Kudo , m rheumatoid 
arthritis . . . . 47 

llmraen. enlarged in 
Hodgkin's disease 782 
tuberculous, account 


- • melanotic sarcoma 


_____ m mbci culous 

t»6, 77H, 

78 1 

of . . 

. 712 

or' 

SM 

peritonitis . . 47(' 

- - - - sarcomatous . . 

68 

- agi incidence o 

f 475 

- - - purrs draining to 

8 30 

- • - t vpimui ic\ ci .. 47o 

- - - .^vvikiarv to 


uiuimiu with 

. . 43 



- - uh er.itivc colitis 476 

can iiioin.i . . 

412. 

- - ascites trom 

. . 67 

noma in 

727 

- - • Uibc'ieuleu 1 -, py- 

sypluiM 4 c. |. Hin- 


- - m elnlaren 

.. 712 

- - - suppurating 695, 

8 31 

rexia due to .. 712 

du e from . . 

4 o7 

sope lrom 

. . 147 

- - - pyrexia due to. . 

687 

- - occipital, enlarged, in 

- - tubers ulou-- 

Oti 

-• in groin . . 

. . 830 

- - - - from soft sore 


Herman me. isles 

-a* alu I mi 6 1 

, 65 

toon ! e.o 

. . 523 

764, 

7t>5 

28 5, .*72, 47 3 

_____ p., v -du».i s ob- 


- - - i.UUlduc Jlotll 

. . 67 

- - tuberculous, abscess 

Hodgkin’s dis- 

structed bv 

6? 

lymphaclftnoma 

dis- 


due to . . . . 831 

- - lumbar, enlarged, from 

carcinoma of Lcstis 850 

■ sarcoma of testis 587 

- - - secondary Carci- 

noma in . . 727 

- - mastoid. enlarged, 

from boil in car . . 252 

■ - mediastinal, carcinoma 

oj, chyluriu from 140 

■ - - - thoracic duct 

obstructed by 140 
• ■- caseous, cough from? 12 

- - - delicacy from . . 380 

■ - - -- febrile bouts 

from . . 386 

gl mds in abdo- 
men with . . 386 

■ neck with . . 386 

■ - - - hit cough from 386 

- - - irrupted into bron- 

chus . . . . 249 

- - - from milk 386, 712 

phrenic irritation 

from , . 386 

- - - pyrexia due to 712 

- - - skiagram of 

( Lig. M4) 481 
- in tuberculous 
peritonitis 

' Lig. 563 i 705 
s agal irritation 
from . . . . 386 , 

- - von Pirquet test 

with . . 712 1 

X ravs in diagnos- 
ing .. 386, 712 

- enlarged, bronchus 

obstructed bv 

471, 476 
lrom epithelioma 
of oesophagus 606 

- - inierior vena cava 

stenosis by, . 476 

- - ■ innominate van 

sfenosedbv.. 476 

- - - laryngeal para- ; 

lysis trom . . 476 

- in lymphadenoma 66 ■ 

lymnbfitic leuk- 
aemia . . 66 j 

- - - from lympho- 

sarcoma . . 472 : 

- - • superior vena j 

cava s tenoned 
by . . . . 476 - 

- vocal cord para- 1 

lysis from . . 606 
- - X rays in dia- 

gnosing , . 471 
lymphadenomatous, 
bronchiectasis 
from . . . . 367 * 


caw.. .. 473 

- - - ireni impetigo 

472, 47 3 

■ - - - kvrion . . 472, 47 > 

■ - - - in ivukiemia . . 47 3 

-- lymph, idcnoma 47 5 

- from lymphatic 

leukwtUM . . 472 

- - - nils with . . 47 3 

lrom pediculo 

472. . -*7 3, 


ti95 
. . 47 3 
. . 47 3 


- - - - ringworm 
seborrhiL-j 

- - sores on scalp . . 473 

- - - - suppurating ring- 

worm . . 472 

wen . . ..473 

------ wound . . 473 

-- - - - fn syphilis .. 473 

- - - - tuberculosis .. 47 5 

pelvic, calcareous 

■ lags. Ln-dfyh 443 
calcified, ureteric cal- 
culus simulated by 

442, 443 

- - - enlarged, from 

carcinoma of 
bladder 550, 

577, 721, 722 

- - prostate 

- J cl t as nodule 

p 0r rectum 350,476 

malignant . . 476 

- - - - lrom new growth 

of testis . . 850 

- - - secondary card 

noma in 

popliteal, abscess 

from .. 844 

- — - enlarged . . . . 844 

from arthritis. . 477 

sepsis . . . . 477 

- - - - sore on loot 

leg 

toe 

- - portal, carcinoma of 

colic from .. 147 

- - - caseous, jaundice 

lrom . . . . 412 

- enlarged, ascites 

lrom . . 

~ - - bile-ducts ob- 
structed bv 

66, 422, 784 

- - - - from carcinoma 

68, 476 

- - - - — of colon . . 413 

liver. . . . 414 

- - - - jaundice from 

66, 422, 784 
leukaimic 66, 412 

- - - - - jaundice from 


350 

476 


727 


477 


477, 845 
477 


66 


407, 412 1 


- - - - - jaundice lrom 

67, 407, 412 

------ porta! vein ob- 

Mulcted h\ 

ol, 67 

- -■ lymphadenoma of, 

coin, lrom . . 147 

- - - sarcoma oi, colic 

trom . . , . 147 

- - - syphilitic. colic lroinl47 

- - - tuberculous, colic 

from . . . . 147 

- - - - utir.vlice from.. 412 

- - pre-au! lcular, en- 

larged from acne 47 3 

- - - - boils m eat . . 252 
- ch.mcic on eyclid475 

- - - - epithelioma .. 47 5 

- - • - ltipu:, \ uig.iris 473 

- - - - melanotic sar- 

Lom.t . . 47 3 

- - - parotid growth 

simulating . . 848 

_ _ pyogenic . . 84S 

- - - lrom rodent ulecr47 3 

- - - septic infection 47 3 

- - - sore on check .. 47 3 

car . . ..473 

cvclid . . 47 3 

- temple . . 47 5 

syphilis . . 848 

tubercle 52 3, 848 

- - tender . . . . 252 

- retroperitoneal, carci- 

noma in . . 9, 476 

- - new growth in, 

harmaturia from 910 

- — ~ inferior vena 

cava obstiuc- 
icu by 909, 910 
• - - - - secondary' to 

ovary .. 910 

----- testis . . 910 

- secondary epitheli- 

oma in . . . . 886 

- submaxillary, calculus 

m 848 

- - chorda tympani 

supplying . . 605 

- - enlarged, abscess 

from . . . . 474 ; 

- - - lrom carious 

tooth . . 474 

- diphtheria . . 474 

- - ■ epithelioma 474, 897 ; 

- faucial lnlium- 

rnatiori . . 474 | 

hospital sore i 

throat . . 474 J 
■ - - - lichen scrofulo- [ 
sorum with . . 598 

- - - pain in . . 474 I 

from quinsy . . 474 j 


tlnnuislied from 475 

- - - ■ simulated bv . . 473 

- - - misi oscopKal exam- 

in. ill- Hi in diagnos- 
ing 47 3, .174 

■ - - 1 ioju ; : i i lk 471, 451, 9 32 

- - - in luA m children 480 

- - - nodules m neck 

with .. ..481 

portal . . . . 66 

\ i in ob* tructcd by 67 

-- - ~ no*, predisposing to 

phthisis . . 474 

- - pyrexia due to 481, 

706, 711, 712, 713 

• - tuberculous peri- 
tonitis with . . 65 

-- - ureter obstructed by 147 

- - - von J'irqiu t s skin 

test and . . 481 

- - (and see Adenitis) 

- letik.emta see Lcuko.-niiu) 

- obstruction from burn 894 

- - chylous ascites lrom 72 

- - in elephantiasis . . 894 

- - by' 111 a i iu 512, 855, 894 

- - 1 rauurc . . . . 894 

alter labour . . 894 

- — icdcniu due to . . 511 

- - in phlegmasia alba 

dolcns .. ..894 

solid udema lrom . . 512 

- - ulcer ol leg due to. . 894 

Lymphatism, account of 477 
Lymphocytes, age varia- 
tions in 

- in usen ic fluid 

- cerebrospinal lluid (see 

( .erebiospmal Lluid) 

- Hodgkin’s disease 

- indeterminate, coloured 

figure of . . i Lig. 3'> ) 29 

- in Kaposi’s disease . . 454 

- large 27 

- - hyuhne, coloured 

figure of d ig. 37) 29 

- - Jenner’s slain and . . 28 

- - in lymphatic Icukarmiu 35 

- - malaria . . . . 738 

- in lymphatic leukaimia 

34,60,71,83,412, 052,779 

- pleuritic fluid . . . . 132 

- - - m tuberculosis .. 135 

- relatively hiph in children 35 

- small . . . . . . 27 

- - coloured figure of 

U'lg 35) 29 

Jenner’s stain and.. 28 

in lymphatic leuk- 
aimia Lig. 45) 33, 35 

- in symptomatic leuk- 

armiu . . 454 

- transitional . . . . 28 


28 

65 


49 
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Lymphocytes, contd. 

- in tuberculous peritonitis, 65 

- typhoid fever 455, 689, 

7 39, 784 

Lymphocytosis in intec- 
linns . . . . . . 45 

- Kaposi's disease . . 464 

- lymphadenoma .. 8 4 

- pernicious anamio . . 8 4 

- symptomatic kukarma 454 
Lymphoma, definition ol 472 

- general enlargement of 

lymph glands in . . 471 

- lymphosarcoma and . . 472 

Lymphosarcoma, albumin- 
uria wit h . . . . 16 

- ol bronchial eland < .. 472 

-- civcum, lever xxilh .. 814 

- cervical glands enlarged 

in . . . . . . 474 

- - laryngeal piraly-ts 

ln>m . . . . 006 

- chloroma tel, tied to . . 51 

- cosinopiiiha 1 1 om . . 271 

- exophthalmos Itetn 

,}■>>:. 227 ' 284 
general lymph-gland en- 
largement in. . 471, 472 

-- Hodgkin's disease and 

4 7 2, 782 

of mediastinal gland 1 * 

1 ! 2. 472 

- media'- 1 Inal, bronchus 

lin aded bv . . Oil 

- - cervical sxmpatholk 

irritated by . . 675 

- ■ c< 'Ugh I ! i 'U < . . . . lho 

~ • dn tended ii' i l vein*- - 

limn ->Ji) i 600 - 

- • veins on thorax 

Inin 1 hr.'. ' ' 06 0 

~ - etiopht! tlmi's tr.nn 

/ re. ■•'2" 66" - 

- - Inmop: , Jn-m . 101 

- - pa: .9 v ms . <t U ivim! 

!■ V mp.'.lli* t !' due to 
.Vie. 22/ 270, 

/.»!' )J'i 000 - 

phrenic nerve i : t : - 

t.ited b', . . 8 6 

pin* i: h>mi /•/’>-. >. V 1 t»60 

- - pupil dilated •All;, , 676 

- - subclavian vein ob- 

structed by 

/■.■e. 52-' 660 - 

- - vagus nerv t nutated - 

nv .. .. 180 

- ■- \ ray, m diaeuovme 186 

- ol vrtul l ie. ?8-l 

- porta.* gland 1 - enlarged m 412 

-- rn i ■. sr. i due lo . . 707 

- X ra\ n- di.ntn. tsinc . . 472 

Lysis in bioiuhopmu- 

nanii.i . . . . 700 

- plcumo with etludon — 

/we. 70 X ~ 

- pneumonia 199, Pic. 171 200 

- typhus lexer i.Lie.tdi) 786 


M cBURNEY’S spot, defi- 
nition of . . . . 558 - 

- - tenderness oxer, in 

appendicitis 554, 558 
McCall Anderson, psoria- 
sis rupioides ol . , 743 ; 

Muckcn/ie on cxtrasvx- - 

toles 668 - 

- relerred pains (Lie. oom 871 
Mac Lean's method of 

blood-sugar estimation 3)2 
Maerocheilia . . 852 - 

Macrocytes in pernicious 

ameniiu . . . . 27 ; - 

Macroglossiu . . 852 

MACROSOMI A . . .323 - 

Macula, cherry-red, from 
retinal embolism . . 520 

-■ optic atrophy due to I - 
lesion of (l : ie. LIS) 156 , 

- while patches at, Irom - 

albuminuric retinitis 93 ' - 
-- (and see Yellow Spot.) ' — 

Macular atrophy of skin 454 | _ 
- colohoma, amblyopia : - 
with . . . . 922 - 

- - nystagmus due to . . 922 | - 

- ttyphilide (Li}’. iPJ'j 478 j - 

MACULES . .477 - 

- definition of . . . . 477 I - 


Macules, could. 

- in erythema multiforme 600 

- t rennan measles 282, 685 

- leprosy . . 478. 501 

- measles . . 282, 685 

syphilis 478, 601, 684 

- typhus lever .. .. 786 

Maculo-papulcs . . .. 567 

Madura foot . . 893 

Magnan’s sign in cocaine 

habit . . . . . . 755 

Magnesium and ammonium 
phosphate . . . . 638 

- in intestinal sand . . 742 

- phosphate, amorphous 03h 

- - needles J 1 om . . 6 58 

- - opal-.M - nee m urine 

four .. .. 5 

- - m urine . . 6 18 

- rectal couciction lrom 87 3 

- renal calculus simu- 

lated alter . . . 44! 

- sulphate, cohe lrom . . 525 
A’ ah- >panv, Uerrnatitis 

lrom 6J6 

.Main holt m lncdreich’'. 
dise.e e . . . . 176 

MAIN EN-GRIFFE .141 

- and see < d.ixx -hand ■ 

Main succulente m syt ingo- 

myelia . . . . 14? 

Mar/e, pellagra due to . . 276 
.Malar bone overflown m 
acromegaly . . ..265 

flush , i 1 'lush 
alana. abscess of liver 
xiniul.itnn' .. .. 455 

acctonuria from . . 5 

acul e nepii: itr u. . . 1 ] 

icstixo annum. al . . 738 

- I'jr.lMli Ot .hr’. ■>'>■ 41 

a me -v.it ■■ spleen in . . 780 
al I’O in; in.t m . . 56 

.ihu.liix .’i 

.in.emi.i bom 27, >o, 

•7.4 1. 547,516.755 

— SCX C! l 111 . . . . 6? 

ascites in . . . . 62 

bein en . . . . 58 

- U’ . 1 1 u I ,,7 ! .s 

p. ras.tes ol lie. 57 40 

blarkwater fever and . . 358 
bliuuK - sin . . . . >8 

or n hiai n urahua from 54 ; 

b; .'XX .utile in . . . . >{■'■« 

i jchexin trom 5. 16, ?7, 

4*i. 127, 128, 215,047 515 
rerohral. ar count of .213 

- blood trims m Jiapnos- 

100 . . . . 1^7 

- brain lapidaries 

block Cl 1 m ..215 

- cerebral haemorrhage 
snmdate.l by .. 213 

- coma due to . . 157 

- dchiuur lrom 211, 21 2 
ti emeus simulated 

ox . . ..215 

- dementia simulated by21 3 

geographical distribu- 
tion . . ..213 

- hcat-st roke stim hited 

by . . ..213 

- from India . . . . 213 

-• msunitv simulated bv 

157, 213 

- mania simulated by 21 5 

- from West Africa 1. 213 
( ’.beyne-Stokes breath- 

ini'. in . . ..136 

choleraic dimrhica in 39 
chronii'. lempeiature 

chart in . . t/uy. :jV>) 39 
cirrhosis from . . 417 

cold static of . . 38, 654 

collapse in . . . . 39 

colour index low in . . 37 

coma in . . 39, 153 

complex, temperature 
chan of . . (l-'iy. 55) 36 
congestion of liver in 417 ; 
crescents in blood in. . 420 ' 
deafness lrom . . 207 ! 

death from . . . . 36 j 

delirium in . . . . 21 1 j 

in diabetes . . . . 3 35 j 

dia/o- react ion front .. 218 
dysentery simulating. . 706 
cosinophilia after . . 271 
erythema in . . 276, 278 


Alalaria , contd. 


- fainting in 

.. 297 

- flushing in 

. . 38 

-- frontal headache in . . 369 

~ gangrene lrom 

. . 317 

— general xxasting in 

. . 78 

- glycosuria in 

. . 322 

- lncmateniesi.-. from 3-16, 


146, 347 

— harnato/oa in 36 

38, 

8 h 

213, 278 

- hamutunu in 

. . 348 

— ha-mogh birmnu from 358 

- heada. he m . . 

38, .371 

- hepatic ab'.vc.sK 

dis- 

tuvuisivd lrom 

. . 454 

- - - simulated by 

. . 417 

■ simulating 

464, 695 

- hot stage of 

38. 654 

• hyperacu* is from 

. . 389 

- hyperpyrexia in 

39, 390 

- ill health alter 

. . 9!! 

- impotence in . . 

. . 393 

-- in Italy 

213. 779 

- jaundice in 

408, 417 

- large hxaluie cells 

in 

>47, 417, 455. 

654, 

695, 7 18, 

739. 785 

- huerisx’ . . 

. . 42 


- line to Laverama malaria: 

58 , 41 

leucocytes m .. 39, 347 

- leucocyiosis rare in .. 45 i 

- no leumcxto-i* in 417, 

454, 66 1, 738, 785 

- leucopenia in 455. 464. 

6 "5, 715. 736 


- malignant . . . . 38 

- -- parasites of . . . . ~}!s 

- - quotidian .. ■ /-Y».\ 6'<) 4 J 

- - subterliiin .. 57; 41 

• tertian . . 39 

- - - parasite ot l ie. •)’/ -1 1 

- - veil.'.. lexer :inu- 

i.itcil bv . . . . 345 

- nii.ni rrii.ieiv. ai :er . . 4 k 7 

-- mosqu't* • |i,t. s an..! . . 3 c 

-- multiple ml, . ; i >r. m . . J S> 

- liiii'Lj'.'.r at-v'ph'. m.. 75 

- p.iin :r, w; . . J -S 

- ev in . . . . 547 

- - ‘. : mbs in . . 5 nH 

- - scalp in . . . . Hr, 7 

-- parasites of . . 38, 36 


-- .mm bold aci 'v.c ol 42 

- - in blood in 345. 417, 

654. 708. 738, 7 36. 785 

- - crescent lornm of 41, 42 

distinctive points of. . 42 

- - yamet ncylcs of 41, 42 
-- - illustrated 

l i.es. tJ'-./o 40-41 

- - hie-cx cle of . . 42 

-- - Maurer's do»>. in . . 42 

- -- mei ov, -lies of . . 42 ; 

- - pipirient of 40, 41, 42 

- - cjuininr and . . 3° 

- -- riny lorrrn ot 40, 41, 42 

- - schiyonis of 40, 41, 42 

- - Schufiner’s dots in 42 

- - tropbo/oites of . . 42 

- — vacuoles in . , 42 

- peripheral neuritis in 80 : 

- peritonitis in . . 62 

-- photophobia in . . 6^9 1 

- pipmeni granules in 

urine in , . . . 36 

- - in parasites of . . 40 

- pigmentation of skin in 644 

- due to Plasmodium 

falciparum . . . . 41 

malarix . . 38, 40 

vivax . . 38, 40 

- polyuria in cold stage of 

65 3, 654 

-- prolonged pvrexia in 

( l iX. 56' 39 

- purpura in . . . . 676 i 

- py»mia distinguished 

from . . 739 

- pyrexia in 37, 38, 39, 6H8 

- quartan . . 38. 738 

acute nephritis in.. 11 

parasites of . . 38 

Plasmodium malaria: 

causing . . . . 40 

- - temperature chart of 

) Lip. *5/) 33 
| - quinine in 39, 417, 654, 738 
in diagnosing 687, 785 


i Malaria, contd. 

- quinine test for . . 739 

- epu itidian, due to double 

tertian . . . . 38 

- — temperature chart of 

' /ay. J3) 38 

- recrudescences ot . . 42 

- rigoi.s in 38, 278, 737, 738 

- ring parasiti's jn . . 40 

- schizontx of . . . . 40 

- revere anarmia in .. 16 

- spleen enlarged in 346, 

347, 778, 785 

- sweating stago in . . 38 

- tenderness ol scalp in 867 

- tertian . . 38 

- - double infection of 

i Lie. 74) 39 

- - jaundice in . . . . 417 

parasites of 38, (Lig. 57j 40 

- - quotidian type . . 38 

- - temperature charts in 

( hi);. 7 1 ) 37, \Lit(. Si) 38, 

(Lie. 34) 39 

- thyroid gland enlarged 

in . . 877 

-- tinr.itus due to . . 879 

- n vpanosumiasc. simu- 

lating . . . . 708 

- urohdinuriu in 39,417,902 

- vomiting in . . 39 

- Wright - Rum anowslcy 

stain i > r . . 40, 41 

- yellow fever simulating 420 
Malay Stales, ulcerative 

dermal «• onychosis in 312 
Male climacteric, flushing 


due to . . . . 303 

- - priapism at . . 657 

- in • i . c.'llap-e from . . 421 
■- - lavmJice due to 408, 421 

- - fape-xxorm .. 421 


-M. ucnaiit c.,viie\ia i see 
t ache ■ i.i i 

~ di e.o'-, cachexia from 16 

• - or colon, account ot. . 98 

• -- ir.'P' itl'.erriiia m 

/-. v. 11 : i 392 
■ - of joim . . . . 435 

lung . . 132 

p leu re . . 132 

- - - bloodyeflusi. >n from 132 

- - rectum, account of . . 98 

- - sext re amentia in . . 16 

- - and - < e l arc inoma, etc. ; 

- t ndocar. hiis sec 1 aidu- 

cardit is. Inti ct iv e 1 

- malaria •, .ce Alaiaria) 

- intMsi's . . 145. 362 

- « edema, gas production 

in 647 

- - pneumothorax from 647 

- peritonitis owe Peritonitis) 

- polvorrhomemtis . . 138 

- pustule . . 682, 683 

• and see Anthrax) 

*- scarlet fever . . 345 

- small-pox . . 345, 362 

- specific fevers, bleed- 

ing gums in . . 362 

- - - epis taxis ir . . 362 

- -- -- hamtoptysis in . . 362 

- stomatitis, ptyaksm from661 

Malm’s syndrome . . 51 

Malingering, aneurysm 

simulating . . 531, 572 

- anuria simulated in . . 58 

- blood from ear in . . 522 

- bruising in . . . . 677 

- bulla- m . . . . 124 

- cuntharides used in . . 124 

- capsicum used in . . 124 

- carbolic acid used in . . 124 

- carcinoma of spine simu- 

lating . . . . 531 

stomach simulating 572 

- coma in . . . . 181 

- convulsions in 181, 184, 741 

- cordite used in 596, 859 

- croton oil used in . , 124 

- epilepsy simulated in 174 

- erythema due to 275, 276 

- eve-opening resisted in 174 

- foaming at mouth in . . 184 

- fowl's blood in . . 359 

vomited in . . 337 

! - hrematemesis from 336, 337 
I - haemoptysis in . . 359 

1 - heatedness in . . 174 

- hyperpyrexia in . . 391 
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Malingering, contd. j Marasmus , contd. 

-hysteria distinguished - hernia of lung in .. 210 

from. . . . . . 435 I - keratomalacia from . . 891 

~ insomnia in . . 402, 404 I - muscular atrophy from 78 

- iodine used in . . 124 I - recovery from . . 480 

- jaundice produced in . . 421 ; - from starvation . . 480 

- liquor epispasticus used i - vomiting . . . . 479 

in . . . . . . 124 i - land see Wasting ; 


- lock-jaw and . . . . 885 j Weight, I.oss of, etc.') 

- mylabris used in .. 124 j Marching, glycosuria l"rom330 

- nitric acid used in 124, j Aiarie, spondvlose rhizo- 

{lug. 667) 894 ! melique of ' . . . . 860 

- paraplegia due to 626, 632 j Marigold, dermatitis from 915 

- photophobia from 639, 640 , Marriage, unhappy, dvs- 

- picric acid used In ..421! pareunia from ’ 240 

- purpuric bruising in . . 677 , - urethritis and 229, 230 

- pyrexia due to 391, 688 | Marrow, albumose and 

- - pretended in ..711; utl'cction of .. .. 22 

- quivering eyelids in . . 174 j - long bone, not red in 

- reaction to painful stim- ; aplastic amentia .. 31 

uli in . . . . 174 > - ~ - red in pernicious 

- redness in .. .. 174 j amrmia .. 31 

- risus sardonicus in . . 741 - red, hyperplasia of, in 

- stertor in .. .. 184* blood diseases .. 862 

- thumb position in fits of 184 tenderness of bones 

- traumatic neurasthenia from . . . . 862 

simulating . . . . 870 ! Marsh cachexia . . . . 128 

- trench fever simulating 710 - gas, hunting due to . . 29 7 

- ulcer ol leg in {big. 06 ? ) 894 - — tire- damp and .. 164 

- varicose ulcer simu- - in wind belched .. 302 

lated in .. .. 894 Marsh’s test for arsenic . . 10 3 

- vesicants used in . . 124 Manila cotula, derma- 

Alallcin injection in dia- t it i from . . 916 

gnosing glanders .. 683 Mascaiinism, gigantism 

MALLET FINGER . 479 with 325 

Alalleus . . . . . . 205 Ahisk facies in paralysis 

Aluiprescntation, breech _ agi tans . . 2 02 

250, 25 J Mason dermatitis in . . ‘>17 

- brow . . . . . . 250 .Massage. contracture pre- 

- dystocia from .. 250 •. cnied by .. ..178 

- early rupture of mem- - high blood-pressure rc- 

branc.s from . . 250 lieved by . . . . 404 

" lace .. .. 250, 251 — insomnia relieved bv . . 404 

- occipito-posterior 250, 251 - lor .edema ol legs ' 516 

- recognition of .. .. 251 - ol prostate in detecting 

- transverse .. 250, 251 prostatitis .. .. 229 

Malt liquors, obesity from 505 - in rheumatoid arthritis 427 

- - polyuria lrom .. 65 3 Masseu r see under 

Malta fever i see Lever) Muscles) 

Mamma see breast . Massive collapse of lung, 

Manchester epidemic of account of . . 375 

arsenic in beer 85,642,645 Mastication affected in 
Manchincel, dermatitis huib.u paralysis . . 172 

due to . . . . 916 - muscles ol, atrophied 

Mandible (sec Jaw) in bulbar paralvsis . . 773 

Mandibular sensory urea Mastitis, acute, account of 837 

ib'tgs. 447, 44h 550 - nxillarv glands enlarged 

Mandrake, dermatitis due from .. .. 838 

.. .. .. 916 - carcinoma simulated 

Manganese, ataxy from by .. .. 838, 8 39 

212, 882 - chronic, account of 838 

- collosal, delirium trurn 212 - cyst s in breast from 227, 8 38 

-- - rigor from .. .. 737 - tibr. .-adenoma of breast 

- combined scleroses simu- distinguished from 8 19 

lated by . . . . 212 - flvu. tuation in . . . . 838 

■■ delirium trom .. 212 - in lactation .. .. 837 

- memory defect from . . 25 - microscope in diagnosis 83h 

“ mental changes due to 882 - oedema . .1 breast in .. 838 

- nystagmus from 212, - pain in hi east in 529, 8 37 

505, 882 - -- chest from .. .. 530 

879, 881, 882 - in pregnancy . . . . 837 

v iu . . 77 - pus from nipple due to 227 

u, delirium in 21 2 - pyrexia in .. 837, 838 

1 ’nnia in . . 402 - serous discharge due 

: < < >ni lead .. 45, 184 to 227 

at ur convulsions .. 181 - shivering in . . .. 837 

homicide in .. .. 503 skin reddened over 838 

- insomnia trom . . 404 - tenderness ol breast in 8 38 

- malaria simulating 157,213 chest from .. ..861 

- pupil dilated in . . 675 - tuberculous, pus from 

- in saturnine cnccphalo- nippie due to .. 227 

pathy . . . , 155 ^ - weight in breast in . . 837 

" saturnine cnccphalo- ; Mastodynia, account of .. 531 
pxuhy simulating . . 2J4 - pain in breast from . . 529 

Mannerisms, ties and .. 173 - -chest trom 530 

Manson on dlmbic's itch 312 Alastoid abscess (see Ab- 

- cndodeimophyton ol. . 312 sc.ess) 

Munubnum, pain behind. -bone, overgrown in 

from Cardiac causes .. 51 acromegaly .. 293 

MARASMUS .. .. 479 - disease, cerebral abscess 

- acidosis in . . . . 479 from . . . 613 

- from caseous bronchial - - unilateral headache 

. 8( a .^ • • . . 480 with . . . . 370 

-in children . .. 479 - gland enlarged from i 

- from congenital syphilis 480 boil in ear . . . . 252 

“ diarrhiea .. .. 479 - oedema ftom sigmoid 

“ “ lrl * • • ■ • • 480 sinus thrombosis . . 739 

- fontancllc depressed in 479 - process, carcinoma infil- 

- gangrene from .. 317 j trating . 253 

- general wasting from. . 78 1 tender, in otitis media 253 j 


| Mastoid, contd. j Measles, contd. 

\ - sinus, new growth in, i - syphilis simulated by 479 
headache from . . 370 - talipes from . . . . 145 

I suppuration in, head- j - thrombosis of cerebral 

ache from.. .. 370 i veins trom .. 145 

j - swelling trom cavernous ! - Tooth’s peroneul atrophy 
| sinus thrombosis . . 284 j after . . . . 79 

| - tender, from mastoiditis 522 Meat, distaste for, in gas- 
; - — sigmoid sinus throm- t rie carcinoma 58, 397 

hosi.s . . . . 739 ■ — fibres in farces . . 300 

| Mastoiditis, acute, from > - 'Lamia solium from .. 63 3 
j otitis media . . . . 253 -- trichinosis trom . . 569 

- - pain behind ear from 25 3 AYcntal sinus, boil in ear 

- — poiruing in meatus 522 simulated by .. .. 522 

- herpes simulating . . 253 - - from mastoiditis . . 522 

- otorrhcea from . . . . 522 1 Aleaiiiis, dillusc. . . . 252 

- tenderness of mastoid > ~ pus lrom ear due to.. 522 

trom . . . . 522 Meatus, auditory, ivory 

Alusiurbaiion, impotence exostosis ol . . . . 820 

from .. .. . . 39 3 - - external .see Lxternal 

- priapism from . . 657 Auduorv Meatus; 

Match manulaeturc, phos- - urinarv, external, red in 

phorus und . . . . °4 gonorrtnea . . . . 228 

- in urethra .. .. 2 30 - - herpes ol .. ..913 

Matches, phosphorus poi- - small, enuresis from 270 

soiling and . . . . 421 ~ - - increased frequency 

Maurer's dots in malaria of micturition 

parasite- . . 42 from . . .,491 

Maxilla < set Jaw Ale, kel’s dive t ticuluin, ob- 

Aluxiliary area, pain in, stru tion lrom 167 

trom glaucoma .. 550 Median nerve -‘see Nerve 

- - - iritis . . . . 5 d 0 - paralysis, Yolkniann’s 

- nerves, distribution of coiuravture simula- 


big. t)f() i 865 ting . . . . . . ol7 

- sens., jy area (big. 4-fd'550 .Mediastinal abscess < see 
Ala> -weed, dermatitis Absi.cs. 


due to . . 

^16 

•• adhc ions 

71 

Meadow saffron. Jerm.i- 


c.ircuii alia, chv/uria fn mil 40 

tin s due to 

915 

- - Then, jc duct oh- 


Aleak test see 1 eM ,\lca! 


st /m H d tw 

140 

A I cades, albuminuiia in 

17 

- c repir.it n. ns 

535 

- albumosui la in 

20 

- Ucrmi'Kl v. vst, dvspincu 


- anosmia due to 

756 

t r om 

247 

- arthritis trom 

425 

- libtv.n, adherent pen- 


- black 

345 

cardium vv ith 

265 

- bleeding gums in 

*62 , 

- - aneurysm simulating 

198 

- cancrum oris after 

93 

- - gi.untn.it ous 

910 

- cerebrospinal meningitis 

- new growth simu- 


simulating . . 

278 

lated bv . . 

1 37 

• coma in 

153 

----- suiiui.it ing . . 

198 


~ common cold simulated - - .edema ol arms from 

by 224.282 514. 516 

- convulsions in . . 18) - - ■ t.iccirotn.. 514, 516 

- coryza in 22 3, 224. 479, 547 ntvk from 514, 516 

- cough in .. .. 479 ■ - pafpit uioii ti.tm .. *>95 

- delirium in .. 211 ■- - alter peucarditis .. 910 

- diabetes alter ,, 3 34 -• nieunsy .. .. 910 

- dia/o reaction in .. 218 - - rheumatic .. .. 910 

- diphtheria with .. 246 - -- skiagram of lug. (uS4 910 

- dv.'pnma in .. 246 -• - superior vena cava 

- empyema alter .. 73 ( > obstructed by 137, 

- encephalitis simulating 278 514, 516 

- coxinophiha after .. 271 - - syphihticH?, big.<&f)9M 

- epiphora from . . 272 tachycardia lrom . . 856 

- epistaxis in .. 274. 362 ■■ tuberculous .. 910 

- erythema in . . . . 276 - -• vagal irritation by . . 856 

- eyes swollen in ..515 ~ ~ v ario se veins on 

- gangrene lr. in .. 317 chest trom .. 137 

- general tuberculosis - - X r.ns in diagnosing 137 

trom .. .. 480 - glands see 1 .ymphutic 

- German (see German < Hands, .Mediastinal; 

Measles' - gumma see Gumma; 

- hie mat emesis in . . 345 - gumntatosis . . , . 137 

- hiemoptysis in .. 362 - hydatid cyst, dvspna-a 

- jaundice in . . . . 420 from . . . . 247 

- Koplik’s spots in larvngeal paralysis 

big. 190, 224, 282 from .. ..606 

- laryngitis in . . . . 246 - lesions, tenderness of 

- lcucocvtosis rare in . . 453 1 sternum from . . 86 3 

- macules in . . . . 685 - - X rays in diagnosing 863 

- maculopapular rush in 282 ~ lymphudennma usee 

-malignant .. 345, 3o2 I .ymphadcuorna; 

- nieningiti? lrom .. 480 - lymphosarcoma isee 

- menorrhagia after .. 482 Lymphosarcoma; 

- noma in .. .. 318 ■ - masses, X rays in dia- 

tjcdem i of face from , nosing . . . . 188 

515, 516 - new growth, account of 

pain in eye in . . 547 135, 136 

- limbs in . . . . 570 ’ anaemia from 534, 535 

peroneal atrophy after 624 - - - aneurysm simulated 

photophobia in 639, 640 1 by . . . . 337 

purpura in .. 345, 676 ! - simulating 198,535 

pyrexia in .. .. 640 - - - aorta opened by 336, ,337 

rash in . . . . 640 -■ - - useites trom 62, 68 

rigor in . . 737, 739 , - ■ - asthma simulated 

running at nose and I by , . 653 

eyes in .. .. 282 i bronchiectasis from 367 

scales in . . , . 744 ----- bronchus obstructed 

several attacks of . . 283 I by 365, 367, 386, 534 

sore throat due to . . 757 • - - cachexia lrom 534, 535 
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Mediastinal new growth, could. 

- - - cervical sympathe- 

tic irritated by 675 

- - - clubbed lingers 

irom . . . . 142 

- - - cough from 188, 5 34 

- — - cyanosis Irom . . 337 

- - - dilated Mipcrhciul 

veins (rom . . 337 

■ - - dyspnoea from 

240, 247, 250, 5 34 
epithelioma of (eso- 
phagus simulated 
by .. ..337 

fibroid lung trom 367 
linrosis simulating 198 
■ - lullness m chest 

Irom . . ..534 

hicmuiemesis trom 


3 30, 3 37 
luemnpiysis from 5 34 
heart impulse el i s- 
p laced s'* it h . . 37 3 
- uiterlered with 

by .. ..5 34 

hiccough Irom . . 38o 

hnaj seiiess from . . 388 
inequality ol pulses 
1 1 1 >m . . ..073 

inter ioi vena ca\ a 

obstructed bv 02, 08 
innominate vein 
obst r tic ted In . , 248 
laryngeal paralysis 
iiom .. .. 006 

<rdenij ol arms 

trom <37,512.514 
1. ice from . . 5 J 4 
neck t i < >rn 3 37, 51 4 
(esophagus opened 
bv .. 3 36,3 37 

■ * t craned bv , . 5 34 
oi 1 1 mpiinM 1 r ■ -in 250 
pain in abdomen 
t n iiri . . . . 6 34 

arm trom . . "> 34 

chest trom 5 30,534 
be.nl I rom . . 5 34 

nev.k t rom . . 5 34 

palpitations due to 

59‘n 597 

par.ik'us ol meal 

cord trom . . 38H 

pupil dilated with 678 
py» i’M.i with . , 5 35 

shoriiu ss id breath 
t rom . . . . 114 

Skodaic i niuuiKc 
due to. . . . 755 

i-trnior vine to . . 799 

supei lot vena civ.i 
obstructed by 

248, 260, 614, 516 


svphihs simulating 1 37 
tin hw.irdia irom 856 
tightness in chest 


irom . . . . 5 <4 

- trachea compressed 

by .. ..188 

< >bst ructed by . . 248 
unilateral sw eat ing 
ol head Irom.. 803 


- \ oral irritation bv 856 
" vuriti'se \eius on 

chest from 248, 

260, .386 

- venous obstruction 

hv . . . . 5 34 

- vertebra’ eroded by 5 34 
voice altered by 188, 5 34 

- vomiting Irom . . 188 
X rays in diagnos- 
ing 209, 248, 

566, 582, 654 

- (and see Intruthor- 

acic New Growth) 


sarcoma (see Sarcoma) 
syphilis . . . . 137 • 

- syphilitic fibrosis, skia- 

gram of ( lux. tf84) 910 ; 

- tumour, intercostal pain 

Irom . . 5 3 X J 

Mediastinitis in acute ! 
rheumatism . . . . 386 I 

- acute, mediastinal crepi- 

tations with . . 5 35 

- - pain in back from. . 535 

- - shoulder from . . 535 

- - - behind sternum 

from . . 535 


Mediastinitis , acute, contd. 

- - syphilitic . . . . 535 

tenderness of sternum 

from .. ..535 

- - tuberculous . . 5.35 

- chronic . . 535 

- - adherent pericardium 

and ..70, 71, 265 

- - ascites from . . 62 

- - inferior vena cava 

ohstiuction by 62, 68 

- - new growth simula- 

ting . . 68 

- - from pericarditis 68, 386 

pleurisy . . 68, 386 

- - m poiyorrhomcnitis 1 38 

- - rheumatic . . . . 68 

- -- without signs .. 71 

- clubbed lingers from . . 142 

- fibrous, hiccough from .386 

- pain in chest irom . . 5 30 

- syphilitic, varicose abdo- 

minal wins Itom 

■Jug. 0 82 i 908 
Mediastino-pericarditis . . 535 
Mediastinum, aneurysm 
ruptured into . . 157 

- hurmorrhugc into, iv.m- 

osis irom . . . . 198 

.Medical men, chancre on 
linger in . . . . 501 

.Medico legal questions, 
epilepsy and . . . . 25 

.Medina), hiadypuaa trom 110 

- coma Horn . . ..110 

- noises m head Irom . . 504 

- stupor trom . . . . 110 

- vertigo In >m . . . . 504 

Mediterranean fever (sec 

l eve r, Malta 
Alcdulla ohlong.ua affect- 
ed by cerebellar artciy 
thiombosis . . 76 

- - bulbar paralysis trom 

lesions ol . . 80 

- - compressed bv cere- 

bellar tumour . . 88 

-- - cough centre in . . 185 

- - degeneration ol .. 80 

- - - irom alcohol . . 387 

~ - - arterial degenera- 
tion .. ..139 

- - - it: diabetes . . 3*5 

- -■ - hiccough irom 386, 387 

- ill old age 1 39, .387 

- It i>m ss philts 139, 

243, .387 

- •• disease of, spastic 

palsy lroin . . 613 

- - encephalitis allcct- 

ing 157, 701 

- - luemorrhage into, bul- 

bar paralysis from 607 
symptoms of . . 773 

- - lesions of, ataxy from 76 

- - - in bulbar paralysis 7 31 

- -- - diabetes insipidus 

Irom . . 654, 655 

- -- - (juadriplegia from 614 

- - neoplasm ol, bulbar 

paralysis Irom . . 607 

- ~ nuclear degenerations 

in . . 80 

- — puncture of, glyco- 

suria from . . 331 

- - sensory impulses and 73 

- - sol temng oi, C.heyne- 

Stokes breathing 
from .. 139,212 

- - - delirium irom . . 212 

symptoms of . . 773 

- - - due to thrombosis 

of posterior in- 
ferior cerebellar 
artery . . . . 754 

- - syphilitic degenern- 

' turn of 1 39, 243, 387 

- - tumour of, Clicync- 

Stokes breathing 
Irom . . . . 139 

symptoms of . . 773 

vomiting centre in . . 927 

Mcgaloblast, coloured figure 
of . . . . Jug. 33) 29 

Megaloblasts in perni- 
cious anarmiu . . 27, 397 

- severe unarm in . . 27 

Megalocyte, coloured figure 

of . . . . King. 29) 29 

Mcgalocytes . . J'tg. 43) 31 


Megalocytes , contd. 

- in pernicious anaemia 

27, 30, {lug. 43 ) 31, 83 
-- severe anarmia . . 27 

Meige’s disease, account of 516 

- - acute attacks of .. 516 

exacerbations of . . 280 

backache in . . 280 

- - Bright’s disease simu- 

lated b»' . . . . 516 

-- - diarrlKca in . . 280 

-- - cry upclus simulated in280 

- - erythema in 276, 279, 280 

- - lamily history in dia- 

gnosing .. 280,512 

- - gastric disorder in. . 516 

- - heredity in .. .. 516 

- - illustrated (lug.406) 512, 

(lug. 408) 516 

- - limb pains in . . 280 

- — malaise in . . . . 280 

- - ad cilia in 279, 280, 

516, 517 

pyrexia in .. 280, 516 

some symptoms of . . 280 

- - vomiting in.. .. 280 

MEL/ENA .481 

- from abdominal injury 481 

- - phlebitis . . . . 481 

- in acute yellow atiophy 

345, 416 

- anarmia Irom.. .. 48 

“ from aneurysm . . 97 

- uuki luMomiasis .. 635 

- biib,.rncn simulating.. 481 

- bismuth simulating . . 481 

- from carcinoma ol 

stomach . . 97, 482 

- charcoal simulating . . 481 

- from cirrhosis oi liver 

67, 97, 465, 481, 482 

- delirium alter. . . . 211 

- irom duodenal ulcer 44, 

48, 97, 298, *42, 343, 

481, 482, 554 

- embolism of superior 

mesenteric artery . . 481 

- epistaxis . . 97, 481 

- alter tainting.. .. 298 

- irom gall-stone . . 343 

gastric ulcer 97, 3.39, 

342, 481, 482 

- alter harmatemesix . . 359 

- Iron, harniopi', sis 97, 481 

- in Heru.ch s purpura 

102, 428 

- infants . . . . 481 

- iron simulating . . 481 

- Irom mesenteric embo- 

lism . . . . 168 

thrombosis . . 168, 481 

- neonatorum . . . . 481 

- - parental serum in 

curing . . . . 481 

- in phosphorus poisorung421 

- irom pylephlebitis . . 344 

- in small-pox . . . . 345 

- spiroclnetosis ietcro- 

harmorrhagica . . 420 

- splcnomcgulic polycy- 

thxmia . . . . 780 

- irom swallowed blood 481 

- test lor blood in . . 481 

- in typhoid fever . . 481 

-- (and see Blood per Anum) 
Melanchohu, catalepsy 

with 741 

- delusions in . . . . 58 

- in diabetes . . . . 335 

- high blood-pressure in 106 

- insomnia trom . . 404 ; 

- irritability in . . . . 405 | 

- loss of appetite in . . 58 

- malaria simulating . . 157 | 

- saturnine cnccphalo- j 

pathy simulating .. 214! 

- speech lost in. . . . 770 i 

- suicide in . . . . 503 I 

- unpardonable sin in . . 503 j 

- voices in . . . . 503 

Melanin in urine . . 831 

in melanotic sarcoma 469 

Melaninogen in urine 831, 905 
Melanodcrmia, syphilitic 

( lugs. 507, 508) 644 

- (and sec Pigmentation 

of bkin) 

Melanotic carcinoma (see 
Carcinoma) 

- sarcoma (see Sarcoma) 


I Melanuria, account of . . 905 

- alcaptonuria distin- 

guished from . . 905 

- bromine water test in 905 

- ferric chloride darken- 

ing . . . . 904, 905 

- illustrated (lug. 689) 905 

- indicanuria simulated 

by 904 

simulating . . . . 905 

- rnclanogen in.. .. 905 

- due to melanotic sar- 

coma . . 477, 905 

- nitric acid test in . . 905 

- mtroprusside test in.. 905 

- Prussian blue colour 

irom . . . . 905 

- tests lor . . 904, 905 

-■ urine black from 904, 905 

- -- brown trom 904, 905 

- - darkening in air in 

904, 905 

- in wasting diseases .. 905 

Melinite, picric acid in. . 917 
Melon-seed bodies in 

tenosynovitis . . . . 190 

Melting points of osazone 
crystals . . 328 

- - in testing porphyrins 904 
.Membrane, diphtheritic 248 

- pupillary, congenital per- 

sistence of . . .. 674 

- tympanic (see Tympanic 

Alcmbrane) 

Membranes, adherent, 
dystocia from . . . . 250 

early rupture of . . 250 

- mucous (see Mucous 

Membranes) 

-- in stools in muco- 

membranous colic. . 161 
Membranous colitis (see 
Colitis, Alucomembranous) 


- conjunctivitis due to 

diphtheria . . . . 286 

- - staphylococci . . 286 

- dysmenorrhccj . . 237 

cast of uterus with . . 238 

- rhinitis . . 225 

- vaginitis due to Bacillus 

coli 232 


casts of vagina due to 232 

- due to diphtheria .. 232 
Memory, bromides and 25 

- detective from alcohol 

25, 570 

- - in general paralysis 184 
■- - peripheral neuritis 


with . . . . 570 

- illusions of, from chronic 

alcoholism . . . . 184 

~ impaired in dementia 25 

- LOSS OF ..24 

- - anterograde . . 25 

- -- irom aluminium . . 25 

encephalitis lcthargica 25 

- - enteric lever . . 25 

In epilepsy . . 25 

- - due to frontal lobe 

tumour . . . . 882 

hypnosis curing . . 25 

in hysteria . . . . 25 

- — irom injury . . 25 

- - manganese . . . . 25 

- - in old age . . . . 25 

- - retrograde . . . . 25 

- - suggestion curing . . 25 

- - from toxaemia . . 25 

Meniere’s disease . . 912 

- - apoplectiform . . 208 

dealness in . . 207, 912 

- - due to embolism . . 912 

fainting due to . . 297 

falling in . . 912 

from luemorrhage into 

semicircular canal 912 

- - loss of consciousness 

in .. ..912 

nausea in . . . . 912 

pallor of face in . . 912 

syphilis of ear simu- 
lating . . . . 912 

Linnitus in 207, 879, 912 

- - vertigo in 207, 912, 931 
vomiting in 912, 929, 931 

- symptom complex . . 207 

Meningeal branch of 

vagus nerve . . . . 185 


- haemorrhage (sec Haem- 
orrhage) 
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MENINGITIS 


Meninges, cyst of, head- 
ache from . . . . 370 

- gumma of ( see Gumma) 

- sarcoma of, large cells 

in cerebrospinal fluid 
from . . ..38* 

- sensory nerves in . . 3o9 
-- spinal, gumma of, 

allochciria trom . . 22 

- - haemorrhage into, re- 

tention of unne 
from . . . . 445 

- - new growth of, allo- 

cheiria lrom . . 22 

- — - — compression para- 

plegia due to 626 
----- pain in hack from 328 

- - - transverse mve- 

lit is from . . 62b 

- - syphilis of, pain in 

hack from . . 526 

- - tumour of, hyper- 

esthesia due to . . 754 

- - - micturition difficult 

from . . . . 4 Q 2 

- - - muscle wasting from SO 

- - - paralysis ot arm 

trom . . . . 620 

- - - paraplegia lrom.. 620 

- - - R.D. from . . 80 

- thickened, noises in 

head from . . . . 504 

- - subjective smell from 756 

- - vertigo from . . 504 

- not tinged in jaundice 406 

- tumour of, headache 

from . . . . 370 

Meningisimis, account of 734 

- delirium lrom .. 212 

- in influenza . . . . 691 

- pneumococcal . . 212 

- streptococcal .. ..212 

Meningitis, account of . . 732 

- acute, acme encepha- 

litis simulating . . 156 : 

- - cerebrospinal fluid 

fibrinous in . . 3S2 

- - - opakscenr in. . 382 

- purulent in . . 382 

- - - reddish-brown in 3S2 


- - turbid 

in 

. . 382 

- - yellow 

in 

. . 382 

convulsions 

in 

. . 156 

delirium tri 

'in 

. . 212 

headache in 

. . 156 

leucocytosis 

in 

. . 454 

optic neuritis in 

. . 156 


- - superior longitudinal 

sinus thrombosis 
simulating . . 156 

- - vomiting in . . 156 

- albuminuria in . . 17 

- anthrax, delirium lrom 212 

- due to Bacillus coli . . 732 

- - diphtheria: . . . . 732 

- - influenza: . . . . 732 

- - typhosus . . . . 732 

- bacteriological examina- 

tion ol cerebrospinal 
''widin .. ..623 

; pil reacting to 
.. . ; Out not to accom- 
modation in . . 674 

and see .Meningitis, 
Tuberculous; 

- bedsore in . . . . 321 

- cavernous sinus throm- 

bosis simulating . . 156 

- cerebrospinal fluid in 

623, 732 

-- - - specific gravity in 383 

- - - under pressure in 38 3 


- cerebrospinal . . . . 677 

- aectonurisi lrom . . 4 

- - albumosuria with . . 21 

Cheyne-fStokes breath- ■ 

mg from . . 139 ! 

- - coma in . . . . 153 j 

- - convulsions lroml84, 627 ; 

- - deafness from . . 2U8 : 

- - epidemic .. .. 133 j 

- ~ • coma in . . . . 153 ! 

- headache in .. 371 ; 

- - - hemiplegia from 

382, 385 j 

“ •- erythema in 276, 278 > 

- - fibrosis of acoustic ! - 

nerve after . . 208 ( - 

- - green vomit in . . 278 I * 

- - headache in 278, 371, 627 i - 


link'd is 

, cerebrospinal , n 

'lltd. ; 

head- 

retruction in.. 

731 1 

hemiplegia trom 582, 

385 ; 

herpe 

s laciahs in . . 

278 ; 

hydrocephalus from 

622 ; 

hyperpyrexia in 

390 1 

lcucv*evtosis in 

454 

lumbi 

lr puncture in 

i 


278, 627, 

678 ! 

measl 

es simulated by 

278 ! 

meningococci in . . 

278 

optic 

neuritis in 

627 : 

pa rap 

legia trom 

627 

photo 

phobia in . . 

6)9 ; 


- — purpura in 278, 676, 678 

pyrexia in . . 278, 688 

- — recovery from . . 622 
rigidity of face in . . SS5 

- - rigor in . . . . 7 3 r 

skin rashes in . . 278 

- - somnolence in . . 278 

strabismus in . . 627 

temperature charts 

in t /-'ns, j)'j\ 5 is ] 701 

- vesicles ill . . . . 278 

- vomiting in . . 627 

- (.and see Meningitis, 

Meningococcal • 
chronic hypertrophic 
hamorrhagic . . 627 

cisteina mugnu punc- 
ture in . . . . 62 3 

coma from 15-1, 181, 732 
constipation in . . 165 

convulsions trom 181, 

182, 18 3, 3s*>. 632, 7 32 
diphtheria simulating 7)1 
encephalitis Simula t mg 

22 ), 02 62>, 701 
tonlanelle puncture in 62 3 
foreign body m l.irvnx 
simulating .. ..731 

giddiness m . . . . 7 *2 

glycosuria from . . 330 

gold curve in . . . . 384 

gummatous, dysarthria 
lrom ..773 

- trigeminal neuralgia 

irom . . . . 548 

- headache from 170, 

371. 405, 640, 732 

- head-retraction in 371, 

405, 732, 76? 

- hemiplegia in . . 385 

- hydrocephalus from . . 622 

- incontinence in .. 7 32 

- influenzal .. ..212 

- - delirium from . . 2.17 

- insomnia in . . . . 402 

- irritability in . . . . 405 

- Kcrnig’s sign in . . 7 32 

- leptothrix septicemia 

simulating . . . . 692 

- leucocytes in cerebro- 

spinal fluid in . . 383 

- local, trom otitis media 212 

- lumbar puncture in 
diagnosing 371, 623, 

640, 732 

- meningococcal, arthritis 


with . . . . 425 

- convulsions in . . 700 

- delirium from . . 212 

- encephalitis simu- 

lating . . . . 622 

- epidemic . . . . 7 3.3 

- erythema in . . 733 

- giddiness in . . 700 i 

- gold curve in . . 384 

- headache in . . 700 

- head-retraction in 

700, 731 

- hemiplegia from . . 382 

- hydrocephalus front 

257, 622 . 

- hvpcracusis in . . 389 

- Kernig’s sign in 700, 

T ig. 577; 7 32 , 

- leucocytosis in . . 454 

- lumbar puncture in 

diagnosing 687, 700, 733 

- optic neuritis in . . 700 ; 

- pain all over in . . 733 1 

- polymorphonuclear 

cells in ccrebro- j 

spinal lluid in . . 623 f 

- prognosis in . . 732 j 

- purpura in . . 733 I 

- pyrexia in . . . . 700 1 

- pyrcxial crises in 390, 732 


AUningiiiSy mcuingococ., contd. | 

- - serum in . . 733 i 

- - — ti cat incut of . . 701 I 

- — skin rashes m . . 733 j 

strabismus in . . 700 j 

- — superior longitudinal ! 

sinus thrombosis j 

simulating . . 622 1 

- - tempcratuie chart in I 

-J7S) 73.3 I 

- — tuberculous simu- 

lated by . . . . 732 

typhoid lever Simu- 
la! mg . . . .' 687 

- — vesicles in . . . . 73 3 j 

- - vomiting in . . 70U 

- — mud see .Meningitis, 

Cerebrospinal) 

- no nausea in . . . . 929 

- occipital, headache with 370 

- opisthotonos in ..732 

- optic neuritis in 38*>, 

640, 7.32 

- trom otitis media .. 25) 

- pam in eve in . . . . 547 

- - all ovei lrom . . 73 3 

- paralyses in . . . . 7 32 

- paraplegia 1 tom 621,622,662 

- paratyphoid.il, delirium 

iruin . . ..212 

- photophobia m . . 547 

- pneumococcal . . 7 h! 

- - delirium fiom . . 212 

- polio-encephalitis simu- 

lating ..7 3.3 

- posterior basal, Chevnc 

Stokes breathing iroml *9 

- — - coma m . . . . 15 ) 

- - - uuiuil .ions in .. 627 

- - head. nlte m 371, 627 

- - - hemiplegia m 58J, 385 

- - — h\ droc cphahis in 622 

- - - l;\ perp\ rcM.i in .. 390 

- — — lumbai puncture 

m diagnosing . . 627 
-• - optic neuritis in. . 627 
-- - pal aplveia irom.. 627 
pyrexia! cilses ill )4(> 

- - - recocen from .. 622 

- -■ - rigidits of laxe in 885 

- - — si r.ibi *■; mi '■ m . . 627 

- - - \ omi*. my in . . 627 

- - - and sgi Meningitis, 

Mcnmgn>.t-v.cal 

- pyro.u, from . . 622, 7 12 

- pyrexi.il crises m . . 7 32 

- icLr< ipliary :u:c,u .discuss 

simuianne .. ..7)1 

- rigidity o! lace in .. 885 

- rig- >r rare m . . . . 7 40 

- serous . . . . 734 

- ipin.ih abdominal pain 

lrom . . ..151 

- - coin inmlc.t c,l lrom 1>1 

- - kn-r in . . . . 1 75 

- — mvinncticocLii > in . . 521 

- — opisthotonos m . . 521 — 

- - optic neuritis in . . 521 

- — pam in neck in . . 175 - 

- - part ot cerebrospinal 521 

- — priapism lrom . . 657 - 

- - pyrexia in . . . . 521 

- - sciatica simulated by 539 

- - syphilitic, gudlc pam - 

in . . . . 326 

- - tetanic spasm in . . 175 - 

tetanus di-tmguished 

tioin . . . . 175 

- staphylococcal . . 7 52 

- — dclinum irom . . 212 

- still neck in . . 371, 797 

- strabismi:, m .. 4U5 - 

streptococcal . . . . 7 )2 - 

- delirium lrom , . 212 

sugar in cerebrospinal - 

lluid in . . . . 333 - 

superior longitudinal 

sinus tilt omh( vis smi- > 
dialing 622, 7 35, 740 . 
suppurative, albumo- : - 

suria with . . . . 21 ; - 

- due to antrum of ! - 

Highmore sepsis 732 - 

- bacteriology of . . 732 

- due to boil . . 732 

- cavernous smus tlirom- j - 

bo sis . . . . 284 - 

- Cheync-Stokes breath- j - 

ing from . . . . 1 39 ~ 

- coma in . . 153, 154 | 


Aicnitigitisy suppurative* contd. 

- - convulsions lrom 184, 627 

- - death in days from 622 

- - due to ethmoidal 

sinus sepsis . . 732 

- - facial erysipelas . . 732 

-- - frontal sinus sepsis 7 32 

- — gold curve mi . . 384 

- - headache in . . 627 

- - head-reir.icimn in . . 731 

- - hemiplegia tiom 382, 385 

hyperaewsis m . . 389 

- - hyperpt i exia m .. 391) 

leucocv p>.us iii . . 454 

lumbjt pun. tviie in 

diagnosing . . 627 

- - trom mastoid abscess 



694. 

732 

- nasal sepsis . . 

732 

- nasoph 

jrvnge.tl sepsi 

732 

- Oil! IN Tl 

evlia It >9, 094 

732 

- paraph 

gi.t tiom 

627 

- due to 

pediculosis . . 

732 

- phoiop 

lobl.l ill 

6 39 

- polvtlll 

r pin iivu leaf 


cells 

in ccrebro- 


spinal fluid in 

62 3 

progno 

IS 111 . . 

732 

pvit'.ia 

iti . 

7 32 

iaj>)d p 

uhu wit!. . . 

109 

clue to 

scpiiv scalp 


worn 

d . . 

7 )2 

s pi; eii i 

d sums sepsis 

732 

st inbisi 

ms in 

627 

- clue 1 1 > 

supp'jT at ion 


in orbit 

732 

tendon 

<. •- -■! ... aipm 

866 

\omitn 

627 

svphilu K 

ol lumbo- 


sac ml v 

"i v.. 

611 

- moia.pl 

m,i tis.m .. 

611 

- tendon 

t scalp in 866 

men. mid 

a m 

109 

t ends nits 

• ot scalp, from 865 

tuberculou 

s, account of 

732 

- a c e t o n u 

i i.i irom 

4 

• Bmt d, t> 

r< ..thing in . . 

1 10 

■■ biad\. 

t dia from . . 

109 

- caseous 

glands and 



480, 

732 

-• V 1 -rt br.» 

spinal fluid in 


dl.ign 

- ( iic'.oe 

using 

M.*kc breatl 

184 

mr t 

mu.. I u b 

184 

- Ill tin it 

hood 

7 32 

- idion iivl.il luheitic's 


in . . 

'.8-5, ('27. 

7 32 

-- u'nvt n 

1 .. 15). 

184 

-- c-muls 

■ >ns in m 1 54 
627. 

700 

- cln.it ll II 

weei ■ ti urn 

622 







- dur.tt ion of . . 

7 32 

• gastto i 

ltestin.i! svm- 


ptoms with 

184 

- giddme 

s due t o 

700 

- gold curve in 

384 

- headache in 627, 700, 

7)2 

- head -ret t. »et ion in 


- hemiple 

.'i.i ttorn 382, 

385 

- hvpcra. 

UMS III 

389 

- hvpcrps 

rexia in . . 

390 

- increase 

d inti.w. ranial 


pressure liorn 

109 

- Kernig’ 

sign in 

700 


- leucocytosis in . . 454 

- lumbar puncture in 

diagnosing 184,627, 700 

- lymphocytes in cere- 

brospinal thud in 623 

- from measles .. 480 

- nicningncneiai simu- 

lating . . . . 732 

- menial apathy from 184 

- opt ic neuntis m 627, 

700. 732 

- paralyses fn»:n 184 

• paraplegia trom . . 627 

photophobia m .. 639 

- prognosis in . . 732 

- pulse irregular in . . 184 

- - slow trom . . 109 

- pyrexia in 18*1, 688, 

700, 732 

- without pjrcxia .. 732 

- rigidity ot lace in. . 885 

- strabismus in 184,627,700 

- sugar in cerebrospinal 

fluid in . . . . 383 
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METHXEMOGLOBfN 


Meningitis, tuberculous , contd. I Menorrhagia , contd. 

tache cifri^brale in . . 856 - from passive hvpericmia 482 

tachycardia in . . 109 i - polypus . . . . 482 

- - tenderness of scalp in 866 ! - prevention of conception482 

- - typhoid lever simu- j - at puberty . . . . 484 

lated by . . . . 689 ' - in purpura . . 482, 484 

vomiting in 627, , - from pyosalpinx . . 724 

700, 7 32, 787 i - with retroflexion of j 

- t witchings in . . .. 782 , uterus .. .. 483 , 

- typhoidal, delirium from 212 - retroversion of uterus 

- unilateral paralysis from 154 482, 483 

- vomiting in 185, 385, - after rheumatism .. 482 

405,622,640,7 32,929,931 - 1 rum salpingo-oophornis 

- Wasscrmann reaction 482, 843 

in diagnosing . . 640 - sarcoma of uterus . . 484 

Meningocele, congenital 622 - alter scarlatina . . 482 

- dystocia from .. 250 - in v.urvy .. 482, 484 

' exophthalmos from .. 284 - lrom sewing-machine 

- paraplegia from .. 62.1 work .. 482 

- pulsation in . . .. 284 - in splenomedullary lcu- 

- puncture in diagnosing 284 karma . . " . . 482 

Memngococi al meningitis - with suhinvolut ion of 

• see Meningitis uterus 482,483 

Meningococcus in cere- - from sudden change of 

brospmal fluid 384, 521 temperature .. 482 


- ■ meningir is . . 


278 

- tight lacing 

482 

- spinal meningitis 


531 

- uterine congestion . . 

482 

- of Wvich -ell). Him 

lb k 

7 32 

- vaginal discharge with 

231 

Aicmngi 'myelitis , be 

eisore 


- after variola . . 

482 

in 


321 

in vounc girls 

484 

- gangrene- from 


317 

Menst mat n a 1 . appcndici t is 

Mcmngomy docile. 

pul 


simulated bv . . 

814 

s.ilmn ol , . 


847 

• cold before, unicnor- 


Menopause, aim nor 

rhit-a 


rhica from . . 

23 

and 

2 3. 

84 3 

- endocrine secretions and 484 

- epistaxi-, at . . 


374 

- epistaxis at time of . . 

274 

- flush inij due to 


303 

tiu-.bang due to 

UH 

■■ male, priapism at 


657 

hi .idache i is 'in . . 

372 

mer,' -i rbaeui a; 
menorrhagia at 


48-1 

ovarian neuralgia with 

814 




pain in bn.,- 1 1 r< »ni . . 

529 

nervous symptom 

s at 

507 

- - right iliac fossa due 


1 »besit v at tc r . . 


60 / 

to 

829 

- pliant 1 an tumour ;; 

;! 6 1 . 

*4 ’ 

- - spine from . . 

871 

- thvr< >iil 1 r .-a; nn m 

a! 

507 

- tenderness ol spine tiorn 871 

tinnitus dm to 


87M 

- ihytoid gland enlarged 
m 


MENORRHAGIA 


482 

876 

after acute lever- 


48 J 

tinman due to 

878 

** unarmi.: tiorn . . 

42 

, 4 3 

■ v lean* -u'. 

274 

■■ from artenosclero 



Kloodv -vveat due to 

803 


482, 

454 ' 

• n. cl-.h rosis 

-46 

backache with 


4M 

1 a-moptvsis lrom . . 

362. 

b.isie met-abohsm 

and 

48-1 

Men Miration in ascites . 

60 

1 1 iini bu \ ding 


9-5 2 

ovarian cv-t and 

60 

- ciiicmnt and . . 


;s4 

Mental area pain from 


- chilblain' ami 


4 -..+ 

Io\« ei 1 a nine . . 

549 

after eh <lera 


'6-3 

- lust bicuspid . . 

549 

- in ci n \ur. . ] ,vei 

■ 482. 

4b 1 

- ip. i;,or tectii . . 

849 

clatt:i .po causes of 


482 

- tomrue lesions . . 

550 

- coagulability of 1 

'lo.od 


change in adiposis 


and . , 


4o4 

d< -lorosa 

509 

- c at us :mcl 


48. 1 

- - due it* alcohol 

881 

- from cold bath 


4 8 2 

- - with aphasia 

770 

- cold hands and fee 

t and 

484 

- - from cerebral embol- 


- ftotn constipation 


483 

ism 

170 

- dancing 


483 

- thrombosis 

170 

- dead lingers and 


4.M 1 

in c trrhosis of liver 

466 

- lrom dt iwn nt i-oac 

tula- 

482 

congenital syphilis.. 

291 

biluv oj bloi.d 


after convulsions . . 

181 

-- dciirnt n >n of 


482 

- - due to cortical degen 


- after diphtheria 


482 

erat ion 

881 

- lrom disordered internal 


- in cretin 

290 

secretion 


482 ‘ 

- diabetes . . 3 4, 

3 35 

- emotion 


483 

from encephalitis 1 56 , 

701 

- emphysema 

482. 

48 4 

- lroiuai lobe tumour 

882 

- endometritis 2 31, 

2 38. 


- m ( rraves* disease. . 

881 


482, 

48 3 

•- - hydrophobia . . 

175 

- at ter enteric . . 


48 3 

- - lalimg and . . 

774 

- from exanthemata 


48 3 

- - lrom lead 

45 

- excessive coitus 


482 

- -- in Little’s disease . . 

169 


- - ovarian activity . . 484 - - due to manganese . . S82 

- in exophthalmic goitre 484 in myxeedemu 50, 156 

- fainting due to . . 297 - - pernicious unamiu. . 30 1 

- from ftbromyoma of - - priapism with .. 656 

uterus 482, 483, 841 - - in saturnine enceph- 

- fright . . . . . . 482 aloputhy . . . . 155 

- gymnastics . . . . 482 speech abnormalities 

- m hemophilia 482, 484 with , . 769 

- from heart disease 482,484 , - nerve, distribution of j 

- high blood-pressure 482,484 xvpi 748 

- hunting . . . . 482 - overwork, impotence 

- hyperthyroidism 482, 484 from . , . . 393 i 

- alter influenza . . 482 ; - sensory area 

- Icucorrhita with . . 483 j ' 442 , 441) 550 j 

- in lymphatic leukemia 482 ; - states, pupil dilated in 675 

- after malaria . . . . 482 j - strain, general paralysis I 

- measles . . . . 482 j and . . . . . . 305 j 

- at menopause.. ... 484 | headache from .. 372 ! 

~ metrorrhagia distin- j - — thvroid gland enlarged i 

guished lrom . . 482 from . . . . 877 

- nervous system and . . 484 Meralgla paraesthetica . . 540 < 

l) 


Mercuric chloride test for I Mesentery, caseous, in 
albumen . . 7 ' tuberculous peritonitis 65 

Mercury, ageustia due to 859 j - haemorrhage into, in 

- albuminuria and 16, 94 j Henoch’s purpura.. 931 

- nmcnorrhrca from . . 23 j — hydatid cyst in . . 806 

- anaemia lrom . . 44, 882 J - loaded with fat . . 61 

- anuria lrorn .. 55, 57 j — mass in, movable kidney 

- bleeding gums from j simulated by .. 813 

93, 94, 337 ; - shortened in chronic 

- cable repairers and .. 661 j peritonitis .. 63,65 

~ cachexia from . . .. 128 .Mesopotamia, epidemic 

- cacogeustia due to . . 860 ! jaundice m . . . . 420 

- carious teeth and . . 94 1 Mesotun, dermatitis from 915 

- cerebral svmptoms from 882 , - ciythema from 275, 918 

- checks swollen lrom . . 94 Metabolism, abnormal pro- 

- lor condylomuta .. 854 ' tcin, dia/o-reaction from218 


- in congenital syphilis. . 433 - basic, in menorrhagia 484 

- dermatitis due to . . 917 - calcium, parathyroids 

- in diagnosing gumma and . . . . . . 190 

of liver .. .. 315 - unnatural, acidosis due to 3 

- - - orbit . . . . 284 Metacarpal bones, chon- 

- - syphilis .. 684, 892 dromuta of .. .. 820 

- disseminated sclerosis skiagram ’J ig. 634) 824 

simulated after .. 882 tuberculosis of .. 818 

- effect on sweat .. 863 skiagram {htg. 630) 819 

- epiphora from .. 273 in yaws .. .. 501 


- erythema from 27.8, 918 Metacarpophalangeal joints 

- fulminate, dermatitis j in rheumatoid arthritis 

from .. ..917' <J-tg.3S2') 426 

- - in detonatots . . 917 Metallic taste in tic dou- 

- gumma of tongue and 474 Jouieux .. .. 548 

- gums swollen lrom . . 94 — tinkling over pneumo- 

~ htematcmesis lrom .. 337 . thorax .. .. 209 

- hat -maker s neuritis from 84 Metatarsal bones, nodules 

- larynx allccted by . . 882 on, in yaws . . . . 501 

- leucopema from .. 455 - neuralgia .. .. 540 

~ lip 1 swollen lrom . . 94 Metatarsalgia, limping in 456 

- necrosis of jaw lrom 8 34 - pain in loot in . . .. 456 

- nephritis and.. .. 94 Metatarsus, tenderness of, 

- neuritis from 44,80,84.616 in Morton’s disease .. 540 

- .edema due to. . .. 511 METE0RISM ..485 

- pain in mouth lrom . . 94 - abdominal distention 

- paralysis agitans simu- due to . . 250, 805 

kited after . . . . 882 - - embolism causing . . 485 

- peculiar effects on saliva 661 - - swelling from .. 80 

- pharynx affected by .. 882 - - thrombosis causing 485 

- poisoning, account of 44, 882 - from acute pancreatitis 485 

- chronic, symptoms of 94 - anesthetic in diagriosing486 

- -- in lur makers . . 44 - ascites simulate!.! by . . 60 

bat makers . . 84 ~ ■ simulating . . . . 486 

- mirror makers .. 44 -- Item atheroma .. 485 

- - occupation and 44. 8 -j — of cacuni in spastic con- 

- - in rabbit-si n eiircis 84 stipution .. ..161 

- - skin curcr . 44 - from carcinoma coli 413 

- - thermometer makers 44 - in cirrhosis of I. ver 466 486 

- -• top - hat makers .. 44 - comae disease.. .. 216 

- pt vuli- m lrom . . .. 60 1 - dengue .. .. 485 

-- purpura due to . . two - diabetes mellitm . . 486 

- pustular folliculitis lrom 9],s - uiapbragm pushed up in 

- rabbit skins cured with 84 374, 805 

salivation from 44, 94 . - in dysentery .. .. 485 

661, 882 - dyspnoea from 247, 250 

- skins cured with .. 8*2 - in general peritonitis485, 734 

- speech changes due to 882 - grave omen of . . 485 

- stomatitis lrom 44,94, ... lrom haniorrhauic run- 

95, 337. 061 , 8S2 creatin' .. ..736 

- swallowing difficult from 94 - heart displaced in 373, 

- syphilis and 82, 245, 374, 376, 805 

586, 746, 769, 818 - in Hirschsprung’s dis- 

- syphilitic proctitis and 100 ease .. 164, 486 

- - ulcer healed by .. 730 - from hysteria.. .. 486 

- tongue allected by . 882 - intestinal obstruction 485 

swollen from 94,851,852 - intussusception .. 485 

- tremor due to 44, 84, - liver dullness diminished 

879, 881, 882 in 80S 

- ulcer in mouth from. . 898 - - pushed up by . . 80S 

- used by electroplaters 917 ! - from mesenteric plexus 

silver-platers .. 917, infiltration .. .. 485 

- wasting of limbs from 84 - new- growth . . . . 485 

Mcrozoites ol malaria - orthopncea from . . 250 

parasites .. .. 42 - ovarian cyst simulating 486 

MERYCISM .. 485 : - palpitation from 595, 597 

- familial . . . . 485 - lrom peritoneal band. . 485 

- llatulcnee simulating.. 485 ; - peritonitis simulated by 485 

-- pyrosis simulating . . 485 I - phantom tumour from 486 

- vomiting distinguished j - physical Signs of . . 60- 

Irom . . 927 , - pregnancy simulating 486 

Mesencephalon, enccpha- ! - lrom solar plexus infil- 
Iitis affecting . . .. 157 t ration .. .. 486- 

Mesenteric artery, embol- - spinal cord lesions . . 486 

ism ol iscc Lmbolism) -strangulated hernia .. 485* 

- cyst, hydronephrosis - in tabes mescnterica, ob- 

simuluted by .. 447 struction simulated by486> 

- embolism 'see Km bo! ism) - transverse myelitis . . 486 

- glands (.sec Lymphatic - tympanites due to . . 805 

Glands, Mesenteric) - in typhoid lever . . 485 

- plexus, infiltration of, - visible peristalsis with 60 

metcorism from .. 486 - from volvulus ..*485 

- vein, thrombosis of (see Mctharmoglobin in hauno-’ 

Thrombosis) globinurta .. 347, 357 

6 & 
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MICTURITION 


Methcemoglobin, contd. 

- spectroscope test for . . 12 

- spectrum of ( big. 22) 13 

Methsemoglobinsemia from 

acetanilide 202, 650, 651 

- aniline derivatives . . 202 

- brown boot polish . . 202 

- chlorate of potash . . 202 

- cyanosis from 196, 201, 202 

- from drugs 202, 650, 651 

- nitrobenzene . . . . 202 

- nitrobenzol . . . . 202 

- oil of mirbanc . . 202 

- phcnacctin . . . . 202 

- phenazonc . . . . 202 

- polycythemia with 650, 651 

- no polycythemia in . . 201 

- shortness of breath from 113 

- spectroscope in diagnos- 

ing . . 202 

- from veronal . . . . 650 

Methaemoglobinuria after 

acetanilide . . . . 196 

- in acute nephritis . . 12 

- after drugs . . . . 196 

- phcnacctin . . . . 196 

- phenazonc . . . . 196 

- spectroscope in diagnos- 

ing . . . . . . 196 

- after sulphonal . . 196 

- trional . . . . 196 

- veronal . . . . 196 

Alcthyl orange test for acid 401 
Methyl-salicylic acid, 

erythema from . . 275 

Methylene blue, Amoeba 
histolytica and . . 99 

- - blue urine from . . 906 

- - carbol, in Ziehl- 

Neelson staining 788 
chloroform dissolving 906 

- - epithelial cells and. . 99 

- - green urine from . . 906 

- - in investigating urin- 

ary listul<e . . 494 

- - mucus stained by . . 496 

- - in pills . . 906 

pus cells and . . 99 

- - spectroscope and . . 906 

- - in sweets . . . . 906 

- - testing pancreatic 

function . . . . 410 

urine, tests for . . 90b 

Mcthylxanthin, uric acid 

and 901 

Mctol, dermatitis due to 917 

- used by photographers 917 
Metritis, chronic, from 

subinvolution . . 483 ; 

METRORRHAGIA . 486 

- in acute yellow atrophy 416 : 

- anaemia from . . . . 43 

- from arteriosclerosis . . 487 | 

- calcium and . . 487, 486 ; 

- from carcinoma of uterus 

487, 488 

< horion-epithelioma 

487, 488 
i!;cd causes of . . 487 
v^ient coagulability 
■ »t blood and . . 488 

definition of . . . . 486 : 

- from endometritis 487, 488 ! 

- epithelioma . . . . 487 j 

- erosion of cervix 487, 488 

- fainting due to . . 297 : 

- lrom fibroid of uterus 

487, 488, 842 

- haemophilia . . 487, 488 

- high blood-pressure . . 487 

- internal secretory defect 487 

- leuka-mia . . 487, 488 

- menopause . . 487, 488 

- menorrhagia distin- 

guished from . . 482 

- polypus of uterus 487, 488 

- at puberty . . . . 488 

- from purpura. . 487, 488 

- sarcoma of uterus 484, 

487, 488 

- scorbutus . . 487, 488 

- sexual excess . . 487, 488 

- tubercle of cervix . . 488 

- tuberculosis of uterus 487 j 

METROSTAXIS.. . 488 

- anaemia from . . . . 43 

- from antepartum haem- 

orrhage . . 489 

- carncous mole . . 489 

- chorion-cpithelioma . . 489 


| Metrostaxis, contd. 

I - classified causes of . . 489 

1 - definition of . . 482, 488 

1 - from erosion . . . . 489 

j - extra-uterine gestation 
j 489, 842 

< - hydatidiform mole . . 489 

1 - incomplete abortion . . 489 

' - malignant growths . . 489 

i - in newborn . . . . 489 

; - lrom placenta praevia 489 
j - polypi . . . . 489 

| - during pregnancy . . 489 

- lrom pyometra . . 489 

- ruptured tubal gestation 735 

- secondary post-partum 

hremorrhage . . 489 

- senile endometritis . . 489 

- - granular vaginitis . . 489 

- subinvolution . . 489 

- threatened abortion . . 489 

Mexico, ankylostomiasis in 103 
Aiica-likc scales in pity- 
riasis rubra pilaris . . 600 

Aiicroblasts in pernicious 
anxmia . . . . 27 

- severe anamiiu . . 27 

Microcephaly . . . . 2 '4 

Micrococcus catarrhuhs, 

bacteriuria due to . . 90 

common cold due to 223 

coryza from . . 224 

febrile cold due to. . 224 

~ - in nasal discharge 223,224 
~ - phthisis . . . . 788 

- - simulating influenza 224 

- - sore throat due to. . 757 

- - tonsillitis due to . . 757 

- - urethritis due to . . 90 

- mclitcnsis, bacteriuria 

from . . . . 90 

- - general infection by 90 

- - in Malta fever 571, 785 

- - serum test lor . . 785 

- rheumaticus from blood 261 

- - in infective endo- 

carditis . . . . 261 

- tetragenus, bacteriuria 

from . . . . 90 

- - general infection by 90 

- - scpticarmia due to 

Jug. 55'/ 692 

in sputum . . . . 792 

Microcytes, coloured fig- 
ure of . . lug. 2 :i 29 

- illustrated .. lug. 4>. 31 

- in pernicious anrernia 

27, 'Jug. 43) 31 

- severe anicmia . . 27 

Micromelia .. .. 253 

Micropsia. . 926 

Microscopical examina- 
tion in anthrax . . 824 

- - of ascitic fluid . . 65 

- - axillary glands . . 475 

- - breast nodules . . 5 30 

- - chylous ascitic fluid 72 

- - diagnosing actinomv- 

cosis 95, 470, 828, 

835, 8«2, 893 
... _ ~ adenoma of rectum 874 

- - - angioma . . 852 

- - - anthrax . . . . 824 

bilhaizia . . 102, 722 

- - - carcinoma 226, 230, 727 

- - - - of breast 8 38, 840 

- cervix . . . . 488 

- - — — pvlorus . . 802 

testis . . 58t>, 769 i 

- tonsil . . . . 761 | 

----- uterus . . . 842 ' 

- - - cholesterin 138, 

cystic hygroma . . 816 

cysticciei . . 503 ! 

- - - dysentery . . 99 

- - - eczema margina- 

tum . . . . 312 

- -- -■ embryoma of testis 

587, 769, 850 

- - — encephalitis . . 157 

- - - endometritis 483, 488 ; 

- - - endothelioma . . 226 

- - - epithelioma 95, 225, 

388, 474, 477, 765, 

767, 836, 854, 886, | 

895, 897 

epulis . . . . 95 : 

erosion of cervix . . 488 

erythrasma . . 313 j 

favus . . . . 309 ! 


Microscopical exam., contd. 

| in diagnosing hbro- 

adenoma of breast 839 

I hydritidilorm mole 232 

| - - - laryngeal lesions. . 245 
leprosy . . 82, 892 

lymphudenoma 473,475 


! Z - 
i _ _ 


carci- 


- mastitis 

- melanotic 

noma 

- - sarcoma 

- mucous polypi of 

womb . . 

- multiple benign 

sarcoid 

- myeloid sarcoma 

- myeloma 

- nature of palate 

ulcer 

- odontoma . . 

- ovarian tumour . . 
oxaluria . . 

- Paget’s disease . . 

- papilloma . . 

- of larynx 

- placental polypi 
pyuria 


838 


886 

886 


502 

‘>5 

21 

7 30 
. . 95 

. . 842 
. 523 
, 887 
. 95 

. 388 
. 2 3 2 
15, 90 


- - - rectal conditions 98 

- polypus . . 874 

- - -- rodent ulcer . . 225 

- - sarcoma 818, 888, 895 

- - - - of taw . . 8 36 

----- testis , . 586, 769 

- - - - - tonsil . . . . 761 

stomatitis . . 661 

- - - tinea circinata 312, 479 

----- sycosis . . 311 

~ - \orsieolor 315, 479 

- torsio testis . . 850 

trichinosis . . 591 

- tubercle of cerwx 488 
tuberculous breast 8 38 

- - - glands . . 47 3, 474 

- - - - ulcer of tongue 89§ 

- - - tumours ol jaw .. 8 35 

- uric acid . . . . 900 

- uterino lesions . . 487 

- - id pleuritic iluid . . 136 

- - semen . . . . 79.1 

stools . . .215 

- in pancreatitis 1 30 

- technique of . 634 

- - supraclavicular gland 475 

- - lor u i ales . . . . 899 

- - of urine in albuminuria 8 
Microscopists, eyestiain in 547 

- musex volitanics uiul 92 

MICROSOMIA .. .232 

- (.and see Dwarfism) 

Microspora, eleven species 310 
Microsporon Audoumt . . 310 

- canis . . . . . . ’10 

- canosum 310 

- equirujin 310 

- lelincum 310 

- nnnutisMinuni 312 

- - erythrasma due to. . 315 

- furlur . . . . . . 312 

- tinea imhricatu due to 312 

- - - versicolor due to 313 

Microsporosis . . . . 309 

- characters of . . . . 310 

MICTURITION, ABNOR- 
MALITIES OF . . 490 

- brain control of . . 494 

- difficult , in aluminium 

workers . . . . 495 

- - from atony of bladder 492 

- blood-clot in bladder 492 

- - calculus in urethra . . 492 

- - carcinoma of vagina 492 

vulva . . . . 492 

- — combined sclerosis of 

cord . . . . 492 

- - constipation with . . 165 

- - from disseminated 

sclerosis . . . . 492 

- - enlarged prostate . . 355 j 

injury to spine . . 492 ! 

- - myelitis . . . . 492 j 

- - pelvic tumour . . 492 

- - pregnant rctroverlcd ! 

uterus . . . . 492 j 

- - prostatic abscess 575, 72.3 ! 

calculus . . . . 492 I 

prostatitis . . 492, 575 j 

- - spinal cord compres- j 

sion . . . . 492 j 

syringomyelia . . 492 j 

in tabes dorsalis . . 492 * 


I Micturition , difficult , contd. 

- - from tuberculous 

prostate . . . . 492 

! - - tumour of cord . . 492 
, ~ spinal meninges. . 492 

- - uterine fibroid . . 492 

- - (.and see Sphincter 

i 1 rouble ; und 

Strangury) 

1 - through fistula . . 494 

1 -- increased frequency ol’, 
from abscess outside 
bladder . . . . 723 

- — account of . . 490 

- from acidityof urinc491 

- - appendicitis 151, 

491, 724, 828 
bacilluria . . 491 

i - bacteriuria . . 91 

balanitis . . . . 491 

- - - though bladder 

normal . . 490 

- - from blood-clot . . 491 

- - carcinoma of bladder 

56, 35 3, 490, 576, 

577, 722 

- - - - invading bladder 724 

- - - - ol prostate . . 490 

tectum . . 491 

uterus. . . . 491 

~ iu children . . 491 

- chrome interstitial 

nephritis . . 490 
colt bacilluria 699, 901 
evstit is 239, 476, 

646, 699, 720, 901 
diabetes insipidus 490 

- - - - indium .. 490 

- diverticulitis .. 556 

- from enlarged pros- 

tate 355, 490, 

49 5, 652. 901 

epithelioma of blad- 
der . . 355, 722 

functional . . 495 

- in general periton- 

itis . . . . 734 

- goriorrluea . . 228 

- lueinaturia with . . 349 

- - - from movable kid 

i.lv . . <52, 4‘>1 

oxaluria .. 491, 524 

p.uametritis . . 151 

pels k disease . . 901 

- - - penile calculus . . 491 

pciimnifis . . 151 

■ - phimosis . . 49 J 

- pit sphaturia . . 191 

pnlvuriu simulated 

by . . . . 652 

from prostatic ab- 

Se C">S . . 575 

prostatitis 575, 720. 72 3 

- pyelitis 490, 718 901 

- pvosalpinx 151, 491 

- renal calculus 351, 

490, 49 1 

■ - colic .. 151,491 

salpingitis . . 491 

- simple ulcer of blad- 

der . . . . 722 

- - - small urinary 

meatus . . 491 

stricture of urethra 652 
m trench fever .. 710 

- lrom tuberculous 

bladder 577, 652, 
719, 720, 721, 901 

- - - - kidnev 349, 352, 

448, 490, 719, 

721, 901 

- - - ureteric calculus 

577,719 

- - - ureteritis . . . . 578 

- - uric acid and . . 901 

- - - from uterine dis- 

ease . . . . 901 

- vesical calculus 355, 

490, 576, 719, 721 

- colic .. .. 151 

- - - worms . . 491 

-■ interrupted by calculus 575 

- - pedunculated tumour 

of bladder . . 576 

- - vesical calculus 355, 576 

- muscles, nerve-supply of 610 

- nocturnal, in chronic 

nephritis . . . . 15 

- - with vesical calculus 355 

- nocturnal frequency of 490 
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MITRAL STENOSIS 


Micturition , contd. Migraine, contd. 

- normal processes of . 490 - sick headache and . . 640 j 

- ordinary frequency of 490 - tinnitus due to . . 879 ! 

- pain on (see Pain) - unilateral headache from 369 ' 

In penis after . . 574 - vertigo due to . . 911 

during . . 574 j - visual phenomena of . . 922 

- not possible, from rup- j - vomiting in 372, 922, i 

ture of urethra . . 351 ! 924, 925, 929 

- precipitate . . . . 394 j - xanthoma planum with 889 


- -■ in amyotrophic lateral j Miliaria . . . . . . 803 t 

sclerosis . . . . 176 - dysidrosis and . . 918 1 

combined sclerosis. . 176 ! - hidrocystmna and .. 918 

- - disseminated sclerosis 176 J - rubra, account of . 918 

- - encephalitis lethargical76 cc/cmu distinguished 

“ ~ l-.rb‘s syphilitic paru- from .. . . 9J8 

plegia . . . . 176 - - itching slight in . . 918 

~ ~ I'ncdreich’v ataxy.. 176 - - pricking in .. 918 

hiematomycliu ..176 - - tingling in . . . 918 

syringomyelia .. 176 - vesicles in 91 1, 918 

scalding, from bacteri Miliary abscesses ol new- 

uria . . . . 91 born . . . . 681 

- - gonurrhura . . . . 854 - syphllide . 683 

spinal centre tor 490, 494 - tubercles in tuberculous 

- straining at, due to peritonitis .. 64 

enlarged prostate .. 493 tuberculous in children 719 

- sudden stoppage of, by - - leucopcnia in . . 455 

calculus ..210 - - rigor in .. .. 717 

- third saci.il nerve and 490 Milium m acne vulgaris 600 

Micullcz's syndrome . . 848 - colloid , . 8«9 

- - m gout . . . . 848 - papules in . . 598 

lachrymal glands on- Milk from breasts .. 8*7 

larged in /9c. 46' 34 - - in gahictocch. ..838 

’■ - in lymphadenoma 848 - - lactation . . . . 227 

lymphatic leukemia - newborn .. 227. 8 38 

\1'W. 4(>> 34, 848 - - pregnanes . . 227 

- - salivary glands cn ■- at pubertv . . 227, 8 38 

larged m i /•/»,'• 46 34 - bromide transmitted by 125 

in syphilis .. .. 848 - delirium due to . 213 

tuberculosis .. 848 - goal’s, Malta lever from 

Mid-brain, encephalitis 571, <>Q] 

affecting .. 701 - iodide transmitted by 125 

- facial re Hex centre in. . 60 3 - preserved, scurvy rickets 

-■ lesion, facial paralysis from .. .. 819 

from . . 003 - spinal caries and . . 628 

- tumour of, unsesthcsia - surgical tuberculosis and9 32 

of fifth nerve from. . 8H2 - tinged in laundice . . 406 

eccentric pupil due to 882 - tinned, scurvv from .. 93 

- - paralysis ot third - tuberculous glands lrom 

nerve lrom 882 386, 474, 480, 481, 

- pupil reaction to light 712,858 

delect n e with .. 882 peritonitis and .. 777 

unilateral t rernor lrom882 Milkers, cow-pox in .. 302 

Mid-diastolic Pruit see - crump in .. 189 

Bruit Milky urine from chyluria 140 

• thrill lrom mitral Men- - - pho.sphatuiia .. 140 

osis . , . . 268 - and see C.hyluriaJ 

Mid-orbital area ■ J’iy. 6‘>V ■ 80 / Milrov’s disease / see 
'■ headache trom uMig- .Meige’s Disease 

matu.m . . 549 Mmiicrv. limping due to 456 


“ sensory area nervous, of joint dis- 

44 '., 441 550 ease . . .435 

- tenderness trom astig- - - photophobia . . 640 

mutism . . 549 Mines, alter-darnp in . . 154 

Middle cerebral artery . see - coma m .. 154 

Artery; - fire-damp in . . .154 

cutaneous nerve, di s- - going down, lamting 

tributiori ot /-ig. 580. 748 due to .. 297 

- car, carcinoma ol, pain marsh gas in . . . . 154 

from . 25 3 Miners, lead, unkylostomi- 

-- spread to mastoid asis in . . . . 10 3 

process . . 253 manganese, tremor in 882 

- - disease, trom nasal ■ nystagmus in.. . 505 

catarrh .. .. 25 3 - silicosis in .. . . 363 

- pharyngeal catarrh 25 3 - tinnitus in .. .. 878 

- and see Otitis Medial Miner’s phthisis (see 

Midwives, bullous im- Phthisis> 

petigo and .. 124 Minor epilepsv, muscular 

chancre on linger in.. 301 1 twitches in .. 174 

.Migraine, acetonuria from 3 Mirbane, oil of, in boot 
■ amblyopia due to . . 922 j polish . . . . . . 202 

- aphasia in . . 772 - - motharmoglobinsemin i 

- biliousness and . . 640 from . . . . 202 j 

- blindness in . . 924, 925 Mirror in diagnosing 

- central scotoma in 922, , trance.. .. .. 11] 

923, 924 - excluding death .. Ill 

fortification figures in > - makers, mercurialism in 44 
922, 925 ; Mirth, excessive expres- i 

- glaucoma simulating . . 288 ; sion of, in bilateral facial 

- headache from 372, 922, 925 j paralysis . . . . 603 ! 

- hemianopsia in 377, 381,922 j cerebral diplegia 6U3 

- hemicrania in. . . . 924 ! — - — pseudo-bulbar para- 

- from hypermetropia. . 547 1 lysis .. .. 603 

- indigestion simulated by396 Miscarriage (see Abortion) 

- monocular blindness in 922 Mite, kedani disease due 

- periodicity of. . . . 396 to . . . . . . 679 

- photophobia from 639, 640 Mitosis, atypical, in cancer 

- polyuria due to . . 653 cells 365 - 

- quadrant, hemianopsia Mitral bruit (see Bruit) 

iu . . . . 922 - disease, cerebral cmbol- 

- ring scotoma in . . 922 ism from . . . . 170 


Mitral disease, contd. I Mitral stenosis, contd. 

- - congestion oflivcr in 538 ! - - accentuation of first 

diminished appetite j sound from .. 118 

in . . . . 58 | - - - pulmonary second 

gastritis in . . . . 58 sound with 1,2, 

- - nutmeg liver from. , 463 | 119, 363 

- - old and recent, dis- - - account Of 268, 363 

anguished by pul- acute dilatation of 

rnonary second sound 1 < stomach in . . 218 

pain in epigastrium ; - - - rheumatism and 

f rom ... . . 538 69, 595, 857 

- - polvcythsemia with 45 j - - ante-mortem clot in 

in rheumatic fever. . 423 i heart in . . . . 363 

- murmurs, general account aortic disease with. . 261 

of 117-119 regurgitation with 119 

- regurgitation, acccntu- - - arrhythmia from . . 119 

ated pulmonary sec- — - ascites from 62, 69, 

<>nd sound with 2 ! 417, 847 

- - account of . . . . 262 ~ asphyxia in 17, 71, 106 

- - f rom adherent peri- f - atheroma of pulmon- 

cardium 258, 263, 265 I ary arteries from 

albuminuria from . . 262 268, 363 

lrom anaesthetics .. 263 auricular extrasystoies 

- - aortic disease246, 263, 363 in .. .. 670 

- - arteriosclerosis 262, - - - fibrillation with 2, 

264, 373 69, 268, 665 

ascites from 62, 262 - - blood-pressure high 

- - from athlete’s heart 266 I in . . 17, 71, 106 

" ~ Bright’s disease 262, 263 - - blood-streaked spu- 

- bruits of . . 117 turn in . . . . 187 

- - from cardiosclerosis 118 hradveardia simu- 

causes of .262 luted in .. .. 108 

- - from chronic nephri- - - bronchiectasis in . . 367 

tis . . . . 373 ■* ~ brown induration of 

- - clubbed lingers from 142 lung from . . 268 

congested face and - bruits of . . 118, 119 

lips from . . 262 - - - disappearing in.. 69 

- - cough from.. .. 262 ~ - chorea and 69, 363, 857 

- -- trom dilatation of 1 dubbed lingers from 142 

heart . . 263 ~ ~ congestion of lungs 

- - left ventricle . . 258 ; from . . j . 268 

disease of mitral valve 258 1 - - cyanosis from .. 417 

- - Jvspntca from 246, 262 - delirium from .. 212 

- - from endocarditis . . 262 ~ digitalis and . . 69 

- epigastric pulsation - - dvspnora in 113, 246 

trom . . . . 262 ~ - embolism in 363, 381 

- exocardial bruit simu- - emphysema and bron- 

latinp . . 118 dmis simulating 13 

- - from tatty heart ..263 - - endocarditis causing 

- - 1 0 vers . . 26 3 261, 263 

- - fibroid heart .. 263 ~ ~ epigastric pulsation 

- - humic bruit simu- lrom , . . . 268 

Dung .. ..118 - - Deles of d‘^\ 73 ) 69, 294 

- - harmoptvsis trom 262, 363 - fibroid lung in .. 367 

heart enlarged from 262 “ - haemoptysis in 360, 

failure lrom 62, 361, 363 

246, 262, 268 - - heart dullness with 268 

- - - impulse displaced - - increased to right 

outwards with 374 with . . 363 

- from high blood- - upwards with 363 

pressure . . . . 262 - - - failure from 62, 69, 

~ - hydrothorax from . . 262 71, 212, 246, 268, 847 

- - from infective endo- - - - impulse displaced 

carditis .. .. 262 from .. .. 268 

- - left ventricle enlarged - hemiplegia from .. 381 

from . . 258, 374 - - hypothermia in 

liver enlarged from 262 il : ig. 314) 391 

- - lrom myocardial de- - - infective endocarditis 

generation 69,258,263 from .. .. 704 

- - (Cilcmj of feet and - - irregular heart with 2, 69 

legs from . . 262 - - jaundice from . . 417 

- - from over-exertion - - laryngeal paralysis 

26 3, 266 from .. .. 606 

- - palpitation from 262, 594 - - left auricle hyper- 

- - patent interventricular trophy from . . 268 

septum simulating 118 — - lips deep red in 

- from pericarditis 263, 265 /uy. 78) 69, 294 

physical signs of . . 262 liver enlarged from 417 

-- -- polycytluemia in ..651 pulsating from 417, 847 

precordial bulging - - - tender from .. 417 

from . . . . 262 - - liwditv with . . 847 

- - pulse irregular from 262 - - malar flush with 50, 

from rheumatism .. 118 1 \Ftg. 78) 69, 294, 

- - right heart enlarged 595, 857 

from . . 374 — middiastolic bruit of 

second sound accen- 118, 119, 268 

mated with .. 262 thrill from .. 268 

reduplicated wiih262 i nutmeg liver from 

- from stretched auri- I 417, 463 

culo ventricular ringl 17 j oedema in 417, 653, 847 

- systolic bruit with 69, 262 j - - orthopnoea in 246, 847 

thrill from . . 262 - - oscilluting impulse 

- thrill with . . . . 875 with . . . . 71 

- tricuspid regurgitation - - pallor in . . (Fig- 78) 69 

from . , 262 ~ - palpitation from . . 594 

— - - simulating . . 118 - - panting in . . , . 17 

- from ulceration 118 j paroxysmal tachy- 

- valve deformity .. 117 cardia in .. 670 

stenosis, absence of peri-nasal pallor in 294 

bruit with . . 2, 595 I peri-oral pallor in . . 294 
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MULTILOBULAR CIRRHOSIS 


Mitral stenosis , contci. 

physical signs of 

(Fig. 106) 119, 268, 363 

polycythemia with 

45, 650, 651 

presystolic bruit of 69, 

118, 119,268,363,875 

disappearing in 666 

thrill from . . 268 

disappearing in 666 

pulmonary apoplexy in363 

blood - pressure 

raised in . . 363 

- - - diastolic murmur 

from . . . . 121 

infarct in , . 363 

- - - regurgitation from 269 

- - pulse feeble in 17, 71, 106 

- - - irregular in 

17, 71, 106, 268 

normal in . . 268 

rapid from . . 268 

small from . . 268 

- - red induration of lung 

from . . . . 268 

- - rheumatism and . . 363 

- - right ventricle hyper- 

trophy in ’ 71, 268 

- - second sound accen- 

tuated in 119, 36 3 

- - — - reduplicated in 

1, 119, 363, 72 9 

sec-saw impulse with 71 

serous effusion in . . 653 

slapping first sound 

with 2, 268, 36 3, 595 

- - stenosis of bronchus * 

in . . . . 367 

systolic murmur with 2o8 

tachycardia from 69, 

856, 857 

thrill with . . 268, 875 

tricuspid stenosis and 463 

- - tumbling rhythm with 2 

- systolic bruit (sec Bruit; 
Moaning in Chcyne- 

Stokes breathing ' . . 212 

- colic . . . . . . 150 

Modesty, blushing from 30 3 
Mocbius's myopathy . . 172 

- sign in exophthalmic 

goitre .. 267, 283 

Molar, unerupted, pain 
in ear from . . . . 25 3 

jaw from , . 567 

Mole, earneous, metr >- 
staxis from . . . . 489 

- epithelioma starting in 886 

- hairy, over lumbar spine 622 
spina bifid a occulta 622 

- hydatidiform, chorion- 

epithelioma from . . 488 

- - metrostaxis from . . 489 

microscope in dia- 
gnosing . . . . 232 

vaginal discharge due 

to . . . 232 

- melanotic carcinoma 

from . . . . 886 

- -- sarcoma from 477, 886 

' • d. over lumbar 

. . 622 
tic sarcoma 
A in . . . . 473 

over spina bifida oc- 
culta . . . . 622 

sarcoma from . . 888 

- tubal, from extra-uterine 

gestation . . . . 489 

Mollities ossium, geo- 
graphical distribution 
of 305 

- - illustrated <10$. 260) 305 

- - after pregnancy . . 305 

- - skiagram of bones in 

ll'tg. 261 ) 305 

- - spontaneous fracture 

in . . . . 305 

Molluscum contagiosum 889 

- fibrosum 865, (Fix'. 657) 866 
Mongolian idiocy (.sec 

Idiocy) 

Monocord illustrated 

(fig. 17S) 206 

- in testing upper-tone 

limit . . . , 206 

Monocular blindness in 

migraine . , . , 922 

- diplopia (see Diplopia) 
Monoplegia (see Paralysis) 


Monotonous speech in 
Friedreich’s ataxy . . 624 

paralysis agitans . . 881 

Mons veneris, herpes of 913 
Monster, double, dystocia 
trom . . , . . . 250 

Montgomery’s glands 

swollen in pregnancy. . 529 
Mooren’s ulcer . . . . 891 

; Moral change due Lo 
alcohol . . ..881 

| encephalitis . . 22 ' 

in general paralysis 881 

Moran- Axcnfcld, diplo- 
I bacillus of, in comuuc- 
i tivitis .. .. .. 286 

| Morbilli (.see Measles' 

Morbus ctcruleus Fjy.Mb'i 196 

- - abnormal subclavian 

artery with .. 241 

-- - clubbed lingers with 142 

- - from congenital heart 267 

- - haemoglobin in . . 650 
• - polvcyiha-mia in 650. o5 1 

- - transposition ol \is- 

ccra with . . 241 


- cordis (see Heart Disease 

- coxa* senilis .. ..4 31 

- maculosus of Werlhof 

67b, 680 

Morgagni, hydatid ot . . 587 
Alorgan's bacillus . . 47 l > 

ptomaine poisoning 

due to . . . . 872 

Morning cough . . .. IS 1 -' 

- diarrhoea . . . . 217 

- sickness ,see Vomiting' 
Morphia, abdominal pain 

from . . . . . . 52o 

- amcnorrhrea from .. 2< 

-- avoided in peritonitis 524 

- bradypnucj lrom .. 110 

-- Cheyne-Stokes breath- 
ing from . . . . I 3w 

- coma from .. 110, 154 

- convulsions trom .. 181 

- delirium lrom .. 213 

- drug habit lrom .. 113 

- Fellin g s solution re- 

duced alter . . 327 

- habit, albuminuria from It' 


-- - impotence lrom . . 3 U ' 

- - sudden stopping of, 

delirium from . . 212 

- injections, tachcs bleu- 

atres trom l"'ig. . 642 
-■ leucopenia from . . 433 

- noises in head lrom . . 50-1 

- out of condition trom 11 s 
■ palpitation lmm 594. 69t> 


-- poisoning, temperature 

chart in I'ty. 1 14 15' 

- prick marks from taking 5*9 » 

- shortness o: breath limn ii *■ 

- stupor lrom . . . . Ilf. 

-- tremor due to . . 87*6 -V 1 ' 1 

- vertigo lrorn . . . . no- 

Morpluea 459. . / -j o. 5 /v 

- atrophic stria- m ..65 

- baldness tirun . . n 

- charade rs of . . . . 1 - i 

~ cheloid omul ited by. . Pd 

- dilated vessel, at m-rdcr 

of . . . . 645 

- leucodcrmia distin- 

guished lrom . . 6 15 
Mortar, dermatiii. due to 9]5 

Morton’s affection of foot 540 

- disease, limping in . . 456 

- - pain in lout in . . 456 
Mortuary attendants, post- 
mortem wart: in . . 301 

AVorvan’s disease, sore 
lingers in . . . . 302 

syringomyelia and 81. 

125, 302, 320, 628 

- - whitlows in . . J20 

Mosaic skin in prurigo . . 601 
Mosquito-bite (see Ijitc 
Moth hairs, dermatitis 

from . . . . . . 659 

~ - itching fn m . . 659 

Motions, black (see Alelama.- 
Motor aphasia . . 772 

- boat cabin, tinnitus 

due to . . . . 878 i 

coma in , . . . 154 

- car accident, spinal sym- j 

ptoms after . . 870 i 

dust, sore throat from 761 


Alotor car, contd. 

- - exhaust fumes, faint- 
ing due to 297, 299 

; headache from 371 

! - — sickness, headache 


from . . . . 372 

vomiting in . . 929 

- - smash, ataxy after.. 77 

- - - fainting due to . . 297 
-- - nystagmus from. . 505 

- drivers, chilblain on 

heel in . . . . 552 

■ - - pain in heel in . . 540 
Motoring, myalgia from 572 

- pain between shoulders 

from 567 

. - - in shoulder from 567, 580 
Moulds, lung injections 
, due to . . . . 365 

- in sputum . . . . 792 

.Mountaineering, epislaxis 

due to . . . . 274 

- fainting due to . . 297 

- glycosuria after . . 3 '0 

- hemianopsia due to . . 377 

- left ventricle enlarged 

lrom . . . . 258 

- noises in head in . . 50-1 

- vertigo due to. . . . 50*1 

Alousc, lavus from . . 369 

A louse- bite, spirochictosi; 

lrom .. .. ..213 

Alouse-nibbled appear- 
ance ol larynx ,y-, A . 210 245 

- epiglottis . . 380 

Miamy smell of lavus 2-09, 31 1 
Mouth, acid lust bacilli 

1 roin . . . . . . 788 

- at bet os is affecting . . I6v 

- bacteriological investi- 

gation of . . 43, 83 

- bleeding i. see (iuno. 

Bleeding ; and Hxm- 
orrhage lrom .Mouth 


breathing, adenoids tr -m 

225, 76 1 

- - oncogen* tia due to .. 560 

- enlarged t t'li.* ih from 224 

- - trom rhinitis . . 223 

- snoring due to .. 7“>7 

- — tonsillitis from . . 7M 

- carcinoma ot < sec Fpi- 

thelioma 

- chicken-pox affecting 

7 6 2 , 0 19 

- coarse, trom alcoholism 294 
congenital syphilis os . 40 s 

- dermatitis herpciilor- 

mis ultecting 95 

drooping corner of, m 
Iho il paralyse- . . 672 

- dry. i af.oveusiia due to 860 

- -■ in levels 860 

- ep:t b.ele >m.i 1 4 . see b pi - 

tr.'.li'tniu 

- eiythema hullosum 

allfvtmg . . 9 - 1 , 95, 24-i 

- lo.. tmiif m epilepsy 1 K 3 

- malinge re: . . 184 

g'li'. pain n» tongue lrom 59u 

- torjgue sore lrorn .. 5*M 

- gaping, lit cretin 

i / ia'. 254 294 

- hxrnorrlvtge lrorn * ee 

< ituns Bleeding , and 
II. vim rrhage 

- 1 icrpc*. Zi »ster ol . . 914 

- inability to ope*n, due 

to alveolar abscess. . 884 

- — - angina I.udoviei. . Hh4 

- — - arthritis ol temporo- 

mandibular joint 884 
epithelioma . . 884 

- - - impacted wisdom 

tooth . . . . 884 

- - - mumps . . . . 884 

- - -- myositis ossificans 884 

• odontoma . . 884 

- - quinsy . . . . 884 

- - in sc lc ruder in ia . . 886 

due to tonsillitis. . 884 

-- - - t rismus . . . . 884 

- injury to, haemoptysis 

simulated by . . 359 

- Koplik’s spots in 224. 282 

- myasthenia gravis affect- 

ing 243 

- navi of (see Navi./ 

- iiorna affecting . , 318 

- open, in cretin . . 290 


I Mouth , contd. 

- pain in, after acute 

irritants . . . . 244 

from corrosive poison 338 

i - - very hot or cold food 244 

- pemphigus affecting 93, 

95, 127, 244 

- PIGMENTATION IN . . 641 

(and see Pigmentation 

in Mouth> 

- putrefaction in, foul 

breath from 112, 113 
-- red swelling in floor of, 

due to ranula . . 590 

- retention cyst in . . 590 

- sepsis in, loul breath 

lrom . . ..112 

- small-pox affecting . . 762 

- sore in, cervical glands 

enlarged lrom . . 474 

- - in sprue . . 47, 709 

- sore angles of, in con- 

genital syphilis 

:V/> 290 

- streptococci lrom. difh- 

culty of interpreting 83 
-- tremor of, in chronic 

alcoholic . . . . 289 

-- t richinosis of . . . . 885 

- ulcer ol see l 'Iccralion 
.Movable kidney see Kidney 
.Movement, sense of, lost 

in Broun Ncquard para- 
lysis .. ; l':c. 46 { i 608 

Mucocele of call -bladder 

<16, 317 

Muco-dcrniaio-mvoMtis 886 
Mucoimnibtanous coiic 

i see C oln; 

- colitis ■ see Colitis 
Mucous cast of intestine 

lug. iSt. 495 
-- cohe, c< <hc from . . 148 

-- coli t is see <. ol i ns ■ 

cyuudronis in gonorrhoea 7 

- Illustrated . . luy. 1) 7 

- c \ *■ i , viih.i! •-welling 

due lo . . ..853 

- membrane.'., buhous der- 

111 .it - oes allccung . . 127 

dormant] 1 herpcti- 
toiiiii' ulfec ! inc . . 95 

■ - crytfiema bullocum 

all i ci me . . . . 95 

- las U'. idle. mg . . 309 

- hicmoi rhage lrom see 

I i a: m< nrliage 

- herpes o 1 . . . , 9] ^ 

- nodule in, in leprosy 50 1 

- pemplugus attesting 

93, 127 

- - pigmentation of, m 

A.lvh son’--, disease 


106, 795, 9 14 
■- pol\ mvosins ulhit- 

mg . . 245, 702 

- rhiMosclcroma affect- 

ing . . . . 889 

- - ringworm affecting 309 

- • small pox aftccting 684 

- v.nneila allecting .. 919 

vesicles on . . ..913 

- papule in syphilis . . 601 

- polypus ot cervix pre- 

senting per vaginam 658 

- tubercles m perineum 766 

- - ol m. rotuiTj . . . . 767 

- - in syphilis . . . . 601 

.M ucui'ra pruriens, derma- 
titis due to . . . . 916 

Mucus in Cairschmanu’.H 
spirals . . . . . , 191 

- eusm staining . . . , 496 

- in ga-i nc contents in 

gastritis 58, 338, <98, 401 

- methylene blue stain- 

ing 496 

- from stomach due to 

alcohol . . . . 881 

- IN THE STOOLS 215, 496 

- - ( and see .Stools, Mucus in') 

- uric at id w ith . . 900 

- IN THE URINE . . 496 

- - and see Urine, Mucus in) 

- vaginal discharge .. 231 

- vomit (see Vomit, Mucus u\f 

Mulberry rash . . . . 691 

Mule spinners, epithelioma 

ol scrotum in . . 767 

Multilobular cirrhosis . . 67 
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MUSCLE 


Multiple benign sarcoid ; 

of Boeck . . 502 ; 

- neuritis (see Neuritis, I 

Peripheral) I 

- serosltis . . 62, 138 

- ~ hydrocele in . . 588 ; 
Mummification, account of 318 
Mumps, abscess of testis in76H j 

- albuminuria in . . 16 

■ cervical adenitis simu- 

lating . . . . 76 V 

deafness from . . 207 

- dysphagia I rum 244, 66 1 , 76 3 

- epididymitis from 85 

- cpididvnio-orcliii is from 

585, 849 

■ hvdrocele from . . 588 

inability to open mouth 

m 884 

Icucocvtosis in . . 454 

- rare in . . . . 45 3 

lymphocytes in cerebro- 
spinal lluid in . . 18 3 
(edema of neck .simu- 
lated In- . . . . 763 

orchit i s t rum . . 85 , 86 

pain ream is t r * >rn . . 128 

pt valr.ru in ..661 

- i ieor rate tn . . . . 7J7 

- salivari gland cn'ar oed 

m 76 A 848 

- >i"c thio.it due t o 758, 76.1 
symptomatic lcukivnua 

after . . 454 

- testicular atrophy after 

85, 86. 507 - 

.Murder, ar«t*nh and 85, f >4, 1 0 3 
weal killer and 86, 04 

Mur murs i sec limit '• 

Aim ctv volumuc.', cpA- 
t.iMs relieving . . 274 

- - general account of . . 92 

-Muscle, abductor halloas, 

n' rvc- supply of , . 609 

ituhus, \\.i fed in 
progressive muxai- 
lar atrophv 1 tg. S4. 80 

- pseudo - In per- 

tropiiu mm- 
cul.ir parnlv- 

sit . . Jtg. 7v> 78 

minimi digit!, nerve - 
suonly of t>04, 616 

podtcis. aflccted m 
progressive muscu- 
lar at t«>p!o . . 141 

nerve supply of . 616 

wasted, from cervical 
lib 619 

-- a, cessoTHis, i ie r \ l sup- 

t I *■ ot . 609 

- adductor brevis, nerve- 

••uppiv of . , . . 609 

1 o n j , 1 1 s . nerve -mpplv 

. .t . . . . ' . . 606 

■’ * 'ssiticat ion sn , , 84*> 
m.Kimv nerve sup 

t ’ f y of , . 609 

- - ob'iquus 1 :.i 1 ! ', t.'i s, 

nerve- stipple > 1. 604 

- poUitis, nerve supply 
Of . . 616 

p> ’1 1 ici s ulna:' nerve 
supplying .. 141 

in ulnar paralysis 141 
tr.msvcisus halluta, 
nerve-supply of . . 609 

- - - pollicis. nerve-sup- 

ply of . . . . 616 

anconeus, nerve-supply 
of 616 

- biceps, myoclonus of. . 174 

- - nerve supply of 615, 

(Fig. 474) 618, 620 ; 

- - paralysis of, in Lib's 

palsy . . . . 618 ; 

• - wasted in pseudo- 

hyper trophic mus- 
cular paralysis . . 625 

- biceps temoris, nerve- 

supply of 604, 

(Fig. 471) 011 i 

- brachlalls anticus, nerve- 

supply of . . 615, 

(Fig. 474) 618, 620 

- ciliary, paralysis ot, 

from diphtheria 84, 242 

- - paresis of, accommo- 

dation made diffi- 
cult by . . 84 . 


Muscle., contd. 

- coracobrachlalls, nerve- 

supply of 615, 

(Fig. 474) 618, 620 

- cremaster, nerve-supply 

of 610, (l- ix. 471) 611 

- degeneration of, fibrillar 

contractions in . . 880 

- deltoid, nerve-supply of 

616, (Fig. 474 > 618, 620 
pain at insertion of, 
from readmit in bed 58 3 
paralysis of, m hrl/s 
palsy .. . . 61H 

pseudo-hvpert rophv 
of . . f ix. 47 x. 625 

- - tender in fibrositis . . 544 

wasted in phthisis . . 74 

- detrusor uruuc, nerve 

supplv of (Fig. 471 ■ 611 
paialysis of. reten- 
tion of urine from 

49 b 44) 

diaphragm, nerve-supply 

of . . f-tg. 474 ' 618, 620 

- dilatator tuba:, cracking 

m car due to . . 878 
extensor brevis digiio- 
riim, nerve-suppi v of 6 n4 
pollicis, nerve-suppiy 
of . 616 

carpi radialis brevlor, 
nerve supply of ..616 

- - longior, nerve - 

supply of 616 

- ulnaris, nerve -supply 

of . . . . 616 

. mmuub digltorum, 
cl, iv. - Hand and . . 141 
nerve-supply of 

610, 616 

Italiuris, nerve-supply 

of 610 

indicts, nerve supply of610 

• ivuu’us digltorum, 
ticrvt-supply of 

6U4, ltx. 471 Ml 

p mill sis ot . . t,ll 

ballwcis. hvpvrtro 
pined in i ned- 
rcuhs disease 176 

pollicis, nerve-supply 
of .616 

- - minimi digiti, nerve- 

supply of . . . . 616 

ossts metacarpi pollicis. 

nerve supply ot . 616 

proprius hallucis, 

nerve -aipplv ot . . (,09 

- extern. si rxtu-, p.itelysis 

ot see Paralysis 

- fibie 1 m ticces see L.cccs 
■ tiiuoMs ot, talipes due 

to . . .. .. 144 

tlesor brevis digltorum, 
m r\ e supply ol . . 609 

- halloas, nerve- 

supply ot . . 609 

minimi dlgifi, nerve- 
supply of 004,616 
pollicis, nerve - sup 
ply of . . P 5. 616 
carpi radialis, nerve- 
supply of . . . . 615 

- ■ ulnans; nerve-sup- 
ply of . . 616. 620 

- • - ulnar nerv c sup- 

plying . . 141 
lungus digltorum. 
nerve-supply of 609, 

610, I t, x. 471) 611 

- - - hallucis, ncrve- 

supplv of . . 609 

- - - pollicis, nerve-sup- 

ply ot . . . . 615 

profundus dioitorum, 
nerve-supply ol 615, 616 
subllrnis digltorum, 
nerve-supply of . . 615 
~ gastrocnemius, nerve - 

supply of . . 609, 610 

- - pseudo-hyper 1 1 ophy 

of . . . . 625 

- gemellus inferior, nerve- 

supply of . . . . 609 i 

-- - superior, nerve-supply 

of . . . . 609 i 

- gluteus maximus, nerve- 

supply of . . 609, • 

(Fig. 471) 611 I 


Muscle , contd. 

- gluteus, medius, nerve- 

supply of 609, 

(Fig. 471) 611 

- - minimus, nerve-sup- 

ply of . . 609, 

(Fig. 47h 611 

- gracilis, nervc-supplv 

of 609, {Fig. 471) 611 

- Iliacus, nerve-supply of 

609, 610 

- - internus, nerve-sup- 

ply ol (Fig. 471) 611 
inferior oblique, paraly- 
sis of . . 222 

rectus, paralysis of . . 222 
infraspinatus, nerve-sup- 
ply of 615, (Fig. 474) 618 I 
- pseudo-hypertrophy 

of . . /. 625 ; 

- reaction of degenera- 

tion in . . 017 

- wasted, from neuritis 

of suprascapular 
nerve . . ..617 

- - in phthisis . . 79 

- insertions, tender, in 

librosit is . . . . 544 

internal rectus, paralysis 
of 222. /■!,<;■ 517, 659 

- laceration of, from 

iniurv . . . . 735 

- latissimus dorsi, nerve- 

supply of . . 616, 

■Fig. 474 < 618, 620 

- -- - w.iMcd, in pscudo- 

liypemopluc mus- 
cular paralysis 625 

- levator annuli scapulae, 

nerve supply of . . 615 
am, defalcation and 164 
-■ u."iry of. prolapse 

of uu i ns due to 657 
nerve upplv of 

Fig. 471) 611 
spasm of, vaginis- 
mus due to .. 239 

- julpebr;e vuperioris, 

congenital absence 660 
- paralysis of 

Ftg. 51 f, 659 

- - spasm ol, in 

Graves’ dis- 
ease . . 283 

- masseter, atrophy of, 

m bulbar paralysis. . 60 3 

- - -• trigeminal neur- 

algia . . . . 549 

- - paralysis of see Paralyse 

- normal electrical reac- 

tions of . . 725 

- obturator externus, nerve- 

supply Of 604, 610, 

1 l tx. 471 » 611 i 

- - intermix, nerve -sup- 

ply ot 609, ( 4 / 1 ) 611 

- occipito-lrontalis, eyes 

opened by . . . . 660 

- ouiohynidcus, nerve- 

supply to (Fig. 474' 618 
-• opponens minimi digit!, I 
nerve-supply of . . 616 
pollicis, nerve-supply 
of . . . . 615 

- orbicularis oculi, cramp 

in 189 

- - oris, weak in myo- ' 

pat by . . . . 291 - 

- ■ palpebrarum, para- 

lysis of . . . . 891 | 

- epiphora from 273 

spiistu ol, in hys- i 

tcria . . . . 178 

- - - - paralysis ugitans 292 j 

- - - weak in nuopaihy 291 : 

- pnlmaris brevis, nerve- 

supply of . . . . 616 

- lonous, nerve - supply 

of 615 

- pcctineus, nerve-supply j 

of 609, d ig. 41 1) 611 j 

- pectoralis major, nerve- j 

supply of . . 615, 

(Fig. 474) 618, 620 
... ... _ wasted in phthisis 79 
~ - pseudo-hypertro- 

phic muscular 
paralysis . . 625 

- minor, nerve-supply of 

615, (Fig. 474) 618 


Muscle, contd. 

- peroneus brevis, nerve- 

supply of . . 609, 

(Fig. 471) 611 

- - lonpus, nerve-supply 

of 609, (Fig. 471) 611 

tertius, nerve-supply 

of .. ..609 

- pluntaris, nerve-supply 

of 609 

longus, rupture of . . 677 

- limping from . . 456 

- platvsma, ncrve-supplv 

of .. 1 Fig. 474) 618 

- popiiteus, nerve-supply 

of 609 

- pronator quadratus, 

nerve-supply of 615, 

(Fig. 474) 618 

- radii teres, nerve-sup- 

ply of . . 615 

teres, nerve-supply of 618 

- f mux, indurated with 

i- dries . . , . 195 

- - nerve-supply of 610, 

i Fig. 471 ) 61 1 

- - suppurating, from 

caries . . . . 195 

- pvrilormis. nerve-sup- 

ply ot 609, 'lug. 471) 611 

- quadratus lemons, nerve- 

supply of . . 609, 

(Fig. 471) 611 

lumborum, nerve-supply 

of 610, Fig. 471 > 611 

- quadriceps extensor 

temoris, myoclonus of 174 

- - - - nerve-supply of 

609, 610. 

‘Fig. 471) 611 

- ■ • - paralysis of, from 

poliomyelitis 623 

- - - - wasted in ante- 

rior cruritis. . 540 
... ... . - Tooth’s pero- 

neal atrophy 79 

- reaction of degeneration 

in 725 

- rectus abdominis, myo- 

sins of, pain in iliac 
fossa from . . . . 557 

necrosis of , see Ne- 
crosis'! 

- - rigid over liver 

abscess .. 465 

- - - tumour simulated 

by . . . . 809 

- - - rupture of (.sec Rup- 

ture i 

- - - Zenker’s degenera- 

tion in . . 561 

- rhomboldeus major, 

nerve-supply of . . 615 
minor, nerve-supply of 615 

- risorius, weak in myo- 

patm . . . . 291 

- rupture ol see Rupture) 

- salpingopharyngcus, 

cracking in ear due to 878 

- sarcoma starting in . . 845 

- sartorlus. nerve-supply of 

609,610, (Fig. 471) 611 

- scalenus, nerve-supply 

of . . i Fig. 474) 618 

- semimembranosus, ncrve- 

supplv of . . 609, 

(Fig. 471 ) 611 

- semitendinosus, myo- 

clonus of . . . . 174 

- - ncrve-supplv of 609, 

(Fig. 471) 611 

- serratus anticus major, 

nervc-supplv of 

(Fig. 474) 618 

magnus, nerve supply 

of . . . . 615, 620 

paralysis of (see 
Paralysis’) 

- - - wasted in pseudo- 
hypertrophic mus- 
cular paralysis 625 

- solcus, nerve-supply of 609 
- pseudo-hypertrophy 

of .. ..625 

sphincter ani, achalasia 

of. 163 

in Hirschsprung’s 

disease. . . . 163 

nerve-supply of 

C Fig. 471) 611 
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MUSHROOM POISONING 


Muscle , sphincter am\ contd. \ Muscles , contd. 

spasm of (see Spasm) j - anterior tibiul. affected 

indis, rupture of, I in infantile paralysis 145 

trom injury . . 674 ; Tooth's paralvsisl46 

pupil irregular ( - urm, fibrillary contrac- 

trom . . 674 | tions in . . . . 615 

vesica:, nerve-supply ; - - wasted with elbow- 

of . . (Pig- 471 ) 611 joint disease . . 79 

paralysis of, drib- - - - from poliomyelitis 

bling of urine j-ig. SO) 78 

from . . . . 495 in svringomvcha 320 

- stapedius, paralysis of > - back, paralysis ol (see 

(see Paralysis) ! Paralysis.' 

- Sternocleidomastoid, j weakness of, lordosis 

nerve-supply to ; lrom . . . . 195 

(Fig. 474 ) 618 | in rickets . . 194 

- sternohyoideus, nerve- , - calcification in .. 70 3 

supply to (Pig. 474) 618 - - in myositis ossificans 180 

- sternomastoid, clonic ! - calf, cramp in . . 188 

spasm ot . . , . 174 ischarmic contracture 

myoclonus of . . 174 of . . . . 147 

rupture of, at birth. . 179 myokymia of, in inter- 

callus in . . 179 mittent claudication 542 

- — torticollis from . . 179 - - nervc-supplv of 

spasm of, in hysteria 178 'Pig. 471) 611 

in torticollis . . 795 - - pscudo-hvpertiophv 

- sternothyroidcus, nerve- of.. [Pig, 477) 624 

supply to (Pig. 474) 618 - contracture of (and see 

- subscapu laris, nerve- Contracture ; Talipes ; 

supply of 616, etc.) 

(Fig. 474) 618, 620 - of defecation, nerve-sup- 

- superior oblique, para- ply of .. 610 

lysis of . . 222 - dorsal, spasm of, from 

rectus, paralysis of . . 222 spondylitis deformans 870 

- supinator brevis, nerve- - dorsiilexor, paresis of, 

supply of . . 616, in peripheral neuritis 75 

(Pig. 474) 618 - of erection, nervc-supplv 

longus, myoclonus of .. Pig. 471 ! 611 

of-- •• •• 174 - extensors of ankic, ul- 

norve-supply of 616, tected bv peripheral 

l Pig. 474) 618, 620 neuritis . . . . 74 

paralysis of, in paralysis of, from 

iirb’s palsy .. 618 poliomyelitis .. 621 

- supraspinatus. nerve-sup- tinners, alUctcd in 

ply of 615, (Fig. 474) 618 progressive mnscu- 

pseudo-hypertrophy laratrophv .. 141 

of. . . . 625 nerve-supply of 

wasted in phthisis . . 79 p lK . .fj4 olH, 620 

- temporal, atrophy of, in paralysis ol, in Trb’s 

trigeminal neuralgia 549 palsv . . . . 618 

paralysis of, from - - toes, paralysis of, 

filth nerve lesion 860 lrom poliomyelitis 62 3 

in trigeminal ncur- - - wrists affected by 

algia . . . . 549 peripheral neuritis 74 

- tensor fasciae femoris, nerve-supply of 

nerve-supply of 609, < Fig. 474 618. 620 

610. [Pig. 471) 61 1 paralysis ol, in 

- teres major, nerve-supply l ib's palsy .. 618 

of 616, (Pig. 474) 618, 620 - of eye, myasthenia gravis 

minor, nerve-supply of ul’lccting .. . . 24 3 

616, 620 - - paralysis ot see 

-tibialis anticus, nerve- Paralyse, Ocular: 

supply of 609,610 - fibrillary contractions in 615 

posticus, nerve-sup- ~ fibrous, in myopathy . . 024 

ply °f •• .. 609 1 - flexors of lingers, aflected 

- tone . . . . . . 175 in progressive muscu- 

'■rohellum and .. 73 laratrophv.. .. 141 

and ..175 claw-hand and .. 141 

na and .. 175 nerve-supply of 

cams, nerve-supply ' Pig. 474 ) 018, 620 

: ° •• (P>g- 474) 618 - - wasted from cervical 

triceps, nerve-supply of rib .. 019 

616, (Pig. 474) 618, 020 — • in forearm, wasted in 

- - pseudo-hypertrophy cervical rib . . 545 

°f ■ • • • • • 625 - - - - syringomyelia. . 619 

- Trichinella spiralis in ulnar paralysis 

[Pig. 452) 569 u- lK , x5> 82 

- zygomatic, weak in myo- of knee, wasted in 

pathy .. .. 291 pseudo-hypertrophic 

Muscles, abdominal, nerve- muscular'paralysis 625 

supply of (Pig. 471) 611 — wrist, nerve-supply of 

- - on guard . . .. 734 (Pig. 474, 618, 620 

" ~ paralysis of, in diph- - — — wasted from cervical 

theria . . . . 192 rib . . . . 619 

scoliosis from . . 192 - of foot, nerve-supply of 

spasm of, in hysteria 179 ; 610, ( Pig. 47 h 611 . 

new growth simu- : - gcmelli, nerve-supply 

latcd by .. 179 of .. (Pig. 47 J) 611 I 

pregnancy simu- : - glutei, cramp in . . 189 1 

lated by . . 179 nerve-supply of . . 610 

in vomiting . . 927 , - - pseudu-hypertrophy 

- abductors of hip, nerve- of .. 625 

supply of . . . . 610 I - - wasted from tuber- 1 

- adductors of thigh, nerve- i culous hip 79,457 

supply of . . 610, ! - haemorrhage into, in 

(Fig. 471) 611 | haemophilia .. 679 

paralysis of, from - hamstring, cramp in .. 189 

poliomyelitis . . 623 - - elongated, in con- 

“ analgesia of, in tabes tortionists . . 195 

dorsalis .. .. 627 — nerve-supply of .. 610 


Muscles , contd. Muscles , contd. 

~ of hand, nerve-supply - parasites in, in trichi - 

of . . (Fig 474 ) 618 nosis . . . . 885 

wasted in amyotro- - of perineum, nerve-sup- 

phic lateral sclero- i ply of 610, (Fig. 471 ) 611 
sis.. .. 619, 630 - peroneal, affected in 

- - - bulbar paralysis.. 773 j infantile paralysis .. 145 

cervical rib 545, ; Tooth’s paralysis 146 

(Pig. 475 ) 6 1 9 — nerve-supply of . . 610 

~ - T'ricdreich’s ataxy 79 - - paralysis of . . 611 

peroneal atrophy 620 - polymyositis affecting 295 

- ~ - progressive muscu- - pronators of forearm, 

lar atrophy 80, 141 ; nerve-supply of .. 620 

pseudo - hypertro j - pseudo-hypertrophy of, 

phic muscular i in myopathy . . 620 

paralysis Pig. 79) 78 - recti abdominales, con- 

- -- -- syringomyelia 320, 619 genital absence of . . 636 

- - - Tooth's peroneal divarication of (see 

atrophy (Fig tt2) 79 Divarication) 

- hypothennr, nerve-supply capitis, nerve-supply 

of 620 to .. t Pig. 474) 618 

ulnar nerve supplying - rhomboids, nerve-supply 

80, 141 of iPiy.474 ) 618, 620 

- - wasted from cervical > - rigid see under Rigidity i 

rib .. 619 - rotators of hips, nerve- 

in progressive mus- supply of .. 610 

tular atrophy - ol shoulder, affected in 

80, yl-ie. 125 1 141 Het.uchS chorea . . 171 

- from ulnar paralysis - - atrophy < > J . trom 

■.Pig. d'* 82, 141 poliomyelitis P'tg.XO 78 

- insensitive to squeezing - - spasm of , in hysteria 179 

in tabes dorsalis .. 541 spinal, atrophy of, in 

- intercostal, paralysis of, syringomyelia .. 320 

from transverse mvc- - - paralysis of, scoliosis 

litis 81 from .. ..192 

- inierossei rf foot, cx- - splnati. norve-supply of 620 

lernal plantar nerve - - paralysis ol, in ! rb's 

supplying . . . . 140 palsv . . . . 618 

- - - internal popliteal - stitlnes- of, in polymyo- 

nerve supplying 14() sins .. .. 702 

- - -• nervc-supplv ot .. tu)9 - - trichinosis .. .. 885 

- - paralysis ol (sec l’ar- - swelling ot, in rat-bite 

•ilv’ois ' fever .. ..740 

- - hand, claw-hand and 141 • - scurvy .. .. 679 

- norve-supply of - trichinosis .. .. 569 

616, 620 - tenderness of \see Tcn- 

• - wasted from cervi- derncss) 

eal rib . 619 - thenar, affected in 

- - - in progressive Tooth’s paralysis . . 146 

muscular at to- - median nerve supplv- 

Phy . . Pig. #4 80 mg . . 80. 82 

- interst ilia! lat in, in nerve-supply of .. 620 

myopathy .. .. t>24 - - wasted trom aneurysm 82 

- laryngeal, iihroutis of, brachial plexus' 

hoarseness from . . 388 lesion . . . . 82 

• - nivasthenia gravis - - - cervical rib 82, 619 

affecting .. ..244 in progressive mus- 

Of leg, nerve-supply of cular uirophv HO. 

609. 610, 611 < Pig. 12i > 141 

- lumhricals ot loot, ex- from thoracic new 

lerna! plantar nerve growth .. 82 

supplying .. .. 110 - of thigh, atlectcd in 

internal popliteal infantile paralysis . . 146 

nerve supplving 140 - - cramp in .. .. 188 

- - - nervc-supplv of . . 609 wasted with knec- 

- - paralysis ot, hyper- joint disease 79, 457 

extension ol toes - tibial, paralysis of, 

trorn .. .. 146 ( talipes from .. 146 

- - - - in infantile par- - 'Tricliinella spiralis iri 569 

alvsis 146 - weak in osteomalacia. . 233 

- hand, claw-hand and 141 - - scoliosis from . . 234 

- - - nerve-supply of 615, -- worm- like contractions 

616, 620 ol. in reaction of 

- - - two outer, median i degeneration . . 74 

nerve supplying 141 MUSCULAR ATROPHY 78 

- of micturition, nerve- (and see Atrophy, 

supply of .. 610 Muscular) 

- mouth, myasthenia - - progressive (see Pro- 

gravis allccting .. 243 gressive Musculur 

- myokymia ol, in inter- j Atrophy) 

mi t lent claudication 542 j - contractions (see Con- 

- of neck affected in tractions) 

Henoch's chorea .. 171 , — dystrophy .sec Myopathy) 

- - clonic spasms of . . 174 j - rheumatism (sec Rheu- 

- - myalgia of, occipital j mutism) 

headache from . . 369 ; - rigidity (see Rigidity) 

- - myasthenia gravis j - t witchings (see 'T witching*) 

affecting . . . . 243 ! Musculocutaneous nerve 


- nerve-supply to j (sec Nerve) 

(Pig- 474) 618 Musculospiral nerve (see 

- spasm of, in hysteria 179 Nerve) 

ohliqui capitis, nerve- Mushroom poisoning, 

supply to (Pig. 474) 618 collapse from . . 421 

ocular, error of insertion j - - coma from .. .. 422 

‘4 • . • • 270 - - convulsions from . . 422 

- paralysis of, in dis- degeneration of liver 

seminated sclerosis 923 cells in . . . . 422 

ossification of, in apon- delirium due to .. 213 

dylitis deformans . . 180 diarrhoea from . . 421 


pain in (see Pain) 1 hemoglobinuria from 357 
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MYOPATHY 


Mushroom poisoning , cotit d. 

jaundice due to 408, 422 

notes on . . 421 

stupor from . . 422 

~ - vomiting from .. 421 j 

Musical bruit in infective j 
endocarditis . . . . 46 j 

- noises in ear . . . . 878 ! 

Mussels, urticaria from . . 935 ; 
Mustard, dermatitis due 

to 916 | 

- erythema due to . . 918 ! 

- finger aflected by . . 301 i 

- gas (sec ( i as > 

- hedge, dermatitis due to 916 

- plasters, erythema from 275 i 

- vesicles due to . . 918 

- vomiting due to . . 928 ; 

Mutism from deafness . . 772 j 

- in dementia . . . . 770 j 

- (and see Speech, Loss of > 

Myalgcsia in tabes dorsalis 627 | 
Myalgia from chill . . 572 

- iibrositis . . , . 672 

- intercostal, tenderness 

from . . ..512 

- of nape of neck, occipital 

headache from . . 569 

-• pain in chest from .. 5 50 

- - limbs from . . . . 568 

-- tenderness of chest from 861 

- muscles in . . . . 5 51 

- from trench fever 572, 710 

- varieties of . . . . 672 

- and sec Lain ' 

Myasthenia gravis, account 

of . . 243, 726, 773 

dysarthria m . . 77 5 
d’vsphagia due to .. 06 2 
electrical reaction m 

24 5, 726 

hoarseness in . . ’87 

- - kiu-e-icrk m . . 452 

- - nasal voice in ..775 

ocular pab. v in . . 774 

- • palate fatigue in . . 77 5 

- - ptosis m . . 6bd 

ptyalism due to «)62 

- - regurgitation of food 

m .. 22 v u 77 

- - thinning ol tongue m 77 5 
Mvcetium m actm.um- 

COMN .. .. ' .. 8'5 

- es/erna marginatum . . 747 

- ervthrasma .. .315. 747 

- lavas 5(H) 

of rinnworm ..310 

" to i men versicolor 5 1 < 

Mycetoma, account ot . 893 

Mycosis tungoides 658, 

886, 888 

Mvcfirmi.i, aplastic, pui 

pur a in . . . . 676 

Myelitis, acute, hyper- 
pyrexia lrom . . 390, 501 

- - tr. an imurv . . 50 1 

- unicsthcsia lrom 

J- tg. 7sv. 752 

- bedsore m '21, 462 

- brown Seijuurd para- 

lysis from . . . . 608 

■ compression, uhdominal 

pain from . . . . 594 

- - account ot . . . . 628 

- - lrom aneurysm . . 629 

causes of . . 628 

- - girdle pain in . , 628 

- - primary lutcrul scle- 

rosis simulated by 6'1 

- constipation in 165 

- cystitis from . . . . 452 

- gangrene from 517 

- girule pain in. . . . 526 

- knee-jerk absent from 451 

- pain in legs from . . 176 

- precipitate defalcation in .594 

- pupil reacting to light 

but not to accom- 
modation in . . 674 

- pyelonephritis from . . 452 

- retention of urine in ! 

493, 495 1 

- spastic legs from . . 176 

- transverse, account of 628 ! 

- - due to actinomycosis j 

626, 628 

amyotrophic lateral 

sclerosis simulated 
by .. ..81 

anaesthesia from 536, 628 


Myelitis , transverse , contd. ; 

-- - from aneurysm 486, 

626, 628, 629 

- - anklc-clonus in 81 j 

- - no ankle-clonus with 81 

- - anomalous cases of . . 81 

- - anterior cornual cells 

affected by . . 81 

- - bladder trouble with 81 

- - from bullet wound 

486, 628 

- - cervical enlargement I 

involved by 81 

- - from compression 

486, 626, 628 

- - crushing . . . . 486 

- - cystitis in . . , . 720 

- - deep reflexes increased 

in . . 177 

from embolism .. 6 50 

- - extensor plantar reflex 

in . . 81, 88 

- - no extensor plantar 

reflex with . . 81 

- due to fracture of 

spine . . . . 628 

- girdle pain with 177, 

6 in. 628 

due to hydatid evst 

026, 628 
l>\ pertrsthcsia with 177 
m infect nc endo- 
carditis .. .. 6 50 

- influenza . . . . 6;>0 

lrom imurv 486, 626, 

628, 629 

intercostal paralysis 
from . . . . 81 

fr om kick, of horse . . 029 
kncr-icrk ab-ent with 81 
- increased in 
loss of sens.it ion in . . 
lumbar enlargement 
m\ elved by 81. 

- maui-en-grifle from 
muscular atrophy w ith 

‘ 81, 627 

• no muscular wasting 

with .. ..81 

- from new growth 

486, 626, 628 

- - pain in chest from. . 63 d 

- - paralysis before ana’s- 

thesta in . . 628 

- paraplegia lrom 620, 

627, 628 

- - peripheral neuritis 

simulating . . 81 

- phrenic paralysis from 81 
presence or absence of 

pain in . . 628 

pritpiun from .. 657 

primarc . . 626 

progressist muscular 
attoplw simulating 81 

- - K.I ). t rom . . hi, 627 

- - no K.I >, with . . 8 1 

- - rectal trouble from SI 

- - reflexes lost from . . 627 
... _. retention of urine in 720 

-- due to scarlet fever 

» 28, 650 

- - sensation recovering 

before motor power 
in . . . . 628 

- - sensorv changes in . . 81 

- - spastic paraplegia with 81 

- - sphincter trouble in 177 

- from spinal caries 

486, 626, 628 

- - - thrombosis 486, 628 

- - slab . . 486, 628 

- - syphilis . . 486, 628 

- -- syphilitic endarteritis 629 

- - 1 ooth’s peroneal 

atrophy simulating 81 

- - tympanites in . . 486 

- - in typhoid fever 628, 630 

- - no wasting with . . 81 

Myelocele, congenital . . 622 


17 


627 

81 


82 5 
822 
82 5 
552 

825 

82 3 
822 

82 5 


taundicc 

- aplastic anccmia 

- basophil 

- from carcinoma 

- characters of . . 

- in cirrhosis of liver 

- coloured figure of 

(b'ig. 

- eosinophil 


Myelocytes , eosinophil , contd. 

~ - coloured figures of 

(big. 41) 29, (big. 44) 32 

- in familial splenomegaly 30 

- Hodgkin’s disease 30, 

49, 471, 782 

- lymphadenoma 30, 83 

- lymphatic leukaemia . . 34 ! - 

- mixed leukaemia . . 35 - 

- neutrophil 28, (big. 44} 32 j - 

- in pernicious anamiia 30 ! 

- splenic anivmia 30, 72 ■ - 

-- splenomedullarv leuk- 1 

armia'O, 52, 33,71,83, 779 - 

Myeloid sarcoma ' see Sar- 1 - 

c< *ma i 

Myeloma, callus simu- 
lating . . . . 823 - 

- chronic abscess simu- 

lated by . . . . 82 5 - 

- clavicle affected by . . 822 - 

- crackling of bone over 82 5 

- lemur affected by . . 822 

- humerus affected by . . 822 

- of iliac bone, skiagram 

of (big. 24 20 

- iuw affected by . . 822 

- l<*ng bones affected by 822 

- lymphatic glands not 

enlarged with 

- malignant epulis and 

- no metastases from 
of os calcic 

- osteomyelitis simulated 

by 

- periosteal sarcoma siinu 

laied by 

- radius affected by 

- rheumatism simulated 

by 

- of rib. albumosuria from 21 

operation in diagnosis 21 

skiagrams of 

big. 24 2 0, Vis- 2 . 7 ; 21 
sacrum, skiagram of 

Lie. 24 20 

- spine, abdominal pain 

lrom . . . . . . 151 

- - albumosuria lrom . . 20 

- - colic simulated lrom 151 

skiagram of (big. 24' 20 

- tibia affected by . . 822 

- X rays in diagnosing. . 823 
Mi elomatd, lienee- Jones’ 

albumose and. . 20, 22 

- of chest wall . . . . 210 

- multiple, skiagram of 

l ie. 24 20 

- of ribs 210 

- skiagraphy in diagnosing 22 
Mvlabris, buliae from . . 124 

- In sf erica! patient using 124 

- malingerer using . . 124 

Myocardial affections, ac- 
count of . . 264 

- - abdominal pain from 151 
- in acute rheumatism 264 

-- - age incidence of 17, 69 

- - albuminuriu from 17, 18 

• - from alcohol . . 18 

- - angina pectoris from 18 

- - aortic systolic bruit 

with 

- - ascites from 

- - atheroma with 

- - in athletes . . 

- - blacksmiths 

- - blood-pressure high 

with 

no bruit with 

Cheyne-Stokes breath- 
ing from.. .. 139 

- - from chloroform .. 416 

- - colic simulated from 151 

- - collapse lrom . . 264 

| death in sleep from 115 

delirium from . . 212 

- diagnosis of . . 17 

- difficulty of. diagnosing 69 

- dyspepsia simulating 595 
264 


. . 30 

- - electrocardiogram 

in 

- 

. . 30 

diagnosing 

18, 


. . 28 

(bigs. 71-73) 53, 

- 

. . 454 

70, 1 

15, 595 

- 

28, 30 

endocarditis with 

.. 264 

— 

. . 30 

- - fainting due to 

.. 298 

— 


in fat people 

. . 18 

— 

40) 29 

fevers 

.. 53 

- 

.. 28 

from hard work 

.. 18 



Myocardial affections, contd. 

- - heart enlarged from 

18, 70, 264 

failure from 17, 62, 

69, 139, 212 

impulse displaced 

in . . . . 373 

- - heart-block from . . 109 

- - interstitial . . . . 264 

- ■ left ventricle enlarged 

from . . . . 258 

- - mitral regurgitation 

from ..69,258,263 

- - nutmeg liver from. . 463 

- - without objective 

evidence . . . . 53 

- from occupation . . 18 

- oedema of legs from 517 

- - in old age . . 53, 11 1 

pain in spine from. . 871 

- - palpitation from 263, 

264, 594, 595 

- - parenchymatous . . 264 

- - pericarditis with . . 264 

- - precordial pain from 

263, 264 

- - pulse feeble from . . 264 

- - - irregular from . . 264 

- - pyamic . . . . 264 

- - shortness of breath 

lrom 111, 113, 114, 115 

- - skiagram and . . 115 

- — sudden death from 115 

- - from syphilis . . 18 

- - systolic bruit with 18, 69 

- - tenderness of spine 

from . . . . 871 

varieties of . . 62, 70 

weak first sound from 264 

- - » and see Fibroid Heart ; 

and Heart, Fatty.) 
Myocarditis, account of 264 
Myoclonus, account of . . 173 

- convulsion! lrom . . 181 

- lrom enccphabiis 173, 223 

- epilepsy . . 173, 174 

- hiccough from . . 173 

- parathyroid loss and. . 174 

Myokymia . . . . 542 

Myoma cutis, account of. . 889 
Myomata sec l ibromvoma) 
Myopathy .. 78,172,291 

- age incidence ot . . 78 

- alternative names for . . 172 

- arm aflected by . . 625 

- bilateral facial palsy in 774 

- boy- aflected more than 

girls by . . . . 624 

- distal, of Gowers .. 172 
-- electrical reactions in 78 

- F rb’s juvenile . . 172 

-- eyelids drooping in 

(big. 245 ) 291 

- face aflected by . . 625 

- facies in bigs. 241, 244 ) 291 

- - fatigue t\ pc < big. 245) 291 

- - nasal smile tvpe 

{big. 246 ) 291 

- facio-scapulo-humcral 

78, 172 

- family history in 78, 

146,620,624 

- fibrillary contractions 

rare in . . 172, 615 

- no fibrillary contrac- 

i ions in . . . . 620 

, - ] ricdreich’s ataxy simu- 
lating . . . . 78 

- inability to whistle in 291 

- infantile . . 78, 625 

- - paralysis diagnosed 

lrom . . . . 78 

; - - paraplegia in . . 621 
j -- insidious onset of . . 624 

- interstitial muscular fat 

in . . . . 624 

; - jaw dropping in (big.245)29\ 

- juvenile 78, 172, 625 

j - - paraplegia in . . 621 
j - knee-jerk absent in . . 451 

kyphosis in . . . . 194 

Landouzy-Dejerine 78, 

172, 625 


limping from 
lips pouting in 
lordosis from . . 


. 456 
. 291 
. 195 
. 624 

2>phy in 
620, 624, 625 
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Alyopathy, contd. Myxcedcma, contd. 

- nerves normal in . . 624 - dry skin in . . . . 656 

- orbicularis oris weak in 291 - dyspiiuitarism distin- 

palpebrarum weak in 291 guished from . . 290 

- paralysis of arm from 620 - ears thick in . . . . 290 

back muscles in . . 191 - excitation in . . .. 150 

“ paraplegia lrom ..621 - eyebrows delieient in . . 290 

“ peripheral neuritis dis- ' falling out in . . 508 

tlngulshed from 78, 625 - evelids in Jug. SW 507 

- plantar reflex flexor in 88 - facies in . . ‘ 155, 290 

- pseudo-hypertrophic coloured figure of 

78, 172, 620, 624 ' J0g. j9F 506 

- no R.D. in 78, 620, 624, 625 - — puffy in . . . . 50 

- reflexes in . . . . 624 j - falling out of liuir in. . 508 

- - persistent in . . 625 | - fatty masses in . . 290 

- c rire en travers ’ in .. 291 ; - features broadened in 

- risorius weak in . . 291 I i Fix’. 50, 507, 656 

- scoliosis from . . 191, 192 \ - feet broad in .. ..510 

- no sensory changes in 625 j - lingers b-oad in 507, 656 

- shoulder affected by ( - Hushed cheeks in . . 290 

620, 625 ! - general account of 50 

- slow onset of. . . . 620 ! ill health in . . 127 

progress of. . . . 624 j - hair brittle in. . . . 50 

- staring in . . . . 291 i - — scanty i n . . 50, 290 

- talipes in . , . . 146 j - hands in | lug. 70 ' 51, 

- Tooth's paralysis sim- , Ju g. 392' 507 

uluted by .. .. 146 - - broad in 507,510,656 

- transverse smile in - - swollen in . . 50 

Jug. 244^ 291 - hoarseness in. . . . 387 

- types of .. . . 78 i - illustrated (/•Ye- otf ■ 50. 

- of Zimmerlin . . . . 172 j J ug. 5 W , 506 

- zygomaties weak in , . 2 0 1 J — increasing stoutness m 507 

■Myopia, crescents due to 517 j - insanity simulated by 50 

- kyphosis from . . 1«4 l - intellect dull in 50, 507, 656 

- night blindness due to 926 I ■ larynx changes in . . 50 

- pupil large irv. . . . 67 1 ! - legs swollen in 50 

~ strabismus due to .. 797 - iethargv in .. 50, 15o 

Myopic crescent ! - lcucocvtosis in . . 45 4 

{Figs. 4/A, 417 518 1 ~ bps thick tn . . . . 290 

Myositis . 702 j - loss ol strength in . 607 

- fibrositis and 566, 581 - malar flush in 50, 

- infective arthritis and 566 | Fig. 391 506, 507 

- intercostal, pain in chest i - mental slowness in .. 156 

lrom . . . . 862 | - - symptoms in 50, l5o 

- neuritic pains from .. 566 - mitral stenosis simulated 

- neuritis and . . , . 581 - bv . . . . 50 

- occupation neurosis ; - nails brittle in . . 290 

simulating . . . . 581 striated in . . . . 290 

-- ossificans . . 180, 703 - nephritis simulated by 

-- - calcification of muscles j 50, 290 

in . . . . . . 180 - nose broad in . . 290 

- - inability to open - obesity in . . . . 505 

mouth due to , . 884 i - oedema of legs in 511, 517 

- - lime deposits in . . 70 * ; - paralysis agitans aimu- 

- - pain in muscles in. . 705 ; latcd by . . . . 290 

pyrexia in .. 180, 70 4 , - perspiration deficient 

- pain in limbs from 568, 569 j in . . . . 656 

- — shoulder lrom . . 580 | - polyuria in . . 654, o5o 

- — between shoulders : -■ pseudo-oedema of legs 

from . . . . 566 1 in . . . . 656 

in tongue from . . 590 1 - puily evelids in . . ?90 

- of rectus abdominis, - pulse slow m 109, 290 

pain in iliac lossa ! - tings tight in ■ Figs. *92)507 
from .. .. 557 - sailowness in lug. 391 . 506 

- rheumatic, torticollis - sex incidence of . . 50 

simulated by . . 179 - skirt coarse in . . 29t> 

- rheumatoid arthritis and ! - - drv m .. .. 29Q 

566, 581 ! ~ sallow in . . . . 290 

: -v of back from. . 566 . - - thickened in .. 50 

i. i ness of back from 566 - speech slow in .. 290 

‘■nest from .. 861 - symptoms of . . . . 507 

muscles from . . 862 - temperature subnormal 

- - spine from 868, 869 , in . . 29u, 192 

- (and see Polymyositis; ■ - thyroid extract in dia- 

Myotonia atrophica .. 172 gnosing 50, 155, 29o, 

Myrcia acris, dermatitis 1 508, 510, 510, 656 

due to. . . . . . 916 tongue swollen in . . 852 

Myrtol, coma from .. 154 - urine changes in .. 50 

- dyspnoea from . . 246 - voice aflected in . . 50 

~ erythema lrom .. 275 - weight increased in 127,65b 

- from eucalyptus oil . . 246 - wrinkled skin in 

Myxoedema, adiposis dol- Jig. 292 507 

orosa simulating . . 510 — (and see Hypothyroidism 

- albuminuria in 16, 50,516 , Mvxncdcme fruste .. 2 35 

- amenorrhea in 23, 484 ; - - Mongolism distfn - 

- anaunta in .. . . 127 j gulshed from ..236 

- - simulated by . . 50 ' 

- apathetic facies in . . 290 

- baggy eyelids in ' V A?. VI, buccal . . 367 

(Fig. 391) 506 1 i' - in giants . . 325 

- broad thick fingers and - multiple bleeding, of 1 

hands in . , . . 507 ! cheeks {Fig. 3(H) > 368 

- cerebral tumour simu- tongue and mouth 

lated by . . . . 50 (Fig. 299 368 j 

- coma in . . 153, 156 ! - of tongue, hacmaturia 

- debility in .. . . 127 I and 356 i 

- delusions in . . . . 156 Osier on . . . . 356 ; 

- dementia in . . . . 50 j Naevosarcomatosis, pig- 

- depression in.. .. 156 mentary, of skin .. 454 
~ diabetes insipidus in.. 656 I Naevus of urethra 348, 356 i 


Nail atrophy in syringo- i Nasal catarrh, contd. 

myelitt . . . . 320 i - - epistaxis from . . 273 

- in heel . . . . 552 J - - lrom iodides . . 94 

- rusty, tetanus from . . 885 j - - middle ear disease 

- in urethra . . . . 575 from . . . . 25 3 

Nails, accladium Castcllanii snoring due to .. 757 

affecting 112 - diphtheria .. 224, 225 

- affected in diabetes . . 3 34 '-DISCHARGE.. . . 223 

- AFFECTIONS OF .. 496 - - (and see Discharge, 

- Bacillus coli infection of 302 Nasal ) 

- brittleness of . . . . 497 - disease, cerebral abscess 

in myxiedema .. 2‘H) lrom.. .. ..184 

capillary pulsation in 289 - infect tun, IX A. II. f rom 859 

- in congenital syphilis . . 498 - mucosa, dryness of, from 

- diphtheria ol . . 302 litih nerve paralysis 756 

- dull, in psoriasis . . 496 - nerve, distribution of 

- - from ringworm 413 ( lug. tH'.i) 748 

- eczema affectlno 312, 496 - obstruction, ageustta 

- - marginatum of .. 312 due to .. .. 859 

- egg-shell, hyperniroMs - septum see Septum) 

and . . . . 497 - sinuses, rmpyemn of. . 694 

- epidermolysis bullosa - sinusitis isee Sinusitis) 

affecting .. . . 4 (, o - smile m myopathy 

- exfoliated, in eczema. . 4% lug. 246 1 291 

from ringworm 413 voice pee Voice 1 

- favus of 309, 413, 4‘>o and see Nose 

- fissure by. chancre cans - Nasolabial folds oblitcr- 

ing . . . . . . 3o3 ated tn facial paralysis 602 

- gout affecting .. 413 - - seborrhteic dermatitis 

- gre\ -stained, from r: in; - affecting .. 498, 602 

worm .. .. 412 - - uue |u.tl tn hemt- 

- hypertrophy of 49? plcgia .. .. 381 

- - in syrtngomvclia . . >30 - pain liom upper f i r-' t 

- inflammattim due to bnuspid tooth .. 549 

syphilis . . , . 49? - sensory area 

- iu(*erculous .. 497 j- n : .442.44 ) 550 

- lost in alopecia areata 92 - tenderness lrom canine 

- - horn epidv'i'inolv -.i • tooth .. .. 649 

bullosa . . .. 496 Nasophan n\. adenoid:, in 173 

- occupation affecting .. 496 - carcinoma ol, car icbe 

- orange-rmd, in ec/ema 496 lrom . . 25 3 

- ov er curved, m clubiu d • fibrosarcoma of, foul 

lingers .. .. 113. breath from .. 113 

- pit ten. in eczema . . 496 - - snot mg due to . . 757 

- psoriasis affecting <13, 4 (J <> -- foreign body in, in 

- ram’s-horn like .. 4 U 7 children .. 113 

- rate of growth of . . 9 4 4 - joul bie.ndi from . . 113 

- rheumar 1 on affecting . . 412 - sarcoma ol, earache 

ridges on, as evidence of tiom ., 253 

disease . 933 - sepsis m, suppurative 

ringworm of 309,312,490 meningitis from .. 74 2 

■ shed in diabetes ’>5,496 Nasturtium armoracia, 

- -• psoriasis . , 496 dermatitis due to . . 916 

- - syphilis . . . . 496 Natal told, oblique, Horn 

spin in ee/erna . . 496 luhetculou. hip 457, 

- psoriasis . . 496 l ig. J 77 . 458 

- spoon . . . . . . 49o Xatitorm skull . . . . 619 

- striated in nivvisli nu 29u Nauheim treatment in 

- suppuration below , lrom tatty heart .. 595 

onvclna .. .. 497 Nausea lrom active von- 

- thick and spongy, lrom gestion of liver . . 417 

ringworm .. 412 acute gastiitts 4 38 

- thickened in ec/ema .. 496 in acute pane real it 1 . . 941 

- transverse luriow s in . . 496 rheumatism .. 7V> 

- - ridges on, lrom lobar -- yellow atrophy 448, 41o 

pneumonia - angina pectoris ’ . , 52 

< / Ye. 3>’7 497 from arsenic .. 8 4, 4 45 

- trophic channes in .. 496 - bacterium 91 

- white spots on .. 496 - in botulism ..244 

Nail-head skin in iehthyo- - trorn carcinoma ol 

sis hystrix . . . . 599 stomach . . 39/, 340 

NAN0S0MIA .. .. 232 - catarrhal itiundiec 345,41 1 

Naphtha, fainting due to 397 efuonic gastritis .. -4 48 

- iuernoglohinuria from 3~>1 -■ in cirrhosis of liver . . 67 

- peripheral neuritis from - Hushing with .. 303 

80, 84 - from gastric ulcer 4)9 

- workers, acne in .. 917 - with gastritis.. 398, 9 40 

- - pustules m.. .. 917 before harmatemesis . . 459 

- - ulcers in .. .. 917 - lrom intestinal colic.. 525 

Napkin region eruptions 498 lead ..48 

Nurcs. collapsing, snoring - in Meniere’s disease.. 912 

due to . . . . 757 - pellagra . . . . 279 

- itching, sniffing tic from 17 4 peritonitis .. .. 524 

- occluded, anosmia lrom 756 - phosphorus poisoning 421 

- posterior, bacteriological - phthisis .. .. 396 

investigation of .. 8 4 -■ from portal obstruction 344 

rhinosclcroma affect- - in scarle t lever 759, 928 

irig . . . . 889 - lrom snake-lute . . 422 

- pruritus of . . . . 659 , - in tuberculous peri- 

- sepsis of, cervical aden- tonitis .. .. 806 

ltis from . . . . 763 j - with undue pulsation 

- small, snoring due to. . 757 of abdominal aorta 662 

- working, in pneumonia 735 - vomiting with . . .. 929 

Nasal bones, necrosis of j Navel (see Umbilicus) 

isee Necrosis; j Navvies, left ventricle 

overgrown in aero- j hypertrophied in .. 374 

megaly , . . . 293 : - pain in shoulder in .. 581 

sypliilis of, epistaxis | Neck, abscess in, from 

from . . 2^4 | adenitis . . . . 474 

- catarrh, anosmia from 756 J - acnc affecting 600, 683, 865 



NECK 


1081 


NEPHRITIS 


Neck, could. ! Necrosis of jaw, comd. Negroes, leucopcnia in ; Nephritis, acute, contd. 

- actinomycosis of (see - - due to phosphorus 94, 8 34 ' pneumonia in .. 455 ; - — puthness of ankles in 57 

Actinomycosis; ' ptyalism liom .. b6l - pica in.. .. 128 j lace in . . .. 57 

- brawny swelling of, in 1 - — due to syphilis .. 834 - stomach disease of .. 128 | - — from purulent bron- 

ungina Ludovici .. 197 - - after typhoid fever. . 831 Neisser's stain .. 196,758 ; chit is .. .. 11 

bruit de duible in 49, 374 lachrymal hone . . 273 Neokharslvan, toxic effects 422 -- -- pyorrhoea alvcolaris 11 

- cellulitis of, st rulor due - nasal bones, anosmia Neoplasm f see ( iareinoma j - -■ pyrexia in . . .. 57 

to . . .. .. 799 due t<» .. 756 iipithelioina ; Sarcoma, ■ - - reaction of urine in 12 

crick in .. . . 52.3 - bridge o! nose etc.) 1 - — rectal examination 

- dislocation of, unilateral 797 lallen in lrotn . . 225 Ncosulvarsan, arsenic in 277 m .. 9, 10 

- epithelioma ol t/wi;. Id'll 429 - - foul breath liom 113 - erythema Iron. 275, 277 - — red cells in urine in 17 

listula in, ttom adenitis 474 - from injury .. 225 toxic effects of . . .. 422 - - relation of febrile albu- 

' glands hi sec I ympliatic - - - pus from nose due Nephritis, acute, albumin- minuria to .. 17 


(.Hands, (kervicul) to .. .. 225 

- injury of, fracture of - - from syphilis 225, 261 

spine from . . . . 796 - pubis, scrotal swelling 

still neck due to . . 790 due to 851 

■ muscles see Muscles from Raynaud's disease 

-- nodules m, tuberculous '.02, 320 

glands and.. .. 481 - of rectus abdominis 

urderna of se< Odcuia; muscle, acute p.«m in 736 

- pain in see l\nn - - - appendicitis mid* 

- paralysis ot, in I.andry’s u’.ated by 561, 7 36 

parab. nis ..632 - discoloration ovcr561 


pigmentation o*, in _ i:i uiMuemia 56 1 . 7 36 

.K.mlli.'us nigricans 295 - - operation in 7 36 

carcinoma ot tomaeh 295 - - - - pain in ihac fossa 


pirn lung 
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647, 800, 
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■ venous piilse in. in dia- hiemoptysis irom . . 361 

g nosing heait block 667 interlobar empyema 

- vesicles mi, liom cervical found by i ig. 115 1 32 

hetpc.s .. 25 3 for pus .. 133 

wood nek invading .. 620 surgical emphysema 

- wound ol. surgical cm- from . . . . 254 

phy sema due t.. . . 805 in diagnosing abscess ol 

- xeroderma pigment. - antrum of Highmore 567 - 

sum affecting . . 888 - - - liver .. 315. 09p 

Necrosis ot bone, aturnna cold abscess . . S3 > 

from . . 47 - harmopneumolhorax 

- - central . . 818 647, 800 - 

- - lichen sciotulosoium - - hvdropncumothorax 647 

with . . 598 - - iliopsoas butsu . . 826 

• from periostitis .. 818 - - lipoma .. .. 833 

■- - rheumatic fever simu- meningocele .. 2S4 . - 

luted by . . . . 42 3 pleuritic effusion . . 70 3 - 

- cartilage in lupus vul- salivary calculus . . 848 - 

gaiis . . 500, 892 | - - subdiuphrugmai ic 

- fat 'sec bat Necrosis) , abscess .. 697, 807 

- of lemur, popliteal ab- 1 - tubciculous ubscess 831 ' - 

sccss due to . . 844 ; of joint . . 424 

~ jaw from alveolar ab- i - in pleural effusions .. 135 


uria in 9, 12, 17, 21, 57, 35 3 - - renal epithelial cells 

- albumosuria in 12, 21 in urine in 12, 17, 353 

- angioneurotic .edema • - lrotn renal emboli . . 10 

simulating 295. - - scarlet lever 11, 12, 

i-ir. 4't7 513 57, 759 

~ anuria in . . 12, 55, 57 — septic tonsils .. 11 

bactenuria in 88 - semns ellusion in .. 653 

becoming chronic 12, 13 - — simulated after cxces- 

blood cast - m .. 57 sive drinking .. 514 

in urine in . . 57; — — — by malignant endo- 

froin b. jls .. .. 11 carditis .. 9 

bronchiectasis .. 11 - - - new growth .. 9 

brown deposit in - - - thrombosis of in- 
uring m , . . . 12 Icnor vena cava 10 

from cant iar ales .. 11 ----- renal veins .. 10 

casts may la absent 16 - - war (edema 110, 514 

causes of . . 11 smoky urine in . . 12 

( .he\ ne-Stokes breath from specific fever. . 353 

rug irom .. 139 - specific gravity of 

from chili .. ..35 3 urine in .. .. 12 

eiiioi ides in urine in 12 - - - Inch in . . 3 53 

- ,n ch*>!era .. .. 11 - - spectroscope test in 12 

on chronic .. 11, 12 - streptococci causing 11 

lr<<m clirom- appen- - - in syphilis .. 11, 12 

di in.. 11 - - things simulating .. 514 

old . . 1 3, 57 , • - tube-casts in 12, 17, 57 

colour <»t urine in 12 with no tube-casts. . 12 

from damp .. 13 - from turpentine .. 11 

denrees of . . 17 - - uramu tiom 57, 139, 211 

delirium m . 7! 1 - - urea in urine in . . 12 

• due to diphtheria . . 12 - - uric acid crystals in 12 

duration ot albumin - - urine changes in 12 

uria of' .. .. 12 - - - scanty in 12,353 

Irom uiip: erna 11 - - from uterine infection 11 

enteim 57 vaginal examinat ion in 10 


epithelial ca ts in 57,35 3 - from sagin.il infection 11 

exhaustion disease - albuminuria with 64, 249 

simulating ..310 - amenoiilaca in 23 

facies of . 295 -- anasarca with . . 135 

general trdema in 11, - ascending, albuminuria 

12. 513, 516 irom ..9, 11, 16 

globulin in urine m 12 - - from aneurysm .. 9 

t ir.is es’ disea -e simu- — -- anuria from .. 55 

luting .. ..514 - - irom calculus .. 9 

guaiacurn test posiav e 12 -- v asts in urine from . . 11 

if om hamiatoguious - - causes of 9 

inleetion .. 57 - - ( heync-Stokes breath- 

ii.ematuna in 12,88, ing from .. 139 

348, 35 3 - chranic, causes of .. 9 

Henoch's purpura - - general account of 11 

simulating . . 680 - - in combined scleroses 

hyaline tube-cast s in 35 3 of cord . .. 211 

- Irom infected emboli 9 - - compression para- 

mlluen.-a .. 11, 12 plcgiu .. .. 211 

-- intestinal toxicmia . . 11 - - Irom cystitis .. 211 

leucocytes in urine u, - delirium Irom .. 211 

12. 17 - — from displaced womb 9 

lumbar cushion in.. 513 - - in disseminate d sclero- 

in malaria . . 11 sis . . ..211 

malignant endocar- - - from enlarged pros- 

ditis . . 9, 10 rate 9, 183, 211 

- many causes and types 11 - - fibromvoma . . 9 

- met haemoglobin in - - fracture-dislocation 

mine in . . 12 of spine . . . . 211 

- > edema m . . . . 65 3 - - general account of . . 11 

- - of ankles in 12 - - from gonorrhoea .. 16 

- - back in . . 35 3 - - granular kidney from 11 

- e\elub m 12, 295, 35 3 hyperpyrexia in .. 390 

- lace in . . 12 from kmked ureter 9 

- - genitals in . . 12 - - ovarian cyst . . 9 

- legs in , . 35 3 - - pale urine in 11 

- - loins in . . .. 12 - - irom pelvic tumour 9 

- without (edema 12, 35 3 j - - pregnancy .. 9, 16 

- from otitis media .. 11 : - - primary lateral sclcro- 

- oxalic acid 11 I sis .. .. 211 

crystals in . . 12 ! - - prolapse of uterus . . 16 

- oxyhaunoglobin in I - - retention of urine .. 211 

urine m . . . . 12 specific gravity of 

- pallor in .. 57 { urine low from .. 11 

- phosphates in urine in 1 2 ( from stricture of 

- pneumococcal 11 I urethra 9, 11, 183,211 

- from pneumonia 1 1, 12,57 j - — in tabes dorsalis .. 211 


scess . . . . 834 

- - after exanthemata. . 834 

injury . . . . 834 

- - due to mercury . . 834 

- - periosteal abscess . . 834 I 


— v and sec Punctured ; - 

Nc^ro ancestry, pigmenta- , - 

tion in mouth from 

641, 643 j 

- cachexy . . . . 128 I - 


- post- nasal catarrh . . 11 

-- pregnancy . . . . 11 

- primary, differentiated 

from acute on chronic 12 j 

- general account 11, 12 [ 


- - from tuberculous dis- 

ease . . . . 9 

uraemia from 139, 183, 211 

- asphyxial . . . . 9 

- due to Bacillus coli . . 90 
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Nephritis, contd. Nephritis, chronic, contd. 

- due to Bacillus pneu- - - pale urine in . . 15 

mortise . . . . 90 palpitations in . . 14 

pyocyaneus . . 90 parenchymatous, albu- 

- - tuberculosis . . 90 minuria in . . 506 

- chronic peritonitis simu- albuminuric retin- 

lating . . . . 64 : itis in . . . . 506 

- chronic, accentuated 1 big heart in . . 506 

aortic second sound in 2 j high blood-pressure 

from acute .. 13 1 in .. .. 506 

acute exacerbations on 12 — - insidious origin of 506 

age incidence of . . 13 I large pale person in 

- - albuminuria from 9, 47 , 506 

13, 15, 16, 71, 390 ~ obesity due to 505, 506 

- — albuminuric retinitis , — — — prolonged lirst sound 

in-- -• 12, 14, 15 at impulse in .. 506 

anaemia in . . 14, 46 | renal tube-casts in 50o 

- - anasarca in . . 57 ringing aortic second 

anuria in . . . . 57 i sound in . . 506 

“ ~ apoplexy from . . 15 — — pericarditis with . . 15 

~ ~ ascites in . . 14, 57 1 peritonitis with .. 15 

- - blood-pressure high i pleuritic effusion with 15 

in 12, 14, 15, 57, 1 - - polycystic disease 

106, 390 simulating . . 57 

- - breathlessness in . . 14 polyuria with 15, 57 

cardiac hypertrophy - - precordial pain in . . 14 

with . . 12, 57 : — — prolonged first sound 

cerebral haemorrhage ' with .. 2 , 12 , 14 

trom . . . . 15 pulmonary congestion 

- - Cheyne-Stokcs breath- in .. 14 

ing from ..139 red granular con- 

- ~ chylous ascites in .. 138 traded kidneys in 14 

pleuritic effusion relation to arterio- 

from .. .. 138 sclerosis .. ..14 

- - due to congenital - retinal changes in . . 57 

syphilis . . . . 14 — — ringing second sound 

- - convulsions in . . 174 in . . 14 

cystic kidneys from 15 from scarlet fever .. 13 

- - delirium in ..211 - - serous membranes in- 

diarrhma from . . 217 ilamcd in 14, 15 

diet in .. 13 - - shortness of breath in 14 

- - difhculty in coriccn- -• - singing in ears from 14 

tration in .. 14 - specific gravity of 

~ - discovered at life assur- urine with .. 15 

ance examination 15 from syphilis .. 13 

- - cpistaxis in 14, 275 - - svstolic bruit in . 14 

general account of . . 14 tinnitus due to . . 879 

- - glycosuria in .. 15 - - tubal .. .. 3 34 

haemorrhages in . . 14 age incidence of. . 14 

- - headache in 14, 370 - -- - albuminuria in . . 128 

- - heart disease simu- * - anaemia m . . 42 

la ting . . . . 71 - - cachexia with 125 

~ — failure in 14, 15 — — - obvious ascites with 72 

impulse displaced in 14 iipomua m 72. 

hyperacusis in .. 390 P:q J74 3 34 

hypothermia in .. 392 - - - ulcerative colitis in 100 

infantilism with .. 14 tube-casts in 13, 14,15, 140 

- - insomnia in . . 14 from undiagnosed 

- - interstitial, albumin- acute .. .. 12 

uria in . . 347 - - unsuspected 15 

- - - albuminuric rctin- - - uraemia in 14. 57. 


Nephritis , subacute , contd. Nerve, cervical , contd. 

chyluria with . . 140 seventh, arm sup- 

general oedema in . . 140 plied by . . . . 543 

hrenmturiu from . . 348 distribution of 

heart enlarged in . . 140 j 615, 616, 

- - lipremiu with . . 140 | (Pig. 474) 618, 620 

- - renal epithelial cells ; sixth, arm supplied 

in urine in . . 140 i by . . . . 543 

- suppurative . . . . 57 j distribution of 

- - abdominal rigidity 615, 616, 

due to .. .. 7 36, (Pig. 474) 618, 620 

- - albuminuria in . . 7 36 - — - paralysed in lirb’s 

- - appendicitis simu- palsy . . . . 618 

iated by . . . . 7 36 - - sympathetic, compres- 

- - bacteria in urine from 7 36 sion of, by enlarged 

- - casts in urine from 7 36 ; thyroid . . . . 877 

- -- from cystitis . . o99 - - - irritation of, by 

- enlarged prostate . . 6 l >9 aneurysm 240, 675 

- - general peritonitis , - - - mediastinal 

simulated by .. 7 36 growth .. 675 

- - hcematuria in . . 736 - - - - pupil dilated 

multiple abscesses in Irotri . . 675 

kidneys in . . 699 - - - lesion of, unilateral 

- - pain in loins from 699 sweating of .. 803 


pyrexia from 

68 S, 


- - - paralysis of (see 



699, 

736 

Paralysis > 


pyuria from 

6«9. 

7 36 

- ■- - unequal pupils due 


rigors from 


(.90 

to affection of . . 

240 

from stricture 


699 

- third, aorta supplied 


tenderness in 

loin 


Oy 

5.33 


with .. ..7 36 - - - distribution of 

- - vomiting due to . . 7 ><> s/ o'- 474 618 , 

- - ,.and see C .i'li Bacilhtrui ; f t, it- 5 S')) 784 

and Pyelonephritis. ' - - - supplying ear .. 25 3 

- syphilitic, mercury and 94 - circumflex, distribution 

- tube-easts from .. 249 Of 616, l-ie. 7 s ' 1 )' 748 

- unilateral . . . 353 -■ pain in. from carrying 

- urxmia from . . 396 bud on shoulder 204 

- vertigo due to . . 911 - - - reading in bed . . 58 3 

Nephropexy, ureteral ob- parah sis ot . abduction 

st ruction after . . 447 oi arm impaired in 617 

Ncrium oleander, derma- - - ana-sihesia v. ith . . 617 

titis due to .. .. 016 - - at thrills simulating 6 17 

Nerve, acoustic isec - coccygeal, distribution 

Nerve, ( lrani.il, lughth of . , 611 

- acromial, distribution of cranial, eighth, affected 

/• iy. r >S'r. 7-18 with nuial nerve .. 604 

- anterior crural, muscles - - - callus atieeuiig .. 205 

supplied by . . . 609 < .eh I cm and . . 2U5 

orioln of .. .. 609 - - - hhp.sis «<t- alter ccrc- 

- - - paralysis of \ce hrospmul rnenm- 

Paralysi gms . . . . 208 

- - thoracic . Pig. 474' M 8 Icmoii of, deafness 

distribution of ..615 lrom .. 205,604 

- - - origin of . 615 - - intention tremor 

- - tibiji, distribution of from,. .. 884 

Pig. 5 K f i. 7-18 ■ - - tumour ol , deafness 

- areas, segmental, for trom . . 208 

teeth . . 549 - - -• tinnitus due to 879 

• Arnold’s, cough, from 185 - - - vertigo due io. . 912 

- - to external meatus - - - vertigo trom adee- 


ms in .. .. 347 139, 174, 21 1 of car .. . . j «5 

anarmia in .. 347 - - urine changes with ..15 - lobule of car .. 185 

blood-pressure high -- -- Wasscrmann reaction - referred pain in . . 25 3 

hi ■■ •• 347 in .. 14 auditors see Nerve, 

general account of 14 - - water-logging in .. Cranial, f-ighth, 

hacmatcmcsis from 347 - convulsions from .. 181 - auriculam. superior 

hypertrophy of - due to lriedl under \s . Pig. 474 6 1 8 

heart in . . 347 bacillus . . . . 60 auriculo- -temporal, dis- 

- increased frequency - general icdcma in .. 249 tributionol i Ptr. 5Sh ■ 748 

> r micturition in 490 - hremoglohinuria in .. 358 - axillaris 'Pig. 474 618 

. al regurgitation - heart large from 71 - buccal, distribution of 

from .. .. 373 - high blood pressure with 64 * 5&l ■ 748 

polyuria in 347, 490 - inferior vena cava thrum- - callus involving ‘ 80 

- from pregnancy .. 11 bosis simulating .. 9 ()o - - - muscle atrophy 

- renal tube-casts in 347 - mercury dangerous with 661 from .. .. 82 

"" ~ ~ specific gravity of - myxoedema simulating - ~ - K.l). from 82 

urine low in .. 347 50, 290 - cervical, eighth, affected 

- - - (and see Granular - oedema of face in .. 824 in Klumpkc’s palsy 618 

Kidney) : legs from .. .. 515 by cervical rib ' 618 

- - intestinal catarrh from217 ; - pain in limbs in . . 568 arrn supplied by. . 54 3 

iron in .. .. 13 - physiological albuminuria distribution cf 

- - irritability in .. 405 simulating .. .. 18 615, 616, 

- - lack of energy in .. 14 - pleural effusion with . . 135 f l : ig.474> 618, 620 

lei r ventricle enlarged - due to pneumococcus 90 fifth, arm supplied by 54 J 

in . . 2, 14 - of pregnancy, general distribution of 

It premia in . . . . 138 | account of 11 615, 616, 

lumpy first sound at ; - retinitis with . . . . 64 j (Pi ft'. 474) 618, 620 

impulse in .. 12 ! - rigor in .. .. 737 ’ - - first, distribution of 

- - micturition during - from scarlet fever . . 763 (/or;. 474) 618 

night from .. 15 j - in secondary syphilis. . 661 fourth, aorta supplied 

- - mitral regurgitation i - spirochactosis ictcro- by . . . . 53 3 

from . . . . 373 j haemorrhagica 419, 420 | distribution of 

“ ~ nutmeg liver in 14, 463 i - due to Staphylococcus 1 < 474 ) 618 

oedema of legs in . . 14 aureus .. .. 90 ; shoulder supplied 

of old people . . 14 j - Streptococcus pyogenes I by . . . . 864 

oliguria with . . 15 j longus . . . . 90 second, distribution of 

orthopnoea in .. 14 - subacute, albuminuria in 140 Pig. 474 > 618, 

pale contracted kid- j anaemia in . . 46, 140 (pig, 580 1 748 

neys in . . .. 14 I chylous ascites with 140 supplying ear .. 253 


tion of 6i»4, 912 
-- eleventh, affected 111 

bulbar paralvsi-. . . 1 72 
cervical branches lo 

Pig. 474 613 

- - paresis i9. m bulbar 

paralvsis .. 172 

- - tort Kollo, and . . 179 

- tilth, anresihcsiu of, 

due to mid- brain 
1 umour . . 882 

- - distribution of 

Pig. 656 ) 865 

herpes of . . 549 

hvperidrosis in urcu 
of .. ..803 

- - lesion of, anaesthe- 

sia ot l ice from 860 
- - paralysis of mus- 

seter lrom . . 860 
- - temporal 

muscle from 860 
neuralgia of, ptya- 
lism lrom . . 661 
paralysis of {sec 
Paralysis) 

ptyahsm from irri- 
tation of . . 661 

- - supplying ear . . 253 

- -- tic douloureux af- 

fecting. . .. 253 

- ~ tumour of, anaes- 

thesia due to . . 866 

- - - trigeminal neu- 

ralgia f rom . . 548 

- first, congenital ab- 

sence of, anosmia 
due to . . 756 

savour and . . 861 
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Nerve , crania l, contd. 

- - ninth, lesion of, paresis 

of palate due to . . 860 
phurynx due to860 

- - - - taste changes 

due to . . 860 

- * - neuralgia of . . 253 

- - - paralysis ol, ageustia 

due to . . 859 

- - in bulbar paralysis 172 

supplying ear . . 25 3 

- - second, compression 

of, blindness due to 925 

- - - connections of 

(Ftg. if)4 377 

- - - injury to, blindness 


due to . . 925 

- - - lesion of, light re- 

ties. lost from . . 674 

- - primary tumour of 284 

- - seventh, atlected in 

bulbar paralysis.. 172 

- - - carcinoma ol paro- 

tid invoking . . 848 

- - - in (dhvostek’s sum 3 

- -- - face atrophy from 

lesion ol . . 82 


- - - fallopian canal and 605 

- paralysis ol sec 

Paralysis . 

- - - sarcoma ol parotid 

involving . . 848 

- in tetanv. . . . 3 

sixth, paralysis of 

from lead 45 

- -- tenth, aftcctcd in bul- 

bar paralysis . . 172 
afferent nines in. . 928 

- aneurysm com- 

pressing 1 86, 5 14 

- branches of .185 
cough and 1N5, lHh 

- - - diphtheria affecting 84 

- after diphtheria . . H50 

- - - enlarged tic. roid 

compressing . , 877 

- - - alter intluen/a . . 856 

- - - irritation of irorn 

aneurvsm . . 856 

- - - - big heart ., 186 

- caseous gland* 

386, 856 

- ■ ■ — hiccough t r c >r: v 3M(> 

- - - liom mediastinal 

libiosis , . 85b 

- - - - new growth 

186, S56 

- tachycardia due fo 

856, 858 


-- • in microhic infec- 
tions . . . . 85b 

neuritis <4 (see 

N eurttis . 

~ paral\ sis of , . 84 

• - - - in bulbar par- 
alysis . . 172 

- - supph my car . . 25 1 

- - - - stomach . . 927 


- - third, paralyus of sec 

Paralyse- 

- - - relations to optic 

tiers t > /• tg. i04 ' 377 
- twelfth, itfected m 

bulbar paralysis . . 172 

- - - cervical ramus from 

d-u-. 474 618 

- - - ptirulvMH of (sec 

Paralysis,. 

- - - tongue atrophy from 

lesion ol 82 

- crural .. (Fig. 471) 61 1 

- deafness i see Deal ness; 

- dorsal, eighth, auricle 

supplied by . . 533 

- gall-bludider sup- 
plied from . . 864 

- - - liver supplied lrom 861 

- - filth, auricle supplied 

by . . . . 5 33 ! 

- - stomach rclutcd to 864 , 

... .. _ supplying ventricle 533 j 

- - first, affected in 

Klumpkc’s palsy 618 I 

- - aorta supplied by 53 3 

- - - arm supplied by. . 543 

- - - cervical rib affect- 

ing . . . . 619 

distribution of 

615, 616, 

{Ftg. 474 ) 618, 620 . 


Verve, dorsal , first , contd. j 

- - - to eighth, heart 

supplied by . . 533 | 
fourth, stomach re- 
lated to . . . . 864 

- - - ventricle supplied 

by .. .. 533 

- -- ninth, gall-bladder 

supplied bv . . 864 

- - liver supplied by 864 

- -- second, aortu supplied 

by .. ..533 

- - arm supplied by . . 54 3 

- - distribution of 

< Fig. 5 SO. 748 

- -- - ventricle supplied 

by ..533 

- - seventh, auricle sup- 

plied b\ . . ..533 

- epigastrium and . . 867 

- gall bladder sup- 

plied lrom . . 864 

- liver supplied from 804 
sixth, auricle supplied 

bv . . ..533 

- third, aorta supplied 

by .. ..533 

- - vent rule supplied 

by . . . . 5 ■ • 

dorsalis penis, distribu 

lion of Fig. 5X0 748 

■ scapula* Fie- 474 618 
externa! < uiancou', dr 

tribulioii' l I n;. 55 i. 748 
pain in . . 540 

- h.emorrhoidal 

Fu\. 47) 611 

- plantar, internal pop- 

liteal givin off . . 1 10 

- — interossci supplied 

bv .. .. 140 

lumbt icuh -.'applied 
bv . . . . ! 10 

muscles supplied by 609 
origin of . . 609 

- - popliteal, dist ribut ion 

of . . Fig. •>86 74 w 

- muscles supplied by 609 

origin of . . . 609 

- -- pjraiv-is <>f see 

Ifiraly a, 

- saphenous, distribu- 

tion of Ftg. 5 S' * 748 

- spermatic Jog. 47F 611 

- faual see Nerve, 3. ramal, 

Sc\ enth 

■ gemtos rural, distrilui- 

tion of Ft g. > v 'i 748 

■ glossopharx ngvnl *ee 

Nerve, (2r.im.il. Ninth 

- great auruulat, dofri 

bution ol i’;i\ '» Vb 7 48, 

Fig. f)F> 865 

- - occipital, distribution 

ol ire. 7 5't ■ 748, 

Fie. 865 

- gumma of. nuisJe 

at ropliv lr on: . . 80 

K 1 ). from . . . . 80 

- hypoglossal ’ see Ner\e, 

( dunial, Twelfth* 

- iliohypogast ric Fig.' 7 611 

- - distribution ol 

Ftg. 5X0 - 748 

- ilio inguinal -Ftg. 471- 611 

- - distribution ol 

f Fig. 5X0 ■ 748 

- inferior dental, neui- 

al tia in . . . . 567 

- - gluteal Jig. 471 , 611 

- - - distribution of 

J 'tg. 5X0) 748 

- — muscle supplied by 609 

- - - origin of . . . . 609 

- - hicmorrhoidal. distri- 

bution of ■ Ftg. 5S{0 748 

- - larvngeal, cough and 185 

- maxillary, distribu- 

tion of (Fig. 6 56) 865 

- infra-orbital, distribu- 

tion of {Fig. 5X0) 748 

- inlrutrochlcar, distribu- 

tion of Ftg. 5X0) 748 

- injury of (see Injury) 

- intercostal, aneurysm 

irritating . . . . 534 

- intercostohumcral, dis- 

tribution of {Fig. 580) 748 

- internal cutaneous, dis- 

tribution ol l Fig. 580 ) 748 


Nerve , intern, cutaneous , contd. . 

pain in, in brachial 

neuralgia . . 543 

- plantar, muscles sup- 

plied by . . . . 609 ! 

origin of . . . . 609 

- — popliteal, external 

plantar a branch of 140 

- - - honiologue ol ulnar 

nerve . . . . 140 

- - interossei supplied 

by . . 140 

- - - lumbricals supplied 

by .. ..140 

- muscles supplied by 609 

- - - origin of . . . 609 

— paralysis ol • see 

Paralysis 

- - pudendal * Fig. 471 ) 611 

- - saphenous, distribu- 

tion of '.Fig. 5X0) 74 8 
-- lachrymal, distribution 

«»!'■ .. Fig. 5X0- 748 

- lingual, lesion of, furred 

tongue lrom . . 860 

- - - taste changes tluc to 860 

- - paralysis- of, ageustia 

due to . . . . 859 

- long thoracic, distribu- 

tion of . . 615 

- - - neuritis of . . 616 

origin of . . . . 615 

- - - paralvsis ol serratus 

in ignus lmm 
lesnm of . . 61b 

- lumbar, fifth, distribu- 

tion of 609, 610 

first, distribution 

of . 610, 611 

- - fourth, distribution 

of. . . . 609, 610 

second, distribution 

Of 609. 610. 

■ Fig. 5X0 748 
third, distribution of 

609. 610 
median lie. 474 618 

- - distribution of 615, 

5X‘>- 748 

- origin of ..615 

- - then.it muscle. sup- 

plied by . . 80. 82 

- - tw o outer lumbricals 

' -applied by . . 141 

- mental, distribution of 

Fig. 5sn 748 

- middle cutaneous, di*- 

i ribution ot Fig. 5X0 748 

- musculocutaneous 

Fig. 474 618 
distribution of 615. 

1 Fig. 5X0 748 


- - numbness in . . 5 30 

- origin of . . G15 

- ntusculospirai. distribu- 

tion of 616. Ftg. 580. 748 
-- pain in, in brachial 

neuralgia .. 54 3 

- - paralysis , see Paralysis) 

-- tender in brachial 

neuralgia .. 54 3 


- nasal, distribution of 

Fig. 580 i 748 

- new growth involving. 

muscle atrophy from 80 


K.n. from . . 80 

- normal electrical reac- 

tions of . . 725 

-- obturator Ftg. 471 > 611 

- — geniculate branch to 

knee . . . . 457 

- - hip supplied by . . 457 

-• - muscles supplied by . . 609 
origin of . . 609 

1 - - paralysis of (sec Par- 
alysis'* 


- of the obturator Internus, 

muscles supplied by 609 
origin of . . . . 609 

- occipital, third, dis- 

tribution of ( Ftg. 656) 865 

- oculomotor (see Nerve, 

Cranial, Third) 

- oculopupillary, origin of 620 

- olfactory (sec Nerve, 

Cranial, First) 

- ophthalmic, distribu- 

tion of (Fig. 656 ) 865 

- optic (see Nerve, Cranial, 

Second) 


Nerve, contd. 

- perineal (Fig. 471) 611 

- peripheral, lesions of, 

causing muscular 
atrophy, list of 80 

R.D., list of . . 80 

- - - hyperxsthesia due 

to .. .. 754 

- peroneal (Fig. 47 J j 611 

- phrenic, aneurysm com- 

pressing . . 186, 534 

- - big heart irritating. . 186 

- - cough and . . • . 185 

- - diaphragm supplied 

by 185, 864, 927 

- - from fifth cervical . . 864 

- - fourth cervical . . 864 
gall-bladder twigs 

lrom . . . . 864 

- - irritation of, by caseous 

gland . . . . 386 

- - cough from . . 186 

- - - hiccough from . . 386 

1 i \ c r twigs from .. 864 

- - mediastinal sarcoma 

irritating . . 186 

- - origin ol 1 Fig. 474) 618 

- — paralysis ' sec Paralysis ; 

sensory fibres in . . 185 
shoulder pain referred 
from . . . . 864 

- from third cervical. . 864 

posterior interosseous, 
distribution of . . 616 

- scapular, distribution 

of 615 

- origin of . . . . 615 

-- - thoracic Fig. 474 ' 618 

- - tibial, distribution of 

Ftg. 5X0 748 

- pudic. distribution of 

’.Fig. 5X0: 748 

- - neuritis of, dyspar- 

euma due to . . 239 

- - - tenderness in 

vagina from . . 239 
of the pyriform is. 

muscles supplied by 609 

origin of - - 609 

of the quadratus femorls. 
muscles supplied by 609 
origin of . . 609 

- radial .. Fig. 474 > 618 

- - distribution of 

Fig. 580) 748 

- recurrent laryngeal, par- 

alysis of see Paraly- 
se:, I .aryngeal ; 

- toot, cervical, eighth, cer- 

vical rib affecting . . 619 

- ~ - lilt h. diaphragm 

supplied by . . 864 

- gall- bladder twigs 

from . . 864 

- - - - liver twigs from 864 

phrenic nerve 

lrom . . 864 

- - - fourth, aorta re- 

lated to . . 863 

----- diaphragm sup- 
plied by . . 864 

----- gall-bladder twigs 

from . . 864 

- - - - liver twigs from 864 

- - -■ - phrenic nerve 

from . . 864 

third, uor ta related 

to .. .. 863 

- diaphragm sup- 
plied by . . 864 

gall-bladder twigs 

from . . 864 

- - - - liver twigs from 864 

phrenic nerve 

from . . 864 

- - dorsal, eighth, auricle 

related to . . 863 

■ fifth, auricle re- 

luted to . . 863 

■ ventricle related 

to .. ..863 

first, aorta related 

to .. ..863 

; - - - - cervical rib af- 
fecting . . 619 

distribution of. . 620 

fourth, ventricle 

related to , . 863 

! second, aorta re- 

1 lated to . . 863 
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Nerve root , dorsal, sec., contd. 

- - - - ventricle related 

to . . . . 863 

- - - seventh, auricle re- 

lated to . . 863 

- - - sixth, auricle re- 

lated to . . 863 

third, aorta related 

to . . . . 863 

----- ventricle related 

to . . . . 863 

- roots, cervical, distri- 

bution of . . 620 

herpes zoster and , . 914 

- sacral, fifth, distribution 

of 610, [Fig. 585) 752 

- - first, distribution of 

609, 610 

fourth, distribution of 

610. ( Fig. 585) 752 

- - socond, distribution 

of . . 609, 610 

third, distribution of 
609, 610, J-ig. *.85)752 

- - - in micturition . . 490 

- sciatic, carcinoma of, 

rectal examination in 
diagnosing . . . . 729 

- - growth on, talipes 

from . . . . 146 

- - gumma of, rectal ex- 

amination in dia- 
gnosing . . 729 

- - injury to, talipes from 143 

- - muscles supplied by . . 609 

origin of . . 609 

- - paralvsis .see Paralysis) 

- sarcoma of, rectal 

examination in dia- 1 - 
gnosing . . . . 729 - 

- - syphilis of, rectal 

examination in dia- 
gnosing . . . . 729 - 

- shock, horrifying dreams : - 

from . . . . 499 

- small occipital, distribu- 

tion of {Fig. 580, 748. 

■ Fig. 656' 865 

- - - herpes of ..251 - 

- - sciatic, distribution 

of . , (Fig. 580) 74S , - 

- spinal accessory (see 

Nerve, Cranial, Eleventh') - 

- to stapedius, origin of 605 - 

- storm, flushing due to 303 

- subscapular ‘Fix. 474 618 - 

distribution of . . 616 - 

- superficial cervical, dis- 

tribution ol (Fig. >80' 748 

- - perineal, distribution 

of . . '•Fig. 580) 748 - 

- superior gluteal 

J-ig. All) 611 - 

- - muscles supplied 

by . . 609 - 

orifjin of . . . . 609 

- -- laryngeal, cough trom 185 , - 

- - - distribution ot . . 185 

: r> >m vagus . . 185 
distribu- 

.. <4 Fig 656) 865 
, . of abdominal 
..niicles ; F;g. 471 j 611 

abductor hallucis . . 609 

- minimi digiti 609, 616 

- - pollicis . . . . 615 - 

- - abductors of hip . 610 - 

accessorius . . . . 609 

- .adductor brevis . . 609 - 

longus . . . . 609 

- magnus . . 609 - 

- obllquus hallucis 609 - 

- pollicis . . 616 - 

- - pollicis by ulnar 

nerve . . . . 141 j - 

- - transversus hallucis 609 ’ 

pollicis . . 616 - 

♦ - adductores femoris 

610, J-ig. 471) 611 J - 

- - anconeus . . 616 - 

- - aorta . , . . 533 - 

- arm . . . . . . 543 , - 

auricle . . . . 533 - 

- - biceps of arm 615, i - 

{Fig. 474) 618, 620 , - 

femoris 609, ! - 

(Fig. 471) 611 I 

- brachlalisanticus 615, 

(Fig. 474) 618, 620 - 

- - calf muscles (Fig. 471) 611 I - 


Nerve supply, contd. 

- - of coracobrachialis 

615, (Fig. 474) 618, 620 

- cremaster 610, 

(Fig. 4m 611 

- - deltoid 616, 

(Fig. 474 ) 618, 620 

- - detrusor urintv 

(Fig. 47 F 611 

- diaphragm 

i Fig. 474) 618, C20 

- -- - phrenic nerve and 185 

- - oar . . . . . . 253 

- - extensor brevis dloi- 

torum . . 609 

pollicis . . 616 

carpi rad la I is bre- 

vior . . 616 

longior ..616 

- - - ulnaris . . . . 616 

communis diqi- 
torum . . 610 616 

- - - hallucis . . 610 

indicis . . 616 

longus digitorum 

609, J-ig. 471) 611 

- - - pollicis . . 616 

minimi digitl . . 616 

ossi metacarpi pol- 
licis . . 616 

proorius hallucis 

extensors of lingers 

Fig. 474 618, 620 

- - - wrist 'J ig. 474 1 018,620 

- - external meatus cf 

car, Arnold’s nerve 185 

- rotators of hip . . 610 

face . . . . 865 

first lumbrical of foot 609 
flexor brevis digitorum609 

- hallucis . . 609 

-- - minimi dipiti . . 616 

- - pollicis 615 61 b 
carpi ulnaris 14!, 615 

616, 620 

- - longus diqitorum 

609 610 

Fig. 471 611 
hallucis . . 609 

- pollicis . . . . 615 

- - profundus digitorum 

615, 616 

- sublimis diqitorum 615 

- flexors of fingers 

-.Fig. 474 - 618. 620 

- - wrist J-ig. 474. 618, 629 

- foot muscles 

Fig. 47! 6 ! 1 

- gall-bladder . . 8o4 

- gastrocnemius 609, 610 

- gemelit Fig. 471 nil 

- gemellus inferior . . C09 

- - superior . . . . 609 

- glutei . . 610 

- gluteus maxirnus 609. 

-Fig. 47 F- 611 

- medius 609. 

i J ig. 47 J ■ 611 

- - minimus 609. 

Fie. 471 611 

- gracilis 609. Fig. 471 611 

- hamstrings . . . . 610 

- heart . . . . 533 

- hypothenar muscles 620 

- - - by ulnar nerve 141 

iliacus . . 609 

- - interims -Fig. 471'. 611 

- iliopsoas . . 610 

- infraspinatus 615. 

J-ig. 474 618 

- interossei of foot 140, 609 

- hand 616, 620 

- intrinsic muscles of 

foot . . 610 

- larynx, superior laryn- 

geal .. ..185 

- latissimus dorsi 616, 

J ig. 474 ) 618, 620 

- leg muscles 609, 610, 611 

- levator angull scapulae 615 

am J-ig. 471) til 

- liver . . . . 864 

-- lobule of ear . . 185 

- lumbricals of foot . . 140 

hand 615, 616, 620 

two outer, by median 

nerve . . . , 141 

- muscles of deftecation 610 

erection J-ig. 471) 611 

hand (Fig. 474) 618 


| Nerve supply of muscles, contd. 

I of micturition . , 610 

1 - - - neck J-ig. 474 ) 618 

j - — - perineum {Fig. 471) 61 1 
1 - - obliqui capitis 

{Fig. 474 > 618 

- - obturator externus 

609, 610, {Fig. 47 F 61 1 
Internus 609. 

<Fig. 471) 611 
otfulopupillary . . 620 

of omohvoidcus 

i Fig. 474'' 618 
opponens minimi digit! 616 

- pollicis . . . . 615 

outer three lumbricals 

of foot . . 609 

palmaris brevis . . 616 

- - - longus . . . . 615 

pectineus 609, 

(Fig. 471 > 611 
pectoralis major 615 , 

{Fig. 474 ' b 18, 620 

- - - minor 615, Fig.474'b\8 

perineum muscles . . 610 

peronei . . 610 

peroneus brevis 609, 

J-ig. 471' 611 

- longus 609. 

Fig. 471 > 611 

- tertius . . 609 

• - pharvux, superior 

larvngeai . . , . 135 

plantaris . 609 

- - platvsrna Jig. 474 618 

popiiteus . . 609 

pronator quadratus 

615. J-ig. 4/4' 618 

- radii teres 615. 

J-ir. 474' 613 
pronators of forearm 620 
psoas .. -.Fig. 471- 611 
pyriform!;; 609. 

Fig. 47! 011 
quadratus femoris 

609, l t g. 471. till 
■ lurnborum 610. 

Fig. 471 611 
quadriceps extensor 
femoris 609, 610. 

< Fig. 47! <>il 

- - red i capitis J ig. 474 6 13 

rhomboidel 

J-ig.474 613, 620 
rhomboideus major . . 615 

- minor . 615 

salivary glands . . 605 
sartorius 609. 610, 

Fig. 471 '611 
■tcalenus Fr:. 474 618 
scalp > Fig. (i >6 i 865 
semimembranosus 609. 

Fig. 471 Ml 
semitendinosus 609. 

J-ig. 47! - 61] 

- - serratu* antu us major 

474 613 

magnus 615, 620 

soleus . 609 

spiitm. ter am l ie. 471 611 

- - - vcmcic ; Fig. 471 611 

spinati . . 620 

sternoiivoidi ir. 

i iy. 474 , 613 
sternomast-.ul 

1 Fig. 474 ' 6 1 8 

- - sternotlivrt'id -tis 

Fig. 474 ) 6 1 8 

- - subscapularis 616, 

Fig. 474 . 6 18, 620 
supinator brevis 616. 

J ig. 474 > 618 

- - - longus 616. 

Fie. 474 . 618, 620 

supraspinatus 615, 

( Fig. 474) 618 

- - tensor fasciae femoris 

609, 610, I-ig. 471) 611 

- teres major 616, 

(Fig. 474) 618, 620 

- minor . . 616, 620 

- - thenar muscles . , 620 

- - tibialis anticus 609, 610 

- - - posticus , . . . 609 j 

of tongue, superior 

laryngeal . . 185 

trapezius (Fig. 474) 618 i 

triceps 616, 

(Fig. 474) 618, 620 I 
ventricle . . . . 533 i 


Nerve, contd. 

- supraclavicular, distri- 

bution of ( Fig. 580) 748 

- supra-orbital, distribu- 

tion of (Fig. 580) 748 

- suprascapular 1 Fig. 474) 618 

distribution of . . 615 

- - herpes of . . 891 

I - - neuritis of, difficulty 

m writing due to 617 

- - - iufraspinous fossa 

flattened with. . 617 

- - -- rotation ot humerus 

unpaired trom 617 
| - - origin of . . . . 615 

1 - -• pain in, from cervical 
1 rib . . . . 545 

- tcmporomalar, distribu- 

t ion of 1 Fig. 580) 748 

! - tibia! .. Jig. 471 ; 611 

- trigeminal i sec Nerve, 

Cranial, l'dth) 

- ulnar . . . Fig. 474 618 

-■ -- adductor pollicis 

supplied by . . 141 

- ■ atueslhesia trom divi- 

sion of i Fig. >8 ! ) 749 
distribution ot 616. 

Fig. 58')'. 748 

flexor carpi ulnaris 

supplied bv . . 141 

homologue ot internal 
popliteal . . . . 140 

-■ ■ Input henar muscles 

supplied bv SO, 141 

insensitne in tabes 

dorsalis . . ..751 

pain in, in brachial 
neutalgt.i .. 54 1 

paiaivsis ot sec I’ar a! ysis j 

- - tender, in brachial 

1 1 ' ■ 1 1 1 ,u g i a .. 543 

- vagu> sec Nets e, t.r.uual, 

1 rial’, 

of W rnberg, distribution 
of .. Fig. 58") 743 

N«rves, cervical, distribution 
of 615. Fig. 474 i 618, 620 
herpes of . . 253 

- , *am.il, paralysis of , sec 

under I’aialyst ■ 

of heart . 533 

- inter,'' ■■■ t;>! , dist nbui mri 

of . . / 5-0 , , 748 

- lumbar, distribution of 

609, 610, 611 

- nodules along, in von 

Keck! mg hausen’s dis- 
ease . . . 501 

peripheral, ataxy from 
defects of 74 

- sensorv impulses ear- 
ned bv .. .. 73 

- sacral, distribution of 

609. 610, 611 
• sensory, skin distribu- 


tion ot the Fig. 5si), 743 

- t hu kcricd in lepros\ .. 478 
■ — von Keckhnghuusen’s 

disease . . 889 

Nervous diarrhoea . . 217 

Nervousness, abdominal 
rigidity trom . . . . 7 34 

- accentuated lust sound 

from . , . . 2 

- due to alcohol . . 881 

alcoholism simulated bv 882 

- n.A.ll. f i out . . ..115 

cxtrasy.st' >les in .. 668 


in C naves’ disease 28 3, 

596, 887, H77, 934 

- at life insurance exam- 

ination . . . . 2 

- palpitation from 594, 596 

polyuriu from . . 65 3 

pyrexia due to ..711 

sinus arrhythmia from 664 

- tachycardia from 2, H57 
tremor due to 879, 880, 882 

Nettle, derrnutitis due 
t<> 916 

- stinging, wheals due to 935 

Neuralgia, abdominal .. 525 

- anterior crural . . 540 

- brachial, account of . . 543 

-- - from alcoholism . . 543 

- - no anaesthesia in . . 544 

- - cervical rib simula- 

ting . . 544 

- - from diabetes . . 544 
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Neuralgia, brachial , contd. I Neuralgia, trigeminal, contd. I Neuritis, brachial, contd. I Neuritis, optic, contd. 

in epidemic cnccphul- , atrophy of masseter | in diabetes.. .. 544 i - - in pachymeningitis 640 

it is .. .. 544 I in.. .. .. 549 glands in axilla simu- ! pellagra .. .. 279 

librositis diagnosed temporal muscle in 549 lating .. .. 544 pontine hemorrhage 110 

from . . .. 544 coryza from . . 22 * heart disease simu- - - in posterior basal 

-- - from gout .. .. 54 * ~ - from Gasserian hcrpcs549 lating .. .. 52 meningitis .. 627 

after herpes zoster. . 546 - - with glaucoma .. 924 from lead . . . . 544 retina greyish in .. 518. 

from influenza .. 54 * i from growth in spheno- malignant disease of striated in .. 518 

- - malaria . . . . 543 j maxillary fossa . . 549 spine simulating 544 - -- retinal veins dilated 

no muscular atrophy | gummatous rnenin- - - muscular atrophy and tortuous in ..519 

in . . 544 ' gitis . . 548 lrom . . 544 - - from retrobulbar 

- - muscular rheumatism j periostitis .. 548 - neuromata simulating 544 neuritis .. 639, 925 

diagnosed lrom. . 544 1 - headache with .. 548 - - pain in arm from .. 544 - - scotoma from .. 93 

- - occupation neurosis • - lumbar puncture in 548 - - sensory loss in .. 544 from sphenoidal sinus 

simulating .. 189 optic neuritis with . . 548 spinal ca.ies Simula- distention .. 285 

- - from overwork .. 54 * - -- paralysis ol masseter ting .. .. 544 in spinal meningitis 521 

- - pain in arm from . . 543 in. . . . . . 549 - - gliosis simulating 544 - — from superior longi- 

- - - internal cutaneous temporal muscle in 549 tumour simulating 544 tudinol thrombosis 156. 

nerve from ..54* - - pupils unequal in .. 675 - tenderness in arm - - in syphilis .. .. 640 

- musculospiial nerve - - sensorv impairment from •• •• 544 - - with trigeminal neur- 

trurn . . . . 543 with . . 54H - - tumour in neck simu- algia . . . . 548 

- - - ulnar nerve from 54* tenderness of scalp in 866 lating .. .. 544 - in tuberculous mcnin- 

- - from rheumatism . 54* - - tic douloureux simu- from diabetes 178, 610 gitis 627, 732, 787 

- - tenderness with .. 54* lated by.. .. 548 - diphtheria .. ..178 ura-miu ., ..Ill 

- ■ lrom worry, . . . 54 * - - from tumour at base • librositis and . . . . 581 - - vertigo with . . 912 

cervico- brachial , pain of brain .. .. 548 -- lrom glycosuria .. 616 - vomiting with .. 93! 

in shoulder from 580, 583 ol fifth nerve .. 548 - influenza .. ..178 white patches in .. 519 

- conditions simulating 867 - - at foramen ov.de K -‘.S - in omnia due to .. 402 - pain in .. .. 612. 

- from dental canes . . *7? - - - rotundum . . 548 intercostal, tenderness - in shoulder from . . 580 

-• diaphragm.it u .5*1 - \\ assermaim react ion ol chest Iron: 861, 862 paralysis lrom .. 615 


m disseminated sclerosis 75 > 

w it h 

.. 548 

- lrom lead 

178, 610 

- - ueituns simulating.. 

614 

from empyema » >1 an- 

- - fund see Tie 

I Joulnni euv 1 

- of long thoracic nerve 61a 

- - of external popliteal 


trum of 1 lighumie . 226 

- t vpe ol : ti.it is 

a 5 *9 

- loss ol power lrom 

..61 2 

nerve from 

610 

epileptiform see lie 

Neurasthenia, a 

rophagv 

from mercury 

. . 0 1 6 

peripheral, account of 

570 

I >oul, 'iin u\ 

in 

. . *02 

- multiple (see Neurit:', 

■ - aching in limbs in . . 

57 u 

f.io.i! , t ri .rmji simulated 

- in blue -biaiti 

■uses . . 209 

Peripheral 


- from alcohol 74, 80, 


bv . . 884 

- brain latnrwe 

i .. 571 

- mvoMtis and . . 

.. 58 1 

85. 146. 320. 541, 


of fi't h nerve, pt \ ah 'in 

- constipation n 

. . 161 

- occupation neurosis 

570. 571, 616. 679, 

934 

1 r < >m . . 66 1 

from tlent.d m 

fisis . . 95 

simulating ■ - 

. . 581 

- - anesthesia in 74, 82. 


germulale. pam m cm 

- tlvsrnenori Inca 

lrom 

- olfactory, due to 

uni- 

570, i/'-'/r. 749, 

750 

fioin 25 * 


2*7, 2*8 

mnm.i . . 

. . 756 

- — ankle-jerk lost in . . 

541 

a ikI i a- lu 1 - 

slyspcp'ia iti . 

. . 571 

- anosmia lroin 

. . 756 

- - lrom arsenic 45, 80, 


rou\ 

- l.iMeue in 

. . 870 

due to noxious 

VI- 

M, 85. 94, *20. 


glos'-opharvngv.d . pam 

headache in . 

971, 870 

pours 

. . 756 

541, 570, 571, 

623 

in i at from . . 28 ’ 

tiype r .icusf m 

. . *80 

- - part ol peripl 

oral 

-• - ataxy lrom 

74 

- - t hi ■ at in 'tn . . c5 ' 

- h\ pera- U cm i 

in . . 75 1 

neuritis . . 

. . 756 

-- - atrophy ol limbs in 

85 

headache distinguished 

- l-.v stena and . 

870, 8'i 1 

vine to snuff 

. . 756 

- - luck muscles utleclcd 


from . , 372 

- iin.igmat v M X 

iad sir - 

■ ep;u, Irani acute 

cn* 

in . . 

191. 

at . i r lierpe- .. . <* H 

oideis m 

. . 571 

cep lull ti* 

.. 1 5(. 

- lu . icriolopiv ai inves- 



in i.eipe- f . . l »14 - impotence m , . *u * - alOummurm iviinum titrations m 8*. 84 

h\ per.t'M ! e o.i in . . 862 -- momma from 4o2, <104 simulated hv . 51 1 ' - - m heri-bcri 80, S2. 

m inferior dentn, nerve 367 - irnt.duht\ m .. -o v 3, 876 - - from ancn.’M Jet om>. : 7i 8 3, 510 

intercostal, account of 531 - krumicrk is.aggei.ited - - ,*to\yl .. ojj - • bilateral facial palsv 

ancurv ^ m muiUi,.: in.g 241 tn .. 451, 571 - - airophvafu: .. 519 from .. . 774 

- w .. r i n ol '.j ,m ; r ; 1 1 1 - - link ol in’.orc • t dm to 871 - • in casts of fainting.. 298 - - blue line on gums in 571 

lating . . 1 1} > - law >ui' and . 57 1 - - from cerebellar at'- m cachexia.. .. 572 

- pam m cpmr.’iiuin - new gp-w th ‘umulating St>6 scess 1 It’, *71,0*0,7** - - carbon bisulphide and 


f rotn 


5 T 

• overwuik 

. . 571 

- - tumour lilt. 

571. 


80, 84 

• -- hvp*n.h 

null mm 


- os.iiuna and 

. . 324 


630, 

73 3 

- - from chemical sub- 

l n ni 


55 ’• 

- jmiii ri line t 

t<>m .. 531 

- - cerebral abscess 

1 C 6 . 


stances . . 60, si 

-■ plevn i •••. d 

istingin -he 

j 

limb- m 

. . 568 , 5 7 0 

110, 184, 385 

61 *, 

773 

in « child . . . . 623 

1 1 1 >m 


86 _ 

p uns in 

. . 867 

- - - hemorrhage 

1 UU, 

lio 

- chorea . . ..62 3. 

- - .Simula: 

ne 

8 t '2 

p.dj'it.ilion ir 

571. 60.;. cm 7 

- - lesions 


1 10 

- -- chronic pyannia 80, 8 3 

- pneumon 

i 1 mmlat mg 862 

pho-- phaies ji 

urine m (> * / 

- - - tumour lt'9. 

1 10 . 


- - contracture in . . 4*6 

- tender p- 

mts with 


- pijr.tai retlexL 

' tlexor in 57 1 

184, *85, 

*96, 


- cotton-wool ana's- 


5*6 

55* 

- polvuria in 

. . 65 * 

528, 613, 

640, 


thesi.i in . . 74 

- terulcrnes 

s ol chest 


- sex incidence 

ol ..571 

635, 

772, 

866 

- - cramps in . . 85. 570 

lrom 

86 j , 

862 

- alter spinal injury . . 870 

- - in cerebrospinal 

men- 


- cutaneous sensibility 

- X ray- l 

mfore dm- 


- strangurv dut 

to . . 797 

ingitis 


627 

dulled in. . . . 541 

gin" in. 


5*6 

- suicide lroin 

. . 389 

- convulsions and 

i ! ! 

18 3 

- dead lingers in . . 570- 

in lower jaw 


567 

- temperatures 

abnormal 

- lrom diabetes 


3*5 

- in diabetes 80. :H3, 

major . . 


866 

in 

571 

disc blurred in 


519 

318, 335, 571 

mammary 

.. 5*0. 

531 

- tenderness ol 

scalp from 865 

- - - lost 111 


519 

— from diphtheria 74, 

metatarsal 


540 

•- - spine from 

868 , 870 

-- mushroom-shaped 


80, 84, 146, 191, 

minor . . 

’ 549, 

866 

- traumatic 

. . 870 

in 


519 

192, 242, 456, 570, 623* 


- obturator, from hip tremor in .. .. 879 in encephalitis 156, 640 - - dropped wrist in ., 616 

disease .. 540 - t rench lev cr simulat ing 710 - ilainc-sli.iped luemor- - - from ether.. .. 80 

- -- obturator hernia . . 540 ' -■ worrv and . . 571, 871 rhages in.. . . 519 - ~ extensors aflectcd more 

- in osteitis deformans . . 620 Neuritis, alcoholic .. 8* - - from fracture of skull 110 than flexors in .. 616 

- ovarian, appendicitis - - contractures lrom. . 177 - gross brain lesions 111 - — — of ankles affected 

simulated by .. 814 - - cramps m . .. 190 - - gumma of meninges 110 by .. .. 74 

- - at catamenia .. 814 - - hvpcnesthesia from 177 - - headache with .. 370 - - - wrists affected by 74 

- pain in chest from .. 5*0 -- talipes equinovarus - - hypermetropic astig- - - foot -drop from .. 146 

- - upper uiw from .. 5o7 Iron: .. .. 177 mat ism simulating 520 - - gait unsteady in 74, 75 

- paroxvsinul headache lrom arsenic .. .. 616 - - illustrated - - gangrene from 317, 

from .. .. 369 - - contractures from .. 177 higs. 41S, 419 5 18 318, 320 

- renal, simulating c.d- - hypcrxstheMa from 177 - - in infective endo- - - goneral account Of 74, 82 

cuius .. .. 525 - - talipes equinovarus ^ carditis .. .. 46 - - paralysis simulating 78 

- simulated irom reading lrom . . . . 177 - from lead . . 45, - - glove unasthesia in 74 

in bed .. ..58* - brachial, account of 544 (Pig. /i5; 156, 371, 922 and stocking anaes- 

- tender foci in .. *72, 866 - - adiposis dolorosa -- meningeal luemor- thesia in {Fig. 582) 749 

- tenderness ol scalp from simulating .. 544 rhage .. .. 110 - - glycosuria in .. 571 

865, 866 l rom alcohol . . 544 - - meningitis 156, 385, I - - gnawing pains in 

- tinnitus due to . . 879 - - aneurysm ol sub- j 640, 700, 732 ! limbs in . . 570 

- Of tonftue, ofton really clavum artery snu- j never functional . . 158 > gout and .. 80, 83 571 

glossitis .. 591 ulating .. 544 oedema of retina in. . 518 j - - gumma of cauda 

pain in tongue lroin 590 - - from arsenic . . 544 - - ophthalmoscope in l equina simulating 627 

- trigeminal 548, 649, 866 -- - cervical pachymenin- detecting.. 93, 371 j high steppage in .. 75, 

- - umesthesin of lace gitis simulating . . 544 ! from osteoma of in Hodgkin’s disease 8(1 

in 549 ; rib simulating .. 544 ! cranium .. .. 110 | hvpcrsesthcsia in .. 570 
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Neuritis, peripheral, comd . ! 

hyperalgesia in 

{lug. 582) 749, 750 | 

- - hyperextension of toes 

in . . . . 146 | 

- - impaired strength 

from . . . . 74 | 

i nco-ordinai ion in 

313, 570 | 

- - in infective endo- 

carditis . . . . 80 j 

- - influenza . .80, 570, 571 ‘ 

- - interossei paralysed inl46 i 

- - joint changes in . . 436 j 

- - knee-jerk absent in 

451, 541, 570, 626 ; 

- - Korsakow's psychosis 

m . . ' . . 570 

- from lead 45, 80. 84, , 

146, 214, 570, 571, 616 : 

- - in leprosy 80, 82, j 

i .Fig. 472) 616 

- - limping from . . 456 j 

- list of causes of . 80 

- - loss of power in . . 626 

- - - sensation from . . 85 

- - - weight due to . . 934 

- - lumbricals paralysed 

in . . . . 146 

in lymphatic leuk- 
emia . . . , 80 

- - malaria . . . . 80 : 

- - memory affected in 570 

- - mental symptoms in 570 
from mercury 44, 80, 84 

- - microbic toxins . . 541 

- - muscle atrophy in 

80, 82, 456, 541, 

570, 626, 627, 934 

- myopathy distinguished 

from . . 78. 625 

- - from naphtha 80, 84 

-- - nasal voice from . . 624 

- - numbness in . . 570 

- - occupation and . . 84 

- - oedema with 83,516 

- - olfactory nerve affec- 

ted in . . . . 756 

- - from oral sepsis . . 80 

- - pachymeningitis sim- 

ulating . . . . 583 

• - pain in 74, 85, 616, 

623, 749, 750 

- - - in legs in 541,568,571 

- - parsesthesia in . . 627 

- - paraplegia from 621, 

626, 627 

- - in paratyphoid fever 84 

- -- paresis in . . 320 

- - - of dorsiflexors in 75 

- - - soft palate in . . 623 

- - pelvic growth simu- 

lating . . . . 627 

m pernicious anaemia 80 
■ - * pins and needles ’ 

in .. .. 570 

- - plantar reflexes absent 

in . . 74 

... reflex flexor in . . 88 ’ 

P 'lioniyclitis distin- 

hed from . . 627 
’.ul.ited by . . 623 ’ 

, pregnancy 80, 83 

; upil inactive in . . 626 

purpura with . . 676 

Raynaud’s disease 
simulated by . . 320 
reaction of degeneration 
in 74. 78, 80, 82, 

541, 570, 623, 626, 627 
rectal examination in 627 

- - reflexes diminished in 623 

•• exaggerated at first 
in . . 82, 570 

■ lost in 82, 570, 627 
regurgitation of fluids 
through nose in , . 623 

- - scoliosis from 191, 192 i 

- - sensory changes in 82, 

85, 320, 570. 626 

- - in severe anatmias 80, 83 
from sore throat 84, 192 

- - sphincters not in- 

volved in 81, 570 

- - in splenic anaemia. . 80 

- - splcnomedullary leuk- 

aemia . . . . 80 

- -■ stocking anaesthesia in 74 
symmetrical 74, 82 

- - in syphilis 80, 83, 570, 571 


Neuritis , peripheral , contd. 

tabes dorsalis distin- 
guished from . . 750 

simulated by . . 626 

simulating . . 78 

talipes from 145, 

150) 178 

- - tenderness due to 

541, 570, 016, 749 

tendon reflexes absent 

in. . . . 74, 85 

- - throat cultures in . . 84 

- - tingling in . . 570, 749 

- - toes of boots worn in 15 

tophi in . . . . 571 

- - from toxiemia 80, 572 

- - transverse myelitis 

simulating . . 81 

; tremor in . . . . 320 

: trophic changes in. . 320 

| from tuberculosis. . 570 

j - - tumour of cauda 

equina simulating 627 
in typhoid fever 80, 84 

- -- from undetermined 

causes . . . . SO 

vasomotor svrnptoms 

in .. 570 

wasting in . . 320, o23 

- of pudic nerve, dys- 

pareunia due to . . 239 

: tenderness in vagina 

from . . . . 236 

; - reaction ol degeneration 

lrom . . . . 583 

- retrobulbar, account of 

547. 923, 924 

- - age incidence of . . 92 3 

- - blindness with 639, 925 

temporary from.. 924 

- - central scotoma from 

923 «25 

duration of . . 924 

- - lrom ethmoid sinus 

infection . . 924 

no increased intrt- 

ocular tension with 6 39 
loss of sight lrom . . 546 

- -- optic neuritis with 

6 39, 025 

- - pain in eye from 54o, 925 

- - photophobia lrom. . 639 
~ - from sphenoid sinus 

infection . . 924 

- - tenderness of eye frotn925 

- rheumatoid arthritis and 55 1 

- in sciatica . . . . 539 

- of suprascapular nerve, 

effects of . 617 

- tenderness of spine from 868 

- of vagus nerve . . 84 

after diphtheria 856 

influenza . . 856 

in microbic infec- 
tions .. .. 856 

- - - tachycardia from 856 
Neurofibroma of cord 

located by lipiodul 

■ h'ig. 27 0: 326 

- in von Recklinghausen’s 

disease . . 503, 865 

Neurofibromatosis . . 889 
■- pain in chest lrom . . 530 
Ncurolipotna in von Reck- 
linghausen’s disease . . 503 
Neuroma, vulval swelling 
due to . . ..853 

Neuromata . . . . 530 

- of brachial plexus . . 544 

Neurotrtimesis of joint 

disease 435 

- photophobia . . 640 

Neuro - muco - dermato- 

myositis . . . . 886 

Npuro-mucoso-inyositls. . 702 
Neuromyositis . . 702 

- pain in limbs from . . 568 

- of Senator . . 569 

Neurorctinilis in albu- 
minuria . . . . 335 

- diabetes . . . . 335 

- malignant endocarditis 9 
Neurosis, accoucheur’s hand 

in . . . . 2 

- angioneurotic, electrical 

reaction in . . . . 726 ! 

- blood from ear in . . 522 j 

- in blue-brain cases . . 205 ! 

- cerebral abscess simu- 

lating . . . . 158 


Neurosis , contd. 

- cerebral tumour simu- 

lating . . . . 158 

- coloured sweat due to 803 

| - coma from . . . . 158 

I - convulsions from . . 181 

j - coryza from . . . . 223 

; - cough front . . 185, 187 

- disseminated sclerosis 

simulating . . . . 631 

- dyspareunia front . . 240 

. - dvspnora due to . . 247 

- epiphora from . . 27 3 

- l-'allopian colic due to 148 

- gauro-intestiiial, heart- 

burn from . . . . 376 

- growth in spine simu- 

lating . . . . 583 

- in hepatoplosis . . 463 

- hiccough from . . 386 

- hyperivsthesia in . . 862 

- hysteria distinguished 

from . . . . 597 

- of intestine, colic from 148 

- ligature (edema from . . 512 

- mucomernhrunous colic 

in 161 

- nose-dripping from . . 224 

- occupational, account of 189 

- - fibrositis simulated by 581 

-- - from hair-cutting . . f»46> 

needlework . . 546 

- - pain in arm from . . 546 

- - shoulder affected by 581 

-- -- front telegraphs . . 546 

- - t remor 111 . . . . 87 ( > 

trom typing . . 546 

- -- v. rii mg . . . . 546 

- palpitations in . . 597 

- in pregnancy . . . . 062 

pruritus due to . . 658 

- pseudo-angina lrom . 5 33 

rh'tn'rrhiL-a lrom . . 22 3 

- sal it ary .. .. 662 

- spastic constipation in 161 

- spinal canes .simulating 58 3 

- of stomach, colic lrom 148 

- tongue, often really glos- 

sitis . . . . 591 

-- uterus, colic from . . 148 

\agmisir.us trom . . 240 

vasomotor, albuminuria 
lrom . . . . 16 

- - decimal reactions 111 726 
-- - fiannoglohinuria trom 357 
1:1 Morton’s disease 540 

• - ivdcma ot hands and 

arms in , . . . 515 

- - prc.ilorili-va lrom. . 662 

- m Raynaud's disease 542 

Neutrophil mvclocvtcs , . 28 

New gross ih, panicles ol, 

in pleuritic fluid 132, 

1 16, I 38 

- - - sputum . . . . 792 

- - urine . . lu, -49 

- vomit . . . . 930 

- - and see < .arcinonui ; 

1‘pithehorna . bar- 
com.*, etc. 1 

Neu Zealand, hydatid cyst 
in . . . . . . 366 

Newborn, cystic kidneys in 15 

- hamtogliibinuria trom 357 

- j uindicc 111 1 see Jaundice) 

- miliary abscesses of . . 681 

- milk from breast in . . 838 
, - ophthalmia of (sec 

Ophthalmia) 

- pemphigus in (see 

Pemphigus.' 

- tetanus in . . . . 885 

Nicholson on embryoma 

ol testis . . . . 850 

Nicotine (.sec Tobacco) 

Night blindness . . 926 

- - due to choruido- 

rctinitis . . . . 926 

- - keratomalacia . . 891 

- --- myopia . . . . 926 

- - quinine . . . . 926 

- - retinitis pigmentosa 

924, 926 

- - in sailors . . . . 926 

- - due to scurvy . . 926 

- - xerosis of conjunctiva 926 

- starts . . . . . . 173 

from tuberculous hip 457 

- sweats from dental 

abscess . . . . 694 


1 _ 


Night stveats , contd. 

in infantile scurvy.. 803 

- - phthisis 362, 582, 803 

rickets . . . . 803 

terrors . . . . 499 

- due to adenoids . . 403 

- errors of diet . . 403 
insomnia front . . 403 

- - screaming due to . . 403 
due to worms . . 403 

- workers, pallor in . . 26 

Night-flowering ccrcus, 

dermatitis due to . . 915 

NIGHTMARES . . . 499 

Ninth cranial nerve (see 
Nerve, Cranial, Ninth) 

- dorsal nerve, gall- 

bluddcr supplied from 864 
liver supplied from 864 

- - segment, sensory area 

lor.. (lOg. 584) 151 
Nipple, cracked, pain in 
breast from . . 529 

- dark brqjvn, from preg- 

nancy . . . . 529 

- DISCHARGE FROM . . 227 

• and see Discharge 

from Nipple 

- epithelioma of, pain in 

breast from . 529 

- indurated in Paget’s 

disease . . . . 887 

-- inflamed, pain m breast 

from .,529 

-- Paget’s disease of 887 

- pus lrom . . . . 8 38 

- ret tailed, with caret - 

noma of breast . . 8 39 

- -- normally • • 839 

- - 111 Paget’s disease . . 887 

- seabie- atloeiing . . 918 

Nitrate of silver sec Silver 

Nitrate 

- thorium in pyelography 445 
Nitric acid iscc Acid ' 

Nitrite of arm ! (sec Amyl 

Nitrite 

- sodium m diazo- reac- 

tion . . 217, 218 

Nitrobenzene, met luvnio- 
globin.cnuu trom . . 202 

Nitrogen ol urine in phos- 
phorus poisoning . . 421 

Nitrogh cciine in angina 
pectoris . . . . 582 

Nitroprusside test for ace- 
tone . . 3 

- - m mclanuria . . 905 
Nitrous oxide, delirium 

lrom . . . . 212 

- - fainting due to . . 297 

Nocturnal emission, albu- 
minuria and 18 

- enuresis (see P.nurcsis) 
Nodding movements in 

Priedmch’s ataxy .. 88 3 
Node alter miun . . 817 
-- periosteal, in tvphoid 

lever . . 819 

■ syphilitic, ol lrontal 

hone.. .. 255 

Nodes, Hcbcrden’s . . 502 

- - illustrated hig. fPP 427 

- - in osteo -arthritis .. 430 

- Parrot's 819 

- syphilitic . . . . 819 

Nodosity of lingers in 

progeria < lig. 2<>l > 2 37 
Nodulai cancer of skin . . 886 
-- leprosy f I tg. 588) 501 

- tuberculides . . 683 

Nodule in breast, micro- 
scopical examination of 5 30 

- epithelioma starting us 886 

- gonococcal, in globus 

minor .. ..851 

- rodent ulcer starting as 892 

- tuberculous, in globus 

major . . . . 851 

seminal vesicle . . 72 3 

NODULES . . 500 

- due to Accladium Cas- 

tellanii .. ..312 

- in acute rheumatism . . 502 

- apple-ielly, in lupus 

683, 743, 891, 892, 895 

- in calves in Bazin’s 

disease . . 502 

- due to cysticerci . . 503 

- definition of . . . . 500 
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Nodules , contd. 


— 

in epididymis, from 

586 


syphilis 

_ 

- tuberculous 585, 723, 

768 


erythema keratodcs . . 

502 

— 

- multiforme 

600 


- nodosum . . 

502 

_ 

fibrous, tender, in fibro- 



sitis 

544 

- 

in gonococcal arthritis 

423 

- 

on legs from varicose 



veins 

502 

- 

in leprosy . . 82, 

501 


liver, carcinomatous 

414 

— 

-- umbilicated 68, 315, 

414 

- 

lupus vulgaris . . 

500 

- 

malignant, in peritoneum 66 

- 

- round ligament 

804 


- at umbi licit'. 

804 

. 

- in urachus 

804 

- 

in multiple benign sar- 



coid 

502 


mycetoma 

89? 


mycosis fungi >ic^fs . . 

888 

-■ 

neck, tuberculous 



glands and . . 

481 

- 

neurofibromatosis . . 

889 


of new growth at um- 



bilicus 

59 5 


m osteo-art lititis 
prostate m renal tuber- 

42? 


culosis 

rheumatic, age inci- 

352 


dence of 

502 


- Aschoff’s nodes and 

502 


over knees ■ Fig. 225 1 

282 


- neurofibromatosis 



simulating 

889 


- over scapula . /*fg. 22<> 1 

282 


rheum at n fever and . . 

42 * 


in rbino’.cli ronu . . 

889 


scrotulodcrmia . . 

500 


skin from bromides . 

125 


- iodides 

subcutaneou - , m mute 

125 


rheumatism 1 ?t>. 

282 


- valvular disease and 

17 


in svphihs 

500 


\esicuke seminal, s in 



renal tuberculosis . . 

352 

.. 

von Recklinghausen's 



disease . 503, 

889 

- 

xanthoma multiplex . . 

889 

- 

vaws 

501 


yellow , in x.mthi >niu . . 

889 

N 

oise, J.itntmg due to . . 

296 


headache from 

Ml 

- 

tinnitus dm to 

878 


undue sen at ivenrss to 
f. ,.ee 1 i vpcracuMs 


Noises in ear, various 

878 

- 

HEAD 

503 

— 

- horn acetanilide . . 

504 


- m act > >megal\ . . 

504 

- 

- age jiiitden^c of 

504 


- in airmen . . 

504 


- with album. nun : . 

504 


- horn alcoholism 

504 


-- amentia 

371 


- aortic regurgitation 

504 


arsenic 

504 


- arterioM let o i is ?71, 

504 

- 

-- aspirin 

504 

— 

- atheroma 

371 

- 

-■ of cerebral arteries. . 

504 

-- 

- in balloonists . . 

504 


- from bleeding duo- 



denal ulcer 

504 

- 

- after blood loss . . 

504 

— 

- from blow on ear . 

504 

- 

~ in boiler-makers . . 

504 

- 

- brick-makers . . 

504 

- 

- from bromides . . 

504 

- 

- caisson work 

504 


- cerebral aneurysm 

371 

— 

- in chlorosis . . 

504 

- 

- from coal-gas . . 

504 


- cocaine 

504 

- 

- coke fires 

504 

— 

- constipation 

504 

- 

- dental sepsis 

504 

— 

- dial 

504 

- 

- in divers 

504 

- 

- from drugs 

504 

— 

- fumes 

504 


- functional 

504 

- 

- from glue-making.. 

504 

- 

- granular kidney 

504 

- 

- in Graves’ disease. . 

504 

- 

- from hsemaiemesis . . 

504 


Noises in head , contd. 

from hamoptysis . . 504 I 

- - heroin . . . . 504 \ 

high altitude . . 504 

- „ blood-pressure 371, 504 

- - hypnotics . . . . 504 i 

- - in hysteria . . . . 504 

- - from inflamed audi- 

tory meatus . . 504 

- - in t lie insane . . 503 

- - from iodide of potas- 

sium . . . . 504 

- - in leontiasis ossca , . 504 

- - f rom lime- kiln fumes 504 

- - luminal . . . . 504 

- - mcdinul . . . . 504 

- - meningeal thickening 504 

- - morphia . . . . 504 

- in mountaineers . . 504 

- - lrorn nerve exhaus- 

tion 504 

- - occupation . . 504 

- - onmopon 504 

opium . . 504 

osteitis deformans . . 504 
osteoporosis 504 

otitis media . . 504 

with otorrhcea . 504 

from otosclerosis . . 504 

- pachymeningitis . . 504 

- - in pernicious anicmia 50-1 

- from petrol exhaust 

fumes . . 504 

- - phena/one . . . . 504 

pluinbism . . 504 

alter postpartum 

h.emorrhage . . 504 

- with psvehasthenia 504 

from pyranudon .. 504 

ipiimne . . . . 504 

- in rivet ters . . 504 

from salicylate. .. 504 
In the sane, varieties 503 
from septic tonsils. . 504 
severe amentia . . 504 

- so.ip-boiling . . 504 

speculum in diagnos- 
ing i an e ol . . 504 
from sulphon.il 504 

syphilis . . 504 

toxaemia . . . 504 

- trional 5t)4 

tumour of iempuru- 

splienoid.il lobe . . 504 

- uterine sepsis . . 504 

\ ertigo with . . 504 

Wassermann reaction 

with . . . . 50«l 

from wax in car . . 504 
m workers in deep 
pits . . 504 

- - and see Tinnitus 

Noma 93, U7. 318 

Normal saline, composi- 
tion of . . . . 6 34 

Normoblast s, coloured 

figure of . . v/ ty. Hi 29 

- in severe unamna . . 27 

Northumberland, ring- 
worm of . . 310 

Nose, acne affecting . 600 
angioma in, epist <>us 
from . . . . 27 ? 

- bacteriological investi- 

gation ol . . 4 ? 

- BLEEDING FROM . . 273 

- - and sec lipistaxisi 


- blowing, cpistaxis from 

27 J, 274 

- - surgical emphysema 

from . . . . 254 

- bottle, m cirrhosis of 

liver . . . . 67 

- bridge of. depressed, 

in achondroplasia . . 23? 

congenital svphiiis 

i >c. 24;)) 290 

- - fallen in, lrom ne- 

crosis . . . . 225 

- - - syphilis . . 225 

- broad, in cretin . . 290 

Mongolian idiocy . . 293 

- - myxeedema . . 290 \ 

- carcinoma invading 225, 226 

- cerebrospinal fluid from, 

after lractured base 

155, 224 

- chancre on . . . . 824 

- coarse, from alcoholism 294 

- coloured sweat of . . 803 


Nose , contd. 

- crusts in, from atrophic j 

rhinitis . . . . 225 | 

- deformed by exostosis 255 | 

- destruction of, in lupus 

vulgaris . . . . 892 

- difficulty in breathing 

through, from hyper- 
trophic rhinitis . . 225 

- DISCHARGE FROM . . 223 

- - (and see Discharge, 

Nasal; 

- endothelioma invading 

225, 226 

- epithelioma of (see 

Fpiihclmma; 

- fibroma in.eptstaxis trom273 


- flat, in Mongolian idiocy 293 

- foreign body in (see 

Foreign Body; 

- gangrene of, from em- 

bolism . . 46 

- - in infective endo- 

carditis . . 46 

- - Raynaud’s disease. . 320 

- hereditary telangiectases 

xn, epistaxis from . . 273 

- injury to, epistaxis from 273 

- - necrosis ol nasal bones 

f rom . . . . 225 

- leprosv of, cpistaxis 

from . . 273 

- lupus of 225, 27?. 500, 892 

- malignant disease ol, 

cpistaxis from . . 273 

- massive, in acromegaly 293 

- pain in, lrom rodent 

ulcer . . . . 225 

• pemphigus affecting . . 127 

- Weiffcrh bacilli in .. 570 
-- picking, cpistaxis from 

273, 274 

- from worms . . 633 

- picmcnicd in pellagra 

I- 's'. 224 280 


- polypus in see Polypus; 


- pus lrom, from abscess 

of antrum of High- 
more . . 567, 694 

putrefaction in, foul 

breath from . . 112 

- Ravnaud’s disease affect- 

ing . . 520. 852 

- red, in chile t en . . 803 

- - cirrhosis ol liver . . 4b6 

- regurgitation ol fluids 

through .. ..625 

- - - from diphtheria 192 
FOOD THROUGH . . 730 

(and sec Regurgi- 
tation of l ; nod 

- rodent ulcer ol 225, 892 

- sarcoma invading . . 225 
-- sepsis in. D.A.H. from 246 

- - debility from . . 246 

- - dysprutu from . . 246 

- - foul breath from . . 112 

- - suppurative menin- 

gitis from . . 732 

syphilis of . 225 

- - foul breath from . . 113 
thick, in cretin TY.e. 254; 294 

- thickened by rosacea. . 303 

- transillumination of . . 837 

- tuberculosis of, cpis- 

taxis front .. ... 273 

- ulceration of, epistaxis 

from . . . . 273 

- varicose vein in, cpis- 

taxis front .. ..273 

Nostrils, bacteriological 
investigation of . . 83 

- rhinoscleroma affecting 889 

- sore and excoriated, 

from diphthciia .. 224 

- syphiloderm of . . 601 


Notched teeth in congenital 
syphilis t/Yy. 241 ) 290 

- - Hutchinson’s 

v/Y'y. 242 ) 291 
Note of exclamation hairs 
in alopecia areata . . 311 
Novarsenobillon, toxic effects 

of 422 

Nuck, canal of, hydrocele 
of, iibromyoina of round 
ligament simulating . . 832 

notes on . . . . 856 

vulval swelling due 

to .. 853 


Nucleated red cells (sec 
Red Corpuscles) 

Nuclein, phosphate in 
urine from . . 637 

- products of . . 801 

Nucleoprotein, acetic acid 

precipitating . . . . 5 

- in cerebrospinal fluid . . 383 

- dissolved by nitric acid 5 

- opalescence in urine 

from . . . . 5 

- test for . . 524 

- uric acid and . . . . 901 

- in urine, albuminuria 

simulated by 5, 6, 524 

- - from oxaluria . . 524 

- white ring with . . 6 

Nucleus cuncatus, sen- 
sory impulses and . . 73 

- facial, lesions affecting 604 

- - in pons Varolii . . 603 

- gracilis, sensory im- 

pulses and . . . . 73 

- red, lesion of, intention 

tremor from .. 884 

- vagus, degeneration of, 

acute dyspnoea from 606 

- - - laryngeal paralysis 

from . . . . 606 

Numbness as an aura . . 86 

- in disseminated sclerosis753 

- lingers in acropares- 

thesia . . 545 

- flushing with . . . . 303 

- in loot in sciatica . . 539 

- musculocutaneous 

nerve . . . . 539 

- paralysis with . . 612 

- in paroxysmal tachy- 

cardia . . . . 857 

- peripheral neuritis . . 570 

-- tabes dorsalis . . . . 753 

Nummular sputum . . 788 

- - in phthisis . . . . 187 

Nursemaids, hypertrophy 

ol breast in . . . . 837 

- scoliosis in . . 192 

Nurses, chancre on finger 

in . . . . 301 

Nutmeg-grater skin in 

prurigo . 601 

- - - xeroderma . . 599 

- liver see Liver 

Nyctalopia . . 926 

NYSTAGMUS . 505 

- alter air crash . . 505 

- lrom albinism . . 505 

- amblyopia with . . 922 

- ataxy with . . . . 77 

from aural irritation .. 505 

-- cerebellar abscess 

371, 630, 733 

■ - lesions . . . . 77 

- — tumour 371, 505, 630, 733 

- circular . . . . 505 

- from colour-blindness 505 

- congenital cataract . . 505 

- definition of . . 505 

- in disseminated sclerosis 

157, 185, 371, 505, 

613, 630, 883, 923 

- encephalitis . . . . 157 

- from eye disease in early 

life . . . 922 

- in Friedreich’s ataxy 

145, 171, 176, 505, 624 
-- hippus with . . . . 675 

- horizontal . . . . 505 

- from manganese 212, 

505, 882 

- in miners . . . . 505 

- alter motor smash . . 505 

- in one eye only , . 505 

- lrom ophthalmia neona- 

torum 505, 922, 924 

- plumbism . . . . 505 

- after railway accident 505 

- in syringomyelia 142, 

505, 619 

- vertical . . . . 505 

- vertigo with . . 505, 912 

I - from work in dim light 505 


O ARS, blisters from .. 123 
Oarsmen, albu- 
minuria in . . 18 

Obermcier, spirochaete of 
(see Spirochreta Ober- 
mcicri) 
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OBESITY 505 

- abdominal distention 

from . . 60, 61 

swelling due to 804, 805 

wall loaded with fat in 61 

-- due to adiposis dolorosa 

505, 393) 509 ; 

- amenorrha'a in . . 23 j 

- anaemia from . . . . 43 j 

- ascites simulated by . . 60 1 

- causes of . . . . 505 , 

- due to cerebellar tumour 505 

- in chronic parenchy- 

matous nephritis 505, 506 

- constipation from . . 164 

- from deficient ovarian 

activity . . . . 794 

- definition of . . . . 505 

- due to Percum's dis- 

ease 505, {Idg. 398) 509 
~ diabetes mellitus and 

330. 50o 

- due to diffuse lipoma- 

tosis . . . . 505 

- dvspituitarv 

(/•/?. 239) 290, 

U-ig. 396 > 508. 

0'ig. 397) 509 

- in eunuchs . . . . 507 

- excision of ovaries and 507 

testes and . . . . 505 

- fatty heart from 70, 264, 505 

- glycosuria and . . 3 32 

- due to heredity . . 505 

- hypernephroma 505, 5 OS 

- hypopituitarism 505, 509 

- hypothyroidism . . 505 

- infantilism with . . 509 

- life insurance and . . 50o 

- due to malt liquors .. 506 

- at menopause. . . . 507 

- meralgia paresthetica 

and . . . . . . 540 

- mesentery loaded with 

fat in . . 61 

- in myxoedema 505, 507 

- omentum loaded with 

fat in . . . . 61 

- out of condition from lie 

- from ovarian insufficiency 

505, 507 

- over-eating . . . . 505 

- preglycosuric state . . 505 

-- shortness of breath from 

113, 114 

- sleepiness with . . 509 

- sterility due to 79 3, 794 

- from suprarenal disease 508 

- in suprarenal gigantism 324 

- from testi-. atrophy 505, 507 

- too little exercise . . 50 5 

- umbilicus deep in . . 61 

- in women . . . . 507 

- X-rays of sella turcica in 509 
Oblique inguinal hernia 

832, 833 

Obliqui capitis, nerve- 
supply to P/s'- 474- 618 
Obliquus inferior, para- 
lysis of . . . . . . 222 

\ paralysis of . . 222 
xternus, nervo- 
;;:v of 609, 610, 

Pig.471; 611 
hernia ('see Hernia) 
mternus, nervc-supplv 
of 009, (I'lff. 47 T. 61 1 

- nerve i. see Nerve 

- neuralgia from hip dis- 

ease’ . . . . 540 

- - obturator hernia . . 540 
Occipital area 

(Figs. 658- 659 j 867 
- pain in i sec Pain; 

- bone, crackling of . . 188 

- - thickened in leonti- 

iisisi issea < Pig. 21 r >) 255 

- corn'.';, connections with 

optic nerve i Pig. 304 j 377 

- - lesion, hemianopsia 

from (Fig. 312 , 380, 675 

- glands (see Lymphatic 

(Mauds, Occipital) | 

- headache isce Headache) ! 

- lobe, tumour of, epilepsy 

from . . , . 87 ' 

visual aura from . . 87 

- nerve, small, herpes of 253 j 

- nerves, distribution of { 

(Fig. 656) 865 | 


Occipital , cotitil. 

- pain (sec Pain) 

- puncture in lipiodol 

injection . . . . 326 

- sensory area 

{Pigs. 443 , 445) 550 

- tenderness in neur- 

asthenia . . . . 867 

Occipito-frontulis, eyes 
opened by . . . . 660 

Occipito-postcrior mal- 
presentation . . 250, 251 

Occult blood (.sec blood) 
Occupation, acropares- 
thesia and . . 545 

- actinomvccs and . . 792 

- acute yellow atrophv 

and .. 345, 4 It. 

- anremia and . . . . 43 

- anthrax and . . 683, 824 

-- antimoniuret ted hydro- 

gen poisoning and. . 421 

- antimony tremors and 882 

- aortic disease trom . . 261 

- argvria from . . . . 295 

- arseniuretted hydrogen 

poisoning and . . 421 

- aspcrgillus and . . 7 U 2 

- ataxy f rom . . . . 77 

- bacillus mallei and . . 792 

- basophilia and . . 30 

- brachial plexus iniury 

from . . - • 204 

- bul lx from .. 12 3, 124 

- bursa fiom {Pig. li>2 1°4 

- culcanodviua and . . 5 40 

- carcinoma ol scrotum 

and . . . . . . 76? 

- cervical rib svmptoms 

and . . . . • • 544 

-- chancre on linger from 301 
-- chlorosis and . . . . 4 ,J 

- chronic phar\ nptt is in 757 

- cirrhosis of lung n:ul . . 363 

- cough from . . . . 18b 

- cow - pox and . . . H'2 

- cramp and . . 188 

- dead linger-. :r «m . . 204 

- deafness Horn. . .. 207 

- delirium from .. 212 

- dermatitis from 124. 514 

659, 915. 916. ‘>1 : 

- — itching in . . . . 058 

- Dupuvtren’s contrac- 

ture and .. . . 179 

- cpistaxis from . . 274 

- epitheliom.i of scrotum 

i rom . . 8 19 

-- erythema from 275. 

- eye train 1n.ni . . 547 

- faint ir.g due to . . 29/ 

- glandct s and 125, 225. 

68.;, OS 3 

- granular pharyngitis 

from . . . . 186 

- haemoptysis from .. 361 

- heart enlarged from 2. 280 

- hoarseness and . . 3S7 

- itching and . . . . 959 

- kyph.eb from . . 194 

- lead poisoning and 149, 

151. 155, 168, 184, 594 

- left ventricle enlarged 

from . . 258, 374 

- manganese poisoning 

from . . . . 212 

- — tremors and . . 882 

- menorrhagia from . . 482 

- mercurialism from 44. 

84, 882 

- micturition trouble lrom495 

- miner’s phthisis and . . 363 

- myocardial changes frott' 18 

- nail changes from . . 498 

- neuroses ' see Neuroses/ 

- noises in head from . . 504 

- nystagmus and . . 508 

- (edema of face from 5 1 5, 5 16 

- - hands from 515, 516 

- - neck from . . 515, 516 

- onychia from. . . . 497 

- pain in eye from . . 547 

- - shoulder from 580, 581 

- pallor from . . . . 26 

- paralysis of serratus mag- 

nus from (Fig. 473 1 617 

- peripheral neuritis and 84 

- pharyngitis and . . 762 


j Occupation, contd. 

\ — phosphorus poisoning 
j and . . . . . . 94 

- phosphuretted hvdro- 

! gen poisoning and. . 421 
. - photophobia from 6 39, 640 

- pneumonoconiosls and 363 
( - post-mortem warts from 301 

- prolonged lirst sound 

from . . . . 2 

- saturnine cncephalo- 

pat hv and . , 155, 214 

, - scleniuretted hydrogen 

poisoning from 212, 421 

- sore throat from . . 757 

- sporotrichosis and . . 365 

- subacromial bursitis and 581 

- tenderness of spine froniH70 

- tinnitus due to . . 878 

- tremor due to. . 8S1, 882 

- vertigo due to . . 504 

- vesicular dermatitis 

l rom .. 124.515 

- winged scapula, lrorr. 

'./•Ye. 47 < 617 
Occupations, dermatitis 
due to. list of . .917 

Ockioid Madura foot .. so ^ 
Ochronosis, account of . . 906 

- Horn alkaptonuria 644, 9()(. 

- black urine m 9U6 

- from carbolic acid 64*. 906 

- cartilages bl.uketied r. 

044, 906 

- ears blackened in . . 9pn 

- pigmentation in 201 

(>♦4, 906 

- sclerotic-, bl.n kened m 64-1 

-- -- pigmented in . 906 

( leulur lie: pe , pair, rn e\ e 

1 rom . . .546 

paralyses, diplopias due 
to 222 

jmic-.i'- m eiu. ephahti-. 

lethargic.! \4u. ^7 

- tension mcieasvd m 

glaucoma 0 iu . 6 7*v 9 2o 

- -- - herpes iron:, id v 9i 

t 'culopupill.tr: ih-i’i 


174 


- - - origin of 

I ir ti< riien.i i:i • y j i sc. >- 
tm ell a . . 1 4 '. 

■ s> rnpioim t rom b: c Ju . 
plexus le ion 

- - h-cmatotm. el i.i 

M'Hial Co- a i • i - ■ i > . . 

- -- and see 1 \ c. buipc- 

btal bi-are bug, 
Odonionia, ina!'ili;\ p- 
< pen m >rt Is due t • • 

- rnvelonl sc.rv.oma umu- 

laled b\ 

- skiagram of l-tg. 4-p 

Odontomata. account of. . 

O dorvia ol abdomen from 
interim vena cava ihmm- 


6 1 v 

620 


b.o 


152 


peri- 


777 
(.5 l 


4i\: 


1? 
514 
466 
5 14 


t ubcr.ulous 
i onitis 

■ in av uu ncphritr . . 
acute a,/. ending, from 
snake-bite . . 
due l • - nmnioiic bands 511 
angioneurotic see Angio- 
neurotic O'derna 
of ankles in at uic neph- 
ritis 

- lrorr. ankyl- >st oittiasi* 

- in cirrhosis ol liver 

- < i raves’ disease 

- from inferior vena 

cava obstruction 9 

- in malignant endo- 

carditis . . .9 

- (and see O.dcina ol J-’eet 
due to umiioxic sera. . 511 
ol arm aftei amputation 

of breast Pig. 4 >5 512 

-- from ancurvstn 512, 

514,516 

- angioneurosis 515,516 

- anthrax . . . . 516 

- cellulitis . . . . 516 

- erysipelas . . 516 

- heart failure . . 514 

- innominate vein ob- 

struction . . 910 1 

- mediastinal fibrosis 

514, 516 


Oi d cm a oj arm , contd. 

- - from mediastinal growth 

337, 512, $14, 516 

- - — gumma . . 514, 516 

- — occupational dermu- 

toscs . . ..516 

- - Raynaud’s disense . . 515 

- - subclavian aneurysm 512 

- - superior vena cava ob- 

struction 198, 514, 

516, 910 


thrombosis . . 516 

- — X-rays of chest in.. 512 

- arvtem '-epiglottidean 

told , .. 389 

- due to aspirin . . 511 

- ASYMMETRICAL . . 511 

- of back in acute neph- 

ritis . . . . 353 

- - irom inferior vena 

cava obstruction 9 


thrombosis 68, 


152, 909 

- in hcri-heri 83 

- of bladder f rom cystitis 720 

- from b! >skngc ol lvm- 

pha.'ics .. ..511 

- - vein* . . . 511 

- ofbo.lv in bright's disea-c62 

- breast m mast mi-. . . 838 

- due to i M'onudcs . . 511 

- bulla' 1 1 om . . 123 

- due i o cvlluli t is . . 511 

- with s ha Mere . . 855 

- due t o v. hl< ‘rule . . 917’ 

in ci i r ho: : s ol 1 1 \ e t . . 65 3 

• classified causes of . 516 

- v 'Tigemi.il asonirnet rica! 51 1 

dim tv d nig- . . ,.511 

- to. cn l pel. is . . . . 824 

e\t r* :m in bright ‘s 

dr ease .. ..123 

- - heart failure 1 2 ? > 

- exudat : vc. of lungs, 

t rom chlorine . . 200 

■ - - g i- pog onuig . . 200 

- - - it i mflurmM . . 200 

~ -- - pb.o-gene . o0 

- cvc.id- Mi a<uie r.eph 

It. . 12, 295, ^ h 513 


ign •: .c.i: ot u icdema 


2 >s. / 4, ,7 4 i y 660 

Jtng! i s di -east . 849 

-- - from , murk . . 515 

• - v.r. r; -i us s. i : ms throin- 

h.-.n .. 74 

■ ■ V mm. n told . 515 

- v o',- on i t'M'r 2 4 ‘ 8. 660 

- - tr i : ■ . Igfmv’ . 416 

- - umiv . . . 514 

- - .: gl.suv 'till . 288 

- - (.raves' discp' c . . 292 

- - me:; '.it ' 515 

- - t r n !: Tiia . . 660 

- - tr a iiinosi- . . 5t>9 

- - w in oj'ing i. • ugh . , 515 


- lac:.’ in acute ih pfirit r- 

12. 51 3 

In m ar.eurv'.m 5 14, 6 lh 

• - angtr.a 1 m.l ,'Viv l 515, S 1 6. 
-- - angi. ‘neurosis . . 5 lt> 

- • ant krax , . 515, 516 

aspirin . . 514 

- - bit ter < .range 515 

- - in bright’s disease . 62 

- l torn catarrh . . 515 

• - cel !u! it is . . 515, 516 

- common ml d 515. 516 

- • t nun In ng 515, 516 

- - e rvi ng . . 515, 516 

-- - cuipvniiii of antrum 694 
t r\ sq via*. . . 515, 516 

-- fur vlu-s . . . . 515 

- in gardenet s ..515 

- - lrom tain making. . 515 

- ■ malignant cndocardit is 9 

- - measles 515, 516 

- - mediastinal fibrosis 

514, 516 

- -- - growth . . 514, 516 

- - p gumma . . 514, 516 

- - in nephritis . . 824 

-- - occupational derma- 
toses .. 615. 516 

- - orange-peelers .. 515 

- - from Primula obcon- 

icu .. ..515 

- - Raynaud’s disease. . 516 

- - in sat inwood workers 515 

- -- from soap . . . . 515 
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Oidema of face , contd. 1 

- - from superior vena | 

cava obstruction 

198, 514, 516, 910 

- - - - thrombosis 516 

toothache .. .. 511 I 

- - in trichinosis . . 569 

- ■ from waters . . 515 , 

- - whooping 'trough .. 515 , 

- famine, bright's dis- 

ease simulated by . . 73 

- ol feet from ankylo- 

stomiasis . . ..514 

- - in bright's disease , . 76* 

chlorosis . . 49, 446 

crythromclnlgiu .. 54 4 

- - (i raves’ disease . . 514 

from mitral regurgi- 
tation . . 262 

with nutmeg liver. . 464 
• due to film lasis 511 

- general, in acute nephri- 

tis . . 11, 12, 51 3, 516 

- - amvmic girls ^ . . 514 

- - from angioneurosis 

51 4, 516 

aitk*, lostoiniasis 14. 

516 6 45 

urseiiu . . . . 514 

ascites with . . 71 

from asp) i in ..51 6 

- beer -drinking 511, 516 
in beri beri 514, 516 
Unglu's disease 71, 

136, 849 

■ from cardiac disease 855 
chrome nephritis . . 55 

- starv.it ton ..514 

diet defn ii’iuv lit), 514 
in exhaustion disease 1 it) 

from tan une . . 7 4 

to. id uliosvio. t as v . . 516 
gul\ 1 51 4, 5 16 

- - gasr ro-en:ei it t ■ . . 514 

111 girls , . 5 1 4 

- (»ra\-,s‘ disease 5 14. 5lt> 

from heart I.niurc 1 W,5 1 6 
in in/ant > ..6]4 

alter intusion 5 1 5 1 f> 

t rein h >dnle 5 14 . 5 1 (> 
after ihar-ivan .. 514 
in malignant cnd<>- 

cardit i ■ . , . . 9 


from rml 

i asf 

inn is . . 

5 45 

ncphri! is 


! 4S, 

249 

pleur.il cth 

list. 

m with 

1 15 

from jiois. 



514 

prcvrn.uu y 

ki- 

dnev . . 

855 

ptomaine 

p'’! 

soiling 




514. 

5 1 6 

renal disc. 

ise 


855 

sulv.irsa n 


5 14, 

5 j 6 

shell- fish 


514. 

516 

snake bit e 


514, 

5 ] (> 

star s al i > mi 



516 

in yubacut 

e n 

ephnt is 

1 40 

from to\i 

I)S 


Slo 

alter t runs 

tus 

ion 51 4, 

516 

vulval ?.wt 

llll 

ig due ti 




85 4, 

855 

in war 7 4, lit). 5 14, 

516 

f genitals 

in 

acute 


nephr it i s 
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- from inKrioi \eiui - 

cava ohsl ruction 9 - 

- glottis in angina 1 .udo- - 

via 85 4 - 

hands in angioncurot ic - 

redcrua . . ..515- 

from bitter orange.. 515 

fur dyes . . . . 5 1 5 ~- 

in gardeners 515 

from heart failure.. 514 

jam making ..515 

- - occupational derma- 

toses .. ..515 - 

in orange-peelers .. 515 

- - from Primula ohcon- 

ica . . ..515- 

- - in Raynaud’s disease 515 ! 

satin-wood workers 515 j - 

from soap . . . . 515 i - 

- - superior vena cava i - 

obstruction . . 910 ! 

- vasomotor neurosis 515 i - 

waters . . . . 515 { - 

- head due to superior 

vena cava obstruction 910 

- due to iodides 198, 511, j - 

514, 516 ! 


Ouiema, contd. 1 

- due to jcllv-fisb sting 278 | 

- of lubiu in acute nc- f 

phritis . . 513 I 

- larynx, acute, in bright’s j 

disease .. 197,249! 

- - - cyanosis lrom . . 197 ; 

- — — dyspnicu from . . 246 ! 

- - - from iodism . . 198 ; 

- - — laryngitis. . . . 248 1 

~ ~ — pneumococcal . . 248 

- - — streptococcal . . 248 

- - in angioneurotic 

(edema . . 388 

- - from aspirin . . 388 

- - i rt bright’s disease 

388, 799 

dyspncea from . . 246 

hoarseness lrom . . 488 

from irritant gases. 488 
laryngitis .. 245, 488 

with leprous libera- 
tion . . . . 249 

lupoid ulceration . . 249 
malignant ulceration 249 
post - 1 yphoulal ulcer- 
ation . . . . 249 

due to potassium 
iodide 246, 388, 799 

- - st ndoi due to . . 799 

sutlocativ e. . . 606,762 

- w ith svphililic ulcera- 

tion . . . . 249 

- traumatic ulceration 249 

- tuberculous ulcera- 


tion . . . . 249 

- leg 1 lrom abdominal 

new growl h ..515 

- - in acute nephritis . . 554 

- - acute rlieutn.it imd ami 68 

- — albuminuria with .. 514 

-■ - from aii.etma . . 515 


lrom blood loss . 517 
in angiorreuro i‘- 516,517 

- lrom ank vlosr oimasis 

514, 515. 517. 615 
- — aortic regurgitation 259 
arterial affect ions .. 517 

- arteriosclerosis . . 14 

- a-ettes and 59. 62, 

6 i, 6S, 515, 517 

- lrom backwatd pres- 

sure . . 68 

- badlv united fracture 51 2 

- in ben ben 7 4, 516, 517 

- from boihrict cpiialus 

lain:. . . 515, 517 

- in blight's disease 

62. 125, 1 46, 26 4, 

514, 517, 849 

- bulla with . .“ . 125 

- from sachexia 515. 517 

- in chlorosis 515, 517 

- from chronic lung 

atlevtions . , 517 

- - nephr u is . . 14 

- in convalescence 515, 517 

- dermatomvositis . . 569 . 

- from drugs . . ..515 

- alter duodenal ulcer 515 

- in elderly people . . 516 

- from elephantiasis . 512 

- emphysema . . 269 

- fibroid lung . . 417 i 

- alter fractured leg. . 51*) 

- gastric ulcer .. 515 ; 

- in Ciravcs’ disease. . 514 

- alter bi-cmatcmcsis . . 515 

- haemoptysis.. .. 515 

- liivmorriiugc .. 515 

- lrom heart failure 

14, 6 4, 125. 1 46, I 
51 4, 514, 515, 517, 847 

- in Hodgkin'' disease j 

515, 517 -; 

- from inferior vena i 

cava obstruction 

9, 6 4, 515, 517 j 

- -- - - thrombosis 

152, 517, 909 

- Unature . . 512 

- alter long rest in bed 515 j 

in lymphatic leuk- j 

forma . . 515, 5 17 | 

- massage for . . 576 j 

- In Milroy’s disease I 

Off’. 406 ) 512, 1 

0 *»>. +18) 516, 517 I 

- lrom mitral regurgi- | 

tation . . . . 262 ! 


Oidema of legs, contd. 

- - lrom mitral Stenosis I 

417, 847 | 

myocardial affection 517 | 

- - in inyxcrdema 516, 517 i 
-■ from nephritis . . 515 [ 

- with nutmeg liver. . 46 3 ; 

- - in old age . . . . 5 1 7 j 

- - from osteomyelitis. . 512 J 

- - ovarian erst 515, 517 j 

- — parasitic ulfections 

515, 517 1 

- — after parturition . . 512 ; 
lrom pelvic tumour 512 1 
in peripheral neuritis 516 j 

- - pernicious uiucrniu i 

515, 517 i 

- - from phlebitis 515, 699 ; 

- - polvrnyosit is . . 569 

- — popliteal aneurysm 512 | 

- - portal obstruction 314 ; 

- alter post-partum 

lucmorr huge .. 515 

- - in pseudoleukitmia 

infantum.. 515, 517 

- - pseudo- trichinosis. . 5o9 

- - pulsatile liver with . . 847 

- — in Raynaud’s disease 

516, 517 

- - rectal examination in 512 ! 

- - from renal al lections 517 

- - severe nnarmia . . 63 

- - splenic aua.rtu.i 515, 517 

- - in splenomedullarv 

leukicniia.. 515. 517 

- - 1 rom I tenia mcdiocan- 

cl lata .. 515, 517 

solium . . 515, 517 

- - t hrombosis 511, 512 

- - truuspid stenosis .. 847 

- tube-casts with. . . 514 

- - after t vpia ad fever . . 515 

- — vacin. 1 ! examination 

in 512 

- - 1 rom valvular disease 517 


- - varicose veins .. 511 

- due to 1 : cat u re .. 511 

- linen. 1 albic.intes from 459 

■ ovet Iimt abscess 465 

local, over abscess 825, 844 
in ant hrax . . . . 824 

- - lrom chancre . . 821 

- - over piriov: ;fis .. 817 

- -- - tubercu! us bone 819 

- of loin over perinephric 

abscess .. ..438 

- loins in acute nephritis 

12, 51 4 

- -- with ascites . . 59 

- - in bright 's disease. . 849 

- lung, acute, in bright's 

disease .. .. 249 

- - - dyspncea from . . 247 

- malignant, gas produc- 

tion in . . . . 647 


- ~ pneumothorax from 6 47 

- mastoid, from sigmoid 

sinus thrombosis . . 739 

- of meatus urinarius .. 2 40 

- in Meige’s disease . . 279 

- due to mercury . . 511 

- in mitral stenosis . . 65 4 
-- of neck lrom aneurysm 514 

- - angina l.udovici 515, 516 

- — ungtoneurosis .. 516 

- — anthrax .. 515, 516 

- — bitter orange . . 5 15 

- - cellulitis .. 515, 516 

- - erysipelas .. 515, 516 

- - fur dyes .. .. 515 

- - m gardeners . . 515 

from jam-making . . 515 

- - mediastinal fibrosis 

514, 516 

- — growth .337, 514, 516 

- ~ — gumma . . 514, 516 

- - mumps simulating . . 763 

- - from occupational 

dermatoses 515, 516 

in orange-peelers . . 515 

from Primula obcon- 

ica . . . . 515 ' 

- - Raynaud’s disease.. 516 

- - in satin-wood workcrs515 j 

- - from soap . . . . 515 i 

- - superior vena cava ob- j 

st ruction 514, 516,910 | 

thrombosis 516 

thoracic aneurysm. . 516 

- - waters . , 515 


Oidema , contd. 

- of one labium minus 855 

leg from iliac throm- 
bosis . . . . 10 

- — — preceding inferior 

vena cava throm- 
bosis . . . . 10 

- - - from saphenous 

thrombosis . . 10 

- optic; disc from throm- 

bosis of retinal vein 519 

- orbit from cavernous 

sinus thrombosis . . 739 

- due to osteomyelitis . . 511 

- of palms in erythema 

keratodes . . . . 502 

- penis in acute nephritis 513 

- - bright’s disease . . 849 

- - phimosis . . . . 765 

- perinephric . . . . 697 

- peripheral neuritis and 83 

- polyuria alter. . . . 654 

- - from clearing up ol’ 653 

- posture and . . . . 513 

- of prepuce from balan- 

itis . . . . 763 

- — in bright s disease. . 849 

- - phimosis . . . , 765 

- pseudo-, in cretinism 

234, 236 

- due to pyrogallk acid . . 918 

- of retina in optic neu- 

ritis 518 

- - lion thrombosis of 

ret i n a 1 vein . . 519 

- stalp in acute nephritis 513 

- - bright’s disease .. 62 

- - due to sculp wound 511 

- - superior longitudinal 

sinus thrombosis 740 

- of scrotum in acute 


nephritis .. ..513 

- - with ascites . . 59 

- - in bright's disease.. 849 

- - elephant Ki- is .. 747 

- - t rom inflammation . . 747 

- - 1> rnphati. obstruct jori747 

- - peri-urethral abscess 851 
-- - renal disease . . 747 

- severe, blisters from . . 124 

- ot soles in crvthema 

keratodes . . . . 502 

- solid, from lymphatic 

obstruction .. 512 

“ SYMMETRICAL . . 513 

- of thurhs, with ascites 59 
-- - from inferior vena 

cava obstruction . . 9 

- - thrombosis 152 

- thirst with . . . . 875 

- due to thrombosis of 

vein . . . . 511 

- of umbilicus from pneu- 

mococcal peritonitis 59 

- - tuberculous periton- 

itis .. .. 59 

- universal, arcount of . . 513 

- ot ureter in pyelitis . . 717 

- ureteric orifice . . 350 
-- uvula, cough from . . 186 

- due to varicose veins. . 511 

- ol vulva from pressure 

on pelvic veins . . 855 
-war 110, 514 

~ - bright’s disease simu- 
lated by . . 73, 110 

- due to white-leg .. 511 
Oisnphagcal branches of 

vagus nerve . . . . 185 

CEsophagismus . . 535 

Oisophagoscope . . . . 240 

- ih diagnosing foreign 

body in (.esophagus 337 

- - oesophageal ohstruc- 

t ion . . 241 

- removing foreign body 241 


Oesophagus, achalasia of 
( s cc Achalasia) 

- aneurysm opening into 

157, 336, 337, 534 

- bone in . . . . 240 

- carcinoma of tsce Car- 

cinoma ; and Fpi- 

theboma) 

- chicken-pox affecting. . 762 

- cicatricial contraction 

of . . 240, 535, 927 

- coin in. . . . . . 240 

- compressed by aneu- 

rysm . . . . 927 
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OPERATION 


Oesophagus, compressed , could. 

- - by enlarged thyroid 778 

- - new growth . . 927 

- diverticulum of (see 

Diverticulum ) 

-- epithelioma of (see 
Carcinoma ; and Fpi- 
iheliomu) 

- fistula to trachea from 32 3 

- foreign body in (sec 

Foreign BodvO 
-- idiopathic dilatation of 
(see Achalasia of 
Oesophagus) 
inliltrated by carcinoma 
of stomach . . . . 241 

- injury ot, surgical em- 

physema trom . . 254 

- lesions, bismuth and 

X rays in diagnosing 927 

- - bougie in diagnosing 927 

- mediastinal growth 

opening . . 3 $6, 3 17 

- obstruction to, accton- 

uria from . . . . 3 

anarmia from . . 44 

- - by aneurysm 240, 534 

- - bean (h'ig. 203) 241 

- - a bone . . - . 240 

- - bougie and . . 240 

- - cachexia from . . 44 

- by carcinoma 240, 5 35 
■ - - of stomach 

d-'ig. 205) 242 

- cicatricial . . . . 5 35 

- - by a coin . . . . 240 

- - constipation from. . loO 

- - after corrosive . . 240 

- - dysphagia from 240, 5 36 

- ■' emaciation from . . 535 

by epithelioma . . 792 

- - fibrous . . . . 240 

- - from foreign body. . 240 
-- -- leucopcnia trom . . 454 

by mediast inal growrh5 34 

- - cesoohagoscupe in 

diagnosing . . 240 

- -- pain in chest from . . 530 

behind sternum 

from . . . . 535 

- spasmodic . . . . 5 >5 

starvation from . . 454 
symptoms of . . 240 

- •- by tooth-plate . . 240 

■ X rays in diagnosing 

240. 241, 535 

- pemphigus aiiectmg.. 127 

- pouch ot 1 -ee Diverti- 

culum '■ 

- prolapse of, into stom- 

ach 244 

- sma!l-pox ailecting ... 762 
-- spasm of (see Achalasia ; 

and Spasm; 

• ■ ; b -plate in . . 240 

• .if, dyspnoea 
■ m .. .. 246 

er.ition of, surgical 
emphysema from . . 254 
varicose veins in -see 
Veins, Varicose) 

Oidiurn albicans in spu- 
tum 792 

- - stomatitis from . , 95 

t brush from . . 95 

tropkale in (icylon .. 792 
phthisis simulated by 792 
in sputum . . . . 792 

Oil of cade, erythema 
from .. 275,918 

- - folliculitis due t<> . . 918 
cajaput, heart symptoms 

and . . . . . . 377 

- castor, cacogeustia from 860 

- - colic from . . . . 148 

- of cinnamon, lcuco- 

cytosis from . . 45.3 

- cod liver, cacogeustia 

due to . . . . 860 

- croton, bullae from 12 3, 124 

colic from . . . . 148 

- - erythema from 275, 918 

- ~ hysterical patient 

using . . . . 124 

- - malingerer using . . 124 

- - pustular folliculitis 

due to , . . . 918 

- eucalyptus, coma from 154 

- - erythema from . . 275 

myrtol in . . . . 246 


l Oil, contd. 

- of mirbune in boot 

polish .. ... 202 

- - methanioglobirurmia 

from . . . . 202. 

- peppermint , leucocyto- 

:,is from . . ..453 

: - sandal-wood, erythema 

from . . . . 275 

| - ol' turpentine, leuco- 
| cytosis from .. 45 3 
Oils, essential , leucocylosis 
from . . . . ..453 

j -- volatile, bul he from . . 123 

- — dermatitis 1 rum . . 124 

- - erythema horn . . 275 

- — vesicles trom . . 124 

, Old age, albuminuria in 

If., 387 

- — anosmia in.. .. 7*>o 

- - arcus senilis in . . 387 

- — an cries thick and 

tortuous i n . . 387 

- — arte! iosclerosis in.. ’>22 

- - ataxy lrotn. . . . 77 

! - - atheroma of aorta in 152 

- — blood-preo-ure high 

in .. .. 387 

- - cardiac degeneration 

in .. . .. 5; 

: — — - hvpcrtrophv in 374, 387 

- - Chevnc-Stokcs breath- 

ing in . . . . 1 30 

- -- constipation in . . ICO 

- — cystic kidneys in . . 15 

- - degeneration of me- 

dulla oblongata in 

1 39, 387 

- - delirium in.. .. 212 

- - emphysema and bron- 

chitis in . . . . 

- - epiphora in . .27 3 

-■ -- eni'-laxis in . . 274 

, - — gangrene in . . 322 

( — ot lung in . . . . 322 

- — glycosuria and . . 3 32 

- — granular kidneys in 14 

heart failure in . . 17 

- - hiccough in . . 387 

- — insomnia in . . 404 

~ — kyphosis in . . 104 

- — los'' ot weight in . . 0 34 

- — mem »ry delects due to 25 

- - (edema ot legs in 516, 517 

- - priapism from . . 657 

- - prostate enlarged in 11 

- - recurrent hemiplegia 

in .. ... 384 

i - - retention evsts in 

kidnevs in ... 15 

- — shortness ol breath in 11 3 
I - — sterilitv due to . . 79 3 
i - - testicular atrophy in 85 

! ■- — tremor ol head and 

neck in . . . . 880 

j - - ulcer of leg in . . 894 

' - — winter cough in . . 17 

j - - i and see Age Incidence ; 

and Senile) 

i Olecranon bursa, gout of 

th'ig. 341) 429 
j Ol factory aura . . . . 87 

- nerve see Kervc, Cranial, 

, Fir u 

j - neuritis (see Xcuritis; 

Oligxmia, definition of. . 26 

; Ohgothromarrriia, delini- 
I tioti ol . . ... 26 

I Oligocythemia, Babinski’s 

sign lroiri . . . . 88 

' — cord changes from . . 88 

| - definition of . . . . 26 : 

| — in pernicious anaemia 83, 88 i 
i Oligospermia, sterility due 
' to . . . . ‘793, 794 

Olive-tjrBen facies in malig- 
nant jaundice 414, 468 
Olivo-ponro-cerebellar 

atropiiy . . . . 883 

- - intention tremor due 

to . . . . . 884 

Omental hernia, varicocele 
simulating . . . . 851 

- sac, lesser, cyst of . . 61 

Omentum, abscess in, 

from gastric ulcer . . 810 

- adherent to abdominal 

wall .. ..810 

- caseous in tuberculous 

peritonitis . . . . 65 


( ) mention , contd. 

\ - cyst of . . . • 810 

- - pelvic swelling due to 840 
1 — lat necrosis in 736, C M1 

- in femoral hernia 825, 8 32 

- hydatid cyst in . . 806 

- iuhltratcd in malignant 

peritonitis . . . . 65 

tuberculous periton- 
itis .. . .. 806 

- in inguinoscrotal hernia 8 3 3 

- loaded with lat . . Ol 

i - mass in, movable kidney 

simulated by . . 813 

- new growth (4, pelvic 

swelling due to . . 840 

- palpable in chronic peri- 

i tonitis . . . . 525 

- thickened in chronic 

peritonitis 462, 525, 809 

- - liver enlargement 

simulated by . . 402 

- - in tuberculous peri- 

tonitis 64, 21(>. 777, 800 

- tumour of, adherent to 

liver . . . . 413 

- — enlarged liver simu- 

lated by . . ..413 

- ~ jaundice from 407, 41 3 

- malignant . . ..413 

- -- spleen simulated by 8J4 

- - tuberculous . . 41 1 

- in umbilical hernia .. 59 3 

Omnopon, coma liom . . 15 i 

- miections, laches l>leu- 

..tres liom • lOg. DV ■ t>42 

- leucopcnia from . . 45‘> 

- noises in head trom . . 5o4 

- vertigo lrotn . . . . 804 

Omohvoideus, nerve- 

supply to hr' . 474 • t: ; 8 
( hnphalo-mesenteric dm t . 

evs i ol . . . . 59 : 

k On guard ' muscles . . 7 w 
Onions, cacogcust ui due to 863 

- epiphora lr..m . . 27 3 

- loul breath lrotn . . 132 

Onychauxis . . - . 4 >7 

(Mivdiia due to Bniilus 

t'oli .. ... .. > (, 2 

- diphtheria bacilli .. 3t>2 

- injury . . . . 497 

- occupation . . . . 497 

-- pain 1 1 om . . . . 447 

- illle* to syphilis . . 497 

- lubeiculou - . . . . 4°7 

- (and sec Whitlow,- 

On vela icryphosj s, iehi h\s >- 
si - with. . . . . 407 

Onychomycosis . . . . 31U 

- due to hivus . . . . 3(2 

Onychorrhexis . . . . 497 

C fophoritjs, pain in iliac 

fossa 1 rum . . . . 555 

- \aginal examination in 

diagnosing . . . . 559 

Opatjue nerve fibres In 
retina F/.o‘. 413, 414 < 518 
Operation, acetonuria alter 3 

- acute dilatation ol 

stomach alter . . 218 

- arnctiorrhrca trom . . 2 3 

- 111 angina i.udovici . . 85 3 

- anuria alter . . 55, 57 

- oil anus, hacteriuria after Op 

- in appendicitis .. 558 

- aspiration pneumonia 

after . . . . 32 3 

- on bladder, coma after 58 

- — convulsions after . . 58 

prostration after . . 68 ' 

- — pyrexia lrom . . 68 

- - rigors from , . 58 1 

- brudypiNca from . . 110 

bronchopneumonia attcr364 

- for cardiospasm . . 535 

- cervix occluded after. . 2 3 

- cheloid lrom . . . . 131 

- on chest, heart impulse ! 

displaced after . . 373 j 

- for cholesteatoma of ear 522 i 

- collapse from . . 110' 

- death, lymphatism and 477 

- in- diagnosis between 

abscess and cancer. . 296 

of adhesions . . 562 

angioma of kidney . . 351 

appendicitis . . 554 

appendicular abscess 697 

cholecystitis 554, 696 


' Operation in diagnosis , contd. 

- of diverticulitis 98, 

356, 557, 608, 827 

- - duodenal ulcer 15 3, 

34 3, 554 

- - empyema ol gall- 

bladder . . . . 696 

- - encysted ascites 806, 843 

- -■ femoral hernia . . 832 
-- - tihromyoma of round 

ligament . . . . 832 

Jivdiotcle ot hernial 
sac . . . . 812 

- - intestinal obstruction 30.3 

- - melanotic sarcoma . . 477 

- - mucocele ol gall- 

bladder . . . . 317 

- myeloma of rib . . 21 

nature o! breast 

tumour . . . . 227 

- -- new growl h of kidney 10 

... _ _ , cst is . . . . 850 

-• - ovarian cyst . . 843 

- - ret i operitoneal lipomn843 

- - sarcoma of os culeis 552 

- -- strangulated obturator 

hernia . . . . 150 

- — — ret loperiloiieal 

hernia . . 150 

- - snbphrcnn abscess 697 

- suppurative pciios- 

utis ol ilium . . 558 

- - tojMon ol testis . . 587 
for iln erticuhtis .. 556 

-- in dy eiiier .' .. . . 99 

- emboli of lung alter 

137, 199 

- erythema aliet 275, 278 

- ext lover: ion ol bladder 

due 1 o . 658 

on iv( . ,it ubic pupil 

trom .. .. 220 

-- first at tendance at , Jaini- 

ine due t * > . . 29b 

- Joit)-. .ure, 1 neonl inenec 

o) la, e- alter .. 394 

- linula, incontinence of 

hvcc.- after . . . . _394 

general peritonitis lrom 734 

- on geiu-t at ive means, 

b,n termria after . . 90 

- 1- - r gland . 111 luvk . . 474 
harm. U emeu*, alter 3 36, 347 

- h.euiopt ysis alter .. 365 

- ii vpoi In. rrnia alter .. 392 

mhctive paiofitis after 848 

- mt( rnnl bleeding alter, 

faint 1 tig due to . . 297 

- lor intestinal obstruc- 

tion 485 

-- jaundice and . . . . 347 

- kinking of ureter from 

> I’ig. >7 > > 447 

- on larynx, hatnoptysis 

I roin . . . . 367 

- in lymphadenoina . . 475 

- massive collapse of lung 

after 375 

-- for necrosis of rectus 

abdominis muscle.. 736 
-- oozing alter, in jaundice 679 

- orchitis alter . . . . 86 

paralvsis ot palate altc'r 730 

-- - pharynx alter . . 730 

- parotid abscess after. . 695 
pei meal fistula after . . 766 

- {or plies, incontinence 

ol farces after . . 394 

- pleurisy alter. . . . 137 

- for pneumococcal arth- 

ritis . . . . . . 424 

- on prostate, cpididymo- 

orchitis from . . 584 

- py.emia trom . . 419, 738 

- on rectum, hacteriuria 

alter ...... 90 

- regurgitation of food 

through nose after. . 730 

- renal calculus diagnosed 

by . . 56 

- renal, shock from . . 57 

- retention ot urine alter 

158, 493 

- scar from . . ..131 

- septicarmia from prick 

during . . . . 704 

- shock from .. 110, 392 

- on skull, glycosuria from 330 

- spleen in familial achol- 

uric jaundice . . 415 
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OSSIFICATION 


Operation, ccntd. 

- stomach, colic from . . 148 
• on supraclavicular 

in diagnosis . . 475 

- surgical emphvsema 

lr< 'in . . . . 254 

on testes, obesity due to 505 
test is at ropby trom .. 85 

on thyroid, stridor alter 607 

- - vocal cord paralysis 

alter .. .. 607 

tonsil, pain in car trom 25 1 
lor tuberculous caecum 562 
typhoid arthritis . . 424 
urinary fistula liom . . 494 
-- U»nd see laiparotomy; 

Trephining, etc.; 
Ophthalmia, catarrhal . . 285 
Infectious . . 285 

neonatorum, anterior 
polar cataract lrom 922 
arthritis with . . 425 
blindness lrom 285, 924 
cornea! opacity limn 

922, 924 

m stagtmi . 1 pun 505, 

922, 924 

perloj.it i.*n of cornea 
lrom . . . . 922 

purulent discharge 
with .. .. 924 

uh i i .o ion 111 . . 285 

photophobia man . . o <9 

3 >phl haluu, after y, arterio- 
venous aneurysm oj . . 847 
nerve, utsinhulion ■ 0 

I - 865 

vein-, dilated, Horn v.e. - 
c‘nio.1. Mini , throm- 
bosi .. .. 284 

Ophthalr 
o.u pat 

ml e ; , i i .Put diphl Jut la (>74 
tnu.ii , . . . . 67 4 

1 rom - ’ plniis . . 674 

1 1 out lead , . . . 45 

and see St rahismus i 
OPHTHALMOSCOPIC 

APPEARANCES . . 517 
examination m asthma <>S L 
t ■ *r blind spots , , 02 

■ in hlm.!nu> cases . . 025 
del ei i , no albuminuric 
t e 1 1 . . it i ■ . . . . 9 3 

•..it.,r u ; . . 9 5, 220 

Corneal opacity . . 03 

detached retina . . 9 ) 

emhoiism ot retinal 
arten . . . . Q 3 

ine.p.'i i h.tge into 

icons .. 9 3 


Opium poisoning, eontd. 

- - pin-point pupils in 

155, 391 

- - pontine hairnorrhugo 

distinguished from 

.390, 391 

- stupor trom . . ..110 

- vertigo lrom . . . . 504 

Oppler-ltoas bacilli in 

gastiic contents in car- 
cinoma el slorn.nh 197, 

401, 929, 9 30 
Opponens minimi digiti, 
nerve supply of . . 616 

- pollicis, nerve-supply of 615 

Opsonic index in tuber- 
culosis .. ..932 

Optu utrophv (see Atrophy, 

( >plK) 

- cluusiua lesion, blind- 

ness due to . . 925 

- - — ccnti.il scotoma 

due to . . 92 I 

- - pituitary tumour inter- 

U ring with .. 378 

- disc, blurred, m optic 

neuritis . . . . 518 

- - lrom retinal cm- 

holjvin .. 520 

- - changes in tobacco 

amblyopia . . 9 J2 

- s 1 1 , 4.i d. 1 iota cerebr; 


Uiit 


184, 188 
184. 185 
writ;.,, 


■ I'legia in hul- 


-- - and 

t >ptu 

• oboina * 4 . . 517 

- «. oi.gemtal crescents 

round 517 

- C'-ngc .ud lrom .mis 

: hiornliosss .. 7 >9 
exc.n. ated m glau 

com i 288, 520. ^24 

glaucomatous 520 


ilium rated f ig 
hauuoi i i i • J;l 
in hvpctn 

.ut igm.ii 


520 

519 


p;c 


iUlMl 

opiC 


i'ptl 


/■a-. 4 in 
neurit i s 
Taped . . 


520 

519 

519 


hum TV. 4.'/ 

normal I n-. -V 

(edematous, trom 
thron.h '-os ol ret 
rial % cm . . 

ophthalmoscopic ap- 
pearances of . . 517 

o\al in hypermetropic 
autem.it ;sm . . 520 


5 IS 

517 


519 


( )ptit thalamus, eontd. 

- -- lesion, athetosis from 170 

intention tremor 

from . . . . 884 

- - - sensory effects of 754 

- t ract connect ions 

(lag. jt:4) 377 

- - lesion, blindness due 

to . . . . 925 

----- hemianopsia from 
179, j ig. in, y,\(\ 

675, 925 

- - - pupil inact tv e lrom 

The. ill > 380 
reactions in . . 379 

- reflex with . . 675 

( >ra! sepsi- , an.cnua trom 4 3 

- - 1 lrom . . 246 

- - debility Horn . . 246 

- - dyspepsia from . . 400 

- - civ ptur.i 1 r< in . . 246 

gas ti it i - tmm . . >98 

- — parotid abscess alter 695 

- - peripheral neuritis 

lrom . . . . 80 

- — (mill see Idental Sepsis) 
Orange, huger nilccicd by 301 

- peelers, dermatitis in 

515. 918 

- - erythema in 2.75, 515 

- - (edema in . . . . 515 

ve icles in . . ..515 

Orange -rind nails in 

ec/erna . . . . 496 

Orators, pharyngitis in 752 
Orbicularis -see under 
Muscle/ 

Oi bit, abscess ol, diplopia 
from . . . . . . 222 

- - eye di •placed by . . 222 

~ aneurwn of . . ’ . . 285 

- arteraw enous aneurysm 

of . . . . ' . . M47 

•• - - exophthalmos from 284 

• bruit over, due to arterio- 
venous aneurysm . . 8 17 

- cellulitis of , L.ivernous 

sinus thrombosis lrom 284 

clhtlnnuished 

trom . . 284 

- • exophthalmos from 284 

- dermoid evst of , . 284 

- cxostoMMn, exophthal- 

mos lrom . . . 2^4 

- growth ol, diplopia from222 

- - eye displaced b\ , . 222 

- gumma ol , exophihalini 


from 

- hjemorriuge into, 
lopta lrom . . 


Jip- 


mil 1 

9 3 

- - pale m disseminated 

_ 

keratil I- . . 

91 

M.lerosis . . 88 3, 

92 ) 

lip.emi.i . , 

3 34 

- - -- optic atrophy . . 

519 - 

mel.iii. >l.c .wit coma 

9 3 

- - - trom i|uimne 

922 

opt a ,0 rophy 

9 3 

physiological cup of 

517 

- neuritis 9s. 

371 

- - pigrutnicd crescent 

_ 

M'unme amblyopia 

o t 

ol • - (lag. 410 

517 

svnechia- . . 

93 

- ■- red in hypermetropic 


thrombosed retinal 


astigmatism 

520 

\ ei ri 

93 

- -- small in retinilis 

- 


phora from 
.unphosarcu 
ophthalnu 


of, epi- 


284 

2.22 

222 

27.3 


1 rom 

' V.e. 227 ; 284 


thalmos trom 


284 


diagno sing carcinoma 

i >1 liver . . 68 ; - 

- cause of fainting 298 

headache eases .. 371 - 

- meningitis . . 627 - 

retinitis pigmeniosii92t) 

- - sat coma of liver . . 68 ! - 

Opiates, glycosuria alter 3 32 ! 

- glycuronic acid after . . 02 -• 

OPISTHOTONOS . . 521 - 

- in hysteria .. 176, 521 j 

meningitis . . 521, 7 32 ! 

- from strychnine 521, 741 - 

tetanus 175, 521, 741, 885 | 

- urtemia . . . . 521 - 

Opium, bradypna-a from 110 ! - 

- Cheyne-Stokes breath- 

ing from . . . . 139 

- coma from 1 1 0, 154 390, 391 

- constipation relieved by 161 

- delirium from . . 212 

- dia/.o- react ion from .. 218 

- headache from . . 371 
noises in head from . . 504 

- poisoning, heat-stroke 

distinguished from 390 

- - hypothermia in 155, 

391, 392 

- -- lavage of stomach in 154 


pigmentosa 924, 926 

- waxy -looking in retin- 

itis pigmentosa . . 924 

- white in glaucomu288,520 

- - from retinal embo- 

lism . . . . 520 

nerve (see Nerve, Cranial, 

Second) 

neuritis (see Neuritis) 
radiations, embolism of, 
hemianopsia lrom 

(lag. Hi) 380 

- gumma of, headache 

from . . . . 380 j - varicose veins 

™ - hemianopsia due to 380 
vomiting from . . 380 

- lesion of, hemianes- 

thesia with . . 753 

hemianopsia from 

379, O'tg. 312) 380 

- pupil reactions In 

379, Odg. 312 ) 380 

- neoplasm of, heudache 

from . . . . 380 

hemianopsia due to 380 

vomiting from . . 380 

thalamus, hwmorrhage 
into, hyperpyrexia 
from . . 390 


ous sinus thrombosis 739 
osteosarcoma of . . 847 

- periostitis of, exoph- 

thalmos from . . 284 

- - X rays in diagnosing 284 

- pulsatile tumour of . . 847 

- suppuration in, head- 

ache from . . . . 370 

suppurative menin- 
gitis from . . 732 

- tubercle in, exoph- 

thalmos liom .. 284 

- tumour of, epiphora 

from . . . . 273 

- headache from . . 370 

.. 285 

Orcein in Dial's test . . 327 

Orchitis, account of . . 585 

- due to acidity of urine 902 | 

- Bacillus coli . . . . 86 1 

- bacteriological examina- J 

lion in . . 86 ! 

- causes of . . 85, 584 

- diffuse interstitial, syphi- 

litic . . . . . . 586 

- from gonorrhoea 85, 86, 393 
testis utrophy after 507 

- gout . . 85, 86, 902 

- gummatous . . . . 586 

- hydrocele from . . 588 

- impotence from . . 393 1 


' Orchitis, amid . 

- from inlJuenza 85, 86 

- injury . . . . 85, 86 

- load-lifting . . . . 86 

- in Malta lever . . 571 

' - from mumps.. 85, 86 

- potassium iodide in . . 85 

- lrom saddle injury .. 86 

- sarcoma simulated by 587 

- scrotum involved from 767 

- due to staphylococci . . 86 

- .train . . . . 86 

- - st repo icocci . . . . 86 

- syphilis . . . . 85 

testis atrophy alter 85, 

86, 393 

- swollen from .. 849 

- 1 1 1 'in tubci cle . . . , 85 

- t yphoid lever . . 85, 86 

- alter varicocele operation 86 

- from X ray, . . . . 85 

- and see iipididvmo 

orchitis j 

Organ <4 ( ,ort i . . . . 205 

- - deal ues-- ir>.iin changes 

in .. .. 207 

- ( i: i aide--, cyst of . . 587 

- hearing, construction of 205 

Orientation . . 220 

Orris root, dermatitis from 916 
Orthojorm, erythema from 918 

- pnngreni due to . . 918 

Or' hopnuxi lrom abdom- 
inal distent ion . . 250 

tumour . . . . 250 

- aneurysm . . . . 250 

-- in anei him lerosis .. 14 

- lrom ascites . . . . 250 

- in Bright's disease .. 136 

- bronchitis , . . . 199 

-- irom cjm'oio :,-h.nd ir- 
rupted into bronchus 249 

- in emphysema .. 199 

- due to enl tt c -d thyroid 877 

- m craur.lur kidney . . 14 

- from heart disease . . 404 

failure 11, 1 36, 199, 847 

- huge heart . . . . 250 

- hydrothorax .. .. 250 

- lung disea.w , . . . . 404 

- mechanics! causes of 250 

- horn media: linal rnasses250 

- initial stenosis 246, 847 

- m-w growth . . . . 250 

- piilmouai y embolism 363 

- pulsatile* liver with . . 847 

- liom truuspni stenosis 847 

- tympanites .. .. 250 

Orthostatic albuminuria , . 18 
Orthotonus in tetanus . . 175 
Os calcis, caries of 551, 552 
f racture of . . . . 551 

- - - pain in heel from 552 

- - - X ravs in diagnos- 

ing . . . . 552 

periostitis of 551, 552 

sarcoma of . . 551, 552 

spine on . . 552, 820 

age incidence of 552 

fibrositis simulated 

by . . . . 552 

- - - gout simulated by 552 

- - - pain in foot from 540 

heel trom 551, 552 

skiagram Odg. 43 l J ) 541 

- — — X rays in diagnos- 

ing 540, 551. 552 

- uteri, pinhole, dys- 

menurrhica with . . 238 

- -■ stenoseJ, clysmcnor- 

rhoca from . . 237 
Osazone crystals tscc Crystals) 
Osier on jaundice in 
typhoid fever. . . . 419 

- ntevi of mouth and 

tongue . . . . 356 

Osier's disease (sec Poly- 
cytharmia, Splenonregalic) 
Osmic acid, fat stained by 140 
Ossicles of ear . . . . 205 

Ossification in adductor 
lorigus muscle . . 845 

- of head, excessive, dys- 

tocia lrom . . . . 250 

- ligaments in spondylitis 

deformans . . . . 180 

- muscles in spondylitis 

deformans . , . . 180 

- premature . . . . 324 

in infantilism . . 234 
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Ossification, premature , contd. i Osteo-arthritis , eontd. 

- - in progeria . . . . 234 j - stethoscoping joints in 431 

- of tendon . . . . 820 j - synovial fringing in . . 4 35 

- exostosis simulated by845 j - syphilis simulating .. 4*2 

Ossified man .. 180, 703 j - syringomyelic joint simu- 

Osteitis in congenital ! lating . . . . 433 

syphilis . . . . 866 ! — lemporomaxillary joint 

- deformans, age inci- affected by . . ..4*1 

dence of . . . . 819 — ulnar deflection in 428, 4 32 

- - bending ol bones in 819 — wet -sand-in -a- bag leeling 

- - - legs in . . 194 j in . . . . 431 

- - bones thickened in 1 - wrist affected by .. 431 

194, 819 j — X rays in diagnosing. . 4*1 

- - dyspntcu in . . 820 Osteo -arthropathy . . 436 

-- - forward bending of I - pulmonary (see Pulmon- 

knee in . . . . 819 ary Osteoarthropathy) 

- — head enlarged in 194., 820 Osteochondritis in con- 

-- - kyphosis from .. 194 ' genital syphilis .. 433 

- - in a man /59) 193 Osteocopie pain . . 898 

- - neuralgic pains in . . 820 Osteogenesis imperfecta 233 

- - noises in head from 504 Osteoma of hone. . . . 820 

- - osteo-arthritis with 194 - cranium, bradypiuru 

- - petrous bone thickened from . . ..110 

in . . . . 501 - - cerebral compression 

- - of radius t J-'ig. 632) 820 from . . 110 

- - sarcoma from .. 820 - - coma Irom .. 110 

- - skiagram of tibia in — - headache Irom .. 110 

{Ifig. lbl) 19 3 - - optic neuritis from 110 

- - syphilis simulated by 820 - — stupor lrotn .. 110 

- — tibia’ thickened in .. 819 _ — vertigo from .. 110 

- - vertigo from .. 504 - - vomiting from .. 1 10 

- - in a woman [i'iy. 160) 193 - frontal bone .. .. 284 

- of femur from typhoid - ilium, pain in iliac fossa 

fever . . . . 424 from 555, r>58, 5o4 

- sarcoma simulated by 845 - - swelling in right iliac 

- of sternum from injury 862 fossa from . . 5o4 

- syphilitic, osteitis de- - jaw .. .. 834. 8-3 

formans simulating 820 - spurious . . . . 820 

Osteo-arthritis, account of 430 Osieomahu ia, bones s, -tt - 

- ankle alfected by . . 431 eiicd in . . . . 2 * '■ 

- bony outgrowths in .. 427 - m childhood .. . . 2 >3 

- cartilage destroyed in 430 - dwarhsm irom 2 32, 2 3 ”> 

~ Charcot’s joint simu- - cosinopluiia in . . 271 

lating .. .. 434 - kyphosis from .. 2 34 

- crepitus with .. .. 190 - muscles weak in . . 2 <3 

- eburnation of bone in 4 30 ... osteogenesis inipcruciu 

- elbow affected by .. 4 31 related to .. . . 2 ’» 3 

- elderly men affected by 431 - pelvis softened in . . 2 >4 

- facies healthy in .. 4 30 - scoliosis irom .. 2 34 

- flail joint from .. 4*0 Osteomyelitis, acute, acme 

- gout simulated by . . 429 endocarditis in . . ? -;7 

- grating in joint in 430, 4 31 arthritis with . . 429 

- Ileberden’s nodes with 4 30 — - rheumatic fever simu- 

- of hip 430, 431, 82o latert by . . .. 425 

- - lameness from . . 431 - - rigor due to . . 7 37 

- -- psoas bursa with . . 8 3 3 _ - scpticicmia from . . 425 

■- — sciatica simulated by 431 - albumosuria with. .. 21 

- jaw, dysphagia from .. 661 - antenna from . . .. 47 

- -- fixation of jaw by .. 6ol - cellulitis wur* .. 512 

- - salivation from .. bbl - delirium in .. .. 21b 

- of knee, painful internal - eosinophilia from .. 271 

semilunar cartilage - erythema nodosum Mtmi- 

simulating .. .. 431 lating .. 602. 817 

- - - semimembranosus - ol femur, limping Itoni 457 

bur^a simulating 431 - lihulu, limping lioni .. 45b 

- kyphosis from .. 234 - gummatous .. ..819 

- locking of joint in .. 430 - ol ilium, limping from 45/ 

1 i > w body in joint in. .4 35 - -• swelling in iliac lo.u»a 

, ol fringe in .. 435 due to .. 829 

'uule;, with . . . . 42 3 - limping due to 4 5 ( > , 457 

oiien only one joint — irdsinn due to 511, 51? 

affected by . . . . 4 30 — operation in diagnosing 512 

- in osteit i:. deformans . . 194 — rigors with .. .. 512 

- osteophytes in 430, 431, 826 - septicaemia from .. 817 

-- pads on lingers con- - of tibia, limping from 456 

fused with .. .. 432 - \enous thinmbo.us sim- 

- pain in limbs Irom . . 5bH ulated by . . . . 512 

- - on walking in .. 314 - X rays in diagnosing.. 512 

- pulse normal in . . 431 i - (and see IVnostiiis 

- no pyrexia in . . . . 431 Osteophytes from hip- 

- rheumatoid arthritis dis- joint .. .. 826 

tinyuished from 47, , - in osteo-arthritis 430, 431 

427, 430 Osteoporosis 255 

- semimembranosus bursa | - noises in head irom . . 504 

in . . . . . . 844 — petrous bone thickened 

- sliouldei affected in 430, 431 ' in .. .. 504 

- spine alfected in 430, 431 ; - vertigo from .. .. 504 

- ol spine, abdominal Osteopsathyrosis . . . . 233 

pain from . . . . 151 Osteosarcoma of bone, 

- - appendicitis sirnu- , crepitus in .. .. 190 

latcd by . . . . 565 ! — - pulsation in . . 190 

- - colic simulated from 151 j — — X rays in diagnosing 190 

pain in back Irom . . 565 — crackling over. . 188, 846 

- iliac fossa from 555, 558 ' - of orbit .. .. 847 

sciatica-simulated by 539 - pulsation in . . 846, 847 

- - ureteral calculus simu- : Other-hnndneas . . 22 

_ lilted by . . . . 565 j Otitis, catarrhal, earache 

- - X rays in diagnosing 565 j from . . . . . . 253 

- spondylitis deformans j - media, acute nephritis 

and . . . . . . 869 j from . . 11 


Otitis media, eontd. c )totrha\t, eontd. 

acute, account of .. 253 - from otitis media .. 522 

deafness from . . 25 3 - in scarlet lever . . 281 

_ _ ... p ;! in from ..25 3 - due to septic tonsils . . 522 

_ „ _ p WS irom .. 25 3 - sinus thrombosis from 739 

_ _ _ pyrixia from .. 253 - tubercle bacilli in .. 523 

— — - tenderness over - vertigo with . . . . 504 

masioni process — due to wax . . . . 522 

Irom ..25 3 Otosclerosis, bone conduc- 


- - t vmpanic membrane 

tion lest shortened in 

207 

m 

25 3 

- deal ness due to 

912 

- from adenoids . . 

25 3 

- later all /at ion to affected 


- amemia Irom 

47 

side in 

207 

- attic affected in 

522 

lowci tone-limit raised 


- bradycardia alter . . 

109 

in 

207 

bronchopneumonia 


- noises in head from . . 

504 

from 

364 

- paracusis \\ illisii in . . 

207 

- bubbling in ear due t* 

> 878 

- Kmnc’s test negative in 

207 

— cerebellar abscess 


- tinnitus due to 879, 

912 

Irom . . 25 3, 

7 34 

— upper lone limit de- 


— cerebral abscess trom 


pressed in . . 

207 

109, 25 3. 

395 

— vertigo trom . . 504, 

912 

- cervical glands en- 


Ova ot Ankvlostonium dm 


lareed trom . . 

474 

denale ' O *o. 9 3, 99. 

10 5 

- cholesteatoma from 

522 

- Ascans lumbncoidcs 


complications of 

109 

* iiy. 49 3 

6 34 

deal ness trom 

389 

- - - m faxes . . 

411 

■ delirium tiom 

212 

llilhar/iu lucmalobia 


- earache Iron: . . 

694 

J o’. 96/ 

102 


- - embolism of lung lrotn - parasite s in Stools .. 131 

1 37, 1 99, 03 - in sputum . . 367, 79 2 

- - empyema Irom 1 35. 1 37 stools isrc I'.cccs, 0\.i in) 

- - gangrene ot lung Horn 0 3 of T.ctua solium 

- - headache lioin .. 37u lay. 4'>2 ■ 6 34 

- — Herpes .,t mul.. ting . . 25 3 - Tmlioccphalus disput 

• intarct o* lung tiom 137 ha . 9,s i 10 3. iiy, ./46 . 6 35 

- - mlecit.d emboli of - in ui me m billi;ii/ia 

lung h.'in . . 1 35 356. 577, 722 

- - in lntiueii/.i . (9 1 Ovarian artivity. deficient 794 

- - jugular vein thr.-m- - -- aim noi i I hlu lioin 

bosi :■ 1 i om . . 1 37 2 3, 24 

- - lateral sinus tin cm- - In pmh% nudism 

bosis troll. 109, and . . 507 

1 '7. 199, 35 3 (32, 694 - - oheslty fiom 605. 507 

- - local meningitis trom 312 - evst a,. * >st» 

- - mastoni ah a - s Horn 109 - disease, vomiting dlle to 929 

- - mastoiditis Icin . 25 1 - gigantism . . . . 324 

- — meniiK'iti. lrotn 35 i, 69-4 h\ pera/sibcM.i m hys- 

- - noises m head from 604 ten. 1 . . . . 754 

- - otnrrhcea from . 522 - iiemaleia, .ij-.puiJiatis 

- - pain behind ta; ti>»m ti94 simulated by . . 814 

- - • in In old are.* trom 550 .<t e.i'.amema . . 814 

- - — scalp irom .. 550 - pain, ureteral calculus 

- - plcurisv iron i .. 137 simui iting .. .. 7J9 

- - jmeumococc,,! aril; p< Jii le tot *-ion of. ab- 

lins trom .. 424 doinmal pain horn 565 

- - pole pi in i at trom . 52' • appendicitis simu- 

- - pva.ima Irom . . 64-1 1 ited by . . 559 

- — pviexia due to . . (>57 - — - — simulating . . 843 

- - reddening behind ear - - — dullness in thinks 

Horn . . . . t’,94 1' om . . . . 559 

- - troinscaiki level 12, 763 - - - lluid m uhdomen 

- - Mirapnc.il s mem- Irom . . . . 559 

hr. me pet totaled m 532 - - - lapiirojomv l"i .. 669 

- - sinus [hruinlni.se - - - pain in ilia*, lossa 

trom .. .. 7 39 Jiom .. 656, 659 

- — suppurative menin- - - ---- pelvis ln>m . . 67 3 

gitis irom 109, 732 - — - peritonitis Irom.. 559 

- — swelling behind ear — — — strangulated hernia 

Irom .. .. 64 1 simulated by .. 559 

• - tachycardia alter 109 - region . . . . 573 

.... _ tenderness *4 scalp Ovaries, absence of, sterility 

Irom . . . . 8t>7 due to. . . . . . 793 

- - in tef rage-nous lever 692 - congestion ol, pelvic 

- — tinnitus due to . . 87 m pain irom . . . . 573 

- — tuberculous . . 523 - excision <>f, obesity and 507 

- — tympanic membrane - ill-developed, in ntcli- 

ruptured by . . 5 22 osis . . . . . . 2 37 

- - in typhoid lever .. 7 37 - lesions of, causing 

- — ulceration of meatus amcnorrlnca . . 24 

trorn .. .. 252 - prolapsed, bimanual 

- - unilateral headache examination in Jia- 

irom . . 369, 370 gnosing . . . . 239 

- - vertigo from 504, 912 - - pelvic pain from .. 573 

- — vomiting due fo .. 929 - - tender, dysparcunia 

- — i ami see Middle due to . . . . 239 

l-.ar Disease ; and - sclerosed, pelvic pain 

Olnrrhcca.i from . . . . 573 

0T0RRHGEA .. 521 - tenderness of . . 2 39 

- due to adenoids .. 522 Ovaritii, appendicitis sim- 

- cerebellar abscess from 6 30 ulated by .. .. 829 

- from cerebellar abscess 523 - undue pulsation of ub~ 

- cerebral abscess .. 62 3 j dormnul aorta simu- 

- in cutaneous diphtheria 681 , lating .. .. 662 

- due to eczema .. 522 , Ovary , adenomyotna ol . . 2 38 

- foreign body .. .. 522 ; - affections of, cosino- 

- mastoiditis .. .. 522 I philia from .. 271 

- meatitis . . . . 522 ■- appendix adherent to 829 

- nasal sinus suppuration 522 ; - atrophy ot, with uni- 

- noises in head with . . 504 i cornuatc uterus . , 24 
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PAIN IN ARM 


Ovary, contd. j Ox-eye daisy, dermatitis 

-■ carcinoma of (see Car- due to . . . . 916 

cinomat Oxalate, calcium < see 

- cystic, felt per rectum 72 H Citloum Oxalate/ 

- dermoid ot (see Cyst, - calculus in bladder 

Dermoid; ; l-H\ J'/4) 355 

- fibroma of, twisted ped- - crystals in urine 

icle of, ascites with 842 Oxahiria; 

- fibromyoma ot n und of llmo. crystals of . . 523 

ligament vinuiDting 8 32 - normal amounts cx- 

- inflamed, amenorrlju:a creted datlv .. 521 

from .. .. 21 Oxalates, urates m mu- 

appendicitis sirnu- kiting .. .. .. 899 

iated by .. 814 Oxalie aciel (see Acid/ 

-- ptuu in kick from .. 814 OXALURIA ..523 

pelvis Irom . . 814 - account of . . 353 

lesions of, pain in back - aching in hun ttoin . . 35 1 

from .. .. 528 - jn at un nephritis .. 12 

- new growth ol, abdo- - at any aee .. .. 524 

ininal tumour Ir«tm 24 ereatmtii and .. .. 5?3 

amt norrhu-a Irorn - diet and .. .. 151 

2 1, 24 - dyspepsia v.i'h .. 15 1 

ascites from 4 1 > - nmie is simulated by 271 

jaundice tfoin .411 - iron, goosebemvs .. 15 1 

pelvic swelling due - pout and .. .. 5 24 

to .. .. 840 - ha/niaiuria from 348, M 1 

portal gland, en- - fiypoc bondt in*- i s and . . 524 

larged Irom ..411 - meieascd iret|uencv of 

• - recta! examination miLturition fiom 491, 524 

in diagnosing 4 1 3,726 -• irritable bladder from 524 

seconder i n leiio- - mucm m urine from. . 496 

pent'ine.d eland' 9j(» uervom- dv.pepxia and 524 

- - - vaginal examination ~ neurast hem.t and .. 524 

n. diagnosing . . 411 -. mu turn. <1 enurt ms irom 524 

skin nr fa for .. . . 573 nuJe, ipiotem in mine 

tatty tysf of, pclvn tioui .. .. 524 

pain in/m .. .. 47’. ~ .dirt o\a!ic acid .. 1 '8 

th\ ioid eland u-latcd i o M)T - pam in testis irorn .. 589 

Uiuiour of, aim.ttor t hira - m pan u - ,i t * t i* .. 139 

ui'h ,. 48 ’•,777,841 - and pliospl.atuna, alter- 

as, lies simulating .. 64 luting ..618 

beat imr-dou n pain _ m i ndiges: u -n .. 52 1 

Item .. .. 529 - priapism due l<* .. (oo 

bri i: me J.-v. n, anieiui.i - oxalate , • ;, st^is m urine 
from . . 47 in . . . . 15 1 

ditotiK perm *iutis - mini ralrulus and 524 

stnnil.Uini: .. «-4 - irmu rhubarb.. .. 14,. 

d\ sclic/u irorn .. 166 - -.pet mi: o/o., in mine m 524 

dvstocia due to .. 280 - ; j ,<m 1 j : n.u 1 1 . ..'■>! 

enlaryed spleen d is- t. me miul./t. il by 15} 

tinpuishpri from .. 777 - from rav» banes .. 141 

fibroid uterus sinm • - tomatoes .. ..'3*3 

lat i xu; . . 8>t 1 • utn .Kid and . ..421 

iaundiee from .. 407 - vai iom- toods ptodue me 52 1 

kidnt v eul it cement O.wnuiviu and. acidosis 

simulated by . . 4 48 and . . . . 5 

menstruation and . 811 Oxygen in coal eas pois.on- 
tnicroseope in diapnos- me, .. .. .. 154 

me .. .. 842 --- convulsions relieved by 181 

■ mm able kidney si mu- - inflation In renal radlo- 

Inted b\ . . ..811 (jrnphy 445 

• phantom tumour sirnu- - iniectmn. skiagraphy 

latinp . . 6 l alti i . . 9 16 

pby sic.il sipns of .. 777 Oxy inemoplobin, xpeefro- 
secondarv deposit: in scope test tor . . . . 12 

peritoneum Irom 60 •- spectrum ol .. ! 7 1 1.1 

- spleen simulated by 774 Oxyuns vermicular!;: ..634 

- sterility due u» ..791 - blood per amim Irom 

vaginal examination 96, 102 

m diapnosinp .. 777 - - no blood c hanges irom 15 
Over -eat inp, obesity from 505 - - in children .. .. 102 


Pachymeningitis of card, contd. | Pain, abdominal , contd. 

- - syphilitic . . . . 151 from intussusception 

- headache from 370, 640 ; 101, 812, 829 

~ hypcracusix in . . 389 - - kad poisoninp . . 594 

- lumbar puncture in dia- - - mediastinal growth 5.34 

pnosinp . . . . 640 ! morphia . . . . 526 

- lymphocytes in cerehro- - - myocardial degenera- 

spinal Jiiiid in . . 581 tjon . . . . 151 

- mvofihiMsiris simulated - - necrosis of rectus 

by , . 583 abdominis muscle 736 

~ no:,es in head fiom .. 504 . - - neoplasm of spine 15 1 , 396 

- optic neuritis in .. 640 - - ostco-arthritis ol spinel51 

- pain in aim fiom . . 58 1 - - pachymeningitis . . 151 

- - hand from . . . . 58 1 , pancreatitis. . 700, 706 

neik fiom .. .. 58 1 perforated gastric 

shoulder Irom 580,581 ulcer .. ..807 

- peripheral neuritis stm- - - pericolitis . . . . 812 

ulaied by . . .. 581 - - perisplenitis .. 706 

* photophobia in . . 619 - - in peritonitis 706, 931 

" spinal canes simulated from perityphlitis.. 812 

bv . . . . . . 628 - -- phlebitis . . . . 699 

“ 'vpiulitic .. 151, 630 - - in phosphuret ted 

- - account of . . .. 583 hydrogen poisoning 421 

- headache in .. 640 -- - from phthisis .. 594 

- lumbar puncture in - - pleurisy . . 396, 565 

diagnosing .. f> 4(4 - - pneumonia 151,525, 

- optic nuiiits in .. 6U) 565, 735 

- pain in shoulder from 4S0 -- - porphyrinuria and . . 904 

■ photophobia in ..619 tefcrml .. .. 151 

- toot palsRs jroin .. 62b - - in relap* ing lever.. 420 

- spastic paiaplcgia - - from ruptured extra- 

lrom . . . . 620 utcrini gestation 

- vomitme in.. .. 640 555, 735 

- \\ (ss. rm tnn reaction - salpingitis .. .. 555 

in . . .. .. 640 - - in sepliiKuinia .. 706 

vaitigo irom .. .. 504 - - fiom >pasm of colon 161 

vomiting in .. 640 spastn constipation 308 

” Vi a .H'riiianti react ion in - - spinal cartes 195, 396, 594 
58k 628, 640 - - - meningitis .. 151 

Ihmkc Islands, Marians turnout 1 .. .. 594 

u .. .. 3t> — spinal causes of .. 151 

Pad-. ab.vc idavules in - - from spondylitis dc- 

stetn. 290 lor mans ' . . 151, 870 

- on ting, rs 1 sue Pineer' - -- Mitch .. .. 560 

Pam : s uisva c oj hones 2 4 5 - - 'strangulated hernia 833 

- - - return .. .. 747 - - in tabes dorsalis .. 594 

-- - t.ktn.. .. HH(), 887 - - irom thrombosis of 

Pun. .tbdomin.il, from interior vena cava 152 

aciinomy s* n of spine 151 - - - mesenteric vein.. 152 

- - as'.ue dilatation of - - tot'io testis .. 833 

heart .. .. 151 - - in trernh fever .. 710 

- - pancreat:ti> ..911 - - Irom tuberculosis of 

- - peritonitis .. 524 colon .. .. 812 

p'em isv .. .. 151 - - tuberculous glands 712 

- “ aneurysm 151, *42, - - - peritonitis 65. 706, 806 

*96, 4H, 814 - - twisted ovarian ped- 

- - angina abdominal ts kle . . . . 555 

151, 152, 396 - - ulcerative colitis .. 564 

-- - append U itis .. 812 - - undue pulsation of 

- - atheroma 151, 152, 485 abdominal aorta. . 662 

- chronic intestinal - - visceroptosis . . 526 

obstruction .. 396 - - and see Colic; 

- pei ltonuis 64 - anesthesia with .. 527 

- colic . . 735, 931 - in ankle in anterior 

- constipation and . . 161 crurilis . . . . 540 

- from lornwive poison 338 - - from synovitis .. 539 

- in diabetes melhtus - below anterior iliac 

111, 486 spine .. .. 540 

-- from dissecting ancu- - IN ARM ..543 

rysm . . 151, 152 - - from adiposis dolo- 

- duodenal ulcer 342, 34 3 rosa .. 544 


out ot condition Irom 113 
shortness ot breath 
from .. ..113 

-- urid acid from . . 901 
Over-exertion, acute dila- 
tation of heart from . . 266 
■ cramp from . . . . 188 

left vent ucle enlarged 
from . . 258 

- mitral regurgitation from 

26 3, 266 

Overwork, brachial neur- 
algia Irom . . . . 543 

- diabetes from .. 3 31 ; 

dyspepsia from . . 400 

eyestrain from . . 547 

- headache from . . 370 

- impotence from . . 393 

- insomnia due to . . 40 3 

-- loss of weight due to. . 9 33 

• malaria recrudescence 

from . . . . 42 

- muHcie volitantes and 92 ! 

- neurasthenia from . . 571 

- pain in back from . . 528 

- spasmodic contractions : 

from . . . . 173 

- tinnitus and . . . . 878 

Owls, rods in cyea of . . 921 i 


- - eosinophilic lion . . 272 

- - no ei 'sinophilia from 635 

- - grinding ot teeth 

t rom . . . . 3 35 

- - illustrated ;/-7y. W) 6 34 

- - m motions . . . . 102 

- - priapism due to . . 656 

- - si/e of . . . . 102 

0/.x na from atrophic 

rhinitis . . . . 225 

- loul breath from .. 113 

- from syphilis . . . . 225 

O/onic ether (see I* t her > 


I > ACHY Mb .N I N ( UTIS, 
antisyphilitic treat- 
ment in diagnosing 583 
- cervical, brachial neu- 
ritis simulated by.. 544 
-- - claw-hand from 141, 142 
-■ - pain in arms from 

142, 545 | 

pariEsthcsia from . . 142 

- chronic hypertrophic 1 
haimorrhagic . . 627 : 
- of cord, abdominal pain 

from . . . . 151 ! 

colic simulated from 151 i 


- in dvsentery 98, 564 

- encephalitis . . 17 3 

- from enterospasm . . 525 

- epithelioma of ieso- 

phagus . . . . 151 

- extra-uterine gesta- 

tion .. ..489 

- fibroid heart . . 151 

- fracture of spine .. 151 

-- ga. iric ulcer 339, 342 

- in gastritis. . . . 930 , 

- GENERAL . . . . 524 

- - from gastric crises 525 j 

- from gumma of spine 151 

- hiematoma of spine 151 

- hiemorthagic pan- 

creatitis . . . . 736 

- in Henoch's purpura 

102, 428, b80, 931 

- from hypertonus of 

colon . . . . 308 j 

- infarct of lung . . 151 j 

- infective arthritis of ! 

spine . . . . 151 

- in influenza . . 570 

- from Intestinal ob- ! 

struction . . . . 168 > 

- Intrathoraclc condi- 

tions . . 151 i 


- aneurysm . . 534, 546 

- atheroma . . . . 546 

- brachial neuralgia.. 543 

- - neuritis . . .. 544 

- - plexus lesion . . 204 

- cardiac causes .. 51 

- cervical caries . . 545 

- - pachymeningitis 

142, 545 

- - rib 142, 204, 544, 

545, 619, 674 

- cystic disease of 

breast . . . , 838 

- in encephalitis . . 544 

- from growth in ver- 

tebra; . . . . 545 

- hair-cutting . . 546 

- heart disease 51, 546, 864 

- herpes zoster 546, 583 

- intravcrtebral tumour 545 

- left, from angina pec- 

toris 152, 396, 533, 

582, 654 

aortic regurgitation 

259, 533 

- - cardiac causes . . 52 

- from mediastinal 

growth . . . . 534 

- needlework . . . . 546 



PAIN IN ARM 


101)4 


PAIN IN EYE 


i ain in arm , conrd. 

j 

Pain , beanng-daren. contd. 


- from occupation ncu 


- - from retroversion of 


rosis 

546 

uterus 

529 

- pachymeningitis . . 

583 ' 

- - sigmoidoscope in dia- 


- psycimlgia 

546 i 

gnosing cause of. . 

529 

radicular 

545 

- — with tone, mus 

529 

right, in angina 

533 

j from ulceration of 


- — from carcinoma of 

rectum 

529 

liver 

468 

-- — vaginal examination 


cardiac causes . . 

52 

in . . 

529 

from syphilis of aorta 

546 

j — in big toe in anterior 


- in syringomyelia . . 

619 

i cruritis 

540 

- from telegraphy 

546 

— — — from gout . . 

539 

-■ typing 

546 

- bladder lrom carci- 


- writ ing 

546 

noma 

490 

axilla from abscess . . 

816 

- - cysrit is . . 2 39, 

646 

- - of liver 

740 

- — retention of urine. . 

492 

- inflamed glands 

475 ! 

(and see Sirangmy) 


BACK 

526 ! 

- between blade- bones 


-- from abdominal ancu 


from llaluleut dys- 


rysm 

538 : 

pepsia 

5 36 

- abscess 

52S j 

- - — gasi riiis 

556 

- aneurysm 241, 342, 


- — - indigestion 

536 

365, 527, 528, 814, 

869 

- in bone due to abscess 

694 

- aortic regurgitation 

533 

— — in infantile scurvv . . 

128 

- appendix 

528 

- — from mvcloma . . 

82 3 

baciliuria 

559 i 

- — periostitis . . 

817 

- biliarv colic 

55 3 : 

- — in rickets 

458 

- bladder 

528 1 

— — scurvv rickets 

819 

blush area with 

527 ; 

— — lrom svplulis 

819 

- from carcinoma of 


- BREAST 

529 

spine ’i t'.;. JjS) 

192 

- - from carcinoma 

529 

— at catamenia 

814 

- - cracked nipple 

529 

- causes of 

528 

- - cyst ic disease 527, 

8 38 

- from dcbiliiv 

528 i 

- — epithelioma of nipple 

529 

duodenal ulcer 

528 

- - galactoccle . . 

529 

- dyspepsia 

528 

heart disease 

52 c > 

- endometritis 

700 

- — i maginat ion . . 

529 

- gall-stones . . 410, 

528 

— — indigestion . . 

529 

gastric ulcer 339. 528, 

5 37 

inflammation ol 


- growth eroding bones 

528 

nipple 

529 

- - of meninges 

528 

— — after injury 

529 

- herpes . . 527, 

528 

- — in lactat ion . . 

531 

- hyperesthesia with 

527 

— - lrom mastit]s529, 837, 

838 

~ from impacted pelvic 


~ -- niasiodvnia. . 529, 

531 

tumour . . 

574 

- - menstruation 

529 

- inflammation 

528 

pregnancy . . 529, 

531 

- injury 

528 

— - pressure of fountain 


- kidneys 

528 . 

pen 

529 

- lateral curvature 

527 

— — at puberty 

529 

■ lumbago 

528 

— -- lrom slays . . 

529 

- in malaria 

38 

- - submarniriary abscess 

529 

- from mediastinitis . . 

535 

- — tuberculous breast. . 

529 

- meningitis .. 

528 : 

- on breathing fiom 


- motoring 

567 

pleurisy 

5 32 

- new' growth 

869 

— - in pneumothorax . . 

5 33 

• osteo-artliritis of spinc565 

- in call lrom prostatitis 

54 3 

- ovarian inflammation 814 

- cardiac, account of 

51 

- - trouble 

528 

— - angiospastic factors in 54 

overwork 

528 . 

characters of 

52 

parametritis 

700 

— — from coronary throm- 


psoas abscess 

698 

bosis 

52 

rectum 

528 ' 

- - exertion and 

52 

in relapsing lever . . 

785 i 

- — food and 

52 

- from renal calculus 

554 , 

- - laparotomy in error 


- embolism 

10 

for 

52 

; 1 1 : uiiiati'-rn . . 

528 

- in checks from mercury 

94 

r heumatoid arthritis 

528 ; 

— — in slomalitis 

95 

~ - of spine 

565 . 

- CHEST 

530 


in serum disease . . 277 - - in adiposis dolorosa 530 

from spinal caries 528, j trom aneurysm 365, 

565, f 4S(J) 628, 868 ; 5 30, 534, 933 

spirochaUo,is ictero- ' — — angina pectoris 52, 

hremort hagica .. 419 5 SO, 533 

- - syphilis of meninges 528 - -- aortitis .. 530, 53} 

trench fever 572, 710 . - - in biliary colic .. 864 

tumour of cord . . 528 from bronchiectasis 535 

typhoid lever . . 424 1 - - bronchitis . . 532, 535 

ulcer . . . . 528 cardiac types of 52 

- - uterine trouble . . 528 ! -- — from couching .. 5 32 

~ vcsiculto seminale- , . 528 ; disease of the bones 530 

visceral disease . . 527 - - - spine . . . . 530 

yellow fever 345, 420 dissecting aneurysm 530 

■ and see IJackache, 1 ( emphysema .. 532 

BEARING-DOWN . . 529 j - - empyema . . . . 530 

- from carcinoma of ! — — erosion of spine .. 933 

rectum . . . . 529 ; - - flatulent dyspepsia 


Pain in chat, canid. ! Pain in epigastrium, canid. 

from intercostal mvo- j - - fiom acute intestinal 

sitis . . . . 862 j obstruction . . 536 

npuralflia • - • • 531 pancreatitis 485, 

- - mastitis .. . . 5 30 : 5 *6, 810 

- - niasiodvnia . . .. 530 i - — aeroplane varnish .. 416 

- -- mediastinal growth ; - - a mem i a .. .. 48 

5 30, 5 34 i - - appendicitis 536, 558 

- - media; tinitis . . 530 j - - ursenie . . .. 103 

- - myalgia 5 30, 5 U j -- - atheroma .. .. 538 

~ - neuralgia . . . . 530 j - - biliary colic . . 536 

- — in neurofibromatosis 530 -- -- burning, from arsenic 338 

- — lrom (esophageal ob- ! — — from carcinoma of 

siruction . . 5 U) ; liver . . . . 538 

pericarditis 5 30, 5 32, 5 33 j - pancreas . . . . 538 

- — pleural adhesions .. 5 32 - -- - stomach . . 340, 537 

- — pleurisy 5 >0, 532, 533 - - chronic pancreatitis 

- - pleurodynia 5 30,531 5 38, 810 

- — pneumonia 419, 5 30, 5 32 - — congestion of liver. . 5 38 

- — pneumothorax 209, - — coronary thrombosis 52 

5 30, (*48 — - corrosive .. 3.38, 929 

- - pressure on nerves . . 5 30 ■ - coughing .. .. 537 

- — pricking, in functional - — dilated right ventricle 5 36 

eardiopatliv . . 52 -- - duodenal ulcer 48, 

- - from pulmonary cm- 34 3, 5 38, 566 

holism , 363, 530 - - enn n .spa - m .. 5 58 

- — - tuberculosis 5 s2, 5 35 - — cpig.etiic hernia .. 5 37 

- - slipping rib . . 5 30 - - llatulence . . 5 36, 5 38 

- — spasm ol (esophagus 54 ~ gall-bladder lesion 864 

- - spinal canes . . 5 36 - - gall-stones 52, 316, 

- cord lesions . . 5 36 4 1th 5 38, 566 

- — spond\ litis delotmaiv- 870 — - castralgui .. .. 537 

- - stabbing, in functional - - in gastric cri'-v- . . 538 


eardiopatliv 

52 - - 

- from gaslit 

c ulcer 


from stitch . . 5 30, 

8d 2 

45, 3.} 6, 

3 39. 5 37, 

566 

stomach trouble . . 

5 36 - • 

- past nt is 

. . 5 36, 

9 30 

subplirenu. abscess 

5 30 - ■ 

- gaslt opto -is 


48 

in takes dorsalis . , 

5 >(* - - 

- heart diseas 

c . . 

52 

transverse inv el it is 

5 36 - 

- hepatic abs* 

,em 5 38, 

566 


- circumllcx nerve lrom • ■ - hepatitis . . . . 538 

brachial plexus lesion 204 - In, perchloi livdrni .. 537 

- along colon f i om eurci- - - indigestion .. 52, 536 


noma • >t tectum 

55o 

... .. 

inter costal neuralgia 

5.36 

- - — * ienioid . . 

55t, 

_ _ 

in itanl poison . . 

929 

contralateral, n: appen 


- .. 

lead 

45 

elicit i ; 

556 


liver lesion 

864 

- from renal calculin 

556 


m mural disease . . 

538 

on coughing, lrom 


~ .. 

lrom pancreatic cal- 


plcuri-v 

5 '*2 


culu • 

538 

at ilt ln*id insertion. 


_ 

pane real i t i *• . . 

310 

frt m reading in bod 

58 3 

.. 

perforated duodenal 


in diaphragm in general 



ulcer 

536 

peritonitis . . 

7M 


g.o ti ic ulcer . . 

536 

dragging, over liver, 


- - 

in per Kurdit r 

863 

from hcpatopioMs . . 
behind eat ifom mas- 

46 3 



from pi rigaM t in ad- 
he* ions 

538 

ti'idiris 

25 3 

... 

in phosphorus poison 


in ear lrom angina 



tug 

421 

luidovici 

25 3 

- - 

lrom pleurisy . . 

5 36 

- boils 

252 

- - 

pyloric stenosis . . 

5 37 

- cauinoma of middle 


_ - 

rheumatism 

5 37 

ear 

25 3 

- - 

in small-pox 

345 

- earn us ten h 

25 3 

. . 

lrom i- pinai cm ie; . . 

5 36 

- ceivieal herpes 

25 3 



stomach ttouble 

864 

— epithelioma ol tongue 

25 3 

_ - 

in tabes dorsalis . . 

538 

— erupting molar; 

25 3 1 

— - 

lrom undue pulsation 


- in glaucoma 

288 


ol abdominal aorta 

662 

- from glossopharynge; 

:\\ 

.. 

visceroptosi- 48, 

537 

neuralgia 

25 3 

- at 

external abdominal 


- malignant cervical 



ring from ureteric 


glands 

25 3 


calculus 

577 

— mastoid abscess 

694 

- in 

external cutaneous 


- mastoiditis 

694 


nerve 

540 

- operation on tonsil 

25 3 

~ extremities in eivtbro- 


— oiitis media 253, 

694 


melalgia 

320 


- perichondritis <4 ary- - EXTREMITY. LOWER 538 

tenoid .. .. 253 ■- - - (and sec Pain in 1 .eg) 

- quinsy . . 25 3 - - UPPER . . 543 

- referred . . 253 - - - (and see Pain in Arm) 

lrom retropharyngeal 1 — behind ev es m influenza 692 

abscess .. . . 253 - IN EYE' .. 546 

- sinus thrombosis .. 739 — - from acetylene blow - 

- syphilitic ulceration j pipe . . . . 547 

of pharynx . . 25 3 - - astigmatism . . 547 

- tabes dorsalis . . 253 ' ■ conjunctivitis 285, 546 

- telephone . . . . 879 - - with corneal ulcer , . 890 

- tic douloureux .. 253 - - lrom electric light.. 547 


- - cystoscopc in dia- j 533, 536, 864 i tonsillar abscess .. 25 3 ; - entropion .. .. 546 

gnosiug cause of . . 529 ; fracture of spine .. 536 ] tonsillitis .. .. 253 - - ethmoiditis .. 547 

- - f rom endomcti itis . . 700 j — — gall- stone . . . , 864 j — — tuberculous ulccra- j - - eyestrain . . . . 547 

~ - fibroid of uterus . . 529 j — — gastric ulcer , . 864 j lion ol pharynx. . 253 ) - - fine needlework . . 547 

- - haemorrhoids . . 529 j - - gastritis . . . . 536 j - - ulceration of cpi- j - foreign body . , 546 

ovarian tumour .. 529 heart disease 530, 533 | glottis .. .. 253 - - frontal sinusitis .. 547 

pelvic abscess . . 529 - - hepatic abscess 530, j .larynx . . . . 253 glaucoma 285, 288, 546 

“ hacmatoeele . . 529 695, 864 j uncrupted molar . . 253 - - hvpcrmctropia . . 547 

pregnancy .. ..529 herpes .. 530,531 (and see liarache) --inflammation .. 546 

pressure on bladder 529 - - hydropncuniothorax 801 - EPIGASTRIUM .. 536 influenza .. .. 547 

- rectum .. ,. 529 J - - indigestion.. .. 536 - - from abdominal ancu- - - interstitial keratitis 546 

rectal examination - - infarct of lung . . 364 rysrri . . 538 iridocyclitis . . 546 

in - • •* •• 529 j inflammation of skin 530 angina .. .. 538 iritis .. 285, 546 
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Pain in eye, con id. i 

- - in malaria . . . . 547 j 

measles . . . . 547 j 

meningitis . . . . 547 i 

microscopist s .. 547 

- from occupation . . 547 ; 

ocular herpes . . 546 

photophobia with.. 6 39 
i'rorn presbyopia . . 547 ! 
reading small print 547 i 
retrobulbar heuritis 

546, 625 

- in secondurv syphilis 547 


small pox . . . . 547 

from snow . . . . 547 

sphenoid sinusitis.. 547 
strong, sunshine .. 647 

in typhoid lever . . 547 

tvplius . . . . 547 

trom ulceration of 
cornea . . . . 546 

over eyebrow from Iron- 
tal sinus distention 285 
IN FACE .548 

from abscess ot antrum 
ol Highmore 226,567 

- • carbuncle . . ..511 

cvnjuncliv itis . . 548 

dental . 549 

from growth involving 
( iassertan ganglion 546 

- - gumboil . . . . 548 

gumma of Ciasserian 
ganglion . . 546 

herpes ot tilth nerve 54 l) 
in hvsterta . . ..651 

from neuralgia . . 546 

in neurasthenia .. 651 

trom parotitis . . 548 

in tabes dorsalis . . 550 

trom tic douloureux 

548, 640 

- tinea sycosis . , HI 

• - trigeminal neuralgia 548 

- tainting due to . . 267 

- in lingers in aero- 

panesthesia . . 545 

angina . . ., 50 

lrom cervical rib 544, 616 
onychia . . . . 46? 

- utter food iti chlorosis 46 

lrom gastnc ulcer 567 
giist roptosis . . 48 

■ (vsophage.il spasm 54 
simulating angina 54 
visceroptosis .. 4S 
in loot lrom abrasion 45n 
in anterior eruritis. . 540 
as an aura in epilepsy 87 
lrom blister . . 456 

- chilblains . . . . 456 

corns . . . . 456 

crush . . . . 456 

embolism . . 456 

erythromelalgia . . 542 

Hat - tool .. ..5 50 

foreign body . . 456 

trad urc . . . . 456 

gonorrhoea . . . . 425 

gonorrluval bursitis 540 

- librositis . . . . 540 - 

gout . . . . 5 56 - 

growing pains . . 456 

- - haemophilia . . 456 - 

haemorrhage into 

ankle . . . . 456 

- Henoch's purpura.. 456 

ill-fitting boots . . 456 - 

infective endocarditis 456 - 

- inflamed Achillis 

bursa . . . . 564 

ingrowing toe-nail . . 5 56 

injury . . . . 456 

kick . . . . 456 

limping due to . . 456 - 

lrom metatarsalgia 456 . - 

- Morton’s disease 456, 540 

- - needle . . . . 456 

parietal lobe tumour 87 
peliosis rheumatica 456 ' • 

- - prostatitis . . . . 545 - 

rubbed heel . . 456 * - 

- spine on os calcis . . 540 | - 

sprain . . . . 456 j - 

- - Still’s disease . . 456 I - 

suppurative arthritis 456 - 

• - thorn . . . . 456 - 

tuberculous ankle . . 456 

dactylitis . . 456 

~ - - tursus . . . . 456 - 


Pain in foot, contd. 

- - from whitlow . . 456 

- forearm from cardiac i 

causes . . . . 52 j 

- frontal, in angina . . 5 5 5 

- from frontal empy- 

ema . . . . 226 ; 

- — - sinus distention.. 285 ! 

- lrontonasal, lrom lrontal 

struts disease . . 550 ; 

- - nose affections . . 550 

- - upper incisor teeth 546 

- over gall-hadder from 

cholecystitis .. 696 < 

- - empyema of gall- j 

bladder . . 666 

- - gall-stones 5 16, 544 

general, in acute polio- 
myelitis . . . . 625 

- meningitis .. 7 5 5 

- peripheral neuritis.. 625 

GIRDLE . 326 

- umd see (»irdle Pain) 
in groin lrom carci- 
noma ot uterus . . 574 

- ectopic leslis . . 852 

-- inflamed inguinal 

glands . . . . 476 

- in renal colic 554, 9U 

gums from mercury . . 64 

in stomatitis . . 65 

hand lrom cervical rib 674 

■ choiulroni.ua . . 820 

■ ihromc rheumatism 186 

- pachymeningitis . . 888 

- rheumatoid arthritis 186 

- tenosynovitis . . 186 

- tuberculous disease 186 

in writer's cramp .. 186 

head in glaucoma .. 288 

- influen/a . . . . 692 

- lrom mediastinal 

grow t h . . . . 5 54 

- in neuralgia . . 872 

round the heart . . 536 
IN HEEL . . 551 

- from boot-pressure 551 

- bruising . . . . 551 

-- bursitis .. 551, 552 

- talcanodyni.i .. 540 
cane-, of os calcis . . 551 

- chilblain .. ..551 - 

- - cold . . . . 540 - 

- - cornificatioti of skin 551 

- - detachment of part 

ol astragalus ..551 - 

- librositis . . ..551 - 

- - foreign body . . 551 - 

tract uro of astragalus 552 - 

- - os calcis . . 551, 552 - 

- gonorrluval bursitis 540 - 

- - gout . . . . 551 ~ 

- injury .. 551, 552 

- jarring on road . . 551 - 

- - in motorists . . 540 

- - lrom needle ..551 

- - occupation and . . 540 

- from periostitis of os - 

calcis . . . . 551 , - 

- pin 551 ■ - 

- sarcoma of os calcis 551 ! 

- spine on os calcis — 

(/'/>-. 4<0 > 54i, 551, 552 - 

- tearing of ligament — 

551, 552 

- X ravs in invest iga- ! - 

ting . . 551 

hip, hysterical . . 179 

- from spondylitis de- 

formans . . . . 870 - 

-- tuberculous disease 457 - 
hunger (see Hunger Pain,) - 
in hyoid area from ear 

disease . . . . 550 - 

lower molar tooth 549 j 

- -- tongue lesions . . 550 - 

hvpochondrium from ; - 

acrophagy . . . . 555 ! - 

biliary colic . . 558 i 

- carcinoma eoli 558, 555 - 

of gall-bladder . . 558 ! - 

- - liver . . . . 558 ; - 

- - pancreas . . . . 554 - 

- -- stomach . . . . 558 - 

- cholecystitis . . 558 i 

- duodenal ulcer 554, 566 - 

- enlarged spleen . . 553 - 

-■ laical accumulation 553 - 

•- flatulence . . . . 553 - 

- gall-stones . . 553, 566 


Pain in hypothondrium , contd. 

- — from gastric ulcer 

553, 566 

hepatic abscess 55 3, 566 

hepatitis . . . . 553 

- -- herpes zoster . . 553 

- - intercostal neuralgia 553 

- - LEFT . . 553 

- — — from embolism of 

spleen . . 787 

stomach trouble. . 864 

- — from movable kidnev554 

- - passive congestion ol 


liver 

. . 553 

perinephric a 

bsccss 


55 5, 554 

perisplenitis 

. . 558 

pleurisy 

. . 55 3 

pyelitis 

. . 554 

renal calculus 

- 55 3, 554 

RIGHT 

553 

- from absc 

ess <4 

liver 

. . 740 

- active con 

pc- lion 

of liver 

. . 417 


- — - acute yellow atro- 

phy ..416 

cholecystitis . . 666 

- — Distoma hcpaticum 410 

- - - empyema of gall- 

bladder . . 696 

- - — gall-bladder lesion 864 

-- - - gall-stones . . 410 

- - - liver lesion . . 864 

- - from slipping rib . . 55 3 

- hypogastrium from 

bacterniria . . . . 91 

- - cystitis . . . . 699 

-- - prostatitis . . . . 72 3 

- retention cl urine.. 55 

- urachal cyst . . 815 

along iliac cre ,; t from 

ureteric calculus . . 577 

in iliac lossa lrom ad- 
hesions . . . . 562 

- - aneurysm of iliac 

arterv . . . . 564 

- - inflamed glands.. 562 

- - LEFT . 555 

- — - Ironi aneurysm 

el iliac artery 555 

- - - appendicitis . . 555 

- - - carcinoma of 

coion °8, 55^ 

rectum 555, 556 

----- sigmoid . . 556 

- - - eoli bacilluria., 555 

- - - constipation . . 655 

- - - diverticulitis 555,556 

- dysentery . . 555 
herpes zoster. . 555 

- - — impaction of 

farces . . 555 

infective arthritis 

of spine . . 555 

- - — inflamed iliac 

glands . . 555 

- — — injury . . . . 555 

- - - oophoritis . . 555 

ostco-arthritis of 

spine . . 555 

- — - osteoma of ilium 555 

- - ~ pelvic abscess . . 555 

- - - periostitis of 

ilium . . 555 

- — — pcriproctal ab- 

scess . . 555 

periprostatic ab- 
scess . . 555 

- — — psoas abscess. . 555 

- - - retained testis. . 555 

- - - retroperitoneal 

hernia . . 555 

- - - sacro-iliac joint 

disease . . 555 

- - - salpingitis . . 555 

- — — sarcoma of ilium 555 

- - - spastic constipa- 

tion . . . . 555 

- - - stiicli . . . . 555 

tuberculous hip 555 

iliac glands. . 555 

kidney . . 55“* 

twisted ovarian 

pedicle . . 555 

ulcerative colitis 555 

ureteral calculus 555 

ureteritis . . 555 

- - - volvulus of sig- 

moid . . 555 


Pain in iliac fossa , contd. 

from movable kid- 
ney . . . . 564 

necrosis of rectus 

abdominis . . 561 

pyelitis . . . . 554 

RIGHT . . . 557 

- — - - from actinomyco- 

sis ol caecum 558 

aneurysm of iliac 

artery . . 558 

- - - - appendicitis 856, 

557, 558, 828 

- - - - - simulated by 161 

- — - - from bacilluria 559 


----- calculus in uretcr557 

- — — - carcinoma of 

oicum . . 558 

_____ sigmoid . . 558 

- - - - chondroma of 

ilium 558, 564 

- - - - eoli bacilluria. . 557 

----- dysentery 558, 564 

gas in caecum. . 557 

herpes 558, 564 

- ileocaicul kink. . 558 

- - — - infective arthri- 

tis ol spine 558 

- - - - inflamed ilco- 

e re cal glands 557 

- ----- iliac glands 

557, 558 

- - - - injury . . 557, 561 

- - - - intestinal ob- 

struction . . 558 

- T.ane's kink .. 561 

----- lobar pneumonia 558 

- - - — at menstrual 

period . . 829 

- - - - lrom movable 

kidney . . 558 

myositis of rectus 

abdominis . . 557 

- - - - obturator hernia 558 

- - - - O' t co- arthritis of 

spine . . 558 

osteoma of ilium 

558, 564 

- - - - pelvic abscess. . 557 

- - - peri-appendicular 

adhesions . . 558 

- - - - penavcal adhe- 

sions . . 558 

picuris.N 558, 565 

- - - — pneumonia . . 565 

- - - - psoas abscess. . 558 

- - - - retained testis . . 557 

rupture of rectus 

abdominis . . 557 

- - - -- sacro-iliac joint 

disease . . 558 

- - - - salpingitis . . 557 

- - — - sarcoma of ilium 

558, 564 

- - - - spasm of colon 161 

stercoral ulcer of 

crecum . . 564 

stitch . . . . 557 

suppurative peri- 
ostitis of ilium 557 

- thrombosis of 

superficial cir- 


cumflex vein 557 

- — - — tuberculous 

cffcum 558, 562 

hip . . . . 558 

... il coca* cal 

glands . . 557 

- iliac glands 

557, 558 

kidney .. 558 

ureter . . 558 

- - - - twisted ovarian 

pedicle . . 557 
- typhoid fever 

558, 564 


ulcerative colitis 

558, 564 

ureteral calculus 559 

ureteritis . . 557 

from stitch . . 560 

tuberculous glands 828 

kidney . . . . 564 

twisted ovarian cyst559 

- insomnia due to . . 402 

- intercostal, from abscess 531 

- - aneurysm . . 241, 531 

- - callus . . . . 531 

- - carcinoma of spine 

(Pig. 158 ) 192, 531 
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Pain , intercostal , contd. 

- - from caries of spine 

19 3, 531 


Pain in lex, contd. 

from intermittent 


566 

567 


566 

566 


- - fracture of spine .. 5 31 

- - herpes . . 531, 862 

- - injury to spine . . 531 

mediastinal tumour 531 

- - new growth . . 531 

- - in tabes . . . . 531 

(and see Neuralgia, 

Intercostal) 

- in internal cutaneous 

nerve, in brachial 
neuralgia . . . . 543 

~ INTERSCAPULAR . 565 

- - lrom aneurysm 566, 567 

- - biliousness 565, 566, 567 

- - carcinoma . . . . 567 

-- - - of gall-bladder . . 566 

- - - liver . . . . 666 

• ■* - vertebra; . . . . 566 i 

- - duodenal ulcer 

- - dyspepsia . . 

- - epithelioma of tes 

phagus 

- - librositis 

- - flatulence . . 565, 566 

- - gall-stones . . 566, 567 

- - gastric carcinoma . . 566 

ulcer . . . . 566 

- - hepatic abscess . . 566 

“ - indigestion . . 565. 566 

■ - infective arthritis ol 

spine . . . . 566 

- - mediastinal sarcoma 566 

- - motoring . . . . 567 

- ' myositis . . . . 566 

- - rheumatism . . 566 - 

- - sarcoma of vertebrae 566 - 

spinal caries . . 566 - 

- - spondylitis deformans566 1 - 

- intrathoracic, from cm- j - 

holism of Jung . . 199 i - 

- in ischial tuberosity from j 

prostatitis . . . . 543 i - 

- jaw from empyema of I - 

antrum , . . . 664 i - 

LOWER . . 567 i - 

- from cardiac causes 51 | _ 

- - ... epithelioma . . 567 ! - 

neuralgia. . . . 567 ; - 

- - — tic douloureux . . 567 i - 

• - -- toothache . . 567 ! 

- uncruptcd molar 567 j - 

- - from molar tooth . . 549 ! - 

- - UPPER . . 567 - 

- - - from abscess of ! — 

antrum of High- j - 

more . . . . 567 ' 

- - - dental caries . . 567 - 

neuralgia . . 567 1 - 

- - (and see Toothache) j - 

- joints in acute rheu- I - 

matism 136, 282, 1 

423, 758, 844 I - 

- - erythema nodosum 502 
- Henoch’s purpura 

428, 680 
hvsterical .. .. 435 

in leprosy . . . . 502 

peliosis rhcumatica 680 
salicylates relieving 282 

- - in scarlet fever . . 282 

- due to scrum , . 677 

- tuberculosis .. 432 

kidnev from carcinoma 

of bladder . . . . 577 

- pricking, from stone 350 

- in pyelonephritis . . 448 

- lrom ureteric calculus 577 


claudication 

542 

multiple neuritis . . 

541 

obturator neuralgia 

540 

phlebitis 

539 

popliteal aneurysm 

844 : 

psoas abscess 

868 i 


~ - referred from bladder 543 
prostate . . . . 54 3 j 

- - - rectum . . . . 543 ' 

uterus . . . . 543 : 

in sciatica . . . . 5 39 j 

- - tabes dorsalis . . 541 i 

- — from thrombosis 321, 539 \ 

- — in transverse myelitis 176 i 

- - from trench fever . . 572 I 

- - tumour of bone .. 5 39 1 

- - - etui da equina . . 81 ! 

- LIMBS . . 568 

- — in acute cory/a 568, 569 

- - - specific levers . . 568 : 

- - angioneurotic oedema 280 ; 

1 mm arsenic . . 83 

- • in bronchitis 5o8, 570 

- -- cachexia . . . . 572 

- - from chill . . 5o8, 5b9 : 

in cholera , . . . 568 : 

- - chrome rheumatism 

568, 571 

cirrhosis of liver . . 568 

- - coh hacilluria . . 570 

dengue . . 568, 571 

- - diabetes mellitus . . 83 

dysentery . . . . 568 

- - from lebricula 568, 569 ; 

- - librositis . . . . 568 


Pain over liver, contd. 

with nutmeg change 463 

from perihepatitis. . 465 

- in loin from hacilluria 

91, 559, 669 

- - in dengue . . . . 571 

lrom epididymo- 

orehius . . . . 585 

- - hsematuria with . . .349 

- - from herpes zoster 564 

- - in influenza . . 692 

- - from movable kidney 

352, 564 

perinephric abscess 

438, 554 

- — perinephritis 

- - prostatitis . . 

pyelitis 

renal calculus 

- - — colic 

- - - tuberculosis 

- - in sciatica 

- - from suppurative ne- 

phritis 

- — tubeiculous kidney 

- - tumour of cauda 
equina 

ss ol scnsibilii \ to, m 
13 n i\v n - S equa rd pa ra - 
Ivms . . . Pig. 608 

- weight due to . . 9 U 
lumbosacral region from 

carcinoma ol ovary 81 

- — — Ti ctum . . 81 

• — - uterus . . . . 81 

- - lihromyoina . . 81 

- gumma . . . . 81 


697 
. . 54 3 
. . 554 
56, 351 
579, 9)1 
. . *52 

5 39 


699 

564 


677 

175 

885 

543 


474 

. . 534 
. . 533 
51 


In 


81 


gastritis 

:al arthritis 

568 

----- ol cauda equina 

627 - 

gonococv 

568 

- - - pelvic cyst 

81 

gout 


568 ! 

- - - - inflammation . . 

81 - 

in heart 

disease 

568 

pvosalpinx 

724 - 

hysteria 

. . 568, 

570 . 

— — — sarcoma . . 

81 

inllumin. 

it ion ol kid- 


— - - tuberculosis in pel\ 

is8 1 - 


Pain in muscles, contd. 

- - in peripheral neuritis 74 

polymyositis 569, 

702, 703 

- — pseudo-trichinosis.. 569 

- — rat -bite lever .. 740 

- - from scrum 

- - in tei anus . . 

-- - trichinosis . . 

- musculospiral nerve in 

brachial neuralgia 

- nasolabial, from upper 

first bicuspid tooth 549 

- in neck lrom adeniti 
-- ~ aneurysm 

- - in angina 

- - ft mu cardiac causes 

- - cervicul caries 528, 

694, 795 

- - r rib . . . . 142 

- - in delicate women .. 528 

- - from mediastinal 

growth .. .. 534 

- - meningitis . . . . 175 

~ - new giowth in spine 796 

- - p:u hvnu-mngit is .. 583 

- - pleural adhesions .. 5 32 

- - pulmonary tuhercu- 

Ioms .. ..5 32 

spinal caries . . 762 

- - still neck . . . . 528 

-- - ,and see Sore Throat , 

and Stiff Neck) 

- lieu i. ile ic. m dissem- 

inated sclerosis .. 75) 

- - herpes /osier . . 914 

- o .ten is deformans .. 820 

in nodules of von Reck- 
linghausen's di.easc 503 


lung.. 


. . 568 
. . 568 


— - - tumour of cauda 


equina.. 

from influenza 568, 509 ; - in maxillary area from 

- in malaria .. .. 568 ' glaucoma 

- malignant disease . . 568 

- A* alia fever 568, 571 

- measles . . . . 570 

- Meipe's disease . . 280 

- lrom muscular over- 

strain . . . . 568 

- myalgia . . . . 568 

- myositis . . 568, 569 

- in nephritis .. 5o8 

- neurasthenia 568, 570 

- from neuromyositis 

568, 569 

- optic thalamus lesions 754 
-- in osteo-arrhiitis . . 568 i 

. 569 


627 


550 

550 


549 


- - iritis 

- - upper first molar 

tooth . . 

- - - second bicuspid 

tooth . . 549 

- - i and see Pain in Jaw 
on mgist mat ion (sec 

1 >ysmonorrh<ra 
n mental area from 

549 


354 | 
56 


457 

179 


vesical growth 
over kidney from stone 
in knee lrom hip-joint 
disease . . 314, 

hysterical 

from internal semi- 
lunar cartilage in- 
jury . . . . 431 

- semimembranosus 

bursa injury . . 431 

~ synovitis . . . . 539 

- tuberculous hip . . 432 

LEG 538 

- from alcohol . . 85 

- atheroma of popliteal 

artery . . . . 540 

- carcinoma of uterus 574 

- in diabetes mellitus 83 

- from embolism 321, 539 

- epiphysitis . . . . 819 


- lrom overstrain 

- peripheral neurit i 

568 571 

- in pernicious antenna 

568, 572 - 

- pleurisy . . . . 570 - 

- poliomyelitis . . 177 - 

- lrom polymyositis 568 i 

- in pulmonary tuber- 

culosis . . 568, 570 - 

- pyelitis . . . . 5?o - 

- rat -bite fever 568, 570 ; 

- rheumatic lever . . 568 - 

- rheumatoid arthritis 568 : - 

-• scarlet fever . . 570 - 

-- secondary syphilis . . 568 - 

- serum disease . . 277 - 

- severe amentia . . 568 ! - 

- small-pox . . . . 570 j - 

- spirochauosis ictero- j 

hacmorrluigica . . 419 - 

- tabes dorsalis . . 568 i - 

- tonsillitis . . 568, 569 

- trench fever . . 568 i - 

- from trichinosis . . 568 j - 

- in tropical fevers . .568 I - 

- yellow fever 345, 1 — 

420, 568 , - 
lips from mercury . . 94 - 

- picking . . . . 459 

- in stomatitis . . 95 

little finger from car- 
diac causes. . 52 

liver from abscess . . 465 

- carcinoma . , . . 468 

- suppurative pylephle- 

bitis .. .. 738 

- tropical congestion 463 
over liver in cirrhosis 465 


549 , . 

549 

550 


lower canine tooth . 

- — - lir*-t bicuspid 

tooth 

im mu teeth . 

- — tongue lesions 
after micturition . . 576 

- - front carcinoma of 

bladder 49 3, 576 

- - cyst it is . . . . 493 

- - inflamed trigone 49) 

- - prost at uis . . 493 

- — tuberculous bladder 

49.3, 577 

- - vesical calculus . . 493 ' 

on micturition . . . . 493 

- — from appendicitis 

724, 828 

carcinoma of bladder 56 . 

invading bladder 724 


2 30 
699 
. . 720 : 
228 ; 

575 


- — - urethra* 

-- - in coli hacilluria 

- - from cystitis 

- - in gonorrhoea 

- - from prostatic ab- 

scess 

- - prostatitis 575, 720 

- - simple ulcer of 

bladder . . 722 

- - soft sores . . 230 

stricture . . . . 493 

- - tumour of bladder 576 

- - urethritis 493, 763 

- - vesical calculus.. 576 
in mouth after acute 

irritants .. .. 244 

- front corrosive poison 338 

- alter very hot or cold 

food 

muscles in cramp .. 188 

- dermatomyositis 569, 886 

- hysteria . . . . 179 

- multiple neuritis . . 616 

- myositis ossificans. . 703 

- occupation neuroses 189 


noid bone disease . . 528 
- sphenoidal sinusitis 

528, 550 

- - - tongue lesions . . 550 

- oesophagus alter acute 

irritants . . . . 244 

\crv hot or cold 

food . . . . 244 

- o .teoeopic . . . . 568 

- ovarian, from carcinoma 

ol ufcius . . . . 574 

- - in hvstei la . . . . 573 

• - ureu ial calculus simu- 
lating . . 719 

- in palate m stomatitis 95 

- paralysis v\ itli . . 612 

- - simulated by . . 612 

parot id . . . . 695 

- IN PELVIS . . 572 

from abdominal ancu- 

rvsru ..814 

- - abortion . . . . 57.3 

adhesions . . . . 57 3 

- - alter-pains . . . . 57 3 

- - appendicitis . . 573 

- - congestion of ovaries 57 3 

tubes . . . . 57 3 

-- - • uterus . . . . 573 

- -• constipation from . . 161 

- - in cryptomenorihuea 23 
from dysmenorrhaea 573 

- - dyspepsia . . . . 573 

- - endometritis 573, 700 

- - expulsion of fibroid 573 

- - with extra-uterine 
gestation.. .. 842 

- - from bullopian tube 

inflammation . . 814 

flatulence . . . . 573 

- gauze packing . . 573 

- - haemorrhage into 
Ciraafian follicle. . 573 

- - harmorrhagic corpus 

lutcum cyst . . 573 

- - hepatic colic . . 573 

- - intestinal colic . . 573 

- -- labour . . . . 573 

- - leaking gastric ulcer 573 

- - ovarian inflammation 814 

- - parametritis . . 700 

prolapsed ovaries . . 573 

- pyelitis . . . . 554 

244 i renal colic . . . , 573 

- retroversion of uterus 573 

- ruptured ovarian cyst 573 

pvosalpinx .. 573 

- with salpingo-odphor- 

itis .. 238, 843 

- - from sclerosed ovaries 573 
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Pain in pelvis, contd. 

~ - from lurry cyst of 

ovary . . . . 573 

- - tubal gestation . . 573 

- -- twisted ovarian ped- 

icle . . . . 573 

- PENIS 574 

from anal fissure . . 576 

appendicitis . . 579 

balanitis . . .. 578 

- ~ bilharziu . . . . 576 

calculus . . . . 2 50 

- - carcinoma of unal 

canal . . . . 578 

bladder 493, 574, 

576, 577 

- -- prostate 574, 575, 576 

~ rectum . . . . 576 

- - cavernitis .. .. 579 

- - cystitis 493, 574, 576, 577 

epithelioma . . 579 

- ol bladder 355, 722 

- - foreign body in 

urelhia . . 574, 575 

- - gonorrhoea . . . . 574 

liamutoma . . . . 576 

h.ematurta wit h . . 346 

1 rorn lu-t pc, s . . 579 

1 nil. lined Inemnrrhnids 

576, 578 

- - i\ mphangitis . . 579 

after micturition .. 574 
during micturition . . 574 
from papilloma of 
bladder . . . . 576 

paraphimosis . . 579 

phimosis . . . . 578 


prost.it ic abscess 574, 

576, 578 
- call ul i 574, 876, 578 
prostatitis 493, 574, 

576, 578 
reel al fissure . . 57H 

ten.cl code .. .. 879 

spermato vesiculitis 576 
1 : leone 1 ntecimn . . 576 

tuberculous bladder 

46 i, 576, 577, 716 
kidney .. ..721 

ureter . . . . 576 

tumour of bladder. . 576 
uretei k cah ulus 494, 

576, 577, 719 
ureteritis .. 576, 578 

urethral calculus 356, 574 
tti!ur> .. 574,575 

si rn lure . . 574, 575 

m et In i t i s 574, 57H, 76 3 
vesical calculus 355, 

46 3, 574, 576, 716, 721 
’.illous papilloma of 


bladder . . . . 574 

PERINEUM . . . . 579 

- ! nun anal lissure . . 576 

bueteriuria . . . . 61 

Hartholm abscess . . 576 
bartholinitis . . 579 

boil 579 

carbuncle . . . . 579 

carcinoma . . . . 579 

of bladder 494, 579 
prostate . . . . 579 

- condvlomata . . 579 - 

cystitis . . 579, 720 

cystocele . . . . 579 ! 

diabetic eczema .. 579 - 

eczema . . . . 579 - 

enlarged prostate . . 579 
epithelioma of vagina 579 
extravasation .. 579 - 

hstula . . . . 579 ■ - 

gonorrhoea . . . . 579 ’ - 

gouty eczema .. 579 

■ haimorrhoids . . 579 ! - 

inllumed seminal ves- 
teles . . . . 579 i 

intertrigo . . . . 579 ; 

- - ischiorectal abscess 69 3 ! - 

- - misplaced testis . . 579 j - 

periproctal abscess . . 69.3 j- 

- prostatic abscess 579, 693 - 

- - disease . . . . 494 

- - prostatitis 543, 579, 1 - 

720, 723 j - 

- - rupture of urethra . . 579 - 

- - stricture . . . . 579 j - 

- - tuberculous bladder 579 j - 

prostate . . . . 579 j - 

- - - seminal vesicles . . 579 - 

ulcer . . . . 579 j - 


Pain in perineum , contd. 

- - from urethral ubscess 579 

- - - calculus . , . . 579 

vaginitis . . 579 

- - vesical calculus . . 579 

- due to peripheral neu- 

ritis . . . , . . 749 

- in pharynx alter acute 

irritants . . . . 244 - 

— — — very hot or cold 

lood . . . . 244 ! 

- popliteal, due to abscess 844 , - 

- — popliteal aneurysm 844 : 

- precordial, in acute 

rheumatism . . 263 - 

- - lrom alcoholic heart 

17, 377 ; - 

- - m angina pectoris 

152, 582, 654 ; - 

- - aortic regurgitation 

259, 5 3 3 - 

- - arteriosclerosis . . 14 - 

- - chronic nephritis . . 14 - 

- - from coronary artery - 

sclerosis . . . . 375 

dilatation ol heart.. 266 - 

- - n.A.H. 115,247,897,859 

- - cndocurdiLis . . 26 3 

- - fatty heart .. 17, 377 - 

- • fibroid heart 17, 264, 377 

- ••• heart disease . . 533 - 

- -- heartburn . . 376 - 

- •• imocardiul affections 17 

- • myocardit is 20 3, 204 

- - pern ardit is . . .. 863 - 

- “ tobacco hear: . . 377 - 

- - ‘ and see I’.un in Chest; 

- in prostate born pjos- 

lut itis . . . . 723 - 

above puln-s irom reten- 
tion ol urine . . 55 - 

- in rectum lrom anal - 



- - -■ rectum . . . . 98 

- prostatitis . . . . 720 - 

- ulcer ol anus . . 727 - 

- vesiculitis .. .. 700 

referred . . 527 

- in abdomen . . . . 151 

to ear . . 253 

- In face and head . . 867 

- spine 8t>7, J-'ip. (>M/j 871 

- from teeth . . . . 549 

sacral, hiematuria with 349 

- 1 roni prostate disease 349 

- sacro-iliai joint disease 8 1 
over sacro -iliac joint.. 458 

- - with iliac abscess 8 31 
in scalp after concussion 866 

- due to diabetes . . 867 

- ear disease. . . . 550 

in In steria . . . . 867 

- due to maluria . . 867 

- in neurasthenia .. 867 

- lrom otitis media . . 550 

- rheumatism . . 867 

scapular, from cervical 

rib . . . . 545 

sciatic (see Sciatica) 
sense lost in Morvan’s 
disease . . . . 302 

- - syringomyelia 81, 

82, 125, 302, 

320, 435, 619, 628 
sensory paths of . . 750 
in shins in trench fever 

710, 786 

SHOULDER . . . 579 

- from abscess of liver 580 ; 

- acute brachiitis . . 580 j 

- allied to writer’s > 

cramp . . . . 581 

- from aneurysm 580, 582 : 

- in angina pectoris 

533, 579, 580, 582 j 

- from aortic disease. . 580 

- appendicitis . . 583 

- arthritis . . . . 580 ; 

- atheroma of aorta . . 580 

- back - draught in 

motoring . . 580 

- in biliary colic . . 864 

- from biliousness . . 580 

- brachial plexus lesion 204 

- brachiitis . . . . 583 

- carcinoma of liver . . 468 

pancreas . . 580 

- - stomach . . . . 580 

- cardiac causes . . 52 


*ain in shoulder , contd. \ 

- from cervical rib . . 545 I 

- cervico-brachial ncu- ! 

ralgia . . 580, 583 ! 

- cervico-dorsal caries 580 

- cholecystitis 580, 583 

- coronary artcrydiseasc580 

- cyst of pancreas . . 580 

- damp . . 580, 581 

- diaphragm lesions 

582, 583, 864 

- diaphragmatic pleu- 

risy . . . . 532 

- duodenal catarrh . . 580 

- - ulc r .. 580,583 

- hbrosiiis .. .. 580 

- flatulence . . . . 580 

- gall-bladder lesion . . 864 

- gall-stones 580, 583, 864 

- gastric ulcer 580, 583 

- gastritis . . . . 580 

- growth in spine . . 583 

- hemiplegia . . 580, 583 

- herpes zoster 580, 583 

- indigestion., .. 580 

• injury . . 580, 581 

-- int ral Imracic new 

gjowlli .. .. 580 

- left, in angina pectoris 

152, 654 

aortic regurgitation 259 

- from liver abscess 

465, 583, 695 

- ■ lesion . . . . 864 

- mediastinitis . . 535 

- motoring . . . . 567 

- muscular paralysis . . 580 

- myositis . . ’ ..580 

~ in navvies . . . . 581 

- from neuritis . . 580 

- new grow th in liver 580 

spine .. 580, 58 3 

- nutmeg liver . . 580 
occunation . . 580, 581 

- pachymeningitis 580, 583 

- pancreatitis., .. 580 

- perinephritis . . 583 

phthisis 532, 580, 582 

- - pleura! adhesions . . 5 32 

- - pleurisy . . 580, 582 

- - pneumonia . . 580, 582 

- - pneumothorax 580, 582 

- - in porters . . . . 581 

- - from pyosalpinx .. 58 3 

- - reading In bed 5S0, 583 
referred from phrenic 

nerve . . . . 864 

right, due to abscess i 

of liver . . . . 740 < 

- - - active congestion ! 

ol liver . . 417 j 

biliary colic . . 553 

- — — carcinoma of liver 468 ( 

gall-stones . . 410 

in rowing men . . 581 

- - lrom spinal caries . . 583 I 

in stokers . . . . 581 

- - from stone in pan- 

creas . . . . 580 

- subacromial bursitis 

580, 581 

- subdiaphragmatic ab- 

scess . . 580, 583 

peritonitis . . 580 ; 

- synovitis . . . . 580 i 

syphilis of aorta . . 580 ! 

- tropical hepatitis . . 580 I 

- weight-carrying . . 204 1 

- X-rays of chest In 

diagnosing cause of 582 

- sole from gonorrhoea. . 429 

gout. . . . . . 429 , 

- spasmodic, in pelvis . . 573 

- in spine from aneurysm 

241, 871 

- - aortit is . . . . 871 , 

- arteriosclerosis , . 871 

- - carcinoma of colon. . 871 I 

“ liver . . . . 871 j 

stomach . . . . 871 ' 

- - uterus . . . . 871 ! 

- - cholangitis . . . . 871 

- - colitis . . . . 871 | 

- constipation . . 871 i 

- coronary sclerosis . . 871 ! 

- fibroid heart . . 871 J 

- gall-stones . . . . 871 ; 

- gastric ulcer . . 871 j 

- - gastritis . . . . 871 i 

- - heart disease . . 871 ! 


Pain in spine , contd. 

in labour . . . . 871 

due to menstruation 871 

- — myocardial disease. . 871 
new growth of pleura 871 

- - nutmeg liver . . 871 

- — pleural adhesions . . 871 

pleurisy .. ..871 

- - with psoas abscess. . 458 
after typhoid fever. . 870 

- - due to uterine inflam- 

mation . . . . 871 

- in spleen from injury . . 788 

- over spleen in infective 

endocarditis . . 46 

- behind sternum from 

achalasia oesophagi 535 

- — - carcinoma of oeso- 

phagus . . 535 

- - - cardiac causes 51, 52 

- - - cardiospasm . . 535 

- - - cicatricial stenosis 

of oesophagus. . 535 
... _ - corrosive poison . . 338 

- - - flatulence 376, 536 

- - - gastritis . . . . 536 

heartburn.. 376,536 

- - - indigestion .. 536 

- - - mediastinitis . . 535 

- - -■ ursophagismus . . 535 

- over sternum due to 

periostitis .. .. 862 

- supra-orbita! region in 

angina . . . . 533 

- suprapubic, from cystitis 

355, 576, 720, 722 

- - prostatitis . . 720, 723 

with urethritis . . 722 

- in suprascapular nerve 

lrom cervical rib . . 545 

- on swallowing . . 244 

- from periostitis of 

hyoid bone . . 590 

in syringomyelia . . 752 

teeth in glaucoma . . 288 

- temple front bicuspid 

tooth .. 549, 867 

- car disease . . . . 550 

- glaucoma . . . . 550 

heart disease . . 867 

iritis. . . . . . 550 

lung disease . . 867 

stomach disease . . 867 

- tenderness with . . 526 

- without tenderness 526, 566 

- IN TESTICLE. . . . 584 

from abscess . . 768 

- — aneurysm eroding 

spine . . . . 589 

appendicitis . . 589 

calculus . . 351, 589 

- - cyst 588 

epididymo-orchitis 585 

growth ol spine . . 589 

- - hydrocele . . . . 588 

- misplacement . . 589 

- - - appendicitis simu- 

lated by . . 589 

- new growth . . . . 580 

orchitis . . 584 

oxaluria . . . . 589 

at puberty . . . . 589 

f rom renal colic . . 931 

- - sexual excitement . . 589 

varicocele . . . . 589 

- thigh from aneurysm 

of iliac artery .. 564 

in anterior cruritis. . 540 

- - from herpes zoster. . 564 

- - impacted pelvic tu- 

mour .. 574 

obturator hernia . . 832 

renal calculus . . 351 

- - in sciatica . . . . 539 

- throat from corrosive 

poison .. 338 

glossopharyngeal neu- 
ralgia . . . . 253 

periostitis of hyoid 

bone . . . . 590 

- toe In gout . . 428 

- Kavnaud’s disease.. 542 

“ TONGUE ..590 

- - alter anaesthetic 590, 591 

- - from bitten tongue 

590, 591 

- - causes of . . 590 

- from chronic strepto- 

coccal glossitis 590, 

591, 861 
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Pain in tongue, contd. I Palate , eontJ. 

- — in epilepsy . . . . 591 j — Koplik’s spots on 224, 283 

from cpiihelioma 590, 89b ■- lupus of, lurmopiysis 

- - foreign body . . 590 : simulaied by . . 359 

hot foods .. 590,591 - paralysis oi (see Paralysis) 

- - injury to frtenum . . 590 - pemphigus affecting 95, 127 

- - mercury . . 94 ! — perforation of, uctirio- 

- - mouth gag .. 590, 591 mycotic .. ..710 

myositis . . . . 590 malignant . . . . 730 

- - neuralgia .. .. 590 ! - - regurgitation of food 

- - periostitis of nvoid through nose from 

bone . . . . 590 ! 22 k 730 

- - ranula . . . . 590 | - — from syphilis 223, 261 , 7 30 

- salivary calculus .. 590 ; traumatic .. . . 7 It) 

smoking .. 590, 591 tuberculous.. .. 710 

- - in stomatitis . . 95 j - pigmentation of . . 9*11 

- — from tic douloureux 590 \ - — in pernicious anaemia 

- - tongue forceps . . 591 j i/wy. 64 >45 

- - tootli .. 590, 591 ' - redness of, in stomatitis 95 

-- - tooth-plate . . 590, 5 Q 1 I — reflex absent in hysteria 573 

- - trichinosis . . 590, 591 ! - - impaired m bulbar 

- ulnar nerve in brachial paralysis . . . . 773 

neuralgia . . . . 543 ; - sarcoma ol . . . . 710 

- UMBILICAL . . 593 - scarring of, from syph- 

- - from carcinoma of ilis . . . . 261 

colon .. . . 593 — sepsis of, cervical aden- 

pylorus .. ..591 itis from .. .. 763 

- -■ divarication of recti 591 - soli, paralysis of, stertor 

hernia . . . . 591 due to . . 794 

- - in lead poisoning . . 594 - stomatitis affecting . . 65 

- - from phthisis .. 594 , - swelling of, in stomatitis 95 

- - spinal caries . . 594 — tenderness of, in stoma- 

tumour .. .. 594 litis .. .. ..95 

- - in tabes dorsalis . . 594 - tuberculosis of . . 762 

- - tuberculous periton- - - sore throat due to .. 757 

itis .. . 593 - ulceration ol iseeUlcer- 

- along ureter from cal- ation 

cuius . . 56. 719 - varicella affecting . . 919 

- in urethra from calculus 49 1 Palloi. acute, from duo- 

in ureter . . . . *194 denai ulcer . . . . 342 

- - cystitis .. . . 494 - in acute nephritis .. 57 

epithelioma. . . . 851 - from alkalis . . . . 128 

- - vesical carcinoma . . 494 - in angina pectoris . . 5b 

- vagina from kraurosis 2 39 - aortic regurgitation .. 259 

- vulva from cystitis . . 494 - cirrhosis ot liver . . 48 

gonorrhoea .. .. 239 - due to duodenal haemor- 

- - kraurosis . . . . 855 rhage . . . . 298 

- - leukoplakia . . . . 239 - fainting . . . . 298 

varicocele . . . . 855 - of foot in intermittent 

- - vesical carcinoma . . 494 claudication . . 542 

- worse in bed . . . . 568 - Raynaud's disease . . 542 

- in wrist from cardiac - hands in acropanes- 

causes . . . . 52 1 thesm . . . . 545 

Painful coitus (see Dys- - increasing, in pernicious 

pareunia) ' anemia . . . . 3(i 

- erections in gonorrhoea 228 - in Meniere’s disease . . 912 

- tongue illustrated - mitral stenosis ; Pig. 78 1 66 

(Pigs. 455 -4)8 ) 592 - not necessariK antenna 26 

Pains, boring, in tabes - occupation anil . . 26 

dorsalis . . . . 753 | — Irom pericarditis- . . 5 32 

- growing (see Growing - in phosphuretied hv- 

Pains) drogen poisoning . . 421 

- lightning (see Lightning - with pyoneplmn.i*. . . 450 

Pains) , - from ruptured tubal 

- starting, due to hip-joint gestation .. .. 735 

disease . . . . 403 - in scurvy . . . . 679 

T1 MTit, seleniuretted hydro- - sudden, from haema- 

j ; from .. 212, 421 temesi-, .. .. 339 

’as niers, basophilia in .. 30 - with tuberculous joint 432 

cramp in .. .. 189 - (and see Antenna) 

dermatitis in . . . . 917 Pul mar fascia, I )upnytren's 

Painting, defective, in contracture of P;c. 152 > 179 

general paralysis . . 157 Palmaris brevis, nerve- 

Paired beats . . . . 673 supply of . . 616 

Palate, actinomycosis ol 762 j - lonpus. nerve-supply of 615 

- - sore throat due to . . 757 Palms, acroparesthesia 

- aspergillosis of, sore affecting .. .. 545 

throat due to . . 757 - cheiropompliolvx <4 

- ataxy of . . .. 11 ' 124, 918 

- bleeding, in stomatitis 95 - congenital syphilis of. . 498 

- carcinoma of . . . . 762 , - dysidrosis of . . . . 918 

— sore throat due to . . 757 - excessive sweating <4. . 803 

- catarrh of, bacteria which > - horny, in erythema kera- 

cause . . . . 757 1 todcs . . 502 

- -- sore throat due to . . 757 ; - hyperkeratosis of, from 

- clelt see Cleft Palate) i arsenic .. 45, 83, 94 

- crusts on . . . . 95 ( - irritation of, in eheiro- 

- dermatitis herpetifor- j pompholyx . . .. 124 

mis affecting . . 95 j - trdema of, in erythema 

- endothelioma of .. 730 j kcratodcs ., .. 502 

- epithelioma of (see Lipi- ! - pink hue of . . . . 803 

thelioma) ! - pityriasis rubra pilaris 


Palpation and ascites 59 Palpitation, contd. 

-- of kidney, technique of 350 - from visceroptosis .. 463 

Palpebral fissure, small, I - wind . . . . 597 

with paralysis of arm .. 612 1 Palsies, birth, causes of.. 169 

— - — from spinal cord j Palsy, Pell’s . . . . 602 

lesion .. .. 618 i - Duchenne’s .. 618 

— - wider in iacial para- ; - Erb’s . . 618 

lysis . . 602 , - Klumpke’s . . 618 

— fissures, oblique, in - - lucmatotnyeha distin- 

Alongolian idiocy .. 29.3 : linguishcd lrom.. 620 

— — unequal ; see Ptosis) - — unilateral as a rule. . 620 

PALPITATION .. .. 594 - ‘Saturday night' 84 

— from abdominal tumour 595 - (and see Paralysis’) 

— absinthe .. 594, 596 Pampinilorm plexus, throm- 

— acute rheumatism .. 26 C bosis ol, priapism trom 657 

— adherent pericardium 594 ; Panama, dysentery in 99 

— alcohol .. 594, 596 ; Pancreas, affections of, 

— ana-mi a . . 595, 597 diastase coelbciem of 

— aneurysm . . . . 595 urine high from . . 216 

— uortie regurgitation 259, 594 - - fat tv stool* from .. 216 


- — stenosis . . . . 594 - calculus in (sec Calculus) 

- arteriosclerosis .. 5 l, 4 - carcinoma of tsec Cat- 

- ascites .. .. 595 cinonia’ 

- athlete’s heart . . 266 - cirrho-.j- ot, in bronzed 

- blacksmith's heart 564 diabetes .. .. 3 35 

- chlorosis .. 346, 5‘>s .. ost ot imi CyM ' 

- chronic bronchitis .. 594 - diabitc, and .. ..335 

- - nephritis- . . 1 *1 embolism ol. cob, lrom 148 

- cloudy swelling . . 594 - liaury to, tohe trom . . 148 

- cocaine . . 594, 596 - neoplasm of, lain stools 

- coffee . . . . 594, 596 horn . . 410 

- congenital heart . . 594 - suppmation, subphreme 


- cordite .. .. 594 abstC’S lrom .. 807 

- coronarv artery at he- - tenderin' s over, in acute 


ronia 

375, 644 

pancrealil is 

. . Oil 

- definition of . . 

. . 594 

- tumour ot, amrst hetic 

— from digitalis . 

. . 694 

in dial. nosing 

. . 810 

— dilatation of hear 

. . 26 n 

- - ascites trom 

. . 61 

- D.A.ll. 247, 

59?, 859 

- - enlarged spleen 

d 1 s - 

- drugs 

. . 594 

tingur lied 1 rum . . 776 

dyspepsia 

. 595 

- - in epigastnum 

. . 810 

- emotion 

594, 596 

- — lat t y stools trom . . 412 

- emphysema . . 

594. 596 

- *• gall-bladder enlarged 

- endocardit is . . 

. . 26 3 

with 

. . 412 

- enlarged spleen and . . 775 

- - glvco; uria from 

. . 412 

- in epilepsy 

. . 594 

- - iaundivc lrom 

407. 412 

- from lam heart 

594, 595 

- -- in lctt hypos 

hon- 

-- fibroid heart . . 

2b4, 594 

dr turn . . 

. . 812 

■ - lung 

. . 594 

- physical sinus of . . 776 

— flatulence . . 

. . 695 

■ portal vein obstrut- 

- Hushing with . . 

.. 3(M 

t ton hy . . 

61, 778 

- from t right 

594, 696 

- - pulsation o\cr 

. . 412 

- functional he.irt trouble 52 

- - siqns of 

810 

— granular kidnc\ 

. . 594 

Pancreatic arte tv opened 

— in Graves’ disease 

594, 

b\ gas iris ula r 

. . 3 39 

596, 

877, 881 

- calculus (see Gale 

llllis 

- heart disease . . 

. . 404 

- colic, causes of 

. 148 

- lrom heartburn 

. . >76 

diarrhoea 

. . 216 

- hep.il opt OMS . . 

. . 46 3 

- disease, heevs acid 

in . 300 

- heredity . . 

. . 594 

- - laity acid erv-t: 

Is in 

- high blood-pressure . . 594 

stool*, in . , 

. . 300 

- in hvsten;: 

5 ( )4, 597 

- — — stools trom 

. . 582 

— from lack of exercise. . 595 

glycosuria fiotn 

. . 582 

- list of causes of 

. . 594 

- - kerat m-coated cap- 

- trom lung atlections 

sules in stoo 

Is in 410 


594, 595 

- - methylene blue in 

- mediastinal hbros 

is . . 595 

diagnosing 

. . 410 

- - new growth 

595, 597 

- - muscle fibres in 

St Ol '1 s 

- mitral regurgilati 

on 

in . . 

300, 410 


262, 594 

- - pigmentation ot 

skin 

-- — s tenor, i s 

. . 594 

1 mni . . 

. . 582 

- morphia 

594, 596 

— duct, stone in, 

colic 

- myocardial affections 

from 

.. 148 


594, 595 

- ducts, catarrh of 

. . 411 

- myocarditis . . 

26 3, 264 

- infantilism 

. . 2 36 

- nervousness . . 

. . 594 

REACTION, CAM- 


- in neurasthenia 

571, 

MIDGE’S . 

. 128 


594, 597 

Pant reat it is, abdominal 

- neurosis. 

. . 597 

pain lrom . . 

700, 706 

- from ovarian cyst 

595, 597 

- acute, abdomen su 

pple 

- parenchymatous 

oitrc 877 

in 

. . 485 

- paroxysmal tachyc 

irdia 

-- -- abdominal pain 

in. . 931 


594, 857 

- - account of 485, 810, 931 

- pericarditis 

. . 594 

- - acute peritonitis sirn- 

- in pernicious antemiu 595 

ulated by 

. . 810 

- front pleural effusion . . 594 

— -- alcoholism and 

. . 168 


pregnancy . . . . 595 collapse in . . . . 810 

primary alcoholic heart 594 -- - constipation in 810, 931 

pulmonary stenosis .. 594 - - lat necrosis in 168,485, 

- senile changes in heart 594 (Pig. 625) 810, 811, 931 

in Stokes -Adams’ syn- - - fever in . . . . 810 

drome . . . . 596 - - hit-morrhagic, abd< 


- erythema hullo. sum j affecting .. .. 746 i - from stoutness .. 595 : minul distention 

affecting .. .. 95 1 - pruritus of .. .. 659 | - in tabes dorsalis .. 594 1 from .. 149, 736 

- fatigue of, in myasthenia | -- syphilis affecting 601, 602 j - from tea .. 594, 596 - - - colic from .. 148 

gravis .. .. 773 j - tender, in erythema I - thyroid extract .. 594 j - - simulated by.. 149 

- flaccid, from paralysis 242 j keratodcs .. .. 502 I - tobacco .. 594,596 ; constipation from 736 

- gumma of (see Gumma) j - xanthelasma of, in jaun- \ - after trench fever . . 710 I fainting due to . . 297 

- herpes zoster of . . 914 dice . . . . 405 j - from tympanites 595, 597 I fat necrosis in . . 736 

- inflammation of . . 761 I - (and see Hands) | - valvular disease . . 594 i hiccough from . . 386 
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Pancreatitis, acute, h<rm., contd. Pancreatitis , eonid. 

- - - intense abdominal 1 - from mumps . . . . 128 

pain in .. 730 - occult blond in stools 

intestinal obstruc- from .. . . 130 

lion simulated - pain in shoulder Irom 580 

by . . . 736 — pigmentation ol skin in 700 

laparotomy for 140,736 : - pyrexia due to 688, 700 

- nott'S on . . . . 736 - salivation lrom . . 662 

- peritonitis simu- - seldom primary . . 128 

luted bv .. 7 36 -■ in seplicicmia. . .. 706 

- - no rigidity with.. 146 stool examinations in 700 

symptoms Of . . 536 ■ stools acid with . . 130 

tympanites from 7 36 - as a surgical emergency 700 

vomiting lrom .. 736 — lrom syphilis.. .. 128 

i titc.stin.il obst ruction - tests lor .. .. 128 

simulated by 168, - from tubercle . . 128 

485, 810, 0 31 - tuberculous glands 

laparotomy lor 485, simulated by . . 700 

5 3t>, 810 - - peritonitis simulated 

in diagnosing 108, 031 by .. .. 700 

meleorism liom .. 485 - from typhoid lever .. 128 

nausea in . . .. ‘Ml - urobilin in urine lrom 120 

pain in epigastrium Punnus, corneal ulcer w itb 801 

lrom 485, 5 36, 810 - lrom tnuhoma 286, 801 

perforated gastnc Panophthalmitis .. 800, 801 

ulcer simulated bv 485 Papilloma <4 bladder, cai- 
lendcrncss over pan- cinomu simulating . . 722 

ereus in . . .. 031 - - cystitis with .. 722 

turnout tare in .. H!0 - — cysloscope in diaimo* - 

- - vomiting in 810, 020, Q31 mg 40 3,576,677,722 

from alcoholism .. 12K — enlarged prostate 

artcriost lerosis 128 simulated by .. 403 

back-pressure.. .. 128 - - lragmcnt m urine 349,722 
bile pigment in urine - - hicnnturm lrom 548, 

from . . 120 54 l k 35 3, 576, 577 

blood-suqnr difference pain in penis lrom . . 576 

value In . 130 - - pvurta due to 716, 722 

C.umnudge’s i cue turn retention ol urine 

with . . . . 3 J 6 from . . ..403 

lrom carcinoma .. 128 - - strangury due to .. 707 

chrome indigestion - breast, blood lrom 

due to .. 131 nipple due to .. 227 

chronic (aimmidgc's - epithelioma starting ill 767 

reaction lrom . . Hit' - ol gum, bleeding gums 
cat.tu li.d i an n dice ltom .. .. 93 

distinguished lrom 411 -- kidney, h.ematonepbtosis 

claves stools lrom. . 810 lrom . . . . 351 

coin lrom 147. 148, luvnvituna lrom 348, 351 

153, 316,410 - - hydronephrosis Jiom 351 

witlnut d iihetes .. 3 35 - - iciia! enlargement 

dirleteiuc bloovl MU’.ir ltom .. .. l 51 

curve in In;. ',14 12 l > - - ureter obst rutted by 351 

duodenal ulcer simu l.irvnx. asthma simu- 
lated by .. .. 15' lated bv .. .. 65 3 

epigastric tumour - - lustologv in diagnosis 388 

Irom .. .. 810 - scrotum .. ., 767 

tat in s ' no! 111 1 3(i, 310 - - henna testis simu- 

gall bladder enlai ged lated by .. .. 709 

Irom . . 316, 408 ureter . . . . . . 351 

gall-stone s m 5 38 - urethra, discharge due 

- simulated by 15 3, to .. .. 230 

316, 410 - - endoscope in diu- 

glvcosuria lrom .. 810 gnosing .. .. 230 

jaundict from 153, - - lrom gonorrhtva .. 2 30 

31b, 407, 410, 5 38, 810 - - hiematuria from .. 348 

lapaiotoniy in dia- - villous, ol bladder, pain 

gnosing 16 3, 410, 5 39 in penis lrom .. 574 

oxalate crystals in - ol vocal cord l : n;.212 ) 245 

untie 111 . . 120 — - - hoarseness lrom 388 

pain in epigastrium - vulva lrom gonorrhica 854 

Irom .. 5 38, 810 - - swelling due to .. 853 

pancieatic cyst 1mm 811 Papillomata in asciti< fluid 66 

prognosis in . . 81(3 - ol peritoneum . . 66 

- tenderness m epigas- Papillomatous ovarian cyst 66 

trmm lrom . . 810 Papule, delimtion ol . . 507 

from cirrhosis ol liver 128 epithelioma starting as 886 
cyanosis irom . . 106 PAPULES . . 597 

diabetes lrom.. ..131 - in acne vulgaris 5 l >8, 600 

lrom duodenal catarrh 128 — chiekcn-pox .. 762,019 

ulcer .. 128, 1 30 - congenital syphilis .. 408 

duodenal ulcer simu- - dermic . . . . 508 

lated by .. .. 153 - in cc/ema .. 508,015 

- epigastric pain lrom.. 316 - epidermic .. .. 508 

twees peculiarities In . . 130 - in erythema multilornie 600 

fatty stools ltom . . 410 - linger allectcd by . . 301 

- from gall-stones . . 128 -- on finpers in pityriasis 

gall-stones simulated rubra pilaris . . 600 

by .. .. 15 3, 700 : - in glanders .. ..683 

from gastric ulcer 128, 1 30 1 - goose-skin . . . . 508 

glycosuria with .. 700 - granulosis rubra nasi. . 80 3 

- illustrated 625) 810 - herpes zoster.. .. 914 

- indieanuria from . . 120 : -• ichthyosis hvstrix . . 509 

from influenza . . 128 : - impetigo contagiosa . . 918 

iodine coefficient of ! - itching with .. .. 598 

urine in . . . . 129 | - in Jacquct’s erythema 498 

jaundice due to . . 131 j — kerutosis piluiis . . 599 

laparotomy in diugnos- i - lichen planus 598, 600, 
ing 153 j 601, 746, 919 

- microscopical examine- - - ruber plunus 598, 602, 746 

lion ol faces in . . 130 I - - scrofulosorum . . 597 


Papule r, contd. 1 Paralysis, abductor, contd. 

- in lupus vulgaris 500, - - bilateral, urgent syrn- 


891, 892 pioms from . . 605 

- melanotic carcinoma.. 508 cyanosis lrom .. 197 

- milium . . . . 598 ~ - dyspnoea lrom 246, 248 

- udcinatous . . . . 508 stridor due to . . 799 

- in pityriasis rubra pi 1 - - - lrom syphilis 197, 799 


aris . . 598, 509, 746 - - after thyroidectomy 799 

- prurigo . . 598, 600 - - due to vagal centre 

- psoriasis . . . . 745 degeneration 197, 799 

- ringworm .. .. 311 - - 'and see Paralysis, 

- scabies . . . . 918 ; Laryngeal) 

- seborilura . . 498, 744 - of accommodation in 

- small pox 678, 684, 762 disseminated sclerosis 923 

~ svphilr 499, 598, 601, - acute ascending, of 

68 3, 684, 686, 854, 919 Landry .. ..623 

- due to turpentine . . 918 - adductor, coughing 

- in typhoid lever .. 784 possible with .. 606 

- typhus lever . . . . 786 — of adductors of thighs 

- umbi Heated, in lichen from poliomyelitis. . 623 

ruber planus .. 598 - agitans. 880. 881 

- in urticaria .. 598, 600 - - absence of arm swing 

vaccinia . . . . 920 in walking in . . 614 

various colours of . . 598 aching in limbs in. . 881 

- due to verruca plana. . 508 - - arm flexed in . . 614 

- in xeroderma . . . . 590 - - bent rigid carriage in 881 

- yaws . . . . . . 74 3 - - bread-crumbling 

- yellow, in xanthoma.. 598 movements in .. 880 

J’upulo- pustules . . 597, 681 - - cigarette-roll ing move- 

Papulo-vesicles . . . . 507 merits in . . 880 

Paracentesis abdominis - - cortical degeneration 

lor ascites .. (j 3, 67 simulating .. 881 

- - chronic peritonitis - - dysphagia due to . . 662 

from . . . . 63 -- - emotion uncontrolled 

in cirrhosis ol liver 67 in .. .. 292 

- — repeated, in malignant — - encephalitis Simula- 

peritonitis .. 66 ting .. 157, 292 

- perihepatitis . . 67 - - facies in 

- - in tuberculous peri- '/■;*. 24S) 292, 609, 881 

tomlis . . . . 65 - - tailing in . . . . 881 

- in diagnosing ovarian - - fesiinaiion in 314, 881 

cyst . . . . 60 - - hesitant gait in . . 614 

- repeated, chronic peti- - ~ hysteria simulated by 614 

tonitis from . . 68 - - insomnia from . . 404 

- — perihepatitis lrom .. 68 - - intention tremor in 880 

- - in polyorrhomenti ts - - lack of facial expres- 

62, 138 sion in . . 614 

- thoracis, blood in liaiel - - lateropulsion in . . 881 

due to .. .. 132 mental faculties not 

- - hirm.ipncumothorax allectcd in . . 881 

lrom . . . . 801 - - mercurial tremors 

~ - hicmopivxp from . . 361 simulating .. 882 

- - hydropneumoihorax - - movements slow in 614 

after . . . . 801 - - muscular rigidity in 292 

- - pneumothorax after 647 weakness in . . 881 

- ; and see Needling my \( edema Simula- 

Paraccntial scotoma in ting . . . . 290 

chronic glaucoma .. 288 neuritis simulated by 614 

Paracusis \\ illisii, dehni- ~ - panrsthesia in .. 881 

tion of . . . . 207 - - paresis ol one leg in 609 

in otosclerosis . . 207 - - Parkinsonian syn- 

Paradoxical diarrhuea .. 217 drome in .. 292 

- dilatation ol stomach 309 propulsion in .. 881 

- pupil light reflex . . 675 - - ptyalism due to . . 662 

Par.-esthesia . . . . 83 - — reHcxes increased in 881 

- due to alcohol . . 881 - - - normal in 609, 614, 881 

-- in arm from cervical rib 674 - - rctropulsion in . . 881 

- - — pachymeningitis.. 142 - - rigidity in . . .. 881 

in tabes dorsalis . . 545 - - running after own 

- combined scleroses of centre of gravity in 881 

cord . . 545 - - shuffling gair in 609, 881 

- diabetes incllitus . . 83 - - spasm of orbicularis 

- disseminated sclerosis 631 | palpebrarum in. . 292 

- of leet in subacute com- - - sphincters not affected 

bined degeneration 176 in . . . . 881 

- hand from cervical rib 674 stillness in . . 609, 614 

- hands in subacute com- - - tremor in 609, 614, 

bined degeneration 176 879, 880, 881, 883 

- in hysteria . . . . 179 of head and neck in 880 

- paralysis agitans . . 881 - - without tremor . . 881 

- peripheral neuritis 570, 627 - - voice monotonous in 881 

- t and see Anaesthesia, etc.) weakness of arm in 614 

Paralhn in faces . . 299 - - winking deficient in 292 

- wax in histology .. 487 - - w'ritcr’s cramp simu- 

- workers, acne in .. 917 lated by . . .. 189 

- - epithelioma of scro- ! - anaesthesia simulating 612 

turn in . . 767 - of anterior crural nerve, 

pustules in . . . . 917 extension of leg im- 

- - ulcers in . . 917 ; paired in . . 609 

Parageustia . . . . 859 flexion of thigh 

Paragoninuts Westermani 792 i impaired in. . 609 

Paraldehyde, cacogcustia i - due to growth. . 609 

due to. . . . . . 860 knee-jerk lost in 609 

- foul breath from . . 112 I from parturition 609 

- habit, impotence from 393 wasting of an~ 

Paralysis of abdominal | terior thigh 

muscles from diph- J muscles in . . 609 

thcria 192 ! - ARM 611 

scoliosis from . . 192 I - - abdominal reflex ab- 

- abductor, usphyxia from 197 I sent with 612, 613 
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PARALYSIS, LANDRY’S 


Paralysis of arm , cotit J. I Paralysis cervical sym., could. Paralysis , coutd. Paralysis of filth nerve-, contd. 

- - from acute polio- i loss ol psychic - FACIAL .. .. 602 necrosis of cornea 

myelitis .. .. 620 j pupil reflex from 675 - - asymmetry of face from .. .. 891 

- - in amyotrophic lateral sensory pupil from .. 602, 605 - forearm from polio- 

sclerosis .. 145,619 reflex from.. 675 athetosis with .. 604 myelitis .. .. 623 

-- - ankle-clonus with .. 613 from mediastinal bilaieral, in cerebral - functional, of vocal cord 606 

with atrophy . . 615 sarcoma ! diplegia . . . . 603 - of gastric walls, dilata- 

without atrophy .. 612 il'i.e- .121) 270, dysarthria from . . 774 ! tion of stomach due to 218 

- - from cerebral abscess 613 Kl’ig. 52(0 66o { dysphagia due to 662 ! - general, of the insune 

- - - embolism . . 612 j — palpebral fissure j emotional expres- I (see General Paralysis) 

haemorrhage .. 612 j diminished with i sion uncontrolled ! - of half the body (.see 

- - - thrombosis .. 612 j (1'iy. 221) 270 j in . . . . 603 | Hemiplegia) 

- - tumour .. .. 613 ' - — — ptosis from ; — - - expressionless facies J - hand from cervical rib 

- - cervical rib.. .. 619 : {I'i.e. 520 1 660, 675, 877 in .. 603 j 619, 674 

in chorea .. .. 614 ! pupil contracted illustrated i /•';>. 4(>4) 60 3 1 in Klumpke’s palsy 618 

from circumflex nerve ! from 270, 660, 877 ! in myopathy .. 774 \ - hypoglossal nerve, dys- 

lesion .. .. 617 1 — - — pupils unequal from 675 — — - peripheral neuritis 774 ; phagia due to .. 662 

- - cramp . . . . 188 ; symptoms of . . 270 - - - pseudo-bulbar par- ! piyalism due to. . 662 

- - in disseminated sclcro- J - chorda tympam, aeeus- ; alvsis .. .. 603 : - in hysteria 171, 178, 435,884 

sis .. .. 613 tia due to .. 605, 859 ptyalism due to.. 662 ' - infantile, account of .. 177 

- - Duchenne’s . . .. 618 - - - salivary secretion ; - - blepharitis trom .. 604 [ - — anterior t i hial muscles 

- - from encephalitis 613, 632 i deficient trom. . 605 j — — check baggy with .. 602 atlccied in .. 145 

■” - Erb’s . . . . 618 sublingual gland . flapping with . . 602 - - back muscles affected 

- - lace weakness with . . 613 ! supplied by .. 605 ; — — — flattened with .. 602 in .. .. 191 

- - from forceps at birth 622 i submaxdlary gland conjunctivitis from 604 - - contractures from.. 177 

- - harmatomyelia .. 620 supplied by .. 605 - - contracture alter - - dragging ol foot in.. 314 

- - hysterical .. .. 614 - ciliary muscle, accom- i I’ixs. 4fc. "t — lul > 604, 605 - - lever in .. 177 

-- - in infantile hemi- modation diflicult - - corneal reflex in .. 603 - - flaccid paralysis in . . 177 

plcgta .. .. 145 from .. .. 84 — - crossed paralysis with 604 - - I ricdi etch’s ataxy 

from internal capsule from diphtheria 84, 242 ear movement lost in 60 3 simulating . . 78 

lesion .. .. 612 , - circumflex nerve, ab- - - eighth nerve affected - - h\ per -extension of toes 

- - jerks increased in . . 613 duetion of arm im- with . . . . 604 in . . . . 146 

- - knee-jerk increased paired in .. .. 617 electrical reactions - - intcrossci paralysed in 146 

with ^ .. 612, 613 ~ ... .. atuvsihesia with.. 617 alteied in .. <>04 - - irregular distribution 145 

- - in Landry’s paralysis 6 ’>2 - - -- arthritis simulating 617 - - emotional movoments - - limping in 314.456, 457 


- - leprosy t/uy. 472 1 616 - contracture after .. 605 in . . .. .. 603 - - luinbriutls paralysed 

- - from lesion ot long - from cramp .. .. 188 - - from encephalitis 156, 6 32 in.. .. .. 146 

thoracic nerve . . 616 - ul cranial nerves in — — epiphora from 27 3, 004 - — malaise in . . . . 177 

suprascapular ncrve617 | encephalitis.. .. 701 lace muscles atrophied myopathy distin- 

- - method of examining 612 Landry's paralysis 632 , in . . . . 604 guished from . . 78 

- - from myopathy .. 620 — - - syphilis 184, 243, — - hearing impaired with 604 - - pains m .. 177 

- - neuritis .. .. 615 660, 730 - - hemiatrophy of face — - paraplegia in .. 621 

- - in peroneal atrophy 620 ; - Crossed.. . . . . 604 simulating .. 605 - - peroneal muscles 

- - plantar reflex extensor - definition of .. .. 611 - - hemiplegia with .. 60 3 atlccied in .. 145 

with .. 612,613 - of deltoid in Lrb’s -of other side with 604 - - plantar reflex flexor in 88 

- — from poliomyelitis . . 623 palsy . . . . 618 - — herpes of ear with. . 604 - — from poliomyelitis 78, 145 

- - progressive muscular 1 - detrusor u rinse, reten- - - hyperacusi.s trom .. 604 - - reaction ol degenera- 

atrophy .. .. 80 tion of urine from - - in hysteria .. .. 178 tion in .. 78, 145 

- — pyramidal tract lesion 612 493, 495 - — hvsteria simulating 605 - - scoliosis from .. 191 


— small palpebral fissure 


with . . 612 

pupil with . . 612 

trom spinal cord 

lesion . . 618 

- - in syringomyelia .. 619 

- - talipes with. . . . 145 

- - from tumour of cord 620 

- - - meninges . . 620 

- - Volkmarm's contrac- 

ture . . . . 617 

- - VTerdnig- Hoffmann 

type .. ..172 

- arthritis simulating .. 612 

- ascending, porphyrin- 

uria and . . . . 904 

- ataxy simulating . . 612 
• >f back muscles after 

! phthcria .. .. 191 

in infantile para- 
lysis .. ..191 

- lordosis from .. 195 

- in muscular dys- 

trophy . . . . 191 

- - - peripheral neuritis 191 

- - - scoliosis 1'roin . . 191 

- Bell’s facial, contracture 

from . . . . 178 

- of biceps in Lrb’s palsy 618 

- bowel in peritonitis . . 524 

- Brown-Sequard (see 

Brown-Sequard) 


- bulbar 'sec Bulbar Para- j 

lvsis) 

of calf 610 

- eerebr.tl, coma from. . 181 

- - convulsions from 181, 182 

of infants . . . . 169 

- — talipes with . . 145 

- from cerebral tumour 

396, 866 ! 

- of cervical sympathetic, j 

absence of blushing ! 

due to . . . . 270 i 

sweating due to 270 I 

- ■ - due to enlarged I 

thyroid . . 877 j 

enophthalmos from j 

270, 660, 675 

- - - hair affected by. . 270 ! 

illustrated (Fig. 221) 270 | 


- diaphragm from cord 

injury . . . . 385 

diphtheria . . . . 84 

- - phrenic nerve para- 

lysis .. .. 84 

- diphtheritic . . . . 192 

- — dysphagia due to . . 662 

ptyalism due to . . 662 

regurgitation of food 

through nose from 223 - 

- of eleventh nerve in 

bulbar paralysis . . 172 - 

- from embolism of brain 46 

- of extensor longus digi- - 

torum .. ..611 

- extensors of ankle from - 

poliomyelitis . . 623 . - 

- fingers m Lrb’s palsy 618 

- toes lrom poliomyc- . - 

litis . . . . 623 i 

- waist in Lrb’s palsy 618 1 - 
external popliteal nerve 610 ; 

in diabetes . . 610 j - 

- - — drop-loot from 610 : - 

- - - from forcible ex- j 

tension of con- 
tracted knee 146 ! 

- - - fracture . . 146 

- - - - high-stepping 

gait lrom .. 610 

- — — - from injury . . 610 j 

in lead poisoning 610 ! 

- — — — from neuritis.. 610 : 

peroneal atrophy 624 

splint . . . . 146 ; 

tabes dorsalis. . 610 ! 

- talipes from . . 146 

- - - - from wound of 

thigh .. 146 

- rectus muscle . . 222 

effects a\ lFiy.l87)22\ 

in facial paralysis 604 

- ONE EXTREMITY, 

LOWER . . 607 

- - - - (and see Paralysis 

of One Leg) 

- -- - UPPER . . . . 611 

- (and sec Paralysis 

of Arm) 

- eye (see Paralysis, Ocular) 

- eyelid in hysteria . . 178 


•- illustrated (l- iy. 4n V 1 602 

- involuntary wink attet 

/* 7g.‘ 467) 604, 605 

- from mid-brain lesion 603 

- mouth-corner droop- 

ing with . . 602 

- nasolabial told oblit- 

erated with . . 602 

- nuclear . . 603, 604 

- palpebral fissure wider 

with .. 602 

- paralysis of external 

rectus with . . 604 

- from parotid new 

growth . . . . 848 

- peripheral . . 603, 604 

- ptosis with 

iJ-i.cs. 518 , 5/9; 660 

- from pyramidal tract 

lesion . . . . 603 

- react ion of degenera- 

tion from . . 604 

- saliva deficient with 605 

- - dribbling lrom . . 604 

- sipns of . . 602 

- sites of lesions pro- 

ducing • 603 j 

stapedius paralysed 

in . . . . . . 604 

supranuclear .. 603 

- — lrom syphilis 

( I’i.K's. 518, 519) 660 J 
taste affected in 604, 605 ! 

- from temporal lobe 

lesion . . 603 j 

- - tinnitus from . . 604 ; 

- - vertigo with . . 604 | 

w'histling diflicult w ith 602 J 

winking diflicult in 603 j 

wrinkles less marked j 

with . . . . 602 ! 

- of facial nerve, ageustia J 

due to . . . . 859 j 

fifth cervical root in 

lirb's palsy . . 618 I 

nerve, ageustia due to 859 

- - anosmia due to . , 756 

- - in bulbar paralysis 172 

- - dryness of nasal 

mucosa due to 756 

- eye changes due to 891 


- - sensibility unaffected 

in .. 177 

- ■ shoulder atrophy 

I nun . . il l):. 80) 78 

- - s pastic . . ..166 

- - sphincters in . . 177 

- - sudden onset 78, 177 

- - talipes from 145, 

(L/C. 149) 177 

- - thigh affected by 146, 457 

- - Tooth’s paralysis 

simulated by . . 146 

- — - - simulating . . 78 

- - trophic lesions in.. 145 

- - ulcer ol leg in . . 894 

- — vasomotor lesions in 145 

- in infective endocarditis 46 

- of inferior oblique, effects 

of 222 

rectus, effects of . . 222 

- intercostal, from trans- 

verse myelitis . . 81 

- of internal popliteal 

nerve . . 610 

- — - - calf paralysed in 610 

- - - - claw-loot from 610 

- - - - extension of foot 

impaired from 610 

- - - - from injury 610 

- intcrossci para- 
lysed in . . 610 

springing impos- 
sible in . . 610 

- standing on tip- 

toe impossible 
in . . . . 610 

by tumour . . 610 

- - rectus muscle (Pig. 5/7)659 

effects of . . 222 

- interossci of foot . . 610 

- - - in infantile para- 

lysis . . . . 146 

- - - peripheral neuritis 146 

toes hyperextended 

from . . . . 146 

- Ischcemic, of hand . . 617 

- joint changes due to. . 436 

- labio-glosso-pharyngo- 

laryngcal 80, 662, 731 

- Landry’s (see Landry’s 

Paralysis) 
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Paralysis, contd. 
-LARYNGEAL.. .605 

- - from actinomycosis 

of lung . . . . 606 

- - acute* dyspnoea from 606 

- - - suffocative oedema 

ol larynx simu- 
lated by . . 606 

albuminuria with . . 606 

- - from aneurysm 240, 

605, 606 

- - aphonia from . . 774 

bilateral . . 606 

- - - abductor . . . . 605 

-* - bovine cough from 

605, 606 

- - brassy cough lrom605, 877 

- - bulbar paralysis with 606 
~ - cerebral softening 

with . . 606 

- - coughing possible 

with . . . . 605 

- ~ diphtheria simulated 

by . . . . 606 

- - from enlarged bron- 

chial glands . . 476 

- - enlarged heart with 606 

- - lrom enlarged medi- 

astinal glands . . 476 

- - - thvi oid . . . . 877 

- - epithelioma of (eso- 

phagus . . 606 

- - fibroid phthisis . . 606 

- - lixation ot arytenoid 

joints simulating 605 

- - functional . . 606 

- - general paralysis with 606 

- - glvco-niria \s it!) . . 606 

1 rotu gumma . . 600 

hydatid evst in chest 606 
liiiiammat ion simu- 
lating . . 605 

- - laryngoscope in dia- 

gnosing . . 605, 606 

-■ - from lobar pneu- 
monia . . . . 606 

locomotor ataxy with 606 

- - from lymphudcnomu 60o 

- - malignant glands . . 606 

- - - - thv roid . . . . 606 

mediastinal fibrosis 606 

- new growth . . 00n 

mitral stenosis . . 606 

sound cord crossing 
middle line in . . 605 

- - speech possible with 605 

- - strabismus with .. 606 

- - sirnior due n< . . 877 

from s \ phih :• 606, 7 it) 

t.iiekmcd arteries 
with .. .. 606 

- - ulier t hyroidi etoniy 607 

- - l raehee.tomv lor , . 606 

- - lrom tuberculous cei- 

vk jI glands . . 

ulceiat ion simulating 60S 
lrom vac.il nucleus 
degeneration . . 606 

— vocal cord parahsis 

trom . . . . 240 

- - voice change lroni605, 877 

- - X rays in diagnosing 

cause of . . . 606 

* - (and set. Paralysis 
ot Vocal Cord i 

- OF ONE LEG . . . . 607 

~ - with atrophy . . 609 

- - - from cramp . . 188 

- - - in disseminated 

sclerosis . . 607 

- - - dragging of foot in 314 

- - epiphysitis simu- 

lating . . . . 819 

hysterical. . 178, 608 

in infantile hemi- 
plegia . . . . 145 

- - -- limping from . . 314 

- - trom new growth 

in spine . . 610 

- - - poliomyelitis .. 611 

- - - progressive muscu- 

lar atrophy . . 611 

- ■ — spastic . . 607 

- - - - m disseminated 

sclerosis . . 61 1 

„ _ — . syringomyelia 142 
from spinal caries 610 

- - syphilis .. ..611 

- ~ ~ syphilitic menin- 

gitis .. ..611 


Paralysis of one leg, cotit d. i 

- - - lrom syringoinyeliu 61 1 1 
talipes with . . 145 ' 

- - - from tumour of I 

cord . . . . 61lj 

- legs from caries of spine 193 i 

- - in Friedreich's ataxy 171 

- - rectal examination in 81 ' 

- - spastic, in amyotro- j 

phie lateral sclerosis 172 

- - - lrom superior lon- 

gitudinal sinus 
t hrombosis . . 733 

- - liom tumour ol cauda 

equina . . . . 81 

- - with typhoid spine. . 870 
-• - vaginal examination in 81 

- VC’eriJmg I loflmann 

type . . 172 

- - (and see Paraplegia; 

- levator palpebr.c supcri 

orts. . i lug. 5/6 i 659 : 

- limping due to . . 456 

- ol lingual nerve, ageustia 

due to . . . . 859 

- lips in bulbar paralysis 7 31 

- - hysteria . . . . 178 

- lumbrieals ol loot, 

hyjiercxt ension ol toes 
t rom . . 146 

- - - in infantile para- 

lysis , . . . 146 

- peripheral neiniiis 146 

- rnasseter trom tilth 

nerve lesion . . 860 

- - in trigeminal neur- 

algia . . . . 549 

- niasseters in bulbar 

paralysis . . . . 603 

- median, Volkrnann’s 

contracture simula- 
ting . . . . . . 617 

- in mcningdr . . . . 7 <2 

- o* musculospj ral nerve, 

atueslhesia ot hand 
m . . . . . . 617 

- - - lr*>m callus 84, 615 

- - - crutch . . 84, 615 

- - - trac lure ot humerus 61 5 

lead . . 616 

- - - 1 Saturday night ’ 84 

- - - wrist drop trom 84. 61 6 

- neck in 1 .andrv’s para- 

lysis .. . . 6 *2 

• ninth nerve, ageustia 

ilue to . . . . 859 

- - in hulbar paralysis 172 

- numbness with 612 

• ot obturator ner\e, 

adduction ol thigh 
impaired iti . . 610 

- - - crossing legs ditli- 

cult in . . 610 

- - - gait normal in . . 610 

- - - lrom new growth 606 

- - -- utter parturition.. 609 ; 

- - - thigh rotation im- 

paired in . . 610 ; 

- ocular, diplopias due to 222 

- - in disseminated scie- 1 

rosis . . . . 289 . 

double vision from. . 314 i 
inco-ordinalion iiom 314 ; 
in myasthenia gravis 774 
land see Ophthalmo- '■ 
plegia ; Strabismus' 

- orbicularis palpebrarum 891 

- - - epiphora from . . 273 ! 

- pain simulating . . 612 

- ot palate utter adenoid j 

operation . . . . 730 ; 

- - in bulbar paralysis. . 7 30 ; 

... _ from diphtheria 84, 

192,242,623,7 30, ! 

774, 927 | 

- - glossopharyngeal 

nerve lesion . . 860 | 

- — nasal voice from 84, 192 j 

- - from peripheral ncu- i 

ritis . . . . 623 ' 

- - in pseudo-bulbar par- ! 

alysis . . . . 730 

regurgitation of fluids 

through nose from 

84, 192, 242, 720 
syphilitic . . . . 7 30 

- - after tonsillectomy 7 30 

unilateral, without 

symptoms , . 774 

- - without obvious cause 7 50 


84 


84 

62 3 j 


Paralysis , contd. 

- of pcronci . . . . 611 

- pharynx in bulbar para- 

lysis . . . . 730 

- - from glossopharyngeal 

nerve lesion . . 860 

- — post-diphtheritic . . 730 

post -operative . . 730 

- — in pseudo-bulbar par- 

alysis . . . . 7 30 

- - regurgitation ol food 

through nose trom 730 
syphilitic . . . . 730 

- - with- >ut obvious cause 730 

- phrenic nerve trom 

diphtheria .. 

- - -■ paralvsis of dia- 

phragm lrom.. 

- - - in poliomyelitis 
-- — - from transverse 

myelitis . . 81 

- pseudo , in congenital 

syphilis . . . . 433 

- pseudo bulbar . . . . 773 

age incidence of .. 7 31 

- — bilateral lacial para- 

lysis with . . 603 

- - bulbar distinguished 

from . . 242, 603 

- - due to cortical soften- 

ing .. 242, 731 

- - dysphagia due to . . 662 

- - emotional expression 

uncontrolled in . . 60 3 

- — expressionless lacies 

with . . . . 603 

- - paralysis of palate in 730 

- - - pharynx m . . 730 
ptyalism due to . . 66^ 

- — regurgitation oi food 

through nose trorn 

22 \ 7 ip. 73!, 027 

- - no tongue wasting in 

24 3, 662, 7 31 

- pseudo-hvpertrophic 

muscular /•/.;. All > 624 
account of . . 625 

- — ‘climbing up him- 

self ’ In 1 16, 314, 625 

- - - familial incidence 624 

- - - hand wasted in 

Pig. 79- 78 

inability to stand 

on tiptoe in . . 625 

- - - insidious onset of 624 

- - - muscles atrophied 

in . . . . 625 

- - - - hypertrophied in 625 

paraplegia in . . 621 

- - - no R.JX in . . 78 

- -- - - sensory changes 

in . . . . 625 

- - - of shoulders 

i Pig. 47$) 625 

‘ slipping through 

hands’ In . . 625 

- - - slow progress of. . 624 

- - - no sphincter trouble 

in . . . . 625 

- - — waddling gait in 

314, 625 

- of quadriceps extensor 

lemoris trom polio- 
myelitis .. ..623 

- 4 Saturday night ’ . . 84 

- of sciatic nerve . . 610 

- - — anaesthesia of foot 

in . . . . 610 

leg in . . . . 610 

- - — ankle-joint move- 

ments lost in . . 610 

- - - flexion of knee diffi- 

cult in . . 610 

- - - from forcible ex- 

tension of con- 
tracted knee . . 146 

fracture . . 146, 610 

- gait affected in . . 610 

from injury to hip- 

joint . . 610 

- - - pelvic inflammation610 

tumour . . 610 

- — — splint . . . . 146 

talipes from .. 146 

from thigh wound 146 

- serratus magnus . . 616 
occupation and 

{Pig. 473) 617 

- - - winged scapula 

lrom {Pig. 473 ) 617 


Paralysis , contd. 

- of seventh nerve, ageustia 

due to . . 859 

- - - in bulbar paralysis 172 
keratitis due to . . 891 

- - — ptosis from 659, 

[Pigs. 51$, 519) 660 

- - - from syphilis 

{Pigs. 51$, 519) 660 

- - - third paralysed with 

(Pigs. 51$, 519) 660 

- - - (and see Paralysis, 

lacial) 

- shoulder from polio- 

myelitis . . . . 623 

- sixth cervical root in 

Prb’s palsy . . 618 

- - nerve from lead . . 45 

- soft palate lrom diph- 

theria . . . . 623 

- - — peripheral neuritis 623 

stertor due to . . 794 

- spastic, account of . . 607 

- - of infants, choreiform 

contractions in . . 170 

- - one leg in syringo- 

myelia . . . . 142 

- - legs in amyotrophic 

lateral sclerosis . . 80 

- - - from superior lon- 

gitudinal sinus 
thrombosis . . 733 

- - from medulla oblon- 

gata lesion > . . 613 

- - pons !c*inir, . . 613 

- of sphincter vesictE, drib- 

bling of urine from 495 

- spinal muscles, scoliosis 

trom . . . . 192 

- spinati in lTb's palsy 618 

- stapedius . . 604 

- - m lacial paralysis .. 604 

- - hyperacusis lrom 604, 605 

- - tinnitus from . . 604 

- - tympanic tension up- 

set by . . . . 604 

- superior oblique, effects 

of 222 

- - rectus, effects of . . 222 

- supinator longus iti 

llrb’s palsy . . 618 

- temporal muscle from 

hi i!i nerve lesion . . 860 
-• - - m trigeminal neu- 
ralgia . . . . 549 

-- tenth nerve in bulbar 

paralysis . . . . 172 

- tests for . . 611, 612 

- of third cranial nerve 

illustrated ( Pig. 5/6) 659 

- - - - internal rectus 

paralvsed from 

' Pig. 517 ) 659 

levator palpebrae 

superioris par- 
alysed in 

( Pig. 516) 659 

- - - - lrom mid-brain 

tumour . . 882 

- - - - ophthalmoplegia 

intern; from 674 

- — - — ptosis liom 

{Pig. 516) 659, 

Pigs. 51$, 519) 660 

- - - - pupils unequal 

from . . . . 675 

- - - - seventh paralysed 

with 

{Pigs. 51$, 519) 660 

- - - - from syphilis 

(Pig. 516) 659, 
(Pigs. 51$, 51 9)660 

- tibial muscles, talipes 

lrom . . . . 146 

- tick, account of 625, 626 

paraplegia in . . 621 

- tingling with . . . . 612 

- of tongue in bulbar para- 

lysis . . 603, 731 

hysteriu . . . . 178 

- — unilateral, without 

symptoms . . 774 

- Tooth's (see Tooth's 

Peroneal Atrophy) 

- of twelfth nerve in 

bulbar paralysis . . 172 

dysphagia due to 662 

ptyalism due to . . 662 

- ulnar, adductor pollicis 

wasted in . . . . 141 
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Paralysis , ulnar., coutJ. 

- - claw-hand from 

Jug. 85' 82, 141 

- • distinguished lrom 

progressive muscu- 
lar atrophy . . 80 

flexors ol' forearm 

wasted in (Pig. 85) 82 

- - hypothenar muscles 

wasted in 

(Ptg. 85) 82, 141 

- - illustrated t I- it;. 85 ) 82 

- - Volkmann’s conttac- 

ture simulating . . 617 

- unilateral . . 154, 155 

-■ ~ (.and sec Hemiplegia) 

-• of vagus nerve . . 84 

- vocal cord from aneu- 

rysm . . 240. 388 

- - - in bulbar paralysis 773 

- - - due to carcinoma 

of thyroid gland 876 

- ' - compression of re- 

current laryngeal 
nerve . . . . 877 

- - - cough from 186, 188 

- - due to enlarged 

thyroid 388, 877 

- - - epithelioma of (.eso- 

phagus . . . . 388 

- - - hoarseness due to 388 

- - from malignant 

cervical glands 388 

- - - mediastinal new 

growth . . 388 

- - recurrent laryngeal 

nerve affection 240 — - 

- - - stridor due to . . 799 - - 

- — from syphilis . . 799 

thyroidectomy 188, 399 


Paraplegia, coutJ. 

- ataxic, achylia gastrica 

and . . . . . . 611 

; - - liabinskt’s sign in.. 88 

- - combined scleroses 

of cord and .. 631 

- - impotence in . . 393 

- “ inco-ordinaiion in.. 314 

- - no anrcsihesia in .. 6 41 

- nystagmus in .. 631 

- - - voice change in.. 631 

- — paraplegia f rom . . 62o 

- - pernicious anarmia 

and . . . . 631 

spasticity in . . 631 

- — syphilis and .. 631 

tracts affected in . . 64 J 

- ataxy and . . . . 77 

- lrom bilateral cerebral 

harmorrhaee . . 62<» 

- — - softening . . 02o 

- cerebellar abscess . . 626 

- - tumour . . . . 626 

- in children . . 621 

- lrom combined scleroses 

ol cord . . . . 620 

- compression of cord .. 621 

- - lumbar enlargement 626 

- compression, due to ac- 

tinomycosis. . .. 626 

- - aneurysm . . . . 626 

- - ascending nephritis 

m 211 

- - Madder distended from 61 

cystitis in . . ..211 

■ - delmum iti . . . . 211 

- - girdle pain in . . 326 

due to hydatid cyst 626 
incontinence ol urine 

lrom . . . . 61 


Paraplegia, coutJ. 

from peripheral neuritis 

621, 626, 627 

- poliomyelitis 621, 621, 

626, 627 

- porcncephnlus . . 621 

, - precipitate defecation in 194 
, - priapism with . . 656 

- from primary lateral 

sclerosis . . 626, 631 

- - muscular dystrophy 621 

- progressive muscular 

! atrophy .. ..611 

- pseudo-hypertrophic 

muscular paralysis. . 621 

- retention of urine in 495, 627 

- from rickets .. ..621 

- scarlet fever . . . . 628 

- sensory disturbance with 627 

- lrom simple delayed 

walking .. ..621 

- spastic, acquired, causes 

of 169 

- - from amvtrophic 

lateral sclerosis . . 145 
amesthesia of legs m 621 

- - ankle-clonus in HI, 62 1 

- - bladder distent ion in 815 

- - from combined scle- 

roses ol ».ord 177, 515 

- - compression of coni 62 1 
-• - congenital, athetosis 

i u . . 169 

- ■- - family nerve disease 

and 145 

- — - kyphosis in . . 19-1 

- - - mental uicapacit\ 

and . . . . 145 

- - - talipes (’(minus m 
Pig. Hi) 14^ 


I Parapsoriasis, itching in 658 
Parasites, albuminuria from 16 

- uiutmia from . . 44, 515 

- anthelmintics in diu- 

, gnosing . . . . 272 

I - blood per unum from . . 102 
i - in blood, delirium lrom 211 

- - diseases due to . . 36 

- - in tilanusis . . . . 36 

- - malaria 36, 345, 417, 

654, 708, 7 *8, 739, 785 
-- - relapsing fever . . 46 

trichinosis . . . . 885 

- - trypanosomiasis 36, 708 

- cachexia trom. . . . 128 

- t .harcot- 1 .evdeu crystals 

in stools lrom . . 141 

- from copra . . . . 916 

- delirium from . . 211 

- eosinophilia from 35. 

36, 44, 10 4, 104, 272 


276, 280 


479 
479 
916 
361 
632 
407, 410 


- erythema tr 

- fungous, in tinea cii 

cinata 

- - - versicolor 
-- lrom grain 

- hiuniopi vsis from 

- INTESTINAL . . 

- jaundice due 
malaria! (see Malaria 

- mucus m stools simu- 

lating . . 495 

- (Vdctna ol legs fiorn 515. 517 

- ova ;ii stools . . . . 104 

- pint 1 1 1 ; s line to . . 658 

- se\c:e .m.cuua from .. to 

in sputum . . . . 4o7 

- stools . . 101, 1 4], 215 

- tand see Worms 
Parasiticides, dermalit is 


- - - unilateral bulb; 

.ir 

-- front 

injury 

02o 

-■ convulsion* - from . . 

182 

f torn 


. . 915 

palsy . . 

. 774 - 

- new gj 

vw ih of men- 

- 

- in diplegia 

884 

Purutht t< 

i 'id glands, ca 

lei um 

- - - vagal centre dege 

■n- 

nipt 


62o 

- disseminated sclerosis 

62 * 

metal). 

'h’-tn and 

.. 190 

cration. . 

. 799 - 

- “ - \ L 

•rtcbr.v. 

626 - 

- extensor plantar re 


my 0 

clonus liom 

loss 

- - -- voice altered by. 

. 188 ( - 

- ret cm i 

on ol urine 111 


t lex in SI, 177, 394, 

624 

ol 


. . 174 

- - - without voice 



211, 

4'»3 - 

- girdle pain in 

326 

total 

ly and . . 

. . 190 

change. . 

. 774 - 

- due to 

spinal caries 


- lrom liaim.iiomvehu 

620 

Parat yph 

oid bacillus 

see 


(.and see Paralysis, 
Laryngeal) 

- Volkmann’s, lrom splints 79 

- Werdnig-Hoffmann . . 172 

- - reflexes lost in . . 172 

- -- rickets distinguished 

from .. ..172 

- (and see Paresis ) 

Parametric abscess felt per 

rectum . . . . 729 

- -- groin bulged by . . 826 

pyrexia due to . . 687 

- -- vaginal examination 

in diagnosing . . 69 4 
Parameiriris, bladder irri- 
tated by . . . . 148 

- frequency of micturition 

from . . . . ..151 

general peritonitis from 784 


623, 

- -- urrenun in . . 

- from congenital delect 

i)l ci irtex 

- congem tnl spastii 


t.2d 
21 1 


621 


acid ah- 
gastric 


pl 


194 

621 

621 


- after labour . . . . 700 

ruin in back from . . 700 
. 1 vis lrom . . 700 

i. abscess from .. 700 
i».-i mantis from .. 151 
pyrexia due to 688, 700 ’ 

- vesical colic from . . 148 
Paramnesia from chronic 

alcoholism . . . . 184 - 

Paramyoclonus multiplex 883 j - 
account of . . . . 173 - 

- - in biceps . . . . 174 - 

face . . ..174 - 

- ■ head -retraction with 731 

- - m quadriceps femorix 174 ! - 

- - rate of contraction . - 

in 174 j - 

- in sernitendinosus . . 174 

- - supinator longus . . 174 — 

Paraphenylenc compounds, ; - 

erythema lrom 275, 918 j 

Paraphimosis from balan- j - 

itis . . . . . . 763 | - 

- gangrene of penis from 76 4 ; - 

- pain in penis from . . 579 j - 

PARAPLEGIA .. . . 621 j 

- from actinomycosis of | - 

vertebra . . . . 626 I - 

- In adults . . . . 626 j - 

- from amyotrophic lateral 1 - 

sclerosis . . 626, 630 ! 

- aneurysm . . 626, 629 j - 

- ankle-clonus with . . 627 { - 

- in ataxic paraplegia . . 626 I - 


- lrom cretinism 

- definition of . . 

- in disseminated '.dero*. 

614. 626 

- dragging of foot in . . 414 

- irom encephalitis 621, 

622, 626, 6 42 

- endarteritis obliterans 6 10 

- entciic lever . . 

- Lib’s syphilitic 

- extensor plantar reflex 

with 

- from forceps iniury 

- Pricdrcich’s ntax> 621, 

- functional . . 626 , 


628 
176 

627 
(>23 
624 

, 632 

- in general paralysis 626, 6*2 

- from gumma of catida 

equina . . . . 627 

- haimorrhage into cord 626 
-- hydatid cyst ol spine. . 626 

- hydrocephalus . . 621 1 

- hysterical 77, 178, 609 : 

- from idiocy . . . . 621 

- incontinence of farces in 627 

- infantile . . . . 621 

- - spastic . . . . 169 

- from infantile paralysis 621 : 

- iniury . . . . . . 626 

- at birth . . . . 622 

- by forceps . . . . 621 

- to spine . . . . 656 \ 

knee-jerk increased with 627 
in Landry’s paralysis 

626, 632 ; 

limping in . . . . 314 

list of causes of . . 626 ; 
malingering of. . 626, 632 

from meningeal haemor- 
rhage . : . . 626 ! 

meningitis 621, 622, 626, 627 
meningocele . . . . 621 j 

myopathy . . . . 621 j 

new growth of spinal I 
cord . . . . 626 

meninges . . 626 

vertebrae . . . . 626 ! 

pelvic tumour. . . . 626 I 


- -■ hydrochloric 

sent from 
jurc in 

- -- impotence in 

- - from limit', to spine 

- - knee-jerk increased m 

81. 

- - from malignant dis- 

ease of spine 

- — new grow ih 

- - pachymeningitis 

- - peri'iktsas a menu a 

an J 

- - precipitate delinea- 

tion in 

- - - micturition in 

- no R.D. in. . 81, 

- segmental amesthesia 

in . . 

- sphuicter trouble in 

81, 17' 

- from spinal caries 145, 62 4 

- syringomyelia . . 619 

- transverse myelitis . . 81 

- tuberculous spine . . 620 

- tumour of cord . . 620 

- - meninges . . 620 

- no wasting in 81, 62 4 
spasticity with . . 627 
from spma bifida . . 621 

- - occulta . . . . 621 

spinal artery throm- 
bosis . . . . 628 

- caries . . 62 L 026 

of sudden onset . . 626 
sudden, from spinal 

caries . . 306 

from superior longi- 
tudinal sinus throm- 
bosis . . 621, 622 

syphilis .. 628,6 40 

in syringomyelia 619, 


626, 

tabes dorsalis. . . . 626 

from tick paralysis 621, 626 j 
'booth’s peroneal I 

atrophy . . . . 621 j 

transverse myelitis 626, 

627, 628 

tumour of cauda equina 

626, 627 

ulcer of fool in . . 893 
without wasting . . 627 


Baulkm 

- lever > see I ever) 

177 l’ataxanthim uric acid and 901 
49 4 Parchment skin m sclero- 

145 derm 1. 1 .. .. 886 

Parenchymatous uoltre 
(:2i 857. 876, 877 

Pa r c ,1 ol jrni in progres- 

620 u\c imisculu! atrophy 80 
So9 - due ti« ecu Oral tumour 866 
620 - ol ciliary muscle, accom- 

modation dilhcult 
177 from .. .. 84 

from diphtheria. . 84 

494 - elorsillcxors in peripheral 

494 neuritis . . 75 

62 4 ~ facial, in encephalitis 

IcthuTgiea .. .. 156 

177 -- flu. .lung wnh . . . . 403 

- ol forearm lrom cervical 

62 4 rib 674 

■■ - in progressive muscu- 
lar atrophy . . 80 

- hand trom cervical rib 674 

- in Jacksonian epilepsy 185 

- ol legs 111 diabetes niel- 
li tux . . 8 4 

- - paralysis ngituns . . 609 

spastic, 111 amyotrophic 

latetal sclerosis . . 80 

- limbs lrom cerebellar 

lesions . . . . 76 

- - in diabetes mellitus 83 

- ocular, in encephalitis 

letluirgica . . 156, 387 

- of pelvic colon, con- 
stipation from . . 165 

I - in peripheral neuritis. . 320 
I - of rectum, constipation 

from . . . . 165 

i - tenderness of spine with 867 
! - (and see Paralysis) 


628 1 Parietal area 


(lugs. 058, 659) 867 

- bone thickened in Icon- 

tiasis ossca (Pig. 215 ) 255 

- lobe tumour, convulsions 

from . . . . 87 

pain in foot from 87 

- sensory area 

(Pigs. 444, 445) 550 
Parkinson’s disease (see 
Paralysis Agitans) 



PARKINSONIAN SYNDROME 
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PENIS 


Parkinsonian syndrome 
in encephalitis 173, 223, 292 


- - paralysis ugituns . . 292 

- tremor . . . . 879 

Paronychia . . . . 497 

Parotid abscess ( see Abscess) 

- tumours, account of . . 848 
Parol itis, epidemic (see 

Mumps) 


- epididvmo-orchilis from 

584, 585 

infective, account of . . 848 

pain in hue from . . 548 

- periostitis of jaw simu- 

lating .. . . 814 

Parovarian cyst simulating 
ascites . . 60 

Paroxysmal luvmoglobin- 
uria i see 1 hemoglobinuria) 

- tachycardiu (sec Tachv- 

curdij ) 

Parrot’s nodes in congenital 
syphilis .. 480,819 

Parsnip, dermatitis due 
to . . . . . . 916 

Parturition t see Cliild- 
bi j t h ; ami 1 .abour , 
Passion, lit s of, rupture of 


cerebral veins li om . . 145 
talipes horn 145 

Pastinacea saliva, derma- 
titis due to . . . . 9 1 (i 

Patella. Mar fracture of. 

limping 1 torn . . . . 456 

Patellar clonus . . . . 451 

Patent ductus arteriosus 267 
bruit of . . 121, 196 


- rood prognosis ot 2 t>7 
no clubbed lingers 
vv it h 14 L 267, 650 

I, van os is With 

11 i. 19p, 267, t»50 
p> ijvvyt b.emia 

with , . o5o 

without -vniptoms 

267, 876 
systolic bruit from 87> 
SV sJotoHh.lsIollC 

bunt v ith . . 2n7 

- - r 1 1 rill with Imp, 875 
loods, sviirv v trom , . 6 /9 
foramen ovale, common 

occuneiue ot . , 196 

undugno .able , , 19o 

uiurnporlance ot 267 
septum ventriculorum 267 
bruit of . . . , 118 

no bruit with . . 121 

clubbed lingers w ith 142 
cv.inos i s with 1 42, 196 
mural regurgitation 
simulated bv . . 118 
physical signs of . . 650 
pulmonary stenosis 
with .. .. 142 

without symptoms 

267, 876 

— systolic bruit of 

121,196,267,050.875 
t brill with 121, 1 96, 


267, 875 

Pavor noeturmts . . 403 

Pavy’s disease : physio- 
logical albuminuria . . 18 

solution in estimating 

sugar 329 

Pea in bronchus, gangrene 
of lung trom .. .. 322 

Pea-soup stools in typhoid 
fever . . . . ' . . 689 

Peas, oxaluria from 52 3 

Peach -blossom facies . . 282 
Peat workers, warts in . . 917 
Peuu lis.se in syringomyelia 142 
Peckham Pat Hoy . . 508 


Pcctincus, nerve-supplv of 

609, (Pi x . 471) 611 
Pectoralis (sec under 
Muscle) 

Pectoriloquy in bronchiec- 


tasis . . . . 366, 790 

- over fibroid lung 258, 

269, 366 

- in Iobur pneumonia . . 199 

- over massive collapse of 

lung .. ..375 

- in phthisis . . . . 362 

- pneumonia . . . . 789 

Pcdiculnidcs ventricosus, 

dermatitis due to . . 916 


Pediculosis capitis, anaemia 
from . . . . . . 473 

- - carbolic ucid com- 

press ior . . . . 906 

I - - cervical glands en- 
larged trom . . 474 

| - - eo.sinophtlia trom . . 272 

| - - irritation on neck 

from .. ..473 

| - - nits on hair in . . 47 3 

occipital j'lands en- 
larged trom . . 473 

i ~ — stiff neck liom . . 795 

; - corporis, eosinophilia 
i from . . . . 272 

- - purpma line to . . 677 

- ill health due to . . 695 
~ irritation mi neck from 695 

- itching in . . 601, 659 

- occipital glands enlarged 

in . . 472, 695 

- prurigo distinguished 

from . . . . 601 

- pubis, abdomen alfected 

bv 499 

axilla a Heeled by . . 499 

beanl affected by . . 499 

- -- eosinophilia Irom .. 272 

- - eyelashes atlecled by 499 
-- - inguinal glands en- 
larged trom . . 830 

- - pubic region alfected 

by . . . . 499 

- - thorax affected by . . 499 

- - whiskers atlecled bv 499 

- purpura due to . . o70 

- pyrexia due to . . 695 

• suppurating lymphatic 

glands Irom . . 695 

- Mjppiiiativc meningitis 

irom , . . . 732 

- tenderncs - oi scalp from 865 

- vestiincnioruni, pur- 

pura due to , . 677 

-- in I lie well-to-do . . 695 

- and see I.iev 
Peeling 1 -ee 1 >i squamalion 1 
Pci Ebstein’s disease .. 782 
periodic pyrexia in. . 715 

- pyrexia . . 688 

- in lymph. idenoma . . 708 

- - temper,'.: ure c hart of 

J'i X . >6fi i /08 

Peliosis rheumatica ..679 

- - in acute rheumatism 1 '■() 

- - erythema :u . . 680 

- - hamiorrh.nre into ankle 

in . . . . 456 

- - hip from . . . . 457 

- - - knee m . . . . 456 

- - heart disease rare in 679 

- - Henoch’s purpura 

simulating . . 680 

-- - limping trom 456, 457 

- - pain in foot from . . 456 

; .. .. ... j 0 mts in . . . . 680 

- - purpura in . . 676, 680 

- ~ pyrexia in . . . . 680 

- - redness of joints in 680 

- - sex incidence of . . 680 
i - - sodium salicylate not 

; helping . . . . 680 

-- - sore throat in .. 680 

- - swelling oi joints in 680 

- - systolic bruit in . . 679 
' - - unknown under fiftecn428 

- - in young people . . 680 
Pellagra. account of . . 279 

1 -- dead fingers from . . 203 

- erythema from 20 1, 276, 279 

- illustrated. J'J4) 280 

- pigmentation in 203, 646 
Pelts, mercury in curing 84 

! Pelvic abscess isee Abscess) 


i - actinomycosis opening 

into bluddcr . . 296 

- adhesions tscc Adhesions) 

- bones, chondroma of, 

swelling in iliac fossa 
| due to . . . . 829 

j X rays in dingnos- 

| ing .. ..829 

j -- - new growth of, dys- 
tocia due to . . 250 

- pelvic swelling 

due to . . 840 

salpingo-oophor- 

itis simulated 
by . . . . 843 


sarcoma of (see Sarcoma) 


‘ Pelvic, COtUd. i 

! - carcinoma, hydronephro- j 

j sis from . . . . 353 , 

j - cellulitis (see Cellulitis) I 

j - colon (see Colon, Pelvic) \ 

| - congestion from endo- j 

metritis . . . . 573 

- - haemorrhagic corpus I 

luteum cyst . . 573 ; 

: - - prolapsed ovaries . . 573 I 

retroversion ol uterus 573 i 

■ - — sclerosed ovaries . . 573 

- - tarry cysts of ovary . , 57 3 i 
floor, account of . . 657 

- growth, lumbosacral 

plexus infiltrated by 627 
: - - peripheral neuritis 

simulated by . . 627 

- - rectal examination in 

detecting . . 627 

- hivmatocele, bearing- 

down pain from . . 529 

blanching with . . 157 

tenesmus due to . . 873 

- hitmatomu, dystocia 

due to . . . . 250 

' - - pelvic swelling due to 840 

- inflammation, arnenor- 

rhcea Irom . . 2 3, 24 

■ - - iliac glands inflamed 

from . . . , 562 

lumbosacral plexus 

atlecled by . . 81 

1 - - ovaries destroyed by 23 

.-.cratrc nerve paralysis ! 

from . . ..610 

- - tumour of cauda 

equina simulated by 81 

- lymphatic glands (see 

1. emphatic ( Hands i 
PAIN 572 

- - -and see Pain in Pelvis; 

- peritonitis ecv Peri- 

tonitis ■ 

- SWELLING . 840 

- — ; and see Swelling, Pel- 

viv ; and 1 umour, 
Pelvic 


tenderness 

with xal- 


pingo-oo 

phoritis . . 

2)8 

t hronihosis 

alter child- 


bn tli 


699 

- pyrexia 1 

torn . . 

699 

i obeli, ulosi 

v, iumhosac- 


ral plexu 1 

•> alfected by 

81 

- tumour i 

>f cauda 


equina 

simulated by 

- SI 

tumour (sei 

e Tumour i 



- veins, pressure on, 

uidema ot vulva trom 855 
Pelvimeter, Skut sell's . . 251 

Pelvimetry . . 251 

Pelvirectal constipation.. 158 
, - sphincter, achalasia of 163 

- — in Hirschsprung’s 

1 disease . . . . 16 3 

; Pelvis, beaked, in rickets 23 3 
■ - calcareous gland in 

J'igs. if, P it, 5) 443 

- contracted in achondro- | 

plasm . . . . 233 

- -- dystocia due to . . 250 

j - -- head above brim with 251 

! pelvimetry and . . 251 

: - fracture of (see Fracture) 

- gumma of, lumbosacral 

j plexus affected by . . 81 

- — tumour of cauda 

equina simulated by 81 
! - hour-glass, in rickets. . 233 
| - injury to, limping trom 457 
| -- of kidney i.see Kidney 
i Pelvis) 

j - movable kidney in . . 827 

- new growth in, foot- 

drop trom . . . . 146 

secondary in bone 306 

- PAIN IN . . 572 

(and see Pain in Pelvis) 

- phleboliths in . . 443, 

( /'7c. 366) 444 

- rostrate, in rickets . . 233 

- sarcoma of (sec Sarcoma) 

- softened in osteomalacia 234 

- spasmodic pain In . . 573 

- spleen in . . 33, 777 

- tuberculous caries of, 

limping from . . 457 

- X-ray shadows In . . 444 

Pemphigus, albuminuria in 16 


Pemphigus , canid. 

- bleeding gums from . . 93 

- bulla: in 123, 125, 126, 

682, 743, 746 

- cheiropompholyx dis- 

tinguished from . . 919 

- colon affected by 95, 127 

- condylomata distin- 

guished from .. 743 

- crusts in . . 95, 743 

- death from . . . . 743 

- dysphagia from . . 244 

- eosinophilia in 127, 271,710 

- no erythema in . . 126 

- linger atlecled by . . 301 

- foliaceus . . . . 743 

- food poisoning and 126, 127 

- loul discharge in . . 746 

- gangrene from . . 743 

- hitmatoporphyrinuria in 127 
-- impetigo simulated by 682 

- itching in . . . . 658 

- leprosy simulating . . 743 

- mouth affected by 93, 95,127 

- mucous membranes 

affected in . . . . 127 

- neonatorum . . . . 498 

- account of . . . 124 

- - Bacillus pyocyancus 

and . . . . 124 

bulla: in . . . . 123 

impetigo and .. 124 

- - mid wives and . . 124 

poverty and . . 124 

- staphylococci and . . 124 

syphilis and . . 124 

- nose affected in . . 127 

- < e-ophagus alfected in 127 

- palate allcctcd in . . 127 

- pitvriusis rubra distin- 

guished Irom . . 746 

pyrexia in 96, 

Pig. 117) 127, 688, 

709', 710 

- rectum atlccted in .. 127 

- recurrences m . . 127 

- syphilis distinguished 

trom . . . . 743 

- tongue swollen in 851, 852 

- ulcerative colitis Irom ICO 

- urticaria and . . 127 

- vagina atlccted by 95, 127 

- vegetans . . 743 

- vesicles due to . . 917 
Pendant, cheloid from . . 131 
Pendulous abdomen, antc- 

version ol uterus from 250 

dystocia trom . . 250 

-- - hepuioptosis and . . 462 

- scrotum, varicocele in 589 
Penguin-like dwarf . . 234 
Pcnicillium glaucum in 

sputum . . . . 792 

Penile calculus (see Cal- 
culus, Urethra!) 

-- listula . . . . . . 494 

Penis, absence of, impo- 
tence with . . . . 393 

- bite of, sore due to . . 763 

- blood Irom, due to 

vesical calculus . . 576 

- carcinoma of (see Carci- 

noma ) 

-■ chancre on 764, 824, 897 
-- chancroids of . . . . 764 

- cyanosis affecting .. 195 

- diabetic gangrene of . . 301 

- discharge from (see Dis- 

charge, Urethral) 

- drops of blood from, 

from epithelioma of 
bladder . . . . 721 

vesical calculus . . 721 

tuberculosis . . 721 

- eczema of, in diabetes 

334, 499 

- elephantiasis of, impo- 

tence due to . . 393 

- epithelioma of (see Epi- 

thelioma) 

- erection of, persistent 

(see Priapism) 

- erythema of, from herpes 764 

- lracturc of . . . . 140 

- gangrene of . . . . 763 

- gumma of . . 765 

caries of pubis simu- 
lating . . 851 

- huematoma of . . . . 579 

- herpes of . . 764, 913 
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PERISPLENITIS 


Penis, contd. i Pericarditis , contd. 

- injury of (see Injury) | - with effusion in polyor- 

- lupus of . . . . 765 j rhomenitis . . . . 62 

- oedema ol (sec CKdema) j skiagram ol(i-‘/V. 220) 265 

- PAIN IN .574 - friction sounds with 

(and see Pain in Penis') j 373, 532 

- pricking in, due to epi- ! - haemorrhagic, in polv- 

thelioma of bladder 721 j myositis . . ! . 702 

- - inflamed trigone . . 493 ; - heart failure from . . 246 

- - tuberculous bladder 721 ! - - impulse displaced in 

vesical calculus .. 721 j 265, 37 1 

- Raynaud’s disease affect- - in Hodgkin’s disease. . 137 

i n S ■ • • • . ■ 852 ! - intercostal spaces filled 

~ sarcoma of, caries of j up in . . . . 265 

pubis simulating .. 851 ’ - in leukictnia .. ..137, 

- scabies affecting .. 499 | - lymphudcnoma .. 137 , 

- SORE ON . . 763 - mediastinitis from . . 386 j 

- - (and see Sore on Penis') - mitral regurgitation 

- tingling in. from inflamed from 261, 265, 

trigone .. .. 493 - mvocardilh with .. 2b4 

- tubercle bacilli from . . 765 - pain in chest trom 5 30, 532 1 

- ulceration ol (see Sore i - - epigastrium from . . 863 , 

on Penis) - pallor with . . . . 5 32 ! 

Pentosazone crystals, melt- - palpitation from .. 594 

ing point of . . . . 328 - peritonitis with . . 62 

Pentose, Rial’s test for.. 327 - in pernicious ana-mia . . 137 

- in Cammidgc’s test . . 129 - physical signs of 264. 265 

- Pehling’s solution re- — pleurisy with . . 62 

duced by . . 327 - pleuropericarditis simu- 

- glycosuria simulated by 327 latino -• •• 533 

- osazone crystals from - in polymyositis . . 702 

327, 328 - precordial pain in . . 863 

~ phloroglucin lest for. . 327 ’ - in pseudo-lcukarmiu in- 

- yeast not fermenting. . 327 funtum .. ..137 

Pentosuria, familial .. 327 - rheumatic fever and.. 423 

Pepper, dermatitis due to -rheumatism causing.. 68 

915, 916 - rub in . . 117, 863 

Peppermint, heart sym- - in septicemia . . 706 

ploms and . . . . 377 - shortness of breath 

- leucocytosis from .. 45 3 from .. ..532 

Pepsin, no convenient test - shuffling rub with .. 265 

? or 401 - in splenic aiuemia .. 137 

- in gastric juice .. 401 - suppurative, in pviemiu 739 

Peptic ulcer, blood per ~ systolic bruit with .. 2b5 

anura from .. .. 96 i - tenderness of chest from 861 

- - of check .. .. 898 - - in epigastrium from 863 

tongue . . . . 898 of precordiu in ..861 

Peptone imeetions, deli- - thrill due to .. .. 875 

rium from .. .. 212 - X rays in diagnosing. . 265 

- - dyspnoea from .. 246 Pericardium, adherent < see 

erythema after .. 275 Adherent Pericardium! 

- - rigor after . . . . 737 - uneurvsrn ruptured into 

- not precipitated by , 157. 534 

salicyl-sulphonic acid 7 - fibrous thickening of. 

Peptonizing ferments in ; in polvorrhomemtis 138 

pancreatic cyst . . 61 ; - gas in 800 

Perchloridc of iron, thirst , Pericellular cirrhosis in 
due to . . . . 875 congenital syphilis . . 467 

- — in UfTeimann’s re- Perichondritis of ary ten- 

agent. .. .. 401 oid cartilage, hoarsc- 

Percussion and ascites .. 69 ness from .. 388 

- Of spleen, method Of . . 775 pain in ear from 253 

Perforating ulcer (see Ulcer- ; sore throat due to 758 

Perforation of bowel in streptococcal .. 25 3 

typhoid fever 63, 149, i - auricle, dealness from 207 

455, 485, 564, 7 37, 800, 802 I - — meatus obstructed by 207 

- - due to carcinoma .. 149 J - cricoid cart ilage, hoarse- 

dysenteric ulcer .. 63 i ness from .. .. 38S 

i . rcoral ulcer .. 63 sore throat due to 758 

tuberculous ulcer . . 63 - ear, earache from . . 252 

cornea (see Cornea) j - larynx, account of .. 763 

duodenal ulcer (see - thyroid cartilage, sore 

Ulcer, Duodenal) j throat due to .. 758 

~ gall-bladder, general i - — — thyroid gland simu- 

peritonitis from . . 734 lated bv . . 876 

- gastric ulcer (see Ulcer, j Pericolitis . . .. 812 

Ciastric) j - from diverticulitis . . 162 1 

- palate (see Palate) 1 Perihepatitis trom abscess 

Pericardia! brandies of I of liver . . . . 68 

vagus nerve . . . . 185 - account of . . 67, 68 

- effusion (see JLiflusion) i - ascites from ..62, 63, 467 

- friction, account of . . 117 l — over carcinoma of liver 468 . 

Pericarditis . . 264, 265 j - chronic peritonitis anil 68 : 

- acute rheumatism and j - cirrhosis and . . 68, 465 i 

71, 136, 568, 758 i - cough from .. .. 187 

~ adherent pericardium j - liver distorted in . . 68 1 

lrorn . . 70, 71 i edge curled under in 68 

~ aortic disease simulated ; rounded in .. 68 

by .. 117, 120 j turned up in .. 68 : 

- ascites with . . . . 62 j enlarged with 6 3, 467 

- in blood diseases .. 137 - pain over liver from. . 465 

- Bright’s disease . . 136 j — paracentesis abdominis ! 

- canter rhythm with in 67 

265, 373, 533, 729, 863 j - in polyorrhomenitis .. 1 38 | 

- chronic mediastinitis I — really chronic peritonitis 62 

alter .. 68, 910 ! - from repeated tappings 68 1 

- in chronic nephritis . . 15 j - syphilis . . . . 68 

- clubbed fingers from . . 142 j Perimeter chart of bilateral 

- dullness with .. . .265 I homonymous hemian- 

- dyspnoea from . . 246 | opsia . . (/%. did) 380 i 


! Perimeter chart, contd. Periostitis, abscess due to 845 

- - of bilateral temporal - due to actinomycosis. . 818 

hemianopsia - albumosuria with . . 21 

! 'f'ly- i06) 378 - amt-mi u from . . . . 47 

- in defining scotoma . . 924 [ - due to Bacillus mallei 818 

- detecting blind spots. . 92 - - paratyphosus . . 818 

-- hemianopsia . . . . 377 j pyocyaneus . . . . 818 

Perinephric abscess (see j typhosus . . 818, 870 

Abscess) bacteriological examina- 

- hrematoma, abscess after 438 ; lion in .. .. 818 

from injury to loin. . 4 38 j - due to dysentery bacilli 818 

- swelling, kidney simu- - of femur, limping from 457 

lated by . . . . 4 38 - — popliteal abscess due 

loin filled by . . 4.38 ! to . . . . 844 

Perinephritis account of 697 j - fibula, limping from.. 456 

- from coli bacilluria . . 187 : — due to gonococci . . 818 

- cough from .. .. 187 j - gummatous, with gumma 

- pain in shoulder from 583 j ol testis . . . . 769 

- pyrexia due to . . 697 ; - - trigeminal neuralgia 

- spleen simulated bv. . 775 | from .. .. 548 

- subdiapliragmatic peri- - of humerus, skiagram 

tonitis from .. 583 : of .. (/-/.e. u2X) 818 

Perineum, abscess in . . 766 - due to hydatid disease 818 

- - leucocvtosis with . . 453 : - of hyoid bone, pain in 

- boil in, aching in peri- tongue lrorn .. 590 

neum from .. 579 - ilium, pain in iliac fossa 

- bromidrosis of . . 803 from . . . . 557 

- carbuncle in, aching in , - - suppurative, appen- 

perineutn from .. 579 diems simulated by 558 

- carcinoma of, aching operation in din- 

in perineum from . . 579 goosing . , 558 

- - incontinence of faxes -- -- pain in iliac fossa 

from . . . . 304 trom . . . . 555 

- chancre in .. .. 7o6 - infect ivc, syphilis simu- 

- condvlomata in .. 760 lating .. .. 819 

aching in perineum - due to influen/n bacilli 818 

trom .. .. 579 - ol jaw hum blow .. 834 

- eczema of, aching in - - ccivicul glands enlarged 

pciineuiii from .. 579 from .. .. 834 

- - diabetic . . . . 579 - - pain in uiw due to. . 8 34 

gouty .. .. 579 parotitis simulated by 834 

-- epithelioma of . . 767 - - pyrexia from . . 834 

- - inguinal glands en- - - trom si-ptu. tooth . . 834 

larged from .. 476 - -- swelling of gums irotn 834 

- ervthema of, in inlants 498 - - toothache from .. 834 

- fall on. injury of utetlua - - trismus from .. 834 

Irotn . . . . 575 - due to leprosy . . 818 

- fistula in .. .. 494 - leptot hri.x .. 818 

- - after operation .. 766 - Icikocvioms in 817, 845 

- hernia in. \ ulval swelling - nec rosi >. ot hone due to 818 

due to .. .. 85 3 • irdviiiu o\cr .. ..817 

- herpes of .. . . 91’ - orbital, exophthalmos 

- injury to, anuria alter 55 lrorn . . 284 

- - incontinence of faxes - - X ra\ s i n dtagnoi mg 284 

lrorn .. . . 394 of os ealcis . . 551, 552 

- - prolapse of uterus due - pain in hone due to .. 817 

to .. .. 657 - due to piKUtnobacilh 818 

- intertrigo of, at iiing in - pneumococci . . . , 818 

perineum lrorn .. 579 - popliteal swelling due to 844 

- lacerations healed in, - pvivmia from . . . . 7)9 

dysparcuniu due to 239 - pyrexia due to . . 817 

- mucous tubercles in . 760 - oi radius, skiagram ol 

- muscles of, nerve-supgly < big. t>Jd > 818 

of 610, I-i.e. 471 ' 611 - rigor from ..817 

- PAIN IN .. 579 - sarcoma simulated bv 

- - (and see Pain in 821, 845 

Perineum) , - scurvy rickets simul.i- 

- rigidity ol, dystocia due ting .. .. .. 819 

to . . . . 250 - sinus due to . . . . 817 

- sensory centre for - skin reddened over . . 817 

• i‘i, g. 4X5 ' 63] - of skull . . . . 866 

- sinus in, from prostate 766 ' - due to staphylococci, . 818 

- SORES IN . . 766 - of sternum in enterica 862 

- - hind see Sore, Perineal) — — lrorn injury . . 862 

- tear of, after childbirth 394 - - pain due to .. 862 

-- - incontinence ol lccces in pyaemia .. .. 862 

from . . . . 394 tuberculous . . 862 

- testis in . . . . 589 - due to streptococci . . 818 

aching in perineum - of styloid process Of 

from . . 579 hyoid bone . . . . 590 

- ulcer in, aching in peri- | - swelling on bone due to 817 

neum irom . . 579 - in syphilis . . . . 866 

- urine passed through - tenderness of bone from 8 17 

494, 766 i - thickening ol bone from 818 
Periodic breathing .. 138 - of tibia, limping from 456 

- polyuria without appar- j - due to tuberculosis . . 818 

cm cause . . 653, 654 i in typhoid fever . . 7 37 

Periods, painful (sec Dys- ! - X rays in diagnosing. . 818 

incnorrluea) ; - -and see Osteomyelitis; 

- profuse (see Aletiorrhagiaf 1 Peripheral neuritis (see 
Periosteal abscess (see Abscess) i Neuritis) 

- haimorrhage (see Harmor- | Perisplenitis, abdominal 


rhage) I pain from . . . . 706 

- node in typhoid fever 819 | - cougli from .. .. 187 

- sarcoma (see Sarcoma; j - due to embolism . . 787 

Periosteum, fibroma of. . 821 - friction sounds over . . 553 

- haematomu under .. 817 - pain in hypochondrium 553 

- htemorrhage under, from . . . . 55.3 

tenderness from .. 51 - in polyorrhomenitis . . 138 

-- lipoma of . . . . 821 1 - septicaemia . . . . 706 



PERISTALSIS 


nor> 


PERITONITIS 


Peristalsis, absent in peri- 


tonitis . . . . . . 107 | 

- palpable from carci- ; 

noma of colon . . 163 i 

- powerful, above band 107 ! 

- - - carcinoma of colon 107 ! 

- VISIBLE . . 636 

- - in acute intestinal I 

obstruction . . 166 j 

- - from carcinoma coli 161 

- - - of duodenum .. 811 

- - - pylorus .. ..811 


- - congenital absence of 

recti abdominalcs 616 

- - over dilated stomach 

616. 80U 

~ -- from divarication ot 

recti .. ..616 

- - duodenal stenosis.. 6 16 

- - in epigastrium . . 809 

- - from extreme thin 

ness of parieles . . 6 16 
-- ' in gastrectasis .. 801 
gastric . . 21 «h 636 

- - Iroin herniation of 

laparotomy scar.. 616 

- - in 1 Imchsprurig’.’. 

disease . . . . 164 

- •• hypert toplue stenosis 

of pylorus . . 0 10 

- - intestinal . 636 - 

- - with intestinal coin 525 
obstruction 161, 167, 

101, 1U6, 485- 855. 


() 16, 809, i: 1 2 
fr<>ryi mtu ■•'Usceprion lt»4 

- - ladder-rum; type .. 6 Ui 

- - from pvlorie stenosis 

103, 616, S02 

- - in rickets . . 800 

- - l vmpamtes . . . , uO 

- - vertical waves ol . . 6 lo 

trom volvulus ot sig- 
moid . . 555 


Peritonea! adhesions .see 
Adhesions, AbJ. uiiinal 1 

- cavity, gas in i see 

Pneuniopentoneum’ 

- cells in ascitis Muni .. 65 

Peritoneum, aneui \sm 

opening into . . . . 5 14 

- carcinoma of. primarv 65 

- cyst ol HI 1 

- diseases of .63 

- - ascites from 61 

- fibrous thickening ot. 

in polyorrhoinemtis 118 

hydatid disease of 6 1 , 6 1. 

66. 6c 3 1 >6 - 

- nodules in, malignant 6*> 

- papillomata of 66 - 

- secondary deposits Iroin 

ovarv in 60 - 

- thickened in chrome 

peritotmt: . . .. 525 

- tuberculosis ot (see Peri- 

tonitis, 1 ubereulous 1 - 

Pcritomtie rub . . . . 1 49 

- — over spleen. . . . 46 

Peritonitis from abdominal 

injury . . . . . . 7 *5 

- abdominal distention in 140 

- - iniury simulating . . 7 15 - 

- - pain with . . . . 0 ' 1 

rigidity in 149, 150,911 

vascular lesions simu- 

tatlno . . 152 

- acute, from abscess of 

liver . . . . 63 

- - in acholuric jaundice 62 

- - acute pancreatitis 

simulating . . 810 

- - albumosuria with . . 21 

- - angina abdominulis 

simulating 152 

- - in aplastic umrmin 62 

- - due to appendicitis 168 

- - ascites from 61, 62, 63 - 

- - atheroma of aorta 

simulating . . 152 - 

- - in Bright’s disease 

62, 63, 71 

condition of abdomen 

In. . . . 149 

- - constipation in . . lt>8 - 

- - dissecting aneurysm 

simulating .. 152 - 

- - distention of abdomen - 

from . . . . 524 

- - drawing up of knees in 524 1 - 

1) 


Peritonitis, acute , canid. 

in Egyptian spleno- 
megaly . . . . 62 

- - familial splenomegaly 62 

- general, abdomen 

distended in . . 734 

- - — tense in . . 734 

- - - tympanitic in. . 734 

- - after abdominal 

operation . . 734 

- abortion . . . . 734 

- - - from abscess of 

kidney . . . . 734 

- -- - - liver . . . 734 

spleen . . . . 734 

account of 485, 

524, 734 

- - due to acute diver- 

ticulitis . . 149 

- - appendicitis 435, 7 '4 

- - • appendicular abscess 63 

- - -- borborygmi absent in 

107. 485, 734 

- - bowels loose in . . 734 

- - - causes of . . 63 

alter childbirth .. 7 34 

- colic distinguished 

from 734, 735 

- - - simulated 1>\ . . 149 

constipation in .. 7 44 

- - - deceptive in chil- 

dren . . . . 149 

- - - diaphragm painful 

in . . . . 7 44 

dissecting aneurysm 
Simula, tm: .. 736 

lrom divert icuhti; 556 
drv lurred tongue iri485 
(.inline s' in Hanks in 7 34 
lrom duodenal ulcer 

6 3, 435, 734 

- - dvscntcry . . 6 3 

- - endometritis .. 7 34 

facies Hifipocratica 
in . . 150. 435, 734 
f.cca! \ omit mg in 734 
fluid in abdomen in 734 
foul breath :n . . 112 
■ - - frequency ol mictu- 
rition in . . 7 34 

from gangrenous 

appendu it is .. 149 

gas in peritoneal 

c.nitv in 460, 462 

lrom gastric ulcer 

6 3,435 734 
lnemt rrhagic pancre- 
at is simulating 7 36 

- - histoi v in diagnos- 

ing ' . . . . 734 

- - impaired note in 

Hanks in . . 485 

-- - intense abdominal 

pain from . . 7 34 

- - from intestinal ob- 

st ruetion4K5, 556, 7 36 

- - intestinal obstruc- 

tion distinguished 
lrom . . . . 485 

- from intestinal u!ccr734 

- -- knees drawn tin in 

.50, 734 

- - leucocvtosis in . . 735 

- - liver dullness dimin- 

ished in 460, 462 

- - - — lost in . . 7 34 

- meteorism in . . 485 , 

- lrom parametritis 7 34 i 

- patient on back in 734 \ 

- - from perforation 

of bowel . . 149 j 

- - - - carcinoma colt 149 j 

duodenal ulcer 149 

- - - gall-bladder . . 734 ; 

- - - - gastric ulcer . . 149 

- - - typhoid ulcer. . 149 

perirectal abscess 63 j 

- - persistent vomiting , 

in . . . . 485 

- - pneumococcal . . 734 1 

- - from prostatic ab- j 

sccss . . . . 63 I 

- - pulse small and rapid 

in . . . . 734 

- - pulse-rate rising in 

485, 734, 735 

- - from pyosalpinx 63, 734 
respiration shallow 

in .. 734 

retention of urine in 734 


Peritonitis , acute general , con'd. 
rigid abdomen in 485 

- - - rub over liver in 

485, 734 

- - - - spleen in 485, 734 

- - - ruptured abdominal 

aneurysm simu- 
lating . . . . 736 

from ruptured ap- 
pendicular ab- 
scess . . . . 149 

- ••• gall-bladder . . .316 

- - - simulated by abdo- 

minal embolism 

485, 736 
- thrombosis 

485, 736 

- - in dengue . . 485 

- - - - dysentery . . 485 

■ - - - by meteorism.. 485 

- - - - suppurative ne- 

phritis . . 736 

- - - - in typhoid fever 485 

- - trom stercoral ulcer 

of colon . . 63 

- - - tuberculous bowel 

63, 149 

- - - - peritonitis simu- 

lated by . . 64 

- - - from typhoid lever 485 

- - - - ulcer . . . . 63 

- - - urgent laparotomy 

l.»r 63, 149, 735 

- •' due lo uterine in- 

strumentation. . 149 
- vomiting in 150, 7 vl 

- from wound . . 7.34 

- - in Hodgkin’s disease 62 

- - immobility of abdo- 

men in . . 524 

- - in kala-azar. . 62 

laparotomy for . . 63 

lcucocytoMs in , . 524 

- -in lymphatic leukarma 62 

- -• malaria . . . . 62 

- - morphia avoided in 524 

nausea in . . . . 524 

- - non suppurative . . 63 

- - paraiysts (4 bowel in 524 

- due to perforated 

duodenal ulcer . . 168 

- - - gastric ulcer . . 168 

in pernicious anamna 62 

- - pteurisv lrom . . 137 

- - in pneumococcal 

septicaemia . . 525 

- - pneumonia 111 . . 525 

simulating . . 525 

- in pscudo-leukarmin 

infantum . . . . 62 

- - pulse-rate increased in524 

- pyrexia in . . . . 168 

- - retraction of abdomen 

in. . . . . . 524 

rigidity of abdomen 
in.. .. 168,524 

- - in splenic ana-mia. . 62 

■ - splenontedullary leuk- 

aemia . . 62 

- - temperature in . . 524 , 

- - tenderness of abdo- 

men in . . . . 168 

- - thrombosis of inferior 

vena cava simu- 
lating . . . . 152 

- - - mesenteric veins 

simulating .. 152 

- - in typhoid lever . . 737 

- - urgent laparotomy for 524 

- vomiting in . . 524 

adhesions from 163, 167 
from appendicitis . . 151 

bands from . . . . 167 

in Bright's disease . . 136 ' 

cacogeustia in. . .. 860 

from carcinoma of colon 735 
chronic, abdominal dis- : 

tention in . . . . 63 ! 

- - pain with . . 64 | 

- in acholuric jaundice i 

62, 72 j 

- adhesions from . . 63 | 

- albuminuria from . . 64 

- in aplastic anaemia 62, 72 

- ascites from 15, 61, 

62, 63, 71 

- in Banti’s disease . . 72 

- Bright’s disease 62, 71, 72 

- chronic nephritis . . 15 

- chylous ascites with 72 


| Peritonitis , chronic , contd. 

! - - in cirrhosis of liver 72 
i - - constipation with . . 64 

j - - dull heaviness in ab- 
! domen in . . 525 

i dullness of abdomen 

from . . . . 63 

j - - in Egyptian spleno- 
megaly . . 62, 72 

- - familial splenomegaly 

62, 72 

- - fluid with . . . . 525 

- - in Hodgkin’s diseasc62,‘72 

- - intestines malted in 60, f 63 

| in kala-azar. . 62, 72 

1 - leuka-mia . . . . 72 

- - liver enlargement 

simulated by . . 462 

- - loculatcd ascites with 

60, 61 

lumps felt in . . 525 

- - in lymphatic leuk- 

emia . . 62, 72 

- - malaria . . . . 62 

- - malignant peritonitis 

simulated by , . 66 

mesentery shortened in 63 

• - nephritis simulated by 64 

- ■ omentum thickened in 

462, 525, 809 

- - ovarian cyst simu- 

lated by . . . . 64 

- from paracentesis .. 63* 

pericarditis with . . 62 

- - perihepatitis part of 63, 68 

- - in pernicious antenna 

62, 72' 

-- pleurisy with . . 63. 

polyorrhomcnitis and 62 

- - in pseudo-leukaemia 

infantum.. 62, 73 

- - pyrexia with . . 525 

- - from repeated tuppingsftH 

-- - in severe anaemias. . 71 

simple, account of . . 63 

- - in splenic znannia 62, 72 

- - spienomedullury leuk- 

emia . . 62, 71 

- - syphilitic . . 62, 68 

- - thick peritoneum felt 

in. . . . .. 525 

- - tube-casts trom . . 64 

- - tuberculous 62, 525 

- umbilicus flattened in 525 

- -• - reddened in . . 525 

- - vomiting with . . 64 

- - Wasseiinann’s test in 68 

- and colic, distinguishing 

points . . 150 

- colic simulating . . 151 

- collapse in . . 150, 392 

- constipation after . . 163 

- dangerous semi-quiescent 

phase of . . 150 

- diaphragmatic pleurisy 

simulating . . . . 532 

- dryness ol mouth in . . 860 

- facies in . . 150 

- fecal vomiting in . . 931 

- frequency of micturi- 

tion from .. ..151 

- gastric crises simulating 151 

- gonococcal, ascitic form 63 

- over a gumma . . 68 

- hiccough from 386, 387 

- Hippocratic facies of .. 150 

- immobility ot abdomen 

in 931 

- over ini a ret of spleen. . 775 

- intestinal crises simu- 

lating . . . . 151 

obstruction simula- 
ting . . . . 735* 

- jaundice from . . 151 

- laparotomy for . . 931 

- local, abdominal pain 

from . . . . 706* 

with pelvic abscess 843- 

-- malignant, abdominal 

distention from . . 65* 

lumps in . . 805* 

swelling due to . . 805 

- account of . . 65* 

ascites from 61, 63, 

65, 805 

- - blood-stained fluid in 65 

cachexia with . . 65 

cirrhosis of liver simu- 
lated by . . . . 65 

emaciation in . . 65 

70 



PERITONITIS 


1101J 


PHARYNX 


Peritonitis, malignant, contd. 

- - loss of weight in . . 805 

- - multiple tumours with 63 

- — nodules in peritoneum 

in . . . . 65 

- - omentum infiltrated in 65 

- - from ovarian cyst . . 66 i 

paracentesis repeat- 
edly in . . . . 66 

- - rectal examination in 65 • 

- - secondary to colon. . 65 i 

- - — ovary . . . . 65 * 

pancreas . . . . 65 ; 

rectum . . . . 65 i 

stomach . . . . 65 

simulating chronic j 

simple . . 66 j 

- - supraclavicular gland ; 

enlarged in . . 66 | 

tuberculous peritonitis 

simulated hy 65 

~ - simulating . . 64 

- - umbilicus fixed in . . 65 

- - urachus infiltrated in 65 

- mobility of abdomen in 149 

- obstruction after . . 167 

- from parametritis . . 151 

- patient on hack in . . 150 

- - lies still in . . . . 150 

- pelvic, after abortion . . 573 

- - adhesions from . . 573 
from appendicitis . . 573 

- - dysmenorrhrea from 237 

- - from extra-uterine 

gestation.. .. 573 

- - after labour . . 573 

- - pelvic pain from . . 573 

- — pleurisy from . . 137 

- - from salpingo-oophor- 

itis .. .. 573 

- - torsion of ovarian cyst 573 

- pleurisy simulating . 735 

- pneumococcal, ascitic 

form . . . . 63 

faecal fistula at um- 
bilicus from 59, 777 

- - oedema of umbilicus in 59 
umbilicus inflamed 

from . . . . 804 

reddened in 59 

- pneumonia simulating 735 

- in polymyositis . . 702 

- prognosis of hiccough in 386 

- pulse-rate and. . . . 150 

- from pyosalpinx . . 151 

- rarely secondary to 

empyema . . ..137 

pleurisy . . . . 137 

- rectal examination in. . 151 

- retraction of abdomen in 149 

- rising pulse-rate in . . 150 

- rub over liver in .. 149 

- - spleen in 149,485,734,775 

- ruptured tubal gesta- 

tion simulating . . 735 

- in septicaemia . . 706 

! lifting dullness in 
hanks in . . . . 149 : 

- subacute, in acholuric i 

jaundice . . . 62 J - 

- — aplastic anaemia . . 62 ; - 

- - ascites with . . 15, 71 

- - in chronic nephritis 15 j - 
Egyptian splcnomegaly62 j 

- familial splenomegaly 62 ! - 

- Hodgkin’s disease. . 62 j - 

- - kala-azar . . . . 62 | 

- - lymphatic leuka-mia 62 j - 

- — malaria . . . . 62 . - 

- - pernicious anaemia. . 62 j 

- - pseudo-leukaemia in- j - 

fantum . . . . 62 j 

- - severe anaemias . . 71 - 

- - splenic anaemia . . 62 ■- 

-- - splenomedullary leu- - 

kaemia . . . . 62 - 

- subdiaphragmatic, from 

appendicitis . . 583 - 

- - cholecystitis . . 583 - 

- - duodenal ulcer . . 583 - 

gall-stones . . . . 583 - 

- - gastric ulcer . . 583 

- - hepatic abscess 580, 583 - 

leaking duodenal ulcer 580 - 

gastric ulcer . . 580 - 

- - pain in shoulder from 580 - 

- - from pelvic inflam- 

mation . . . . 583 - 

perinephritis . . 583 - 

pyosalpinx . . . . 583 


Peritonitis , contd . 

- tabes dorsalis simula- 

ting . . . . . . 151 

- temperature in . . 150 

- - subnormal in 150, 392 

- thirst due to . . . . 875 

- tuberculous, abdomen 

all dull with . . 60 

abdominal pain in 

65, 706, 806 

swelling due to 804, 806 

tenderness in 65, 806 

tumour in 65, 706, 

777, 809 

- - - wall infiltrated in 65 
abscess at umbilicus 

in .. 593 

account of 64, 65, 717 

- — acute form . . 6 3, 64 

- adhesions from 167, 

( Pig. 56 3) 705 

- - age incidence of 64, 777 

- - anarmia in . . 4 3, 806 

useites with (Fig. 74> 59, 

60, 61, 03, 64, 65, 

67, 480, 706, 777, 806 

- - bands from. . . . 167 

- - blood in stools in . . 806 

- - Calmette’s reaction in 777 

- carcinoma of colon 

simulating . . 809 

- - caseous abdominal 

glands in • l-'ig. 561) 705 

- - - bronchial glands in 

{Pig. 5h1) 705 

- - - form . . . . 64 

- - - glands with . . 706 

- - - masses in i .Pig. 5f>1) 705 

- - mattings in . . 476 

- - - mediastinal glands 

in ( Pig. 5 d )i) 705 

- - - mesenteric glands 

in 65, < Fig. ->/> 1} 705 

- — - portal glands in .. 412 

- - in children 64, 480, 706 

- - choroidal tubercles in 787 

- - chronic appendix 

simulated hy . . 706 

- - form . . . . 64 

peritonitis from.. 525 

- - cirrhosis of liver simu- 

lated by . . 64, 806 

- constipation in . . 806 

- cow’s milk and . . 777 

diarrhoea in . . 806 

- dullness with . . 65 

- facies in . . . . 7 On 

- fiscal fistula at um- 

bilicus from 59, 65, 777 

- free fluid with . . 167 
-- gland disease with.. 65 

- glands enlarged in . . 811 

- guinea-pig test in . . 65 

- hip disease with . . 65 

- iliac glands involved 

in . . . . 563 

- intestines adherent in 

64, 65, 777, 806 

- jaundice in .. 67, 412 

- kidney disease with 65 

- knee disease with . . 65 

- leucopcnia in . . 455 ; 

- liver enlargement 

simulated by 64, 462 

- loculatcd ascites in . . 64 

- lumbar puncture in 787 

- lupus with . . . . 65 

- lymphocytes in fluid in 65 

- malignant peritonitis 

simulated by 64, 65 

- mesenteric glands 

enlarged from 476, 806 

- mesentery caseous in 65 

- - shortened by 60, 65 

- miliary tubercles in 64 i 

- multiple tumours with 

63, 167, 480, 805 

- nausea in . . . . 806 ! 

- obliterative type . . 806 

- obstruction after . . 167 

- oedema of abdominal I 

wall in . . . . 777 

umbilicus in . . 59 ! 

- omentum caseous in 65 

- - infiltrated in . . 806 I 
thickened in 64, I 

462, 777, 809 | 

- optic neuritis in . . 787 j 

- ovarian cyst simu- 

lated by . . . . 65 


Peritonitis , tuberculous , contd. 


- - pancreatitis simula- 

ting .. .. 700 

- - paracentesis in . . 65 

- - perforative peritonitis 

simulated by . . 64 

- - pigmentation of skin 

in . . . . 806 

- pyrexia in {Pig. 77)64, 

65, 706, 777, 806 

- - rare in adults . . 64 

- - reddening of abdo- 

minal wall in . . 777 

- resonance in flanks wit h60 

- - retraction of head in 787 

- - spinal disease with. . 65 

- - spleen simulated by 775 

- - temperature charts in 

{Fig. 75) 64, 

{Fig. 5(i.F 705 

- tender mass in .. 806 

- - tuberculin reactions in777 

- from tuberculous 

glands . . . . 712 

- typhoid fever simu- 

' lated by . . . . 787 

- ulceration of intes- 

tine with . . . . 806 


- umbilical fistula with 

706, 804 

- umbilicus inflamed in 

59, 65, 525, 804 

- urachal cyst simula- 


ting . . ..815 

- - varieties of . . . . 64 

- — von Pirquet 's reaction 

in .. . . 777 

- (and see Tuberculosis, 

Abdominal 1 

- from twisted ovarian 

cyst .. .. 559 

- vaginal examination in 151 

- vomiting in 150, 92' 1 , 931 
Perityphlitis, abdominal 

tumour due to . . 812 

- abscess due to . . 812 

- appendicitis simulated 

by 564 

- constipation with . . 812 

- malignant disease simu- 

lated by . . . . 812 

- pain over . . 564, 812 

- from stercoral ulcer of 

caecum . . . . 561 

- tenderness over . 812 

- vomiting vuth 812 

Perleche in children 460 

Perl's reaction in bron/cd 

diabetes 32. 3 35, 467 

- - negarice in aplar.lic 

smarm t a . . 31 

- in pernicious ana-mia 

31, 3 '5, 467 

- — sprue . . 32 

Pernicious antenna ',sec 

Anaemia) 

Peroneal atrophy I’see 


Tooth’s Peroneal Atrophy) 

- muscles (.see under 

.Muscle,) 

Peroxide of hvdrogcn m 
blood test . . . . 104 

- - erythema due to . . 917 

- - vesication due to . . 917 
Perspiration see Sweating) 
Pertussis 'sec VC' hooping- 

cough 

Pes anscrinus . . . . 3 

- cavus from spina bilida 146 

- right hoots . . . . 146 

- in Tooth’s paralysis 146 

- varus in Ericdreich’s 

disease . . . . 176 

Pessary, betid discharge 
due to . . . . 232 

- vaginal discharge due to 2 31 
Petechia; (see Purpura) 

Petit mal, aphasia in . . 772 i 

aura and . . . . 87 j 

characters of . . 182 J 

- - epilepsy and . . 87 j 

fainting due to . . 297 j 

- — loss of consciousness in 87 

muscular twitches in 174 

Petrol, erythema from . . 275 | 

- fumes, ataxy from . . 77 I 

-- - coma from . . . . 154 I 

delirium from . . 212 

dyspnoea from . . 246 

fainting due to . . 297 | 


Petrol fumes, contd. 

noises in head from 504 

- - oul of condition from 113 

- - shortness of breath 

from . . ..113 

- - vertigo from . . 504 
Petroleum, constipation 

and . . . . . . 160 

- epithelioma of scrotum 

and . . . . . . 849 

- greedy colon and . . 160 

Petrous bone, fracture of, 

dcalncss from . . 208 

ivory exostosis of . . 820 
thickened in ucro- 
megaly . . . . 504 

- - Iconliusis ossea . . 504 

- osteitis deformans 504 

- - — osteoporosis . . 504 

- from syphilis . . 504 

- vertigo from . . 504 
Peyci’s patches enlarged 

in lyniphatism . . 477 

- - sloughs of, in typhoid 

lever .. 784 

- - ulceration of, in 

t \ pin «id fever . . 481 
Pfeiffer’s bacilli (see Ua- 
cillus Influenzae; 

Phagediena oris . . . . 9 3 

- ulcer o 1 leg from . . 894 

Phagocytic amentia . . 51 

Phalanges, chondroinuia of820 

- tnh.igcvi in acromegaly 255 

- tuberculosis of . . 818 

- .and sec l ingers) 

Phalli n. iKcmoglohinuna 

1 rom . . . . 357 

Phantom tumour 807, 808 

- - abdominal swelling 

due to . . . . 804 

- amenorrhica with .. 84 3 

- - amcsihetie in dia- 

gnosing .. 61, 843 

- ascites simulated bv 

60, 61 

due to diaphragm 
contraction .. 843 

■ at menopause 61, 84 3 
rneteorism producing 486 

■ ovarian tumour simu- 

lated by . . .. 61 

- pelvic swelling due to 840 
preirn.mvv simulated 

bv . . 61, 843 

■ sex incidence of . . 6 1 

Pharvngcal abscess see 

Abscess 

-- branch i>t vagus . . 185 

catarrh, middle-ear dis- 
ease front . . . . 253 

- obstruction, c:\aiioso 

1 rom . .196 

- lotisi I, inflammation of, 

Mioring due to . . 757 

Pharyngitis, acute . . 762 

- bacteria which cause 757 

- - sore throat clue to. . 757 

- chronic, account of . . 762 

- - in clergymen 186, 757 
costermongers 186, 

757, 762 

- - foul breath from .. 113 

- from overuse of voice 757 

- sore throat due to. . 757 

- in stockbrokers 186, 

757, 762 

- cough from . . . . 186 

- in lootball-match watch- 

ers . . . . . . 762 

- haemoptysis simulated 

hy 359 

- from overuse of voice 762 

- pyrexia due to . . 688 

- from smoking . . 762 

- syphilitic . . . . 93 

- cough from . . 186 

snail-truck ulcers in 186 

Wassermann teat and 186 

Pharynx, bacteriological 

investigation of . . 83 

- bulbar paralysis afTecting242 

- carcinoma of (see Carci- 

noma) 

- chickcn-pox affecting 762 

- crusts on . . 95 

- dermatitis herpetiformis 

affecting . . . . 95 

- diphtherial membrane 

on . . 248 
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Pharynx , contd. 

- epithelioma of (sec lipi- 

thclioma) 

- erythema bullosum 

affecting 95 

- gumma of, dysphagia 

from. . . . 601 

• - ptyalism from . , 661 

- mercurial tremor of. . 882 

- naso-(scc Nasopharynx) 

- pain in, alter acute 

irritants . . . . 244 

- paralysis of (sec Paralysis) 

- pemphigus affecting . . 95 

- red in scarlet lever . . 281 

- rhi noscleroma affecting 889 

- sarcoma of, earache 

from .. ..25 3 

- sepsis of, cervical aden- 

itis from . . . . 76 3 

- small-pox affecting . . 762 
™ snail-track ulcers on.. 691 

- - - in syphilis 180, 760 

- stenosis of, dysphagia 

from . . 244 

- - syphilitic . . 244 

- superior laryngeal nerve 

supplying . . . . 185 

- ulceration of (see l lcera- 

tion ) 

Phcnucetin, coma from . . 154 

- cyanosis from . . 196 

- fanning due to 297, 299 

-- lor headaches. . . 299 

- metluenioglol'iinernia 

from . . 202 

-- melhicmoglohiMuria 

after .. 1% 

Phena/.one, coma irorn . 154 

- cyanosis Irorn . . l‘>6 

~ fainting due to . 297 

- I'ehhng’s solution re- 

duced alter . . *27 

methicrnoglobin.etma 

Irorn . . . . 202 

- metlnernoglobinuria 

alter .. l c >6 

- noises in head irom , . 50 1 

- vertigo 1 roin . . . . 504 

Phenol, carholuna lioni 90f> 

- dermatitis due to . . 91 S 

- gangrene from *17 

- necrosis due to ..918 
Phonolphlhalcin, c ’he 

from .. 148 

m estimating avidity 401 
-- fat estimation . . 299 

- red urine due to . . 90 3 
Phenyl -ala n in, homogen- 

tisie acid in . . . . 905 

- hvJroquinoncacctic acid 

in 905 

Phenyl -glucosazvine ervs 
tals . . , fig. 271 ■ 328 

- melting point of . . *28 

Phenyl-hydrazine in t'ani- 

midge’s test .. ..129 

- dermatitis Irom .. 917 

- glycuronie acid and . . 129 

- hxmoglobinuna Irom *57 

- osazone crystals front 327 

- rash due to . . . . 9 IS 

test 328 

- - in confirming glyco- 

suria . . . . 902 

- lactosuria 3 12 

Phcnyl-lactosazorte crystals 

illustrated vPig- 272) 328 

- - melting point of . . 328 
Phcnyl-larvulosazonc crys- 
tals, melting point of. . 328 

Phenyl-pentosuzone crys- | 

tala, melting point of. . *28 
Phimosis from balanitis 763 ; 

- chancre obscured by 764,765 

- convulsions from . . 181 

- enuresis from. . . . 270 J 

- foul discharge from . . 765 j 

- increased frequency of I 

micturition from . . 491 j 

- inguinal glands enlarged 

with . . . . 765 

- (edema of prepuce with 765 

- pain in penis from . . 578 

- priapism due to . . 656 

- pyuria due to 716, 723 
Phlebitis, abdominal, mcl- 

aena from . . . . 481 

- abdominal pain due to 699 

- account of . . 699 


Phlebitis , contd. 

- axillary thrombosis from 515 


- empyema Irom . . 135 

- erythema with . . 278 

- infected emboli of lung 

f rom . . . . 1 35 

- inferior vena cava ob- 

struction from . . 515 

- intra-abdominal . . 699 
-- limping due to 456, 457 

- obscure cases of . . 699 
-- <edeina nl leg from 515, 699 

- pain in leg from . . 5 39 

- phlcboliths Irom . . 699 

- pulmonary embolism 

i rom . . . . 699 

-- pyrexia from . . 688, 699 

- redness over vein in, . 699 

- in septicaemia. . . . 706 

- sudden death from . . 699 

- superior vena cava 

thrombosis irom .. 515 

- swelling due to . . 699 

- tenderness over . . 699 

- in varicose veins . . 5 39 

- from whitlow.. . . 515 

Phlebolith, calculus simu- 
lated bv . . . . 440 

irom mesenteric vein 

thrombosis .. 152 

- phlebit is . . . . 699 

ureteric calculus simu- 
lated by 442, 443. 

Pig. 444, 559 
Phlebosclcrosis, thrombo- 
sis irom . . . . 321 


Phlebotomous fever, brady- 
cardia in . . ..110 

Phlegmasia alba dolens. . 699 

after labour 512, 891 

- - lymphatic ot'M rue - 

t it'n in . . 894 

- - -- (edema in. . . . 511 

in pregnancy . 894 

- - ulcer oi leg Irorn . . 894 

Phlegmonous gastritis .. 9*0 

- -- vomiting due to . . 928 
Pliloridrln, glyrosurla from 332 
Phloroglucin test, gheu- 

romc acid and . . 327 

- — ior pentose. . . . ?27 

Phlvctenular conjunct i - 

vitis .. l-',g. 2Jn 2* 6,89" 

-- ulcer oi cornea . . 890 

Phocomelus . . 234 

Phosgene, cyanosis from 200 

- exudative oedema oi 

lungs from . . 200 

Phosphate, ammonio-mag- 
nesium. . . . 638 

- of calcium (sec Calcium;- 

- calculus in bladder 

(Pig. 2‘‘4\ 355 

- - X rays and . . 440 

crystals, stellar < Pig. 6 38 
deposit, blue, from 

indigo blue . . 907 

- deposits, physiology of 637 

- of magnesium (see Mag- 

nesium) 

- sodium . . . 637 

- stellar, calcium j nos- 

phatc and . . . . 638 j 

triple . . 638 

- - crystals of (l : ig. 4 ( M) 638 

- - in cystitis . . . . 638 

Phosphates, acetic acid in : 

clearing 21,140,229,715 

- amorphous . . . . 12 I 

- blood pigment carried 

down by . . . . 12 

- boiling test Rnd . . 638 

- cloud on boiling 636, 637 

- liquor potassar not dis- 

solving . . . . 899 

- milky urine from . . 638 

- opalescent urine from 3 J 

- precipitated by liquor 

soda’ . . . . 3 i 

- ulcer of bladder coated 

with . . . . 722 ! 

- urates simulating . . 899 : 

- uric acid and . . . . 901 

- in urine in acute ne- 

phritis . . . . 12 

disappearance in 

starvation . . 637 

from lecithin . . 637 

in neurasthenia . . 637 

normal total per diem 637 


| Phosphates in urine , contd. 

I from nuclein . . 637 

I phosphates in food 637 

i Phosphatic diabetes (see 
Diabetes) 

PH0SPHATURIA ..636 

- absolute . . 637 

- albuminuria simulated 

by 6 39 

- delinition of . . . . 636 

- enuresis simulated by 271 

- gonorrhoea simulated by 6 39 

- increased frequency of 

micturition from . . 491 

- and oxaluria, alternating 6 38 

- - - in indigestion . . 523 

- physiological" . . . . 638 

- pyuria simulated by. . 639 ■ 

- spcrmatorrhwu and 6 38,6 39 ; 

urine milky in . . 140 

Phosphide of calcium in < 

lerrosilicon . . . . 421 

Phosphorus poisoning, ac- 
count of . . . . 420 

- - acute yellow atrophy , 

simulated by . . 421 

- albuminuria in 16 

- albumosuria in 21 

ammonia ol urine in 421 

- - anuria from 55, 57 

- - black vomit in . . 421 ; 

- bleeding gums in.. 93 
blood per anurn from 96 

- burning pain in epi - 

gastrium in . . 421 

chlorides of urine in 421 
cholcemia from . . 213 

• • collapse in . . . . 421 

- coma in 15*, 421 

convulsions in . . 421 
delirium from 213, 421 
drowsiness in . . 421 
extreme thirst in . . 421 
fat tv degeneration of 

heart Irom 70, 94, 

264, 421 

- - - — kidnevs in . . 421 
liver in 94, 421, 469 

gastritis from *38 

- simulated by . . 929 
hatrnatetnesis front 

3 36, 3 38 

hemorrhages in . . 421 
Headache in . . 421 

uundicc from408. 4 20,421 
leucin not found in 421 

- - liver enlarged irorn 

408, 421, 469 

- • matches and 94, 421 

- - nausea in . . . . 421 

necrosis of jaw front 

94, 834 

- nitrogen of urine in 421 

- - rapid feeble pulse in 421 

- - — respiration in . . 421 
trom rat paste 94, 421 

- - suicide by . . 94, 421 

- - tenderness in epigas- 

trium in . . . . 421 

- - - right hypochon- 

drium in . . 421 

- - ryrosin not found in 421 

- - urea of urine in . . 421 

-- - urine in . . . . 421 

vomiting in 929, 421 

- priapism from . . 657 , 

- ptyalism from . . 661 

- stomatitis from . . 94 

- vermin-killer and . . 94 

Phosphotungstic acid in 

Hofmeister’s test .. 20 

Phosphuretted hydrogen, 

fainting due to . . 297 ] 

from lerrosilicon . . 421 I 

hemoglobinuria from 357 j 

jaundice due to . . 408 I 

- - poisoning, account of 421 i 

‘ Phossy jaw ’ . . . . 94 j 

Photographers, amidol , 

used by . . . . 917 

- dermatitis in . . . . 917 

- hydroquinonc used by 917 

- metol used by . . 917 

- pyrogallic acid used by 917 

- rodinal used by . . 917 

PHOTOPHOBIA.. . 639 

- from albinism . . 639 

- arsenic . . 639, 640 

- astigmatism . . 639 

- biliousness . . 640 


Photophobia , contd. 

- causes of . . 639 

- from cerebral abscess 639 

- - irritation . . 396 

- - tumour . . . . 639 

- conjunctivitis 285, 639, 926 

- constipation . . 639, 640 

- wirh corneal ulcer . . 890 

from cyclitis . . . . 639 

- drugs . . . . 639, 640 

- dyspepsia . . 639, 640 

- in electric blindness. . 926 

- from encephalitis . . 639 

- error of refraction .. 639 

-- in erythropsia . . 926 

from eyestrain . . 639 

- levers , . . . . . 639 

- foreign body in eye . . 639 

- glaucoma . . 285, 639 

- hypermetropia . . 639 

- hysterical . . 639, 640 

- trom influenza 639, 640 

injury to eye . . 639 

- iritis . . 285, 639 

- keratitis . . . . 639 

- malaria . . 639 

- malingering . . 639, 640 

- measles . . 639 

meningitis . . 547, 639 

migraine . . 639, 640 

occupation . . 639, 640 

ophthalmia . . 639 

- pachymeningitis . . 639 

- pain in eye with . . 639 

Irom potassium bromide 

639, 640 

- iodide . . 639, 640 

- quinine . . 639, 640 

- retinitis . . 639 

- retrobulbar neuritis . . 639 

- severe anaemia 639, 640 

- sick headache 639, 640 

in snow blindness . . 926 
from snow glare . . 639 

- suggestion curing . . 640 

- trom supra-orbiial herpes 

639, 640 

- in tic douloureux 548, 

639, 640 

- from typhus . . 639, 640 

- ulceration of cornea . . 639 

- X rays .. ..639 

Phrenic nerve (sec Nerve) 

- neuralgia . . . . 531 

Phthciriasis . . . . 642 

Phthisis, abdominal pains 

in 594 

account of . . 362 

- Addison’s disease simu- 

lated by . . . . 642 

- alar chest and . . . . 208 

- albumosuria from . . 20 

- anaemia from . . 27, 43, 47 

- aneurysm simulating . . 365 

- anorexia nervosa simu- 

lating . . . . 934 

- apical clicks in . . 362 

- - mottling in . . 134 

- - signs in . . . . 792 

Bacillus prodigiosus 

simulating . . . . 791 

- bleeding gums in 95 

- blood-strcakcd sputum 

in 187 

- bronchial breathing in 362 

- bronchiectasis distin- 

guished from .. 112 

- bronchophony in . . 362 

- bronchopneumonic, 

dyspncca from . . 247 

- cachexia from 27, 218 

- cacogeustia in . . 860 

- calcareous concretion in 

sputum in (Pig. 618 ) 792 

- caseous bronchopneu- 

monia from.. .. 198 

- - mass in sputum in. . 792 

- catarrhal laryngitis in 246 

- cavities in lung in . . 789 

- cirrhosis of liver with 337 

- coagulablc sputum in 792 

- in congenital heart dis- 

ease . . . . 363 

- consonating r^lcs in. . 362 

- cough from 186, 188, 

198, 210, 362, 582 

- cyanosis in .. 198 

- deficient movement of 

chest in . . . . 362 

- deltoid wasted in . . 79 
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Phthisis , cotttd. 

- diaphragm deformed in 

(Fig. 118) 134, 

(Fig. 119) 135 

- diarrhoea from . . 217 , 

- diazo-reaction from . . 218 { 

- diphtheria bacilli in . . 187 

- early, skiagram of 

( Fig. 117) 133 | 

tubercle bacilli in I 

sputum in . . 133 j 

- effects of alcohol simu- I 

lating . . . . 934 j 

- elastic fibres in sputum | 

in 187, 198, 360, 362, 792 I 

- in the elderly. . . . 362 ! 

- empyema from . . 134 I 
distinguished from 112 

- expectoration in . . 362 

- extensive, yet signs few 

with (Fig. 119 ) 135 

skiagram of (Fig. 118) 134 

- fainting due to 296, 299 1 

- family history in . . 790 

- fatty heart from .. 264 ; 

- fibroid, dyspnoea from 247 j 
laryngeal paralysis 

from . . . . 606 ' 

- fibroid lung distinguished i 

from . . . . 269 

- fibrosing type (Pig. 119) 135 

- flattened chest wall in 362 

- ftetid bronchitis simu- 

lated by . . . . 790 

- foul breath from . . 112 

sputum in . . . . 790 ' 

- l-ricdliinder’s pneumo- 

bacilli in . . . . 187 

- gastric pains in . . 594 

- glands seldom caseous in 480 : 

- hcemoptysls In 187, log, 

360, 361, 362, 363 , 

- hernia of lung in . . 210 I 

- hydatid cyst simulating 366 , 

- hydropneumothorax in 801 

- impaired note in . . 362 

- impotence in . . . . 393 

- indigestion in . . 396 

- influenza bacilli in . . 187 

simulated by . . 713 

- infraspinatus wasted in 79 

- intestinal catarrh from 217 

- knee-jerks exaggerated 

in . . . . . . 451 

- lardaceous disease from 

10, 469, 784 

- lichen scrofulosorum 

with. . . . . . 59S 

- linear albicantcs in . . 459 

- with lobar pneumonia 364 

- lobar pneumonia simu- 

lated by . . . . 364 

- long neck and sloping 

shoulders with . . 208 1 

- loss ol appetite in . . 362 j 

weight in . . 362, 932 | 

low blood-pressure in 106 
miner’s . . 198, 363 I 

- in diamond-miners 363 i 

- - dyspnoea from . . 247 1 

- - in gold-xnincrs . . 363 ! 
haemoptysis from . . 361 ! 

- - in limestone quarriers 363 j 

- - pneumonoconiosis 

and . . . . 198 1 

skiagram of (Fig. 170) 199 

syphilis and 198, 363 ’ 

tubercle bacilli in.. 363 

- muscle wasting on chest 

in 79 ; 

- nail ridges from . . 933 j 

- nausea in . . . , 396 

- night sweats in 362, 582 i 

- nummular sputum in 

187, 788 ! 

- organisms of Vincent’s i 

angina in . . . . 187 

- ostco-arthropatliy in 

{Figs. 351, 352) A 36 

- out of condition from 113 : 

- pain in shoulder from 

580, 582 ! 

- pectoralis major wasted in 79 

- pectoriloquy in . . 362 

- physical signs of . . 362 

- pigmentation in mouth 

in . . . . 642, 643 

of skin in . . . . 542 ! 

- pleurisy from. . . , 134 

- pneumococcus in . . 187 


Phthisis, conid. 

- pneumonoconiosis and 198 

- pneumothorax in 647, 648 

- pousses 6volutives in. . 713 

- prognosis in . . . . 218 

- prolonged expiration in 362 

- pulmonary aneurysm in 362 

- purulent sputum in . . 187 ; 

- pyogenic organisms and 112 

- pyrexia in . . . . 562 

- retraction of chest in. . 210 

- root shadows not evidence 

Of 362 

- secondary Infection In 

112, 187, 788, 790 , 

- senile, bronchitis simu- 

lated by . . 700 

- shortness of breath from 

113. 114 i 

- sporotrichosis of lung 

simulating . . . . 365 

- sputum cultures in . . 789 

- - testing in . . . . 362 

- staphvlococcus in . . 187 , 

- stench of sputum in . . 3h4 

- streptococcus in . . 187 

- succussion in . . . . 800 

- supposed early, hut really 

extensive (Fig. ] 19) 135 , 

- supraspinatus wasted in 79 : 

- syphilis and .. 198, 246 

- - of bronchus simu- 

lating . . . . 367 

• tactile vocal fremitus 

unequal in . . . . 362 

- toxiemia from .. 113 

- tubercle bacilli in sputum 

in 112, 187, 198, 360, 

362, 363, 562. 582, 792 

- without tubercle bacilli 

in sputum . . 187. 791 

- tuberculin injection test 

in 360 

- tuberculosis of larvnx 

with . . ' . . 762 

secondary to . . 367 

- tuberculous carcumwilh 562 

- - gingivitis in 95 

glands not predis- 
posing to . . 474 

- - stomatitis in . . 661 

- - tonsil with . . . . 7M 

ulceration ot bowel in 562 

- - -- palate with . . 7 6 

- ■- - tongue with . . 89s 

- unsuspected .. ..114 

- vomica in . . . . 362 

- vomiting lrom 188, 396, 929 

wasting in .. 19b, 582 

- - above and below 

clavicles in .. 362 

- - of chest wall in . . 362 

- without abnormal signs 

360, 362 

- X rays not detecting 

early.. .. in2, 363 

- - - in diagnosing 114, 

134, 188, 360, 

362, 562, 582, 932 

- (and sec Tuberculosis, 

Pulmonary 1 

Physical signs of acute 
endocarditis . . . . 263 

- adherent pericardium 

70, 71, 265 
-- - aneurysm . . . . 241 

of first part of aorta 260 

- aortic disease . . 259 

- ascites . . .59 

- bronchlectaslB 269, 

366, 790 

- - carcinoma of splenic ; 

flexure . . . . 776 

stomach . . 777, 778 

- - congenital heart dis- 

ease . . 650 

emphysema 199,208,269 

- - enlarged gall-bladder 

314, 315, 316, 437 

heart . . . . 257 

spleen . . 774, 775 

- - fibroid lung 210, 258, 

269, 366, 790 
gangrene of lung . . 323 ! 

- hepatoptosls . . 462 

- - hydronephrosis 315, 316 

kidney . . 350 

enlargement . . 437 

- lobarpneumonla 199, 789 
lung root obstruction 241 I 


Physical signs , contd. 

of mitral fibrosis 

(Fig. 100) 119 

regurgitation . . 262 

stenosis . . . . 268 

— movable kidney 315, 316 

- - ovarian cyst 60, 438 

tumour . . . . 777 

— pancreatic tumour . . 776 

— patent ductus arterio- 

sus . . 267 

septum ventrlcu- 

lorum . . 267, 650 

- pericarditis 264, 265, 

532, 533 

— phthisis . . . . 362 

— pleuritic effusion 209, 258 

— pneumothorax 209, 

532, 647 

— pulmonary stenosis 

267, 650 

- renal tumour 775, 776 

- - right ventricle enlarge- 

ment . . 267 

— stenosis of bronchus 365 

- - subphrcnic abscess . . 697 

- suprarenal tumour . . 776 

- tympanites . . 60 

- - uterine fibroid . . 438 
Physiologic.il albuminuria 

i, sec Albuminuria 1 

- amenonTuva . . 23 

- cup . . • lug. 4n ( > 517 

- - abscni in Inpeinie- 

tropic astigmatism 520 
account of . .517 

- diplopia . . 220 

Physostigminc, myotu 

action of . . 675 

pupils unequal In 'in. . 675 


Phytolacca dccandr, 
mantis due to 
Pianist*-, ci.unp in 

Pica, account of . . 

Picking of nose 


let - 
, . 916 
. . 189 

58. 128 

from 


Pigmentation in mouth, contd. 

from cachexia 642, 643 

carcinoma of colon. . 642 

- - malignant discuse . . 643 
negro blood 641, 643 

- - in pernicious amcmiu 

44, (Fig. (A) 45, 641, 643 
from phthisis 642, 643 

- of mucous membranes 

in Addison’s discuse 

106, 295, 934 

- nipple from pregnancy 529 

- palate . . . . . . 641 

in pernicious amcmiu 

(Fig. 6 4) 45 
retina . . . . . . 926 

- sclerotic in ochronosis 644 

- SKIN 642 

- in abdominal tuber- 

culosis .. ..643 

- acanthosis nigricans 

295, 645 

- -• Addison’s disease 

44, 8 3, 106, 201, 

295, 299, 641, 64 3, 

{Fig. 500) 644, 928, 934 

- - argyriu . . 201, 295 

- - lrom arsenic 44, 

83, 94. 467, 642, 

{Fig. 5t>5) 64 3, 645 

- - in bronzed diabetes 

335, 467, 644 
cachexia . . . . 644 

- - cancer . . . . 644 

carcinoma ot stomach 295 

- - chloasma . . 642, 643 

- cirrhosis of liver . . 48 

- constipation . . 64 3 

dermatitis exfoliat iva 

645, dig. 510) 646 
lrom drugs . . . . 645 

in exophthalmic goitre 
267, Fig. 504: 64 3, 877 

- luvrnochroxnatosis 

201, 644 


worms 

633 

after herpes . . 865 

in Hodgkin’s disease 64 3 

Picramic acid lrom picric 


acid 

903 

ichthyosis hvstrix 

- - in nrine 

903 

d-i x . 4(22 : 599 

Picric acid , see Acid 


Kaposi’s disease . . 644 

PIED-EN-GRIFFE 

140 

leprosy . . 313, 644 

•• 'and see Claw-foot 


low hlood-pressuie 

Pigeon chest, outline of 


with ..106 


dig. in 209 

• - in rickets . . 2o*, 23.3 

- feeders, nspergillus in 792 
Pigment granules lti urine 

in malaria . . . . *9 

- in malaria parasites 40, 41, 42 

- Plasmodium malaria;.. 40 
Pigmentary naiv o-^arco- 

m, it osis of skin .. 454 

Pigmentation ol anus in 
Addison’s disiaM; . . 643 

- brown, of bones in 

hydroa atslivale . . 127 

- - teeth in hydroa a**-ti 

vale (Fig. Ill) 126, 127 

- cartilage in ochronosis 644 

- round eyes from uterine 

lesions . . . . 128 

- ol eve-lids in exoph- 

thalmic goitre 207, 292 

- face in acanthosis nigri- 

cans . . . . . . 295 

- - carcinoma of stomach 295 

- — chloasma . . . . 643 

- - cirrhosis of liver 67, 

294, 466 

- - pellagra . . . . 646 

- - from uterine lesions 128 

- forearms in pellagra . . 646 

- forehead in chloasma . . 64 3 

pellagra (Fig. 224 1 280 

- - from uterine lesions 128 

-- gums . . . . . . 641 

- hands in pellagra . . 646 

- lips . . . . . . 641 

- - in Addison’s disease ; 

44, 934 ■ 

pernicious anaemia , 

(Fig- 04) 45 1 

- IN MOUTH . . . 641 ! 

- — in Addison’s disease j 

44, 224, 295, 299, j 

(Figs. 500-502) 641, 

643, 928, 934 ; 

amyloid disease . . 642 j 

argyria . . . . 645 

from arsenic . . 642 I 


644 


- - in malaria . . 

-- - malignant disease 

295, 044, 805 

- - neurofibromatosis . . 8H9 

• win 01 ms j j, 201, 044, 906 
lrom pancreatic le- 
sions . . . . 5H2 

- - in pancreatitis . . 700 
■ - pellagra 203, 279, 

f Fig. 224 280, 646 

- - pernicious aiuemia. , 643 

phi hciria-ds . . . . 642 

- - from picric acid . . 645 

- - radium . . . . 276 

- - in rheumatoid arth- 

ritis 47, 426, 64 3 

- from scratching . . 642 

silver . . 295, 645 

- - syphilis9 1,26 1,31 1,382, 

' Figs. 507 , 508 1 644, 

645, 895 

- - tinea versicolor simu- 

lating .. 313 

- - lrom T.N.T. . . 645 

- -■ in tuberculous pcri- 

tomLis .. .. 806 

urticarial . . 644 

- - from uterine disorder 

642, 643 

- - in vagabond’s dis- 

ease . . . . 642 

- round varicose veins 677 

- in von Reckling- 

hausen’s disease. . 865 

- - from X rays . . 276 

- in Still’s disease . . 472 

- ol urethra in Addison’s 

disease 

- vulva in Addison’s dis- 

ease 

Pigmented crescents of 
optic disc (Fig. 411) 517 

- mole (see Mole) 

- patches in retina In 

syphilitic choroiditis 518 

Piles (see Haemorrhoids) 

PILIMICTION .. ..646 


643 

643 
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Pillows too high } head- 
ache from . . 370, 372 

Pilocarpine, erythema frum275 

- ptyul ism from .. 661 

Pi 1 oca rpu s pc nnat i foliu s , 

dermatitis due to . . 916 

Pimento, dermatitis due to 9 15 
Pin, aorta opened by . . 337 

- in heel. . . . ' 551, 552 ! 

- knee, limping from . . 456 j 

- (esophagus opened by 337 

- in rectum . . . . 726 ! 

- urethra . . . . 230 ; 

Pinching neck, pupil 

dilating from . . . . 618 

Pineal gigantism • 324 

Pinhole os uteri, dys- j 

mcnorrhtca with .. 238 ' 
Pin-point pupils in opium ; 

poisoning . . 391 I 

- - pontine haemorrhage 391 

Pin-prick in defining anal- ; 

gesia . . . . . . 748 

- testing protopathic sensi- 

bility .. .. 749 

Pink deposit in urine due 
to urates . . . . 899 

- eye, account of . . 285 


Pins and needles feeling in 
paroxysmal luchwurdiu 857 


- - in peripheral neuritis 570 
Piper nigrum, dermatitis 

due to . . . . ..916 

Pit, going down, fainting 
due to . . . . 297 

- workers, noises in head 

in 504 

- - photophobia in 0 39 

- - vert igo in . . . . 504 

Pits from small-pox .. 74 3 
Pituitarv extract, diabetes 

insipidus checked bv. . 655 
-- lossa see Sella Tun icu ) 

-- qinantlsm . . 324. 325 

- gland, amcnorrhuM and 24 

blood-pressure and .. 106 


- — enlarged m acromeealv 

265, '837 

- - lesion, headache lrom 370 

- mtantilism see Infantilism' 

- lesions, X tavs of sella 

turcica in diagnoMmt 509 

- - and see Dyspituitansmt 

- over-activity, aeromegalv 

lrom . . . . 508 

- secretion, menstruation 

and . . . . 484 

- tumour iri aeromegalv 

>Pig. i(M>) 378 
-- - central scotoma from 923 

- - gigantism from . . 378 , 
-■ - hemianopsia from 

t Pig. W) 377, 

if'v. 665) 378 

- - optic chiasma inter- 

fered with by . . 378 

Pityriasis alba, scales in . . 744 

- - seborrhiea and . . «2 

- hair falling out in . . 311 

- ringworm distinguished 

1 rom . . ..311 

- rosea on abdomen . . 746 

- - account of . . . . 746 

- - on hack . . . . 746 : 

- - chest . . . . 746 

- - circinatc lesions in. . 746; 

- - erythrasma distin- I 

guished from . . 313 

- - herald patch charac- 

teristic of . . 746 1 

- - itching in . . . . 658 j 

- - on limbs . . . . 746 j 

macules in . . 746 ; 

parts affected by . . 746 ■ 

pityriasis rubra dis- | 

tinguished from.. 746 

- - psoriasis distinguished j 

lrom . . . . 746 j 

- - rare below elbow or ! 

knee . . 746 

scales in . . . . 746 

seborrheca distin- 
guished from . . 746 

syphilidc distinguished 

from . . . . 746 

tinea circinata dis- 
tinguished from. . 746 
versicolor simu- 
lating . . . . 313 

- rubra, account of . . 746 


Pityriasis rubra , contd. 

death from . . . . 746 I 

from dermatitis hei- 

petiformis . . 746 ! 

- - desquamation in . . 746 
from drug eruptions 746 

- - eczema . . . . 746 

- - - distinguished from 746 

- - f rom erythema multi- | 

forme . . . . 746 ! 

- - generally secondary 746 i 

- - itching absent in . . 746 

- - from lichen planus. . 746 ' 

- - lichen ruber planus 

distinguished lrom 746 

- - pemphigus distin- 

guished from . . 746 | 

- pilaris, crusts in 599, 746 

- - - exfoliative derma- 

titis distinguished 
f rom . . . . 600 

- - - finger affected by 301 

- - - hair follicles affected 

by . . . . 60(3 

- -- itching in . . 658 

- - slight in . . 600 

- - lichen planus tils 


tingulshed from 600 

- - - mica-like scales in 600 

palms affected in 746 

- - - papules in 598, 599,746 

- on fingers In 600 

- - - parts affected by 600 
pluckcd-iowl skm 

in . . . . 600 - 

- - psoriasis distin- 

guished from . . 600 

- - - - simulated by . . 746 : 

- - - scales m 599, 744, 746 - 


- - sole affected in . . 

746 

- psoriasis distinguish!' 

d 

from 

746 - 

- from psoriasis . . 

746 

- scales in 

746 - 

- trunk affected by . . 

746 - 

scalp affected by . . 

311 - 

versicolor see Tinea 


Versicolor 1 

- 

lacenta, adherent 

252 

— dvstocia from . . 

250 ~ 

delay in delivery of 

252 

eclampsia lrom . . 

181 - 

prarvia felt digitally . . 

490 

- h.cmorrhugc due to 


4K9. 

92 1 - 

- - fainting due to . . 

297 - 


Plantar reflex , extensor , contd. 

in chorea . . 88 

- - - coma . . . . 88 

combined sclerosis 

88, 176, 545 
concussion . . 88 

- - - disseminated sclero- 

sis 88, 176, 185, 

385, 607, 613, 

630, 883, 923 

- - - from embolism . . 88 1 

- - - in encephalitis . . 176 j 

- • - epilepsy . . . . 88 

- - - l.rb’.s syphilitic 

paraplegia . . 176 

- - - exaggerated knee- 

jerks and 54, 451 

- - - in Friedreich’s ataxy 

88, 171, 176, 624 j 

- - lucmatomydia . . 176 
-- - from haemorrhage 88 

- - - in hemiplegia . . 381 

infants . . 88, 621 

- - - infantile diplegia 622 

- - - from internal cap- 

sule lesion . . 88 

method of eliciting 87 

- - from new growth 

of spine . . 869 

in oligocythaemia 88 
- paralysis of arm 

and .. 612,613 

in paraplegia 62 3, 627 

- - pernicious nntemiu 88 

- - pontine harmor- 

rhage . . . . 391 

- - primary lateral 

sclerosis 88, 631 

- from pyramidal cell 

lesion . . . . 88 

- - - tract lesions . . 88 

in saturnine enceph- 
alopathy . . 88 

• - sleep .'. . . 88 

- - spastic paralysis. . 607 

- - - paraplegia 81, 

177, 394 

- - svringomvelia 88, 

176, 619 

- - talipes . . . . 144 

-- - from thrombosis 88 

- - transverse myelitis 

81, 88 

- - tumour . . . . 88 

in urtemia . . 88 

- flexor, in infantile 


Pleura , contd. 

- aneurysm opening into 534 


- endothelioma of . . 322 

- epithelioma of oesophagus 

ulcerating through . . 647 

- fibrous thickening of, 

in polyorrhomenitis 138 

malignant disease of . . 132 

- - - bloody effusion 

from . . . . 132 

- new growth of 135, 136 

- - - bronchus obstructed 

by .. ..132 

- - - eosinophil cells 

from . . . . 132 

- - - heart impulse dis- 

placed in . . 373 

- - - pain in spine from 871 

- - - pleural effusion 

from . . . . 132 

- - - seldom primary. . 132 

- - - superior vena cava 

obstructed by. . 132 

- - - tenderness of spine 

from . . . . 871 

- pericardium adherent 

to . . 70, 71 

Pleural adhesions (see 
Adhesions) 


- cavity, gas in (see Pneu- 

mothorax) 

- - - formation in . . 649 

- - malignant eedema 

infecting . . 647 

- effusion (see Effusion) 

- succussion with pneu- 

mothorax . . . . 532 

- thickening, X rays in 

diagnosing {Pig. 384) 481 
Pleurisy, abdominal pain 
from . . . . . . 565 

- acute rheumatism and 

71, 568, 758 

- acute, abdominal pain 

from . . . . 151 

- - bloody effusion from 132 

- - colic simulated by. . 151 

- - from duodenal ulcer 137 

- - fluid of, characters 132 

- - l rom gall-bladder in- 

flammation . . 137 

- - gastric ulcer . . 137 

- - gumma in liver . . 137 

- - hepatic abscess . . 137 

hydatid in liver . . 137 

- - infective cholangitis 137 


- retained . . . . 252 

Plague, bacilli causing , . 709 

- bronchopneumonia nom1o4 

bubonic . . . . 709 

- -- inguinul glands en- 

larged in.. ..8^0 

- from the East. . . . 70° 

- epidemic . . . . 709 

- gangrene from . . 317 

- Ivmphatic glands en- 

larged m . . 471, 472 

- pneumonia simulated 

by 709 

pneumonic . . . . 709 

■ ■■ cyanosis in . . . . 200 

- puncture of bubc in 

diagnosing . . . . 709 

- purpura in . . . . 676 

- pyrexia due to 688, 709 

- rigor rare in . . . . 7 17 

- on ships . . . . 709 

Plantar fascia, gonorrhieal 

arthritis affecting . . 425 \ 
~ - torn . . . . . . 552 j 

- ligament , long, softening 

of, flat-loot from . . 146 


paralysis . . . . 88 

- Landry's ucute as- 

cending paralysis 88 

- peripheral neuritis 88 

- primary muscular 


dystrophies . . 88 ; 

- - tabes dorsalis . . 88 i 

- - - Tooth’s peroneal 

atrophy . . 88 ■ 

- reflexes unobtainable in , 

peripheral neuritis. . 74 ' 

Plantaris lnngus, ruptured 677 j 

- - - limping from . . 456 

nerve-supply of . . 609 

Plants, bulla; from . . 123 I 

- dermatitis due to .. 915 j 

-- epiphora from 273 I 

- erythema from 275, 277, 915 j 

~ linger affected by . . 301 j 
Plasma increased in chlo- j 

rosis . . . . . . 26 j 

Plasmodium falciparum 


- quotldlanum {Pig. (><n 41 | 

- malariae {Pig. 58 ) 40, 41,42 i 

- - malaria from . . 38 j 


- - new growth in liver 137 

- - pelvic peritonitis . . 137 

- - pyosulpinx . . . . 137 

pyrexia with . . 132 

- - from suppurative pyle- 

phlebitis . . . . 137 

- adherent pericardium and 71 

- from aneurysm . . 534 

- appendicitis simulated 

by 565 

- ascites with . . . . 62 

- in Bright’s disease . . 136 

- bronchopneumonia . . 136 

- chronic mediastinitis 

after 68 

- cough from . . . . 187 

- diaphragm stationary 

with 461 

- diaphragmatic, appen- 

dicitis simulated by 532 

- - cholangitis simulated 

by .. .. 532 

- - pain in shoulder from 532 

- peritonitis simulated 

by .. 532, 735 

- tenderness in shoul- 


gonococcal . . 146 - vivax, characters of 40, 42 

- reflex, centre for - - illustrated (Pig. 57) 40 

(lig. 4.%> 631 - ~ malaria from . . 38 

- - extensor, abdominal [ - - Schiiffner’s dots in . . 42 

reflex absent with 451 Plastic bronchitis . . 792 

- - - lrom abscess 88 . Plaiinochloride test in 

- - - in alcoholic intoxica- 1 cerebrospinal fluid . . 383 

lion . . . . 88 Platysmu, ncrvc-supplv to 

- - amyotrophic lateral {Pig. 474) 618 

sclerosis 80, 88, ! Plethora in congenital 

176, 619, 630 heart disease . . . . 212 

- - under anaesthetic 88 ! - delirium from. . .. 212 

ankle-clonus with 54 - cpistaxis from. . .. 274 

in ataxic paraplegia 88 - in splenomegalic poly- 

Brown-Sequard par- cythicmia . . . . 212 

alysis (Pig. 469) 608 - tinnitus due to . . 878 

cerebellar abscess 630 Pleura, actinomycosis 

tumour 88, 630 affecting . . . . 562 


der from . . 864 

- with effusion, dyspnoea 

from .. 247 

needling in diagnosis 703 

- - in polyorrhomenitis 62 

- pyrexia in . . 688, 703 

- - temperature chart in 

(Pig. 561) 703 

- empyema from 134, 739 

- friction sounds in 532, 

553, 863 

- herpes zoster simulating 914 

- indigestion simulated by 396 

- from infarct of lung . . 137 

- intercostal neuralgia dis- 

tinguished from . . 862 

simulated by . , 362 

tenderness from . . 532 
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PNEUMOTHORAX 


Pleurisy , contd. 

- intcrcurrent . . . . 46 

- from jugular vein throm- 

bosis .. ..137 

- lateral sinus thrombosis 137 

- liver abscess . . . . 465 

- - displaced by . . 461 

- in lobar pneumonia . . 136 

- mediastinal fibrosis after 910 

- mcdiastinitis from . . 386 

- from otitis media .. 137 

- pain in abdomen from 396 

- - on breathing in . . 532 
in chest from 530, 

532, 533 

- - on coughing in . . 532 

- - in epigastrium from 536 
hypochondrium from 553 

- - iliac fossa from . . 558 

- - limbs in . . . . 570 

- - right iliac fossa from 565 

- - shoulder from 580, 582 

- - spine from . . . . 871 

- pericarditis with 

- simulated by 

- peritonitis and 

rare from . . 

simulated by 

- pleurodynia distin 

guished from 

- pleuropericardial adhe- 

sions from . 

- pneumococcal . 

- in pneumonia. 

- polymyositis . 

- py amnia 

- pyrexia from . 

- rheumatism causing 


62 
. . 533 
62, 137 
. . 1 57 
735 

862 


70 
. . 136 
. . 532 
. . 702 
. . 738 
46, 704 
68 


- rigor after . . . . 739 

- in septicaemia. . . . 706 

- with subdiuphragmatic 

abscess 555, 697, 807 
subdiuphragmatic ub 


Plucked-fowl skin in 
pityriasis rubra pilaris 600 
Plumbism (see Lead) 
PNEUMATURIA ..646 

Pneumobacilli in cere- 
brospinal lluid . . 384 

- empyema from .. 134 
• in lobar pneumonia . . 790 

- periostitis due to . . 818 

- in phthisis . . 187, 706 

, - rheumatoid arthritis from 47 

- sore throat due to . . 757 

! in sputum . . 187, 790 

I - tonsillitis due to . . 757 
! Pneumococcal arthritis . . 424 

- laryngitis (see Laryngitis' 

- meningitis . . . . 732 

■ delirium from . . 212 

- meningismus . . . . 212 

- otitis media . . . 424 

- peritonitis (sec Peritonitis’' 

- septicaemia . . . . 525 

meningitis in . . 732 

Pneumococci in acute 
gastritis 

-- acute oedema of larynx 

from.. .. 197, 

- in ascitic fluid 
bacterium from 

- from blood .. 261, 7 39 

- Bright’s disease from 11 

- bronchopneumonia 

from 

- in cerebrospinal fluid 

- corneal ulcer due to . 

- empyema from 11, 134. 136 

- general infection by . . 9p 
-- - peritonitis due to . . 7 34 
-- in infective endocarditis 261 

- laryngitis and 197, 245, 

248, 762. 799 
in lobar pneumonia 11, 790 


- fluid, albuminous . . 132 

Bacillus coli in .. 137 ; 

characters of .. 132 ■ 

- - cholesterin crystals In 138 

chylous . 138 

eosinophil cells in . . 132 

gold paint appearance 138 

lymphocytes in 132, 135 

microscopical exam- 
ination of . . 136 

neoplastic cells in .. 132 

particles of new 

growth in 132, 136, 138 j 
pneumococcal . . 135 1 

- — polymorphonuclear 

cells in .. 132, 

spontaneous coagu- 
lation of . . 
streptococcal 
Pleurodynia a form of 
myalgia 

- pain in chest from 

- pleurisy distinguished 
from 


- sore throat due to . . 757 

in sputum . . 187, 790 

- stomatitis from . . 95 

- tonsillitis due to . . 757 

- ulcerative colitis from 100 

- ureteritis from . . 90 

- urethritis due to 90 

I’neuiuogasiric nerve ; see 

Nerve, Cranial, Tent in 
Pneumonia, abdominal 

pain in 525, 565. 735 


135 


132 

135 


572 

530 


862 

- tenderness of chest from 861 


531 

adhe- 
70, 71 
. . 70 


533 


877 


■ — muscles in 
Pleuropericardial 
sions . . 

- bruits . . 

Pleuropericarditis, peri- 
carditis simulated by. . 
Plexus, brachial (see 
Brachial Plexus) 

- cervical, enlarged thy- 

roid compressing . . 

- lumbar, distribution of 610 

- lumbosacral (see Lumbo- 

sacral Plexus) 

- mesenteric, infiltration 

of, mctcorism from 486 

- pampiniform, thrombosis 

of, priapism from . . 657 

- patella;, distribution of 

(Pig. 580) 748 

- sacral (see Sacral Plexus; 

- solar, infiltration of, 

meteorism from . . 486 

- spermatic, ramus to 

(Fig. 471) 611 


rigiJity from . . 7.35 

account of . . 419 

achlorhydria in . . 341 

• acute endocarditis in. . 357 

nephritis lrorn 12, 57 

- albuminuria from blis- 

tering in . . . . 17 

- angina front . . . . 53 

- appendicitis simulated 

fiv 565 

- aspiration, account of 323 

- - .after anaesthetics . . 323 

- - from aneurysm . . 32 3 

- - in bulbar paralysis . . 323 
- from epithelioma of 

tongue . . . . 323 

- - foreign body in bron- 

chus . . . . 323 

gangrene of lung 

from . . 322, 32 3 : 

- - in insanity . . . . 32 3 

- - from new growth . . 323 
oesophagus-trachea 

fistula . . . . 323 ; 

- - after operations . . 323 

- - from stenosis of bron- 

chus . . .323 

syphilis . . . . 32 3 1 

- asthenia in 93 

-- bleeding gums in 93 : 

- blueness of lips in . . 735 

- Bright’s disease from 11 

- bromidrosis after . . 803 

- bronchiectasis after . . 367 ! 

- broncho- (see Broncho- i 

pneumonia) 

- cacogeustia in . . 860 j 

- Cheyne-Stokes breath- j 

ing in . . . . 139 


! Pneumonia, contd. 

- chlorides in urine defi- 

j cient in . . . . 419 

j - convulsions in . . 181 

; - cough from . . 186, 187 

- - short and catchy in 419 

diazo-rcaciion in . . 218 

- dryness of mouth in . . 860 

- dyspnoea from . . 247 

empyema from 365, 695, 739 

-- cosinophilia after . . 271 

- fibroid lung after . . 367 

gangrene of lung from 322 
heart -block in . . 668 

herpes facialis in 419, 789 

419 


338 

248 

65 

90 


136 

384 

890 


hot dry skin in 
hypostatic, dyspntcu 
from 

- hypothermia after 

- infective parotitis in. . 

- influenzal 200, 364, 

- - drooping eyelids in 

\/'7g. 172 1 201 

- - facies in terminal 

stage T’/.v. 174' 

- - flushed face in 

t/ ; n:. 172 

- — heliotrope cvanosis 

in (/■;-’./ 7.T 201 

- - preeyanotic stage 
i Pig 172 


247 

392 

848 

691 


01 

201 


- purulent 
and 

intercostal 

simulated 

jaundice In 


bronchiti: 


201 
791 

neuralgia 
bv . . 862 
408, 419 


scess simulating 

697 

- nephritis from 

96 

really peritonitis . . 

582 

periostitis due to 

818 

- tenderness of chest from 

- in phthisis 187, 7<*6, 

788 — — 

861, 86), 

864 

pleurisy from 

1 )6 - - 

spine from 

871 i 

- pyelitis due to 

718 - - 

- in typhoid fever 

737 : 

- pyelonephritis from . . 

90 

Pleuritic effusion (see 


- rheumatoid arthritis fi t 

mi 47 - - 


laparotomy in mistake in 7 *5 

- leucocytosis in 453, 735 

- trnm liver abscess . . 465 

- lobar, abdominal pain 

from .. ..151 

account of . . 199, 789 

acute dilatation of 
stomach in .. 218 
albuminuria in . . lt> 
albumosuria in . . 20 

aiia.rnia after . . 47 

blood culture in . . 739 
bronchial breathing inl99 
- casts in . . . . 792 

bronchiectasis from 366 
bronchophony in . . 199 
chlorides absent from 
urine in . . 200, 364 


- colic simulated bv . 


151 

153 

199 


- - crepitations m 

- -- crisis in J90, 70(j, 

70 5, (79c. 617- 789 

- - evanosis from . . ]99 

deep-seated . . 790 

- - deliiium in. . 211. 214 

- - in diabetes . . 3)4, 3)5 

- dilatation of heart in 266 

~ - empvema after 47, 134, 

199, .75c. 171 , 200, 

454. 703, 791 
fibroid lung from.. 366 
first heart-sound weak 
in 266 

- - gangrene of lung due 

to . . . . 791, 801 

- - 1 Hemoptysis from 361, 364 
herpes labiaiis in . . 199 

hyperpyrexia in . . 390 

- impaired note with 199 

-- in influenza . . 570 

kncc-ierks absent in 452 

- - laryngeal paralysis 

from . . ‘ . 606 

■ - leucocvtosis in 47, 454 ' 

lysis in 199, (75e. 171 ) 200 

~ - massive collapse of 

lung simulating . . 375 

- - pain in iliac fossa 

f rom . . . . 558 

pectoriloquy in . . 199 

- - phthisis with . . 364 

simulating . . 364 

- physical signs of 199, 789 

- - plague simulating.. 709 

pleurisy with . . 136 

- - pneumobacilli in . . 

- - pneumococci in 364, 

- - polymorphonuclear 

cells increased in 

post-critical rise in j 

(Fig. 617) 789 

purulent bronchitis 

simulating . . 791 I 


790 
790 i 


47 


Pneumonia , lobar , contd. 

- - pyopneumothorax 

from . . . . 801 

- - pyrexia of . . 199, 364 

-- without r Ales at height 199 

- - rapid respiration-rate 

in .. .. 199 

■••• - respiration-pulse 

ratio high in . . 364 
rigor in . . 736, 737 

- - a septicemia . . 739 

| skiugram of (75g. 297) 364 

; - - sputum in . . 790 

- bright red in 364, 790 

! - russet-brown in364, 419 

j - - - rust v in 187, 199, 

200, 788, 789, 790 
' - - - viscid in 199, 364, 

419, 788, 789, 790 
| -- - stridor m . . 606 

- sudden onset . . 199 

- - temperature chart in 

(/•/A*. 6/7)789 

- transverse ridges on 

nails in (/■/, c. 187 ’ 497 

- - urates in . . 900 

- - without abnormal 

signs . . 199, 790 

- - X rays in . . 364 

- lobular (see Broncho- 

pneumonia ! 

- myocardial changes in 53 

- nail ndgev alter . . 93) 

- nates working in . . 735 

- in negroes, leucopenia 

in 455 

pain in chest Irom 5)0, 532 

- right iliac fossa fiom 565 

shoulder from 580, 582 
the side in . . . . 419 

- peritonitis with . . 525 

simulated by 525, 7)5 
perspiration alter . . 7K9 
pleurisy with . . 136, 532 

pleuritic rub in . . 419 

- pneumococcal arthritis 

from . . . . 424 

- - septKicmia with . . 525 

pneumococci in 11 

- polyuria after . . 654 

pyrexia in . . . . 419 

- relatively slow pulse in 785 

- respiration rapid in 

419, 735, 785, 789 
rigor in .. 419, 7 )9 

septic, hivmoptysi; Horn 361 

- skin drv in . . . . 789 

- flushed in . . . . 789 

- - pungent in . . . . 789 

- Skodak resonance in . . 755 

- sordcs in . . . . 93 

- speech lost in . . . . 770 

- in spirocfiatosis ictero- 

luemorrhagica . . 420 

- spirochartosis simula- 

ting 69 3 

- spleen enlarged in 778, 786 

- subdiapliragin.it it ab- 

scess simulating . . 697 

- in typhoid fever . . 737 
“ ulcerative colitis from 100 
Pneumonic plague . . 709 

evanosis in . . . . 200 

- tuberculosis, rigor in . . 7.37 

-- typhoid . . . . 689 

Pncunionoconiosis in 

brimstone workers . . 363 
~ diamond -miners . . 363 

- dyspruta from . . 247 

- in gold-miners . . 363 

- haemoptysis from 361, 363 

- in knife-grinders . . 363 

- limestone workers , . 363 

- miner’s phthisis and. . 363 

phthisis and . . 198, 363 

- syphilis and . . 198, 363 

Pneumoperitoneum due 

to Bacillus coli . . 800 

- carcinoma of colon . . 800 

- liver dullness lost in. . 805 

- succussion in . . 800 

- due to tuberculous ulcer 

of bowel . . . . 800 

- in typhoid fever 800, 802 
PNEUMOTHORAX ..647 

- account of . . 532 

- acute, fainting due to 297 

- adhesions preventing 648 

- affected side moving 

little . . 209 
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Pneumothorax , contd. 

- due to Hacillus aero- 

genes capsulatus . . 647 

- - coli . . . . 647, 649 

- - Welehii . . . . 647 

- hell sound with . . 209 

- breath sounds absent 

with.. .. 209,532 

- bruit d’uirain with . . 209 

- due to carcinoma ven- 

triculi . . . . 647 

- causes of . . 647 

- after chest wound . . 649 

- coin-tap sound over 

209, 647 

-- cyanosis from 198, 532, 648 

- diaphragm immobile 

with 5 32 

-■ - low and flat with 

i Pin. 51 / 1 648 

- dyspnura from 198, 2 47, 5 12 

- due to empyema rup- 


tured into lung . . 647 

- epithelioma of (eso- 

phagus . . . . 647 

gangrene of lung 647, 649 
- gas gangrene . . . . 649 

-■ gastric ulcer . . . . 647 

- h.xmo- see ilxnin- 

pneumothorax ) 

- Inemoptysis with . . 648 

- after hirmot borax .. 649 


- heart displaced by 

209, 17 1, 512, 647, 

( /•'n,'. 3// 1 648, 801. 807 

- herniation of stomach 

into chest simulating 649 

- hydro- sec llvdro- 

pneuniothoraxj 

- hvpor resonance with 

209. 647 

- insidious . . . . 5 12 

- instrumental . . . . 647 

- liver displ.Kt d hv . . lf>] 

dullness diminished m46l 

■ lung shrunken iu . . 5 12 

- due to malignant urdema 647 
-■ metallic tinkling with 209 
-- movement of chest 

deficient with 5 '.2, 647 

- pain on hi eat In no in . . 512 

- - in client trom 209, 5 10, 648 
shoulder from 580, 582 

- partial . . 647 

- due to pin hi>i s . . 647 

- physical sirms 209, 532, 647 

- pleural effusion with 5 12 

- prostration from 5 12 

- pus with . . 209 

- pyo- isee Pyopneumo- 

l fiorax 

- rapid feeble heart with 5 12 

- - shallow breathing 


with . . 648 - 

™ resonance over . . 209 

- due to rupture of nil 

phvsematous bleb 047, 648 ~ 

- serum with . . . . 209 - 

- skiagram of (. /* :.c- 511 ' 648 

-• due to stab . . . . 647 

- subphrenic abscess . . 649 
-- - - simulating . . 807 

- succussion in.. 209,512 

- sudden onset of 209, 

5 32, 648 - 

- without symptoms . . 648 - 

- after tapping pleural 

effusion . . 647, 649 - 

- from tubercle . . 198 - 

- tubercle bacilli and . . 648 

- tympanitic note over. . 5 32 - 

- unilateral enlargement 

of chest by. . . . 208 1 - 

- vesiculur murmur ab- j - 

sent over . . 647 


- vocal fremitus absent in 532 

- - -- diminished with . . 209 

- voice sounds absent 

with.. 209, 532, 647 

- due to wound ol chest 

wall . . . . 647 - 

- X-ray examination for I - 

209, 532, 647 i - 
Podophyllin, colic from. . 148 I - 
Podophyllum pellutum, 

dermatitis due to . . 916 - 
Poikilocytes, characters of 27 

- coloured figures of 

32) 29, (Pig. 43) 31 - 

- from diet deficiency ..110 - 


Poikilocytes , contd. 

- in pernicious anaemia 

27, {Pig. 43) 31 

- severe anarmia . . 27 

- war (edema . . ..110 

Poisoning (see under the 

various Poisons, c.g.. 
Arsenic, Carbon Mon- 
oxide, Lead, etc . ) 

Poker back . . ’.I : ig. 621) 796 
Polar cataract, anterior 922 
Polari meter in diagnosing 
kcvulosuria . . 327, 328 

- estimating sugar . . 329 
Polio-enccplmlitts (see 

Encephalitis^ 

Poliomyelitis, acute, ac- 
count of 177, 620, 623 

- -- acute onset of 78, 

177.620,627 

- rheumatism simu- 


lated by . . 62 3 

- - adductors of thighs 

paralysed alter . . 623 
in adults . . 80. 627 

- - arm affected in . . 620 

- - asvmmctiy of .. 620 

- - atrophic palsies from 142 

- claw r - loot from . . 141 

- claw- hand from 141, 

f Pig. 125) 142 
club-foot from . . 623 

- - complete recovery 

from . . . . 623 

- - constitutional disturb- 

ance in . . . . 620 

cont ractures from 1 77. 620 
convulsions in 142, 620 

- ■ course of . . . . 78 

death from.. .. 623 

- - deformity Irom . . 620 

eighth cervical seg- 
ment allected by. . 142 
electrical reactions after 

620. 623 

- - extensors of ankle 

paralysed after .. 62^ 

■ -• toes paralysed after 62 3 
hrst dorsal segment 
attested by . . 142 
flaccid paralysis in 177 , 
forearm allected tn 

■ Hg. 125. 142, 620 
growth defects from 620 
hand affected m . . 620 
headache in . . 142 
lustorv in diagnosing 620 
infantile paralysis 

from 78. 145, 163 


■ influenza simulated bv623 

- initial parulvsis greater 

than permanent in c>20 . 
knee-jerks in 452, 623 
l.atidrv’s acute as- 
cending paralysis 
a variety of . . 623 

- limp paralysis in . . 623 1 

- lymphocytes in cere- 

brospinal fluid in 383 

- malaise in .. 177, 620 J 

- muscular atrophv 

from 78.8O.620,623i 
no oculo-pupidary 

phenomena in . . 620 ■ 

- pains in . . 177, 62 3 

- - all o\cr in . . 620 

- paralysis of limbs in 623 : 

- - one leg from . . 611 

- paraplegia from 621, 

623. 626, 627 ; 

- peripheral neuritis 

distinguished from 627 

- - — simulating . . 62 3 

phrenic centres in- 
volved in . . 623 

~ pyrexia in 142, 177, 

620, 623; 

- quadriceps extensor 

lemoris paralysed 
alter . . . . 623 j 

- R.D. from 78, 80, 620, 62 3 ! 

- rcllexes in . . . . 620 1 

- rigor in . . . . 737 

- no sensory loss in 

142, 177, 620 

- shoulder affected in 

{Pig. 80) 78, 620 

- sphincters in . . 177 

- vasomotor changes in 620 

- vomiting in 142, 620 


Poliomyelitis , contd. 

- atrophic palsy from .. 142 

- chronic, claw-hand in 177 

-- - club-foot in . . 177 

contractures in . . 177 

fibrillary contractions 

in .. ..177 

~ claw-foot from . . 141 

i - claw-hand from . . 141 

! illustrated {Pig. 125) 142 

I - convulsions in . . 142 

- eighth cervical segment 

affected by . . . . 142 

- first dorsal segment 

affected by . . . . 142 

- forearm affected by 

<Ptg. 125) 142 

- headache in . . 142 

Polishers, bichromate of 

potassium used by . . 917 

- dermatitis in . . . . 917 

- stained skin in . . 917 

Politzerization, effect on 

tympanum . . . . 207 

Polycbromasia, coloured 
figure of . . ‘-Pig. 54) 29 
Polycystic disease of kid- 
neys (sec under Ciystic 
Kidneys i 

P0LYCYTHAEMI A . 650 

- from acetanilide 650, 651 

- blood-pressure high with246 

- in bronchiectasis ., 651 

- from bronchitis and 

emphysema.. .. 650 

- canthuridcs .. 650, 651 

- in cholera . . 650, 651 

- chronic bronchitis . . 651 

~ colour index low in . . 651 

- Irom congenital heart 

di'tasc .. 2 67, 650 

- drugs . . . . 650, 651 

- dysptu'va with . . 246 

- in emphysema .. 651 

erythrarnia . . . . 650 

Irom libroid lung 650, 651 
haemoglobin in . . 650 

heart failure with . . 246 

at high altitudes 650, 651 
trom inability to get 

water . . . . 650 

leucocytes in . . 650. 651 

from loss of ffuid . . 650 

m hmphatic leukaemia 

34, 652 

metha'moglobinscmiu 
and . . . . 650, 651 

with mitral disease 45, 

650, 651 

in morbus orruleus 650,651 
Osier’s disease . . 650 

- ptomaine poisoning . . 651 

- pulmonary stenosis 650, 875 
■ Irom renal disease 650, 651 

- severe diarrhoea . . 650 

thirst . . . . 651 

- - vomiting . . . . 650 

- shortness of breath from 113 

- Irom Spanish fly . . 651 

- spasmodic asthma 650, 651 

- spleen enlarged with. . 778 

- splenomegalic 651, 780 

- - blood-pressure high in780 

- - course of . . . . 780 

cyanosis froml 96, 201,780 

- - delirium in.. ,. 212 

- - cpisluxis in. . . . 780 

- facies of 294, 651, 

{Pig. 515) 652 

- - hamiatcmcsis in 342, 780 

harmaturia in . . 780 

-- - haemoptysis in . . 780 

- - haemorrhages in . . 780 

- - heart enlarged in . . 780 

- - melaena in . . . . 780 

mouth bleeding in 780 

- - plethora in . . 212 

- - purpura uncommon in780 

- - serous effusions in. . 780 

shortness of breath in 780 

spleen enlarged in 

201,778 

systolic apical bruit in 780 


- no wasting in . . 780 j 
with splenomegaly . . 650 j 
in summer diarrhoea of 
infants . . . . 651 \ 

Vaquez’s disease . . 650 j 


vera (sec Polycythaemia, 
Splenomegalic) 


Polycythcemia , contd. 

- from veronal . . . . 650 

Polydactylism in giants. . 325 
Polydermatomyositis . . 295 

j Polygonum aviculare, der- 
matitis due to . . 916 

- - erythema from . . 275 

- punctatum, dermatitis 

due to . . . . 916 

Polygrams (see Illustrations) • i 
Polygraph, account of . . 665 

Polygraphy in diagnosing 
cause of irregular pulse 673 
heart-block. . . . 109 

- - idioventricular 

rhythm . . . . 671 

-- - paroxysmal tachy- 
cardia . . . . 670 

- investigating irregular 

pulse cases . . . . 663 

Polymorphonuclear cells 27, 28 
in ascitic ffuid . . 65 

- - cerebrospinal ffuid . . 383 

- - - - in meningococcal 

meningitis . . 623 

- suppurative men- 


ingitis . . 623 

- - coloured figure of 

(Pig. 38) 29 

- - hepatic abscess and 

455, 464 

- - in Hodgkin’s disease 49 

- -- increased in empyema 47 

- - - pneumonia . . 47 

- - - suppuration . . 453 

- - in pleuritic fluid . . 132 

-- _ .... pneumococcal.. 135 

streptococcal .. 135 

pus and . . . . 715 

in pytemia . . . . 739 

typhoid fever . . 689 

Polymyositis . . 295, 569 

- acuta . . . . 701, 702 

- - rheumatism simu- 

lated by . . . . 701 

- anorexia in . . 569 

- bones affected in . . 295 

- contractures after . . 703 

- debility in . . . . 569 

- diarrhoea in . . . . 702 

-- no eosinophilia in .. 703 

- erysipelas simulated by 702 

- erythema in . . 276, 569 

- facies of 295, yPig. 559) 702 

- malaise in . . , . 569 

- mucous membranes 

affected in . . 295, 702 

- muscles affected in . . 295 
-- nerves affected in . . 702 

- oedema of legs in . . 569 

- pain in limbs from . . 568- 

- - muscles in 569, 702, 703 

- pericarditis in. . .. 702 

- peritonitis in . . . . 702 

- pleurisy in . . . . 702 

- pyrexia in 295, 569, 688, 702. 

- rigidiiv in . . . . 56- 

- serous membranes 

affected in . . 295, 702 

- skin affected in 295, 702 

- spinal cord affected in 702 
-- stiffness due to . . 702 

- streptococcal 295, 569; 702 

- subcutaneous tissues 

affected in . . . . 295 

- temperature chart in 

(Pig. 560) 702 

- tenderness of muscles in 569 

- trichinosis simulated by 

295, {Pig. 560) 702 

- types of . . 295 

- vomiting in . . . . 702 

- (and see Myositis) 

Polyopia with cataract . . 220 
Polyorrhomenifis 62, 135 

- (and see Effusion, Serous, 

Multiple) 

Polyplasmia, definition of 26 
Polypus of cervix present- 
ing per vaginam . . 658 

- colon, blood per anum 

from . . 96, 98 

carcinoma simulated by98 

constipation from.. 98 

- - general account of . . 98 

intussusception from 727 

mucus in stools from 98 

multiple . . . . 98 

pernicious anaemia 

simulated by . . 98 
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Polypus of colon , contd. 

piles simulated by . . 98 

rectal examination and 98 

sigmoidoscope detect- 
ing . . . . 98 

— in ear, deafness from. . 207 

earache from . . 252 

meatus obstructed by 207 

from otitis media . . 523 

tinnitus due to . . 878 

— fibroid, of uterus, met- 

rorrhagia from . . 488 

— in heart . . . . 910 

— mucous, of uterus, charac- 

ters of . . 488 

— nasal, ageustia due to. . 859 

anosmia due to . . 756 

epis taxis from . . 273 

headache from . . 370 


I Polyuria , contd. 

- in convalescence 653, 654 
-- after copaiba resin . . 653 

I “ from cystic kidneys 654, 655 
j - definition of . . . . 652 i 

1 - In diabetes Insipidus 490, 

; 650, 653, 654, 655, 874 

- - mellitus 334, 490, 650, 

653, 654, 655, 874 
, - from diet deficiency . . 110; 


digitalis 

diuretics . . 6- 

drinking . . 6* 

dwarf elder . . 
after enterica . . 65 

from epilepsy . . 65 

excitement 
in exhaustion disease 
after fevers 


. . 653 
653, 654 
65 <, 654 
. . 653 
653, 654 


Popliteal , contd. 

~ sarcoma . . . . 845 

-SWELLING .. ..844 

- - (and sec Swelling, 

Popliteal) 

- vein, obstructed by 

aneurysm .. ..512 

- - thrombosis of, (edema 

of leg from . . 512 
Popliteus, nerve-supply of 609 
Porencephalus . . . . 169 

- convulsions from 182, 183 

- cystic kidneys with . . 622 

- dwarfism with . . 234 

- paraplegia from . . 621 


653, 654 Pork, trichinosis fro 


pus from nose due to 225 i — frequency of micturi- 


- - rhinitis with . . 225 

— - from sinusitis . . 285 

snoring due to . . 757 

— - taste affected from. . 860 

— of pelvic colon, blood 

per anutn from . . 97 

— - - carcinoma simu- 

lated by 98 

constipation from 98 

... mucus from . . 98 

multiple . . 98 

— rectal, account of . . 727 

blood per anum from 

96, 97, 98 

— - - and mucus per 

rectum from . . 727 

— - carcinoma simulated 

by 98, 727, 874 

— - constipation from. . 98 

— general account of. . 98 

intussusception simu- 
lating . . . . 872 

— - microscope in dia- 


; lion mistaken for . . 652 
j - glycosuria and . . 655 

- from granular kidnev 

650, 654 

- hydronephrosis 65 3, 654 

i - hysteria . . 65 ). 874 

- increased frequency of 

micturition lrom . . 490 

I ~ from lardaceous disease 
I 57, 654, 655, 784 

- life insurance examina- 

tion . . . . . . 653 

- in malaria . . 654 

, - from medulla oblongata 

lesion . . . . 654 

- migraine . . . 653 

- movable kidney 352, 814 

- in mvxirdcma 654, 656 

- from nervousness . . 653 

- neurasthenia . . . . 653 

after redema . . . . 654 

- from pale granular con- 

tracted kidneys 654, 655 


655 569, 591, 885 

110 ; - urticaria from . . 824 

654 ! Pork-pie, ptomaine poison- 
ing from . . . . 872 

652 Porphyrin, absorption 


mucus in stools from 98 

multiple . . 98, 727 

periproctal abscess 

from . . . . 874 

pernicious anarmia 

simulated by . . 98 

piles simulated by. . 98 

- - proctoscope in dia- 
gnosing . . . . 874 

rectal examination for 98 

sigmoidoscope in dia- 
gnosing . . 98, 874 

speculum in diagnos- 
ing .. .. 727 


874 | - periodic without appar- 


ent cause . . 65 654 

- persistent, causes of.. 654 

- in phosphatic diabetes 

637, 654, 655 

- pituitary infantilism .. 236 

- after pneumonia . . 654 

- from polycystic kidneys 353 

-- potassium salts . . 65 3 

- in pyelitis . . . . 718 

- from red granular con- 

tracted kidneys 654, 655 

- renal tube-casts and.. 655 

- from secret drinking. . 654 

- sodium-rheoein-acetate 653 


” - tenesmus due to .. 873 - suppurative pyeloncph 


— of sigmoid colon, blood 

per anum from . . 97 

— urethra, discharge from 229 

— - endoscope in dia- 

gnosing . . . . 229 

— uterus, carcinoma simu- 

lated by . . . . 488 

— — lipiodol in diagnosing 940 


Utis 

tartrate 

tea 

thirst and 

transient, causes of . . 

from tuberculous kidnev 
57,' 


“u oy . . . . 488 57, 719 

iodol in diagnosing 940 J - uva ursi . . . . 65 3 

norrhagia from.. 482 1 — in war oedema .. 110 

irorrhagia from | Pons Varolii, disease of, 

487, 488 ! spastic palsv lrom . . 613 

metrostaxis from .. 489 I encephalitis allccting 

- microscope in dia- I 157, 701 

gnosing . . 232, 488 - - facial nucleus in . . 603 

sterility due to . . 793 lesions, ataxy from 76 

— — vaginal discharge due — — - crossed hemiplegia 

To ■■ .. 232 from .. .. 381 

■POLYURIA .. 652 - - - hyperpyrexia from 392 

— in acromegaly 654, 656 priapism from .. 657 

— albuminuria and . . 655 - - — quadriplegia lrom 614 

— from alcohol . . . . 653 - - tumour of, Cheyne- 

— angina pectoris 52, 653, 654 Stokes bieathing 

— anuria preceded by .. 57 from .. . . 139 | 

— from arteriosclerosis - - - hyperpyrexia from 390 

, , 654, 655 Pontine haemorrhage (see 

— artificial lemonade .. 653 Harmorrhage) 

— asthma .. 653, 654 Popliteal abscess fsec Abscess) 


; bands of . . . . 90 3 

- hydrochloric acid in 

testing lor . . . . 903 

- melting points in testing 

for 904 

red urine from . . 904 

- spectroscope in diagnos- 

ing 90 3 

■- tests for «U3, 904 

Porphyrinuria, abdominal 
pain and . . 904 

account of 903 

- ascending paralysis and 904 

bones brown in . . ^04 

- congenital . . . . 904 

- hirmoglobinuria simu- 

lated by . . . 90) 

- in hydroa asrivale 127, 904 

- vaccinilorme . . 904 

pemphigus . . .127 

red urine due to . . 903 

- sensitiveness to light 

with . . . . . 901 

sex incidence of . . 904 

lrom sulphonai . . 904 

- teeth brown in . . 904 

urine black from . . 904 

- - brown lrom . . 904 

Portal fissure, haemorrhage 

into, colic from 147 

- - injury to, colic from 147 
-- glands see Lymphatic 

Glands, Portal 1 

- pvarmia f see Pysemia ; 

- vein sec Vein ' 

Porters, kyphosis in . . 194 

- pain in shoulder in . . 581 
Portugal, Malta fever from 091 
Position, sense of, lost in 

Brow n-bequard para- 
lysis . . • I : iff. 4(> ( > 6 OK 

- - in tabes dorsalis . . 75 

Post-critical rise in lobar- 

pneumonia \Ptff. hi] > 789 
Post-mortem examinat ion, 
first attendance at, taint- 
ing due to . . . . 296 

- pustule, account of . . 301 

- wart, account of . . 301 

- - occupation and 3U1 

- wound, cpitrochlear 

gland enlarged lrom 476 

- - septica-rnia lrom . . 704 
Post-nasal catarrh, acute 

nephritis from . . 11 

- - anaemia from . . 47 

foul breath from .. 113 

- lossa, fibrosarcoma of, 

cough from . . 186 

Post-parrum haemorrhage 
(see H armor r huge; , 


hyperpyrexia from 390 Post-pharyngeal abscess 
e haemorrhage (see ; (see Abscess) 


- asthma . . 653, 654 

- in azotic diabetes 654, 655 

- from blue pill . . 653 

- in Bright’s disease . . 236 

- from broom tops . . 653 

- caffeine . . . . 653 

- calomel . . 653 

- in chronic nephritis 15, 

57, 347, 490 

- from citrates . . . . 653 

- clearing up of oedema 653 
serous effusions.. 653 

- cocoa 653 

~ coffee 653 

“ cold stage of malaria. . 653 


artery, aneurysm of (see 
Aneurysm) ; 

- atheroma of, gangrene 

from . . . . 540 j 

- - Morton’s neuralgia ' 

from . . . . 540 j 

Baker’s cyst . . . . 844 

bursa . . . . . . 844 

exostosis . . . . 845 

glands (see Lymphatic- 
Glands, Popliteal) 
lipoma . . . . 845 

pain due to abscess . . 844 j 

- popliteal aneurysm 844 1 


Posterior basal meningitis 
(sec Meningitis) 

— cerebral artery lesion, 

hemianopsia from . . 379 

— column degeneration 

in ataxic paraplegia 631 

— - - combined scleroses 

75, 631 

disseminated sdero- 1 

sis . . 75, 76 j 

Friedreich’s ataxy 76 ; 

Romberg’s sign and 75 j 

in tabes dorsalis . . 75 ' 

— lesions, sensory changes 

from . . 750 

in tabes dorsalis. . 76 ' 


Posterior , contd. 

- columns, sensory im- 

pulses carried by . . 73 

- inferior cerebellar artery, 

thrombosis of (see 
Thrombosis) 

! - interosseous nerve, dls- 
; tribution of . . . . 616 

■ - nates, bacteriological 

investigation of . . 83 

- - rhinosclcroma affect- 

ing . . . . 889 

- roots affected in tabes 

dorsalis . . . . 75 

- scapular nerve, distribu- 

tion of . . 615 

origin of . . . . 615 

- staphvlonu . . 518 

-- synechia* . . 288 

- tibiul arierv, cessation 

of pulse in . . . . 46 

- - - embolism of, in 

infective endo- 
carditis . . 46 

- - nerve, distribution of 

( I- iff. 1 748 

- urethra, gortorrhu-a of 86 

Posthitis, priapism due to 656 
Post. ue m colic 150 

- cretinism , . . . 2 34 

- crumpled chest lrom.. 208 
diastolic- aortic bruits 

ami 120 

cllect on bruits 116, 117, 118 

- • presystolic bruit . . 118 
faulty, scoliosis from.. 2)4 

- importance in examin- 

ing heart .. .. 123 

( edema and . . .513 

in peritonitis . . . . 150 

- scoliosis lrom .. 191 

• still neck from . . 795 

- In tubprculous hip . 457 

- and see Stance 1 

Postural albuminuria . . 18 

- talipes, account of . . 146 

Pot -belly in rickets . . 782 

Potash, ucro-usphyxia trorn917 

- caustic, in examining lor 

tubercle bacilli . . 789 

- lat estimation 299, 300 
1 'chhng’s solution . . 327 

- mclanuria lest . . 905 

- methylene blue test . . 906 

- phosphates not dissolved 

by 899 

pus ropv w ith . . 716 

urates soluble in . . 899 

- used by wet winders. . 917 
Potassium bichromate, 

dermatitis due to . . 917 
staining ot hands by 917 

- - used by French pol- 

ishers .. ..917 

- bromide, common cold 

simulated by . . 224 

- - coryza from . . 224 

epiphora from .. 273 

- - photophobia from 

639, 640 

- chlorate, erythema from 275 
hemoglobinuria from 357 

-- nictluemoglobinarmia 

lrom . . 202 

- - ptyalism fiom . . 661 

- - purpura due to . . 676 

- cyanide, dermatitis from 917 

- - used by electro- 

platers . . . . 917 

- - - silver-platers . . 917 

- lcrrieyanide in estima- 

ting blood-sugar . . 333 

- lcrrocvanide in Bene- 

dict's solution . . 327 

- ~ Perl’s test . . 31, 335 

- indoxyl sulphate . , 395 
iodide for actinomycosis 562 
- acute oedema ut larynx 

from . . . . 198 

- - anosmia due to . . 756 

- -- common cold simu- 

lated by . . . . 224 

- coryza from 224, 756 

- - cyanosis from . . 198 
in diagnosing gumma 

of liver . . . . 315 

orbit . . . . 284 

syphilis . . 892, 895 

- -- dyspnoea from . . 246 

- - effect on sweat . . 803 



POTASSIUM IODIDE 


1113 


PROGNOSIS 


Potassium iodide, contd. 

- - epiphora from . . 272 
in estimating blood- 

sugar . . . . 333 

- gumma cured by 

761, '765, 898 

- - - of tongue and . . 474 

- - hoarseness f rom . . 388 

- - laryngeal crises simu- 

lated lrom . . 249 

- noises in head from 504 

- - (edema from 514, 516 

- - - of larynx from 246, 

388, 799 

in orchitis . . . . 85 

- -- photophobia from 

639, 640 

- - purpura due to . . 676 

- - stridor due to . . 799 

- - syphilis and 82, 85, 

245, 586, 769, 819 

- - syphilitic ulcer healed 

by . . . . 730 

- - testis atrophy trom 85 

- - vertigo trom . , 504 

- salts, polvuna alter . . 653 

- sulnhocyanide in Bene- 

dict's solution . . 327 
Potato parti, to m stools 215 
Potted meal, botulism 

from .. ..243 

Pott’s angular curvature 
of spine with psoas 
abscess . . 458 

- curvature in spinal caries 628 
" disease set' Spinal t .ane ' 

- fracture into ankle loint 147 

~ - tulipe, Horn . . 147 

Pouch of Douglas felt per 

rectum . . . . 729 

- , and see Diverticulum’ 
Pouching ol c Ion, diver - 

liculitis I rorn . . . . 556 

Poultices, ervtherna from 275 
Poultry, botulism in , 223 

- - paralysing , , . , 24 * 

- dealers, dermatitis in, . 9] 7 

Poupart’s ligament, fluc- 
tuation below, due to 
psoas abscess , , . . 698 

-- - landmarks ot . . 824 

Pousses cvolutives of 

phthisis . . 7(>(>, 713 

Pouting lips in mvop.ithv 

/•/,e. 24 i 291 

Poverty, bullous impetigo 
and . 124 

- out of condition from 113 

- scurvy lrom . . 679 

- shortness ol breath from 11 3 

- typhus lever and 417, 690 
Pozzi, cochleatc uterm >t 

2 38, 793 

Pozzi’s syndrome of endo- 
metritis . . 483 

P-R interval, normal 

■ / ic- l>'i 109 

- - prolonged jy. l-'4< 109 


Preacher's hand in progres- 
sive muscular atrophy 141 

- - svringorm dia 142 

Prc-aur icular gland see 

Lymphatic Gland, Pre- 
auricular i 

Precipitancy of del'acation 394 

- micturition (see Micturition) 
Precipitin reaction with 

hydatid disease . , 807 
Precocity, sexual, with 


I Pregnancy, abdominal pal- 
| nation in . . 251 

tumour in . . 24 

- acetonuria in vomiting of 3 

- acute yellow atrophy 

and . . . . . . 345 

-- advisability of examining 

about thirtieth week 251 

- albuminuria in 9, 15 

-- albumosuria in . . 21 

- nmenorrhota and 2 3, 24, 

61, 489, 841, 842 

- appendicitis with . . 843 

- ascending nephritis from 

9, 16 

- bacteriuria in . . . . 88 

bearing-down pain in 529 
bladder distention in . . 61 

- - - simulating 815, 840 
Mood -sugar high in .. 3 52 
Braun’s sign of . . 489 

- breast changes in . . 842 

- - sec ret ion and . . 24 

breasts swollen in .. 8 37 
bullouseruptionsof 123, 124 
cervix softened in 61, 489 

chorea in . . .. 170 

- chorion-epithelioma and 488 

chloasma in . . . . 642 

coh bacilluria in 15, 556 
coma in . . . . 181 

constipation lrom 164, 166 
convulsions in 174, 181, 18 3 
dark-brown nipple lrom 529 
diabetes nnlhuis in . . 3 32 
diagnosis of 24 

diaphragm pushed up 

by 374 

dullness ol abdomen in 61 

- dyschc/ia from . . 166 

yivsmcnorrhica cured by 2 38 
eclampsia m . . . . 174 

tainting due to , . 297 

tear of, amenorrlura from 2 3 

- fibroids softening in . . 842 
libromvoma ot uterus 

simulating . . . . 840 

- fluctuation in . . . . 841 

Hushing due to . 303 

lirtul heart in 24, ol, 

841, 842 

- - movements in 24,61,842 

- glycosuria in . . . . 3 32 

- heart displaced by 37 3, 

374. 376 

- Hegar’s sign of . 489 

herpes gestatlonis and 126 
hydrops antnll with . 61 

- hysteria simulating . . 179 

- impetigo herpctilorniis 

in 125 

- incontinence of urine in 61 

- lactosuria in . . 327, 332 

- leucocytes high in . . 45 3 

- linen: albicunt.es from . , 459 
lymphatic obstruction 

following . . . . 894 

mastitis in .. ..8*7 

mastodynia in ..5 31 

- menstruation during.. 841 

- meteorism simulating 486 
micturition difftcu 1 * in 492 

- milk discharge irom 

nipple in . . 227 

- mollifies ossium after 305 

- Montgomery’s glands 

swollen in . . . . 529 

~ morning sickness and 

24, 489 , 


Pregnancy, contd. 

- in retroverted uterus . . 841 

- secondary areola from 529 

- signs of . . 489 

subinvolurion of uterus 
after . . . . 483 

- superinvolution of uterus 

after . . 24 

- swelling in hypogas- 

trium in . . . . 815 

iliac fossa due to . . 829 

- tetany and . . 3, 189 

- thyroid gland enlarged in876 

- tinnitus due to . 878 

- toxaemia, hemoglobin- 

uria from . . . . 357 

- tumours with . . . . 842 

- ulcer of leg after . . 894 

- uterine cast due to . . 238 
haomorrhage during 489 

- uterus enlarged front. . 489 

- vaginal bleeding in . . 489 

- - discoloration and . . 24 

- varicocele ol vulva in. . 855 
v, uniting ol see Vomiting) 
hind see Gestation' 

Prepatellar bursa, inflamed 581 

- bursitis, limping from 456 
Prepuce, epithelioma of 765 

- — inguinal glands en- 

larged from . . 476 

- erythema ol, lrom hcrpes764 

- gumma of . . . . 765 

- herpes ol 230, 764, 913 

- oedema of, from balan- 

itis . . . . 763 

- — in Bright’s disease . . 849 

- phimosis . . . . 765 

Presbyopia, eyestrain from 547 
Presentation, abnorm d 

• see Malprcsentation i 
Preserved loods, botulism 

lrom 243 

Presystolic bruit see Bruit) 

- thrill sec Thrill 
Prevention of conception, 

menorrhagia lmrri .. 482 
PRIAPISM 656 

- due to alcohol . . 657 

- aphrodisiacs . . 657 

without apparent cause 579 

- due to balanitis . . 656 
cerebellar hivniorrhaee 657 

- circumcision . . 656, 657 

of clitoris . . 656 

- due to convalescence . . 657 

- definition of . . . . 656 

- due to drugs . . . . 657 

- enlarged prostate 656, 657 

- epilepsy . . . . 657 

- fracture of dorsal spine 657 

- full bladder . . 657 

- gonorrhtca . . 657 

- gouty urethritis 65t>, 657 

- hemorrhoids . . . . 657 

- hydrophobia . . . . 657 

- ill-fitting trousers . . 657 

in infancy . . . . 656 

from Injury to spine . . 656 

- in lcuktemia . . 579, 657 

due to loaded tectum . . 657 

- in lymphatic lcuktcmia 656 

- due to male menopause 657 

- masturbation . . 657 

- with mental deficiency 656 

- due to oxaluria . . 656 

- Oxyuris vermicularis . . 656 

- pain in penis from . . 579 

- due to phimosis . . 656 


Pricking in eyes from error 
of refraction . . . . 371 

- glans penis from inflamed 

trigone . . 493 

- pain in chest in func- 

tional cardiopathy . . 52 

- in penis (see Penis) 

- miliaria rubra . . 918 

Prickly elder, dermatitis 

due to . . . . 915 

- heat, itching in . . 658 

Primary alcoholic heart (see 

Alcoholic Heart) 

- lateral sclerosis (see Lat- 

eral Sclerosis) 

- muscular dystrophy (see 

Myopathy) 

Primrose yellow colour In 
pernicious anasmla 10, 

83, 294, 933 

facies in lardaceous 

disease . . . . 10 

Primula obconica, bullte 
lrom . . . . . . 123 

- - dermatitis from 124, 

278, 515, 659, 915, 916 

- - epiphora from . . 273 

- - erythema from 275, 

278, 515 

- - itching from . . 659 

- - (edema from . . 515 

- parinosa, dermatitis 

due to . . . . 916 

- sinensis, dermatitis due 

to . . . . . . 916 

Printers, benzine used by 917 
dermatitis in . . . . 917 

lye used by . . . . 917 

Privation, general oedema 
lrom .. .. ..514 

Probe in diagnosing pyor- 
rhoea alveolaris . . 94 

- - salivary calculus . . 848 
Proctitis, abscess from . . 296 

- infective, blood per anum 

from .. .. 96 

- syphilitic, account of . . 100 

- tenesmus due to . . 873 
vesiculitis simulating . . 700 

Proctoscope in constipa- 
tion . . . . . . 166 

- diagnosis . . 98 

- of adenoma of rectum 874 

- - carcinoma of rectum 166 

- -• pcriproctal abscess . . 874 

- - polypus of rectum . . 874 

- investigating spasm of 

sphincter ani . . 166 

- syphilitic proctitis and 100 

- in tenesmus . . . . 873 

- tuberculous ulcer of 

rectum and . . . . 101 

Professional cramps . . 189 

Progeria, account of . . 237 

- angina pectoris in . . 237 

- baldness in . . . . 237 

~ ear lobule absent in 

(Fig. 201) 237 

- fingers nodose in 

(Fig. 201) 237 

- infantilism in . . 236 

- ossification premature 

in . . 234 

Prognosis in acholuric 
jaundice . . . . 781 

- acidosis 3 

- carcinoma of puricreas 810 

- Cheyne-Stokcs breath- 

ing and . . 140 


suprarenal tumour . . 814 
Precordial bulging from 
adherent pericardium 

2 It), 265 

nortic disease . . 259 

big heart . . . . 210 

mitral regurgitation 262 

- - pericardial effusion 210 

- discomfort from D. A. 11.247 


- distress lrom dilatation 

of heart . . . . 266 

- pain <ee Pain) 

- tenderness from heart 

disease . . 863 

in pericarditis . . 863 

- THRILL . . 875 

Preglycosuric state, life 

insurance and . . 506 

obesity due to . . 505 

Pregnancies, repeated, albu- 
minuria from . . . . 16 


nephritis, general account 11 

neuroses in , . 662 

ovarian cyst simulating 840 
pain in breast from . . 529 
palpitation from . . 595 
parageustia due to . . 859 
pelvic swelling due to 840 
peripheral neuritis and 

80, 83 

perverted appetite in. . 58 

phantom tumour simu- 
lating 61, 808, 843 

phlegmasia alba dolcns 
after . . . . 894 

prevented by lactation 48 

ptyalorrhoea in . . 662 

pyelitis in 11, 15, 554, 718 
pyelonephritis in .. 15 

pyuria in . . . . 11 

renal tube-casts in . . 11 

retention of urine in . . 55 


- pons Varolii lesion . . 657 i 

- posthitis . . 656 ; 

- puberty . . . . 656 \ 

- senile . . . . 656 J 

from sexual excitement 657 j 

- sleeping on back . . 657 | 

- spinal meningitis . . 657 

- in splcnomedullary leu- 

kaemia . . . . 656 

- due to tetanus . . 657 

- thrombosis of pampini- 

form plexus . . 657 

- transverse myelitis . . 657 

- urethral calculus . 656 

- vesical calculus . . 656 

- worms . . . . 656 

Prick, sea-cat, delirium 

from . . . . . . 211 

- septicaemia from . . 704 

- weaver-fish, delirium 

from .. ..211 


- in chronic nephritis . . 13 

pancreatitis.. .. 810 

- cirrhosis of liver . . 67 

- diabetes mellitus . . 3 

- diazo-reaction and . . 218 

- of embryoma of testis 850 

- with globulinuria . . 5 

- of hiccough in peri- 

tonitis . . . . 386 

- in lymphatic lcuktcmia 34 

- meningococcal menin- 

gitis . . . . 732 

- of meteorism . . . . 485 

- nucleated red cells and 27 

- in phthisis . . . . 218 

- of purpura in fevers . . 677 

- in splcnomedullary leu- 

kaemia . . . . 33 

- splenomegalic cirrhosis 780 

- suppurative meningitis 732 

- of tetany . . . . 2 
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Prognosis, contd. 

- in tuberculous menin- 

gitis . . . . 732 

- ulcerative colitis . . 812 
Progressive muscular atro- 
phy, abductor indicis 
wasted in . . (Fig. 84) 80 

pollicis affected 

in .. . . 141 ! 

age incidence of. . 80 | 

amyotrophic lateral 

sclerosis and 80, 81 \ 

anterior cornual cell I 

lesions in . . 80 ! 

- - - ape’s hand from ! 

(Pig. 123) 141 ; 

brachial plexus le- ; 

sions diagnosed 
from . . . . 80 i 

- - - bulbar paralysis and 1 

so, 731 : 

- - - claw-hand from 

(Pis. 84) 80,81, ! 

(Pig. 123) 141, 177 

club-foot in . . 177 1 

contractures in . . 177 

deep reflexes exag- ! 

gcrated in . . 141 

distinguished from 

ulnar paralysis 80 

extensors affected in 141 

not familial . . 80 

fibrillary contrac- 
tions in 172, 177 

flexors affected in 141 

forearm affected in 80 

- - general account of 80 
gonorrhoeal arth- 
ritis simulating 425 

hand in . . ( Fig. 84) 80 

hands affected in 

80, 141 

hypothenar muscles 

in . . . . SO 

wasted in 

( Fix. 123) Ml 

intcrossei wasted in 

(Pig. 84 - 80 
----- no pain in . . 141 

paralysis of arm in 80 

OIlc i CR f rom . . ftn 

- - - paraplegia from.. 611 

peroneal type . . 78 

preacher’s hand in 141 

R.JD. in . . . . 80 

no sensory change 

in . . 80, 141 

slow progress of. . 80 

symmetrical . . 80 

syringomyelia simu- 
lating . . . . 81 : 

thenar muscles in 80 - 

- wasted in 

(Fig. 123) 141 

- - - Tooth’s type . . 78 - 

- - - transverse myelitis ! 

simulating . . 81 - 

1 ■ trophy (see Myoparhyj 

t non . . . . 220 - 

lapse of anus, blood 
per anum from .. 101 ! — 

- - constipation and .. 101 

- iris due rc corneal ulcer 890 i - 

- oesophagus into stomach 244 , - 

- ovaries, bimanual exam- •' - 

ination in diagnosing 239 - 

~ - dyspafeunia due to 2 39 
pelvic pain from .. 57 3 ! 

- rectum, intussusception j - 

simulating . . . . 872 I 

- - tenesmus due to . . 873 . - 

- urethra, caruncle simu- 

lated by . . 855 - 

- ~ hemorrhage from . . 855 ' - 
vulval swelling due to 853 ! - 

- UTERUS . . 657 [ 

albuminuria from . . 16 - 

- - ascending nephritis i - 

from . . . . 16 - 

backache from . . 573 j 

cystocele with . . 658 ! - 

simulating . . 657 i 

extroversion of bladder ' - 

simulating . . 657 j - 

hypertrophic elonga- j 

tion of cervix sim- : - 

ulating . . . . 657 | - 

due to injury of - 

levator ani . . 657 • - 
perineum . . 657 | - 


881 


728 

348 


543 

349 


Prolapse of uterus , contd. 

- - inversion of uterus 

simulating 657, 658 , 

- mechanism of . . G57 

- - rcctocele with . . 658 
~ - - simulating . . 657 

- - strangury due to . . 797 

- - tumour of vagina sim- 

ulating . . . . 657 

vulval swelling due to 85 3 

- vagina, discharge due to 231 

Proliferating ovaiian cyst 63,66 
Pronators (see under Muscle! 
PR0PT0SIS . 283 

- from cavernous sinus 

thrombosis . . . . 156 

- epiphora from . . 273 

- (and see Hxophthalmos > 
Propulsion in paralysis 

agitans 

Prostate, adenoma of, felt 
per rectum 

- — hrematuria from 

- - (and see Prostate 

iinlargcd) 

- carcinoma of (see Car- 

cinoma 1 

- disease of, pain in leg 

from 

- - sacral pain from 

- enlarged, abscess of testis 

with . . . . 768 

account of . . . . 493 

- - aching in perineum 

from . . . . 579 

- - age incidence of 355, 

490, 493 

~ -- albuminuria from 9. 

11, 16 

ascending nephritis 

from ..9, 18 3, 211 

- - bladder distended 

from .. 61, 815 

-- growth simulating 49 3 

- - by carcinoma 493, 575 

- casts in urine from. . 1 1 

- -- catheter in diagnosing355 

- catheterisation for . . 58 

- - coude catheter for 

492, 493 

cystitis from 211, 718, 720 

- - cysioscopic appear- 

ance of ( Fig. 2‘M> 

■ - delirium from 

- - ditticulty in mic- 

turition from 

- epididymo-orchitis 

lrom 

- - frequency of mic- 

turition from 355, 

490, 493, 652, 901 

- - hamaturia with 349, 355 

- hiccough lrom . . 387 

- - indigestion lrom 

- - pain in perineum 

lrom 

papilloma ol bladder 
simulating 

- priapism from 656, 

- from prostatic abscess 575 

- prostatitis . . 575, 72 3 

- pyelitis from .. 717 

- pyelonephritis from 717 

- pyonephrosis from . . 7 IK 

- pyuria with 349, 396 

- rectal examination in 

diagnosing 350, 

355, 491, 493 

- retention ol urine 

lrom 55, 492 

- sixty' the age of 

- stone behind 

- straining from 

- strangury due to . . 

- suppurative nephriti: 

from . . . . 699 

- tenesmus due to . . 873 

- uraimia from 183, 21 1, 396 

- urine stream abnormal 

from . . 491, 493 

gleet due to infection 
of 229 


. 354 
211 


84') 


396 

494 


493 
65 V 


720 
11 

721 
49 3 
797 


j Prostate , contd. 
j - operation on, epididymo- 

orchitis from . . 584 

pain in, from prostatitis 723 
-- rectal examination in 
| investigating . . 350 

- retractile globules in 

i secretion of . . 229 

j - sarcoma of . . . . 728 

■ - scarred, after abscess. . 766 
-- tender, in gonorrhoea . . 228 

- tuberculous (sec Tuber- 

culosis of Prostate) 
Prostatectomy, anuria after 

55, 58 

, - epididymitis after . . 850 
epididymo-orchitis from585 
perineal fistula after . . 766 

- urethritis after . . 850 
Prostatic abscess (see 

Abscess) 

- calculus (sec Calculus) 

- ducts, gonococcus inlect- 

ing . . . . . . 228 

- threads from gonorrhoea 496 
Prostatitis, abscess from 296 

- aching in perineum from 579 

- due to Bacillus coli 90, 228 
blood infection . . 575 

- cystitis simulated by . . 720 

- ditticulty in micturition 

from . . . . 492 

- epididymitis from . . 850 

- fibrusiris from . . 571 

- frequency of micturition 

from 490, 575, 720, 72 3 

- due to gonococcus 90, 

228, 578 

- lucmaturia due to . . 720 

- massage of prostate in 

detecting . , . . 229 

- micturition difficult in 575 
nocturnal micturition 

lrom . . . . 490 

- pain in calves from . . 543 

- - l’cet from . . . . 543 

- - hypogastrium from 723 

- - ischial tuberosities 

from . . . . 543 

- - loin lrom . . . . 543 

- after micturition from 49 3 

- - in penis lrom 49 3, 

574, 576, 578 - 

- - perineum from 54 3, 

720, 723 - 

-- - rectum from . . 720 

- painful micturition due 

to .. .. 575,720 - 

prostate enlarged from 

575, 72 3 - 

-- - painful from . . 723 

- prostatic abscess from 72 5 

• pyrexia lrom . . 575, 720 - 

pyuria due to 716,720,723 - 

rectal examination in 
diagnosing 493, 575, 

715, 723 - 

retention of urine from 

493, 723 - 

- due to Staphylococcus 

aureus . . . . 90 - 

- Streptococcus pyogenes 

longus . . . . 90 - 

- suprapubic pain from - 

720, 723 - 

- tenderness per rectum 

lrom . . . . 723 - 

- urethral discharge from 491 

- from urethritis 228, 

493, 575, 578, 720, 72 3 - 

- urethritis with . . 850 - 

- vesiculitis simulating. . 700 
Protargol, leueocytosis 

from . . . . . . 45 3 

Protein injections, dyspnoea 
’ from . . . . . . 246 

- shock, delirium in . . 212 

; various things caus- 
ing . . 212 

Protopathlc sensibility . . 749 
j Prurigo, eczema distin- 
guished from . . . . 601 


gonorrhoea of. . 86, 228 - extensor surfaces affected 

massage of, in detecting 1 by . . .. .601 

prostatitis . . . . 229 - ferox of Hebra . . 600 

middle lobe of . . 492 - itching in . . 601, 658 

mucous cvlindroids from 7 - lichen planus distin- 

nodular, from calculi . . 575 ; guished from .. 601 

- carcinoma . . . . 575 - lymph glands enlarged 

- in renal tuberculosis 352 ! in . . . . . . 601 


Prurigo, contd. 

- mitis . . . . . . 600 

- mosaic skin in . . 601 

- nutmeg-grater skin in 601 
! - origin in infancy . . 601 

! - papules in . . . . 598 

; - parts affected by 600, 601 

! - pediculosis distinguished 

from . . . . 601 

- persistence of . . 601 

I - poor health in . . 601 

, ~ psoriasis distinguished 

! lrom . . 601 

- pustules in . . 601 

; “ scabies distinguished 

i from . . . . 601 

- scales in . . . . 601 

- simplex nigu . . . . 600 

- skin rugose in . . 601 

PRURITUS .658 

- wind sec Itching' 

Prussian blue reaction in 

liver 31, 32, 467 

Prussic acid, smell in 
recognizing . . . . 929 

Pseudo-angina pectoris . . 533 
Pseudo bulbar paralysis 
* see Paralysis' 

Pseudo-chylous ascites . . 72 

Pscudo-cvesis . . . , 808 

Pseiulo-diarrhua in dys- 
che/ia 159 

Pseudo-elephantiasis . . 512 

- from svphilis . . . . 854 

- oi vulva 85 3,854 

Pseud* '-hermaphroditism, 

‘‘htons long in . . 793 

- sterility due to . . 793 

- iu suprarenal gigantism 324 

- testes in groins in . . 793 

- usually mai<- , . . . 793 

- vagina short in . . 793 

Pseudo- hypertrophic muscu- 
lar paralysis sc*; Paralysis) 

- mvopathv . . . . 172 

Pseudo-hypertrophy of 

muscles in nr. opathv 

620, 625 

Pscudo-lcukirnna infantum, 
abdomen swollen in . . 49 

- - account of 49, 50, 781 

-- - age incidence of . . 50 

- - aiKi'ini.i in 49, 62, 72, 781 

- - . '■cues m 49, 62, 72, 137 

- - blood changes in 49, 

50, 78 1 

- - chronic peritonitis in 72 

- - congenital syphilis 

and.. 6b, 781, 782 

- ~ familial acholuric 

jaundice and . . 781 

- - < iauclier’s disease and 78 1 

■ lucinon luges in . . 50 

^ - illustration of ./ 'q.*, 67)50 

- - no leuc i h vto.sis in . . 72 

~ h\er enlarged in . . 50 

- ■ • edema of legs m 515, 517 

- - peril. .minis in . , 1 37 

- peritonitis m , . 62 

plenum ell us ion in 1 37 
purpura in. . 

- - pyrexia in . . 

- - rickets and . . 

- - serous effusions i 

- - spleen enlarged 

50, 72, 77H, 

“ - splenic ariumua and 

splenomcgulic cir- 

rhosis und . . 781 
Wa.ssrrmann test in 781 

- splenectomy curing . . 50 

Pseudo-neuralgias . . 551 
Pseudo-nystagmus . . 505 

Pseudo-oedema in cretin- 
ism . . 234, 236 

- of legs in myxoedema. . 656 

Pseudo-paralysis in con- 
genital syphilis . . 433 

Pseudo-pelade 92, 865, 866 

Pseudo-tabes . . . . 74 

Pseudo-trichinosis . . 569 

Psoas abscess (see Abscess) 

- burs i (see Bursa) 

- muscle (see und^r Muscle) 
Psoriasis, account of . . 745 

- age incidence of . . 602 

- anidrosis in . . . . 803 

- annular . . 602 

- no atrophy of skin in 746 

- baldness from . . 91 


676 
. . 50 

50, 782 
137 


781 

781 
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272 

745 

309 

301 

311 

745 

658 

745 


746 

496 

745 
600 

746 


Psoriasis , contd. 

- in bathing-drawers area 499 

- blue eyes and . . 745 

- brown staining after . . 745 

- disappearing in illness 745 

- distribution of . . 745 

- eczema simulating . . 745 

- elbows alfcctcd by 499, 

602, 745 

- eosinophilia from . . 

- fair hair and 

- favus simulating 

- finger affected bv . . 

- hair falling out in . . 

- in health 

- itching in 

- - slight in 

- knees affected by 499, 

602, 745 

- lichen planus distinguished 

from . . . . 598 

- - - simulating . . 746 

- of lips 459 

- lupus erythematosus 

simulating . . 

- nails affected by 312 

- papules in 

- parts affected by 

- pityriasis rubra lrom. 

- - - distinguished lrom 746 

- - - pilaris distinguished 

from . . . . 600 

----- simulating . . 746 

- prurigo distinguished 

lrom . . . . 601 

- recurrences in .. 602 

- rmg-like areas in . . 312 

- ringworm distinguished 

from . 311 

- rupioides of McCall 

Anderson . . . . 74 3 

- - syphilis distinguished 

from . . 746 

- scales m 311. 4«9. 602, 

744, 745, 747 

- of scalp .. W.H1 

- no seal ring in . . 746 

- of scrotum . . . . 747 

- seborrlm-a simulated by 745 

- syphilis simulating . . 602 

Psychalgia. pain in arm 

from . . . 546 

Psychalglas . . 551 

Psychasthcnia, uerophagy 
in . . . . 302 

- nightmares from . . 499 

- noises in head from . . 504 

- vertigo due to . . 504 

Psychic reflex of pupil . . 674 

- - - lost from cervii 


sympathetic par.i- 


lys 

Psycho-analysis, dreams 
and 

Psychosis, Korsakow’s . . 
Pterygium 

Ptomaine poisoning, uceto 
uria lrom 

- - agglutination reaction 


.;ou 

570 

496 


- - - wasting in 78 

- - from Aforgan’s 

bacillus . . . . 872 

- - mucus per rectum in 872 

- - muscular atrophy in 78 

- - pellagra simulating 279 

- - polycythemia in 650, 651 

- - purpura due to 676, 677 

- - tenesmus in . . 872 

- - urticaria from . . 514 

- - vertigo due to . . 911 

vomiting in 278, 872 

PTOSIS 659 

- in angioneurotic oedema 660 

- botulism . . 223, 243 

- of colon, skiagrams of 

{Figs. 437 , 438) 537 

- due to compression of 

cervical sympathetic 877 


in 


677 

- - blood per rectum in 

872 - 

- delirium due to 


21 I 

~ - diarrhoea from 

21b, 


278, 

650, 

872 - 

- - epidemic 

677, 

872 : 

- - erythema in 

276, 

278 : - 

- - food causing 


278 

- - due to CJacrtncr s 

— 

bacillus . . 

677, 

872 , 

- - general (edema 

from 



514, 

516 - 


3 1 


Ptosis , contd.' 1 

- congenital . . . . 660 , 

- from conjunctivitis . . 660 

- definition of . . . . 659 

- cnophthulmos with 

(/•Ye. 520) 660 

- due to enlarged thyroid 877 

- facial paralysis with 

(Pins. 518 , 510) 660 

- in hysteria . . . 178 

- of liver, hepatic dull- 

ness in . . • • 460 

- from mediastinal lympho- 

sarcoma 520 ) 660 

■ in myasthenia gravis 660 
nuclear facial palsy . . 604 

- from paralvsis of cer- 

vical sympathetic 

: H V . 221 270, 
i ',20 . 660, 675 

- - levator palpebric 

superioris < I'ty. 516 > 650 

- - seventh nerve 659, 660 

- — third nerve 

//•Yg. 5/6)659. 

<7 Y.ip. 5/8, 5/0, 660 

- of stomach, skiagram oi 

(J iy. 537 

- in tabes dorsalis 10, c. 240 , 292 
from trachoma 286, 660 

PTYAUSM . 660 

- and see Salivation > 

Pt valorrluta .. 661,662 
Puberty, acne at 303- 682 

- albuminuria of 18 

amenorrhtca before .. 2^ 

breast enlarged at . . 838 

episiaxix at .. .. 27 4 

lupus erythematosus andbuO 

- vulgaris and . . 500 

menorrhagia at . . 484 

- metrorrhagia at . . 4*8 

milk lrom breast at 227. 8 '8 
pain in breast at . 53 (> 

- testis at . . 5S'» 

- premature, with livpet 

nephroma of kidney 776 
-- priapism at . . 656 

Pubic hair at eighteen 
months //.e. 3 04 > 508 

- - premature, with hyper- 

nephroma 41 h 

: hty. 304 ; 508. 767 

- region, hair absent from 91 
Pubis, caries o), scrotal 

swelling due to ..851 

Pudic nerve see Nerve 
Puerperal exhaustion . . £52 

- fever see Lever ) 

sepsis, foul breath in . . 112 

- pelvic abscess due to 84 * 
Pulmonary artery see Artery 

blood-pressure raised 
in mitral stenosis . . '(,3 

branches ol vagus nerve 1 85 
diastolic murmurs . . 121 

embolism see P.mbol- 
ism ot I .mut 

infarct 'see Inturet ol Lung: 
murmurs tsee Hruit‘ 
new growth see l.ung. 

New Cirowth oi) 
osteo arthropathy . . 436 

- bones of lingers en- 
larged in. . 142, 436 

- illustrated 
llO'gs. 351. 352) 456 

regurgitation, aortic 
regurgitation and 120, 

121,269 

- diastolic bruit from 2o9 

lrom infective endo- 
carditis . . 268, 269 

- - mitral stenosis 121, 269 

- - right ventricle en- 

larged from . . 268 

- - with slcm-sis . . 269 

- stenosis, account of . . 267 

- - ascites from . . 62 

- - clubbed fingers from 

142, (/-I*. 126) 143, 875 

- - - toes with . . 875 

- - cyanosis with 142, 196, 875 

- - dyspnoea with . . 875 

- - exocardial bruit simu- 

lating .. ..116 

extreme cyanosis in 

143, (Fig, 166 ) 196 

heart failure from . . 62 

palpitation from . . 594 


Pulmonary stenosis, contd. j 

- - patent interventricu- f 

lar septum with. . 142 , 
physical signs of . . 650 

- - polycythemia in 650, 875 i 

- regurgitation with.. 269 

- right ventricle en- 

larged from . . 268 

- systolic bruit of 143, 

196, 267,650,875 

thrill with 143, 196, 

267, 875 

- systolic bruit (see Hruii t 

- thrombosis (see Throm- 

bosis ' 

- tuberculosis (see Phthisis ; 

and Tuberculosis.' 

- valve, infective endo- 

carditis of . . . . 364 

- vein, aneurysm opening 

into . . . . 534 

- '"and see 1 ,ung/ 

Pulpv ankle . . 457 

- knee . . ... 432, 457 

Pulsatile liver see Liver; 

- pleural effusion . . 847 

SWELLING . . . 846 

- tumour due to aneurysm 

538, 629 

Pulsatilla, dermatitis lrom 915 
Pulsating exophthalmos 285 

Pulsation over aneurysm 260 
aortic, transmitted by 
pancreatic tumour 67 
due to arteriovenous 

ancury.,m . . 847 

- capillary, lrom aortic 

disease . . . . 263 

- - - regurgitation . . 259 
in carcinoma of bone 1^0 

- - stomach 10 r. u50 846 
ear in detecting 260, 846 

- egg-sbi.ll era,:!. ling with 846 

- epigastric, horn i.hroid 

lung . . . . 269 

- - m heart failure . . 268 

- - liom mitral regurgi- 

tation . . . . 262 

- - - stenosis . . . . 268 

- - right ventricle hyper- 

trophy . . 258, 267 

excessive, in aortic re- 
gurgitation . . . . 662 

expansile, over abdo- 
minal aneurysm 413, 663 

account of . . . . 846 

in aneurysm 210, 342, 

564, 816. 825, 827, 

829, 832, 844, 846, 869 

- - osteosarcoma . . 846 

in hernia cerebri . . 847 

~ - pulmonuhs . . . . 847 

- meningocele . . . . 284 

- meningomyelocele . . 847 

- of neck veins, nutmeg 

liver and . . . . 463 

orbit due to arterio- 
venous aneurysm . . 847 

- -- osteosarcoma . . 847 

- psoas bursa transmit- 

ting . . . . ..833 

- in sarcoma 190, 8 3 3, 844 

- transmitted by popliteal 

swelling . . 844 

- in tumour of pancreas 412 

- UNDUE ABDOMINAL 

AORTIC 662,846 

- — — — noises in head 

with . . . . 504 

in aortic regurgitation 

5Q4, 846 

- — exophthalmic goitre 

267, 504, 846 

of subclavian artery 846 

Pulse, anacrotic, in aortic 
stenosis . . . . 259 

- at ankle, diminished, from 

popliteal aneurysm 844 

- cessation of, in infective 

j endocarditis . . 46 

- in colic . . . . 735 

- collapsing, from aortic 

regurgitation 269, 595 

- disappearing during In- 

spiration . . 664 

- falling as temperature 

rises, in yellow fever 420 

- feeble, with carcinoma 

of liver . . 468 

cirrhosis . . . . 466 


Pulse , feeble , contd. 

- - from corrosive poison 338 

diarrhoea causing . . 216 

from fatty heart . . 264 

- - with fibroid heart. . 264 

- - alter hematemesis . . 339 
high blood -pressure 

notwithstanding. . 106 

- - in mitral stenosis 

17, 71, 106 

- from myocarditis . . 264 

- - in phosphorus poison- 

ing . . 421 

- - scarlet fever . . 345 

- femoral, delayed, from 

iliac aneurysm . . 832 

- imperceptible, in snake- 

bite . . . . • • 422 

- intermittent, in Kirk- 

land’s disease . . 762 

- IRREGULAR . . .663 

- in aortic regurgitation 259 

- - from arsenic . . 103 

- - auricular fibrillation 665 

- - digitalis . . . . 664 

- - dilatation of heart.. 266 

- dropped beats . . 664 
electrocardiograph in 

Investigating 663, 673 

- from extrasystoles 

666, 668, 672, 673 

- - fatty heart . . . . 264 

- - fibroid heart . . 264 

- without fundamental 

rhythm . . . . 673 

- from heart-block 667, 672 

- - high blood-pressure 

notwithstanding.. 160 

- - not important if exer- 

cise makes it regular 1 15 

- from mitral regurgi- 

tation . . . . 262 

- - - stenosis 17,71, 106,268 

- - myocarditis . . 264 

- polygraph in investi- 

gating . . 663, 673 

- - from sinu-.uiricular 

block . . 665 

- sinus arrhythmia ... 664 

- - in tuberculous menin- 

gitis . . . . 184 

- - (and see Heart, Irreg- 

ular; 

- irregularities, types of . . 664 

- in jaundice . . - - 406 

- peculiarities, summary 

of . . 671-673 

- quickening, in general 

peritonitis . . . . 734 

radial, diminished by 
cervical rib.. 142, 545 

- rapid, in acute yellow 

atrophy . . . . 416 

■ - - anuria . . - . 57 

-■ appendicitis 558, 724, 828 

- - from arsenic . . 103 

- - corrosive poison . . 338 

- - in dengue . . . . 571 

- - from dilatation of 

heart . . . . 266 

- - diverticulitis . . 556 

- - fatty heart . . . . 264 

- - feeble, in pneumo- 

thorax . . . . 532 

- - in fevers . . . . 856 

- - general peritonitis.. 734 

- - after harmatemesis 339 

- - from haemorrhage . . 157 

- - with hepatic abscess 464 

- - in influenza . . 787 

i - - lardaceous disease. . 57 

j - - life insurance exam- 

! ination .. ... 115 

- - from mitral stenosis 268 

I - — in phosphorus poison- 
ing . . . . 421 

- - with popliteal abscess 844 

I in pyemia . . . . 419 

i - - pyelonephritis . . 57 

1 - - relapsing fever . . 785 
i rheumatoid arthritis 

j 426, 431 

- - scarlet fever . - 345 

with subphrenic ab- 
scess . . . . 807 

tuberculous kidney 57 

, (and see Tachycardia) 

1 - rate In colic . . . . 150 

I halved in Stokcs- 

Adams’ syndrome 596 



PULSE RATE 


1116 


PURPURA 


Pulse rate, contd. 

In peritonitis . . 150 

- - rising in general 

peritonitis . . 485 

- - - from perforation 

in typhoid fever 485 
7 in peritonitis . . 524 

- - in typhoid fever .. 688 

- relatively slow, in para- 

typhoid fever . . 715 

- - - pneumonia . . 785 

~ ~ — spirochretosis ictero- 

hsemorrhagica 419 

typhoid fever 216, 

419, 715, 784 
~ slow (see Bradycardia) 

- small, in general peri- 

tonitis . . . . 734 

“ - from mitral stenosis 268 

- — and rapid, after abdo- 

minal injury . . 735 

splashing, from aortic 
disease . . 259, 263 

- venous, in neck, in dia- 

gnosing heart-block 667 

- very slow (see Brady- 

cardia) 

~ waterhammer, in aortic 

regurgitation 259, 875 
~ waves not reaching wrist 108 
Pulse-pressure . . . 105 

PULSES, UNEQUAL . . 673 

- — due to accessory cer- 

vical rib . . . . 673 

- - aneurysm 240, 260, 

673, 817 

atheroma . . 673, 674 

embolism . . . . 673 

- - mediastinal new 

growth .. ..673 

- - without disease ..673 

Pulsus alternans, charac- 
ters of . . 673 

- - dropped beats simu- 

lated by . . 671 

“ - from extrasystoles. . 671 
“ - when heart is hurried 671 
in paroxysmal tachy- 
cardia . . ..671 

serious import of .. 671 

- - sphygmomanometer 

in detecting 671, 673 

- bigeminus from extra- 

systoles .. 670,673 

“ bislcriens, polvgrarn of 

(F'ig. 539) 672 

- paradoxus . 664 

Punctate basophilia 'see 

Basophilia) 

Puncture of antrum of 
Highmore . . . . 837 

- cisterna magna in 

meningitis . . . . 623 

- in diagnosing empyema 

of ethmoidal sinuses 694 | 

- — — sphenoidal sinuses 694 

tontanellc in menin- I 
. . 623 

- 1 -a ! to, in kala-azar. . 37 

lumbar (see Lumbar 
Puncture) 

- of medulla, glycosuria 

from . . 331 

- splenic, in kala-azar 57 , 709 

- - I cishman-Donuvan 

bodies from . . 709 
~ (and see Needling) 

PUPIL, ABNORMALITIES 
OF 674 

- accommodation reflex of674 

- age effects on size of 674 ; 

- Argyll Robertson, defin- 

ition of . . 674 j 

- - - in general paralysis 674 j 

- - - laryngeal crises with249 j 

~ — in tabes dorsalis ! 

387, 541, 545, I 
571, 626, 627, 

674, 798, 874, 931 j 

- blocked, after iritis . . 924 I 

- contracted, due to com- j 

pression of cervical ' 
sympathetic . . 877 

- - enlarged thyroid . . 877 

- dilated in acute mania 675 

- - from aneurysm . . 675 
by belladonna . . 859 

- - from carcinoma of 

lung . . . . 675 


i Pupil, dilated, contd. 

j in catalepsy . . 675 

, - - from cervical sym- 
pathetic irritation 675 

- - cocaine . . . . 618 

- - in epilepsy. . . . 675 

-- - glaucoma . . 924, 926 

j - - from mediastinal 
I tumour . . . . 675 

| — — in mental states . . 675 

i - - from pinching neck 618 
i - - psychic causes . . 674 

- - sensory stimulation 674 

- - in shade . . . . 618 

' - - X-ray examination of 

chest in . . . . 675 

j - dilating to light . . b75 
; - double, trom accident 220 

- - congenital . . . . 220 

- — monocular diplopia 

from . . . . 220 

- ■- from operation . . 220 

; - ex ceil trie, in insanity. . 675 

- - due to mid-brain 

( tumour . . . . 882 

- -- in tabes dorsalis . . 675 

-• fixed in glaucoma . . 924 

- immobile in epilepsy 174 

- - general paralysis . . 184 

- tabes dorsalis . . 396 

- inactive, hemianopsia 

and . . a-'ii:. ill) 380 

with iritis . . . . 287 

- - optic tract lesion and 

(Pig. 311 ) 380 

- - to light in tabes 

dorsalis . . .541 


- irregular, from adhesion 

between iris and lens t>74 

- - congenital persistence 


ol pupillary mem- 
brane . . . . 674 

dislocation of Jens. . 674 

injury . . . . 674 

- - in insanity.. .. 675 

- - from iridodialysis . . 674 

- - iritis . . 288, 674 

- - old corneal ulcer . . 674 
■ -- rupture of sphincter 674 

tabes dorsalis . . o75 

- large from belladonna 213 

- •- in middle life . . 674 

- myopia . . . . 674 

- light reflex of. . . . 674 

- opaque, from iritis . . 288 

- oval, in insanity . . 675 

-- - tabes dorsalis . . 675 

- paradoxical light reflex 

.in 675 

~ pin-poin:, in pontine 

hemorrhage 155, 391 

- - opium poisoning 155, 391 

- psychic reflex of . . o74 

- — - lost, from cervical 

sympathetic par- 
alysis . . . . 675 

- reacting to light but not 

to accommodation, 
in basal meningitis. . 674 

- - - - - diabetes mel- 

litus . . 674 

------- myelitis . . 674 

- — - - — syphilis . . 674 


“ - tumour of cor- 

pora quadri- 
gernina . . 674 

- reaction to light defec- 

tive, due to mid-brain 
tumour . . . . 882 

- no reaction of, in peri- 

pheral neuritis . . 626 

- - — to light in, hemian- 

opsia and 

(Pig. 305) 377 

- reactions In hemian- 

opsia. . . . 379 

- reflex to light, unilateral 

loss of, from oj>tic i 

nerve lesion . . 674 

- - convergence, lost, in j 

alcoholism . . 674 
diphtheria . . 674 : 

- - - - tabes dorsalis.. 674 ! 

hemlanopic . . . . 675 j 

- reflexes, varieties of . . 674 

- sensory reflex of, lost, 

from cervical sym- 
pathetic paralysis . . 675 

- - stimulation reflex of 674 

- sluggish, with iritis . . 287 


i Pupil , contd. 

| - small on accommoda- 
tion . . . . 674 

- - in anuria 55 

- — from cerebral ab- 

scess . . . . 675 

- - tumour . . . . 675 

- — encephalitis . . 675 

- - in hypermetropia . . 674 

- - infancy . . . . 674 

- with iritis . . . . 287 

- from light . . . . 674 

- in old age . . . . 674 

- with paralysis of arm 612 

1 - - — cervical sympathe- 
tic . . . . 270 

- — from spinal cord 

lesion . . . . 618 


— — in tabes dorsalis 2**2. 

674 

- - urierma 

Pupillary membrane, con- 

55 

genital persistence of. . 

674 

Pupils, unequal, account of 675 

- — due to aneurysm 240, 

675 

- — atropine 

676 

- — belladonna 

675 

- - carotid aneurysm . . 

- — eel vical sympathetic 

675 

affection . . 

240 

- ~ in coma 

154 

- diplegia 

884 

general paralvsis 184, 675 

- - glass eye catch con- 

corning 

675 

- - from glaucoma 

675 

- - headache wiih 

370 

- - f rom homutropine . . 

675 

• - iritis 

675 

- - in normal people . . 

- — from paralysis of cer- 

675 


vical sympathetic 

{.Pig. JJlj 270, 675 

- - - third nerve . . 675 

- - i'hv sostigmine .. 675 

- in tabes dorsalis 29 2, 675 

- - trigeminal neuralgia 675 
Purln bodies, list of . . 901 

- - uric acid and . . 901 
Purgation, excessive, blood 

per nnuin trom . . 96 
Purgatives, colie from ; 

148, 161, 525 

- constipation due to . . 933 

- loss of weight due to 933 

- tenesmus due to . . 873 

- ulcerative colitis from 100 

- very large doses required 

in some cases . , 161 
PURPURA . . 50, 676 

- in acute yellow atrophy 345 

- albumosuria with . . 21 

- in alcoholism. . 676, 679 

- unarnua from. . . . 43 

- trom antuliphtheritic 

serum . . . . 677 

- antipvrin . . 676 

in aplastic amernia . . 676 

-- - myclatmia . . 676 

-- apoplectiform Meniere's 

disease in . . , . 208 

- doe to arsenic , . 676 

- in Barlow’s disease . . 676 , 

due to belladonna . . 676 1 

- in blackvvater lever . . 676 , 

- bleeding gums in 93, 362 ; 

- blood per unurn from 96 ! 

- - clot from kidney in 147 

- in blood diseases 676, 679 ' 

- due to blows . . . . 676 * 

- in Bright’s disease 676, 679 

- from bruising . . 677 ; 

- bug-bite . . 676, 677 

- butyl chloral hydrate 676 

- in cerebrospinal menin- 

gitis 278, 676, 677, 678 ' 

- due to chloral . . 676 | 

- in chloroma . . . . 676 | 

- cholera . . . . 676 I 

- cirrhosis of liver 676, 783 I 

- classified causes of . . 670 j 

- due to copaiba . . 676 j 

- dental sepsis.. .. 95 

- in diphtheria.. 676, 677 

- duo to diphtheritic anti- 

toxin . . . . 676 

- drugs . . . . 676, 677 

- in dysentery . . . . 676 

- encephalitis lcthargica 278 

- cpistaxis in . . 274, 362 

- due to ergot . . . . 676 


Purpura, contd. 

- in familial acholuric 

jaundice . . . . 415 

- fevers . . . . 676, 677 

- due to flea-bites . . 676 

- fulmlnans . . 676, 680 

-- in fungating endocar- 
ditis 676, ( Pig. 540) 678 

- gastric colic in . . 148 

- in general tuberculosis 

676, 678 

- ha:matemesis in 3 36, 340 

- haimaturiu from 348, 357 

- in ha-mophiliu 676, 679 

- haemoptysis in . . 362 

- haemorrhage into gastric 

mucosa in . . . . 148 

- - inner car in . . 208 

- - tongue in . . ..851 

hsemorrhagic erosions in 340 

- htemorrhaglca 346,676,680 
-■ blood per rectum in 346 

- - cpistaxis in . . 346 

- - luemntcmesis in . . 346 

- - hiematuria in . . 346 

- - haemorrhages in . . 346 

- - hamiorrhagic erosions 

in . . . . 346 

- - louktcmia simulating 346 

- - mucous membranes 

bleeding in . . 346 

- - pernicious ana-mia 

simulating . . 346 

- - uterine haemorrhage 

in . . 346 

- - vaginal haemorrhage 

in . . 346 

- in Hanot’s cirrhosis.. 466 

- Henoch’s \ see Henoch’s 

Purpura > 

- in hvdroa ucstivalc . . 127 

- hvsicr ' . . . . . 677 

- from infected tonsils . 078 

- infective endocarditis 46 

injury . . . . 676 

iodide of potassium . . 676 

- iodoform . . 676 

- m jaundice . . 676, 679 

kedani disease 67o, 679 

- due to leech-bite 676, 677 

- in lcukivnua . . . . 34 

- lymphadenoma . . 676 

- lymphatic Jcukicmia 676,679 

- malaria . . . . 676 

- malingering . . . . 677 

- measles . . 345, 676 

- meningococcal menin- 

gitis . . . . 733 

- menorrhagia in 482, 484 

- due to mercury . . 676 

- metrorrhagia iti 487, 488 

- due to needle punctures 676 

- pediculosis . . 676, 677 

- In peliosis rheumatlca 

676, 680 

- pernicious: anaemia . . 676 

-- phosphuretted hydro- 
gen poisoning . . 421 

- plague . . 676 

- due to poisons . . 676 

- potassium chlorate . . 676 

- prognosis of, in fevers 677 

- in pseudo-leukaemia 

infantum . . 676 

- due to ptomaines 676, 677 

- in pyaemia 676, 678, 739 

- from pyorrhoea nlvco- 

laris . . . . 678 

- quinine . . 676 

- in remittent fever . . 676 

- renal colic in . . . . 147 

- rheumatica (see Peliosis 

Khcumaticu) 

- in Rocky Mountain 

spotted fever . . 676 

- due to rupture of 

muscle . . . . 676 

- - varicose vein . . 676 

- salicylic acid . . . . 676 

- in sarcomatosis . . 676 

- scarlet fever . . 345, 676 

- of scrotum with hacma- 

tocele . . . . 589 

- in scurvy 50, 93, 676, 679 

- septicemia 676, 678, 706, 739 

-simplex 676, 680 

- sites of election in . . 686 

- In small-pox 345, 676, 

678, 684 

- due to snake-bite . . 676 
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PYLEPHLEBITIS 


Purpura, could. Pustules , cotttd. Pyaemia, could. ! Pyelography in diagnosis , could . 

- in spirochfetoais ictero- - post-mortem . . 301 j - pyrexia in 419, 678, 688 1 - - of movable kidney 

hacmorrhagica .. 420 - from potussiurn cyanide 917 |- quinine not relieving . . 739 ; 554, 564, 814 

- splenic anaemia 676, 783 - in prurigo . . 601 | - rapid breathing in . . 738 - - tuberculous kidney 564 

- splenomedullary leuk- - rhinophyma . . . . 889 , - rheumatic fever simu- - in differential diagnosis 

a*miu .. .. 676 - scabies 681, 918 ' lated by .. .. 739 of abdominal tumour 446 

- splcnomcgalic poly- ! - scabs over .. 742 1 rigors in 419,678, J - hydronephrosis 352, 

cytlucmia .. . . 780 - in scrolulodermia .. 68 3 (Pig. 553) 694, 737, (Pigs. 370-372) 446, 

- due to sprain . . . . 676 ; - silk winders . . . . 917 738, 739, 740 (Pig. 376) 449 

- Streptococcus ha-mo- - silver-platers . . . . 917 1 - septic rash in . . 739 - of kinked ureter 

lyticus . . 678 ; - gmall-pox 678, 681, 682, - septicaemia and . . 739 U’ig. 375) 447 

- sulphonal .. 676 684, 743,762,913 - temperature chart in i - normal kidney pelvis 

- is a symptom, not a sycosis 311, 681, 682 (l ug. 553) 694 {Pig. 369) 445 

disease .. .. 03 — syphilis 601, 681, 682, - tenderness of spine from 868 i - renal calculus shadow 

- in Tsutsugamushi . . 676 G83, 684 thyroid abscess in . . 877 increased on . . 446 

- typhoid lever.. .. 676 - vaccinia .. .. 920 - typhoid fever distin- - silver iodide in .. 445 

- - - rare . . . . 677 i - from vesicles . . . . 913 pulshed from . . 739 - sodium bromide in 352, 445 

- typhus fever 418, 676, Putrefaction, intestinal, - - - simulated by .. 689 -- thorium nitrate in .. 445 

677, 691, 786 flatulence due ti> .. 308 from ulceration of mu- , Pyelonephritis, abscess of 

- due to veronal . . 676 - indicanuri.i from cons membranes . . 738 kidney from . . . . 718 

- in Weil’s disease . . 676 129, 305, 905 vomiting in . . . . 738 - account of . . 717, 718 

- yellow lever 345, 420, 676 - - meat fragments in - uftcr wounds . . 419, 738 - albuminuria in . . 720 

Purulent bronchitis . . 791 stools in ... 308 Pyelitis, account of 717, 718 anuria front . . 55, 57 

Pus, umu-biv in . . . . 464 - - stools alkaline in 215, 308 - aching in loin from . . 718 from ascending infcction7 1 7 


- anchovy paste, in hepatic - - ol putrefactive 

abscess . . 464, 696 odour in . . 308 

-- casts . . 8 - tetany and . . 3 

- - illustrated lig. 16 1 in lungs, foul breath 

- cells, characters ot . . 716 from . . . . 112 

- - methylene blue and 99 - mouth, foul breath from 

- - from tuberculous 112. 113 


cystitis .. i l'ig. SS i 89 - nasal sinuses, foul breath 


- in urine 

. .Pig.'M 

) 89 

lrom 

112 

IN CHEST 


132 

nose, foul breath lrom 

112 

- /and see Umpvenui > 


resistance ol chylous 


chocolate, fror 

: abscess 


ascitic fluid . . 

73 

ol liver 

315, 

696 

- in stomach, flatulence 


clTcr vesting wi 

:h o/onic 


due to 

302 

ether 


716 

- - marsh gas due to 

302 

in gastric mice 

in acm .• 


- surgical emphysema 


gastritis 


3 *8 

lrom 

254 

localized, pyrexia dm n 

687 

Potrid bronchitis, irnh- 


trom nipple 


8 18 

eanuria from 

395 

ronv with liquor potassa 

716 

Putting the weight, sub- 


sterile in hepat 

■ t_ ubsi e'o 


acromial bursitis irom 

5H1 

306, 

464 

Pyicrnij lrom abscess . . 

740 

- t ubercu loir 

abscess 

HU 

- - of bone 

7 39 

- - disease 


K38 

- abscess ol chest wall in 

530 

IN STOOLS 

‘ 2 ! 5 . 

680 

abscesses in heart in 


- lrom ubsccs 

r upi oi c. 

! 

264, 

739 

into bow 

1 

680 

- - lung in . . '2 J, 

7 3K 

- cholera 


681 

account of 

738 

- colitis 


681 

lrom bedsore 

32 1 

- dengue 


68 1 

big toe joint uflccicd in 

429 

- dysentery 


681 

- blood-culture m 419, 

67 S 

- ulceration < 

bowel 

68 1 

bronchitis in . . 

73 s 

u rules simulating . . 

899 

chronic, diagnosis of 


coining lrom 

ureter. 


cause of 

83 

illustrated 

Pig. 571 

717 

- - peripheral neuritis in 


in urine see 1 

vuria 


80 

, 83 

yellow -green. 

in pnvu- 


diarrlm-a in . . 

7 38 

mococcal arthritis . . 

424 

lrom dissection wound 

30 i 

yellow specks in, ;u lino 


emaciation m.. 

419 

mycotic 


95 

- emboli in 

738 


Pustular dermatitis illus- - gangrene of lung in . . 32 3 

trilled {Pigs. 543, 544 1 686 - gout simulated by .. 429 

-eczema. Impetigo dls- heavy sweats in .. 7 38 

tinguished from . . 682 hectic fever in . . 738 

- - syphilitic distinguished hyperpyrexia in . . 390 

from .. 684 - infective parotitis in.. 848 

PUSTULES .. 681 - of insidious origin .. 738 

- in acne 125, 600, 681, 682 -Jaundice In .. 308,419 

- due to antimony . . 917 - lcucocytosis in 45 k 7 38,739 

- bromides .. 125, 682 of liver, jaundice trom 408 

- in chicken-pox 762, 919 - malaria distinguished 

-- congenital syphilis .. 498 from.. .. 739 

- due to croton oil . . 918 , - metastatic abscesses in 7 38 

- crusts from .. . . 681 | - myocarditis in .. 264 

- in dermatitis herpeti- - after operation 419, 738 

formis .. ..918 - trom osteomyelitis .. 817 

- due to dissection wound 301 - alter parturition .. 419 

- in ecthyma .. ..681 - pericarditis in .. 739 

- eczema 681, 684, 915 - f rom periostitis . . 739 

- clectroplatcrs .. .. 917 - periostitis of sternum in 862 

- favus simulating . . 309 - pleurisy in . . . . 738 

- finger affected by . . 301 - polymorphonuclear cells 

- follicular . . 681 increased in . . 739 

- in follicular impetigo. . 682 - portal, abscesses in liver 

- furunculosis . . . . 681 1 from . . . . 464 

- granulosis rubra nasi. . 803 ! - - liver enlarged from 464 


- acute, microscope in Bacillus cob . . . . 90 

diagnosing .. 15 - - pneumonia-.. .. 90 

- albuminuria in 718, 720 - - pvocyancus.. .. 90 

- from ascending intec- - tuberculosis .. 90 

lion . . . . 717 bacteriological examina- 

- Bacillus coli tion of urine in dia- 

(P'tg. 92) 89, 228, 718 gnosing .. ..448 

- - proteus . . . 718 - blood-urea high in .. 718 

- - pvocyancus .. 718 - brown tongue with .. 57 

bacteria in urine in . 718 - cachexia from .. 127 

from calculus .. 718 colic lrom .. .. 147 

carcinoma oi uterus.. 718 - coma from .. .. 57 

colic from . . . . 147 - convulsions from . . 57 

- cystitis distinguished - c ystoscopic appearances 720 

from. . . . 720 - delirium lrorri . . 211 

- cvstoscopic appearances 720 dry tongue with .. 57 

- lrom enlarged prostate 717 - dyspinea with .. 57 

enuresis simulated by 271 ft pm enlarged prostate 717 
epididvmitis lrom 849,850 - tailing healih with .. 57 

lrom 'epithelioma of It wmatogenous ..718 

bladder .. ..718 ~ headache with .. 57 

- in fevers . . . . 718 hiccough with . . 57 

- lrequcncv of micturition kidney enlarged from 448. 

in .. 490, 718, 901 lcucocytosis with .. 453 

hromatoypnous .718 without lcucocytosis . . 453 

hyperesthesia from .. 554 - loss of appetite with. . 57 

hyperpyrexia in . . 390 - - sphincter control 

due to intestinal infee- lrom . . . . 57 

tion . . . . . . 718 malaise with . . . . 448 

- kidnev enlarged in 554. 718 - microscope in diagnosing 15 

- lcucocytosis with .. 45 3 musiulat twitchings from 57 

-without lcuc. wtosis . . 453 front myelitis . . .. 452 

- (edema of ureter in ..717 - pneumococcus .. 90 

- pain in hypochondriunt - polyuria lrom . . 57 


front .. 554 - pulse-rate increased with 57 

- - iliac fossa in . . 554 - pyuria with 448, 716, 720 

- - limbs in .. .. 570 lrom renal calculus .. 719 1 

loin in . . . . 554 - renal casts in urine in 720 

pelvis in . . . . 554 - pain with . . . . 448. 

- due to pneumococcus 718 * restlessness from .. 57 

- in pregnancy 11, 554, 718 - rigor in .. .. 737 

- pyonephrosis from . . 449 - due to Staphylococcus 

- pyrexia from . . . . 718 aureus . . . . 90> 

- pyuria in 554, 716, 718, 720 - Streptococcus pyogenes 

- lrom renal calculus . . 719 Jongus {Pig. 8 9 ) 89, 90 

- renal casts in urine in 720 - stricture of urethra . . 717 

rigors in . . 718, 737 toxaemia from . . 127 

skin dry and harsh in . . 718 - urirmia from .. 211, 718. 

- specific gravitv of urine - /.and sec Coli Bacilluria ; 

low in . . . 718 and Pyelitis) 

- due to staphylococcus 718 Pylephlebitis, adhesive, 

- strungurv due to . . 798 ascites from . . . . 344 

due to streptococcus .. 718 - ■ hamtntemesis from 344 

- stricture of urethra .. 7! 7 -- - meltena from .. 344 

■- suppuration elsewhere 718 - - spleen enlarged from 344 

- tenderness in loin from 718 — cholaemia from .. 213 

- tongue dry in . . .. 718 - delirium from .. 213. 

- due to tvphoid bacillus 718 - luematemesis from . . 336. 

- urethritis from 228, 850 - pyrexia due to 706, 715 

- urine acid in . . . . 720 - septicaemia from . . 785 

culture in diagnosing 718 - suppurative, account of 

- - increased in .. 718 415, 696, 738 

-- - pale in . . . . 720 - - albumosuria in . . 21 

- - solids low- in . . 718 - - from appendicitis 

- - turbid in . . 718, 720 408, 415, 696, 738. 

- in women . . . . 554 - - asthenia in . . . . 696 


- herpes progcnitalis .. 764 i tender in.. .. 464 

- impetigo 124, 681, 684, 686 i - - pyrexia in . . . . 464 

- - contagiosa . . . . 743 i - - rigors in . . 464, 737 

- from iodides 125, 682, 684 - - (and see Pylephlebitis' 

- in lichen scrofulosorum 598 i - profuse sweating in . . 419 

- malignant .. 682, 683 - prostration in. . .. 738 1 

- from mercury 917, 918 - pulse rapid in . . 419 

- naphtha . . 917 - purpura in 676, 678, 739 

- paraffin . . 917 - from pyorrhoea alvco- 

- on penis . . 764 laris 94 


- (and see Coli Bacilluria ; - - cholangitis simulated 

and Pyelonephritis) by . . . . 697 

Pyelography, account of i delirium in . . 21 L 

445-447 I - - diarrhoea in . . 738 

- colic after . . . . 147 , - - hectic fever in . . 738 

- collargol in . . 445, - - hyperpyrexia in 

{Pig. 376) 449 j (Pig. 554 ) 696 

- in diagnosis . . . . 439 ! jaundice from 408, 

of hydronephrosis ! 415, 696, 738 

(Pigs. 373 , 374) 447 , - - lcucocytosis with 453, 697 



PYLEPHLEBITIS 
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PYREXIA 


Pylephlebitis , suppurat contd. ! Pylorus , stenosis of , could. 

liver enlarged from ! yeasts with . . . . 401 

415, 696, 738 - thickened, gall-bladder 
tender in 415, 696, 738 j enlargement simu- 

- - multiple abscesses in j lated by . . . . 462 

liver irom 415, 696, 738 j Pyometra due to carci- 

- - pain in liver in . . 738 ! noma ... . . . . 489 

- - pleurisy from . . 137 i — feetid discharge due tv) 

pyrexia in 415, 687, ! 232, 489 

696, 715 | - metrostaxis from . . 489 

- - residual abscess simu- I - in old women . . 2 32 

lated by . . . . 696 J Pyonephrosis, account of 718 

- - rigors from 408, 415, ! - Bacillus coli in . . 800 

(Fig. 554) 696, 737 - from carcinoma of 

subdiaphragmatic ab- bladder . . . . 718 

secss simulated by 696 ** - uterus . . . . 718 

temperature chart in ~ colic from . . .147 

{Fig, 554) 696 - from cystitis . . . . 718 

typhoid fever simu- - diarrhoea with . . 450 

lated by (l-'ig. 554) 696 - from enlarged prostate 718 

- - vomiting in . . 738 fluctuation in. . . . 449 

- - wasting in . . . . 696 - gas in . . . . . . 800 

- (and sec Fvtumia, Portal) from hydronephrosis . . 449 

Pyloric adhesions (see - hydronephrosis simu- 

Adhesions) lated by . . . . 654 

Pylorus, carcinoma of (see - kidney enlarged in 448, 449 

Carcinoma) - leucocytosis with . . 453 

-- felt in epigastrium .. 809 without leucocytosis . . 453 

- hypertrophy of, in in- ~ from obstruction of 

/ants .. .. 809 ureter .. 449, 71S 

- new growth of, gall- ~ pallor with . . . . 450 

bladder enlargement “ pelvic swelling due to 840 

simulating .. ..316 lrom pyelitis .. .. 449 

- in right iliac fossa .. 829 pyrexia with .. . . 450 

- spasm of, dyspepsia pyuria lrom 449, 450, 

from . . 399 1 16, 718 

- stenosis of, iroru adhc- - without pyuria 450 

sions .- 218 lrom renal calculus 35], 

- - alkalosis front . . 214 450, 718, 719 

barium and X rnvs in - renal enlargement lrom 654 

diagnosing 802,930 - Irom stricture .. 718 

- - blood-urea high with 214 succussion in . . 800 

- - due to calcified cyst 802 sweating with . . 450 

carcinoma 218, 340, 930 - swelling in iliac loss,* 

- - colic from . . 148 due to . . . . 829 

-- - coma from. . .. 214 from tuberculous ktdncy7 18 

congenital, vomiting ureteral calculus .. 719 

from . . . . 480 urine may be normal 

- - constipation from .. 160 with.. .. .. 718 

• convulsions from .. 214 - variable renal tumour 

- - delirium lrom 213, 214 , due to . . . . 718 

dilated stomach from Pyopneumopericardium 800 

213, 214, 218, 302, Pyopneumothorax, Hpical 800 

398,801. 930 - lrom bronchopneu- 

- -- distention from ..219 „ monia . . ..801 

due to fibrous stric- loretgn body in bron- 

ture . . . . 930 chus . . . . 801 

~ - flatulence from 219, 302 - gangrene of lung . . 80 J 

- - flatulent dyspepsia - gas-forming organism, 801 

simulating .. 219 after gunshot wound . . 801 

- - from gastric ulcer . . 340 ~ m lobar pneumonia . . 801 

- - gastrojejunostomy for 2 14 ~ needling in diagnosing 

- - from healed ulcer 214, 647, 800, 801 

218, 398 - from pleural haematoma 801 

heartburn from . . 376 - pulmonary infarct . . 801 

- - lrom hydatid cyst . . 218 new growth . . 801 

hypertrophic .. 930 skiagram of (Pig. 5/2; 648 

epigastric tumours ~ subphrenic • • • 807 

w ith .. .. 930 ~ abscess simulating . . 800 

— jn infants . . 930 succussion in. . 647, 800 

- visible peristalsis without abnormal signs J 

with . . . . 930 (Fig. j! Jj 643 

- vomiting due to 928,930 Pyorrhoea alveolaris, acute 

indigestion with 160, 219 gastritis from . . .. 338 - 

- — laparotomy in dia- ~ nephritis from . . 11 - 

gnosing . . . . 802 - amentia lrom 43, 47, 94 - 

pain in epigastrium - arthritis from . . 95 - 

from . . . . 537 bleeding gums from 

- - from renal tumour 218 93, 94 - 

retroperitoneal cyst 218 - breath foul from 94, 112 

sarcina* with 401,802 - cachexia from .. 127 - 

skiagrams of dyspepsia from . . 94 

(Figs. 185,186) 219 - - fibrositis from ..571 

stomach tube in dia- functional nerve dis- 

gnosing . . 160, 308 , orders from . . 94 

- - from suprarenal tu- j - - ill health from . . 94 - 

rnotir . . . . 218 j — ~ listlessness from . . 94 - 

- - symptoms maybe few i - — loss of weight due to 93 3 

with . . . . 160 j - - neurasthenia from. . 95 

tetany from 213, 214, 799 ' probe in detecting. . 94 - 

thirst due to . . 875 | ptyalism from . . 661 - 

- - urtemla from 213, 214 I purpura from 95, 678 

visible peristalsis with ! pyaemia from . . 94 i 

308, 636, 802 | pyrexia from . . 94 

vomiting with 308, j retraction of gums 

801, 928, 930 j due to . . 94, 731 

without vomiting . . 219 rheumatoid arthritis 

weakness with . . 160 J from . . . . 796 

X rays in diagnosing ! Rigg’s disease and . . 94 

160, 308 ! septicaemia from . . 785 


Pvorrht ru alveolaris, contd. Pyramidal tract lesion, contd. 

- - severe amemia from 95 ; from thrombosis 88 

- - stiff neck from . . 796 tumour , . . . 88 

- - suppurative gingivitis ; Pyramidon, coma from . . 154 

and . ^ . . 94 - fainting due to . . 297 

- - synovitis from 95 J - noises in head from . . 504 

- - teeth loosened by . . 94 - vertigo from . . . . 504 

- toxtcmiu from . . 127 Pyrcthrum, dermatitis due 

X rays in detecting. . 94 to .. .. 916 

Pyosalpinx, aching in Pyrexia from abscess of 

lumbosacral region from724 testis . . . . . , 768 

- acute peritonitis from 63 - actinomycosis.. 687, 698 

- albumosuria from .. 20 - uctive congestion of 4iver4 17 

- anxmia from . . 43, 47 acute cystitis . . 355, 688 

- appendicitis simulated - nephritis . . . . 57 

by . . . . . . 558 - - pancreatitis . . 810 

- appendicular abscess - - peritonitis . . . . 168 

simulated by .. 829 - pleurisy ..132 

- uscites from . . 63 - - poliomyelitis . . 620 

Bacillus cob in . . 646 - - rheumatism 282, 568, 704 

- bilateral . . . . 829 - yellow utrophy . . 416 

- bladder irritated by . . 148 adenoids . . 712 

- colic due to . . . . 148 - in angina Ludovici . . 853 

- cystitis from . . . . 724 - angioneurotic (edema 

- diverticulitis simulating 280, 853 

556, 557 - from appendicitis 356, 

-- dragging pain in lumbo- 558, 7 1 3, 724, 828 

sacral region from. . 724 - appendicular abscess 

- felt per rectum . . 728 454, 687, 697 

librositis lrom . . 571 - axillary abscess . . 816 

- frequency of rnicturi' ion - in bacilluria .. 91,559 

from .. 151, 491 - Band's disease 688, 708 

general peritonitis from 734 ben hcri .. 516 

- leucocyte sis from .. 454 biliary colic 150, 699 

-- leueorrhu-M and . . 724 - blood culture', m 687, 713 

- opening into bladder . . 716 trorn blood diseases 088, 707 

pain m lumbosacral - bronchial tube inlcetion 71 3 

region from .. 724 bronchiectasis.. 687, 697 

- - shoulder from . . 583 - bronchitis . . 688, 700 

- alter parturition .. 829 bronchopneumonia 688, 700 

- pelvic swelling due to 840 - bullous dermatoses 688, 709 

- periods painful with .. 724 carbuncle 311, 687, 695 

— profuse with .. 724 carcinoma of gall-bladder 

- peritonitis from . . 151 314, 696 

- pleurisy lrom . . 1 37 - • liver (Fig. 525) 408, 

- pus in stools from . 680 468, 469, 688, 706, 715 

- pyrexia from 454, 687, 71 3 - - stomach .. 340, 347 

- pyutiu due to . . 716 - caseous glands 380, 858 

- ruptured into bladder m catarrhal jaundice .. 411 

72 3, 724 - cellulitis . . . . 511 


— colic: si 

mulated bv . . 

149 

trorn cerebellar a 

>scess 

630 

- dvsmenorrhoia sinm- 


- cerebral abscess 

104, 

385 

lated 

by . . 

239 

- - hremorrhage 

106, 

385 

— genera 

peritonitis 


- cerebrospinal met 

lingiti 


from 


149 


278, 

688 

- pain m 

pelvis from . . 

r>73 

- Charcot’s hepatic 


7 39 

- urgent 

laparotomy h 

r J 49 

* alter childbirth 


699 

septicaemia from . . 

785 

in children 

688, 

711 

subdiaph 

ragmauc peri- 


- persistent . 


711 

tonilis 

Irom 

583 

-chill .. 


569 

suppurative peritonitis 


- lrom cholangitis 

316, 

706 


lrom .. .. 63 - cholecystitis 55 3, 687, 


toxic absorption from 4 3 706, 713, 715 

typhoid lever simulated - in cholera . . . . 688 

by . . . . 4*>4, 455 lrom chronic bone ab- 


vaginal discharge with 

829 

scess 


694 

- examination in dia- 


- - gastritis 


3 38 

gnosing 693, 715, 


- - peritonitis 


525 

724, 728, 

829 

- sepsis 


713 

vesical colic from 

148 

- in cirrhosis < 

>t liver 


’yranuJal cells affected 


< htg. 66 4 

7, 48, 408, 


b> abscess 

88 

414, 466, 

688, 706, 


- - lrom embolism . . 

88 


708, 709, 

715 

-- -- haemorrhage . . 

88 

- coli baciliuri 

a 


- — thrombosis 

88 

i F'ut. 448 i 

560, 688, 


-• • tumour 

88 

699, 

711, 712, 

713 

- Babinski’s sign from 


- colic 


735 

lesion of 

88 

- trorn colitis 

'. 688, 

713 

tract degeneration in 


- congestion of 

liver . . 

463 

ataxic paraplegia . . 

631 

- convulsions 


181 

combined scleroses 


- corpus striatum lesions 

392 

of cord 

631 

coughing 


711 

— lesion from abscess 

88 

- crises of, in meningitis 

732 


in amyotrophic lat- - - posterior basal mcnin- 

eral sclerosis . . 81 git is . . 390 

- - ankle-clonus from 54 - from crying ,.711 

Babinski’s sign in 88 - cystitis 576, 699, 713, 720 

in disseminated - delirium from .. 211 

sclerosis .. 607 - in dengue .. .. 571 

from embolism . . 88 i - from dental abscess 454, 687 

tacial paralysis trom603 - - sepsis 687, 

- - lrom haemorrhage 88 ( Fiy.570 ) 714, 715 

- - hemiplegia and45l, 603 I - in dermatitis herpeti- 

knee-jerks and . . 451 i formis . . . . 96 

- - paralysis of arm ! - dermatomyositis . . 569 

from . . 612 - diarrhoea with . . 216 

one leg from .. 607 - from digestive upset .. 711 

patellar clonus with 451 - Distoma hepaticum .. 410 

spasticity from . . 607 - diverticulitis . . 161, 556 

in syringomyelia 81 abscess . . 687, 697 



PYREXIA 
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QUINCKE’S DISEASE 


Pyrexia, contd. 

- in dysentery 98, 688, 709 

- Kgyptian splenomegaly 

688, 709, 781 

- from empyema 365, 687, 

695, 70 3 

- - of antrum ol High- 

more • • 687 

- - ethmoid air cells 687, 694 

- - frontal sinus 687, 694 

- - gall-bladder 687, 696 

- - sphenoid uir cells 687, 694 

- in encephalitis 156, 22i, 


278, 587, 61 3, 622, 

688, 701 

- from endometritis 70U, 713 

- in epidemic jaundice 420 

- cpididyino-orchitt’. . . 584 

-- erysipelas 125, 685, 699, 

785, 824 

- erythema btillosum . . 96 

- - scailauniformc . . 281 

from excitement . 711 

in lebrieula . . ■ 569 

- lour th disease . . . 28* 

- functional . 658, 711 

- from gall stones 150, *14, 

410, 5 18, 685, 0'M, 739 

gangrene of lung ■ . 322 

- in gastritis 930 

due to glandular tulier 

culosis . . 706 

- gonorrlara . . 228 

- in gout 428, 511, 638, 707 

- due to gumboil 711 

m 1 lain a’s cirrhosis . . 466 

~ Iron: head miury . . 709 
in heart disease . 704 


- hectic, with suppuration 843 

- in Henoch's purpura 

102, 428 

- trnm hepatic abscess 

106, 464, 687, 6<>5, 

696, 706, 740 

- in hereditary troph- 

(t-dem.s . 516 

-■ trom herpes yostcr . . 549 
in Hodgkin’s disease * l, 

70S, 782, - Pm. 78* 

- impetigo „ . . 681 

- from infective endocar- 

ditis 4o, 417, 704, 71 * 


- rhm 

itis 



688 

inlLim 

ed axilh 

ari g: 

land') 

475 

- ha: n 

uorrhou 

.Is 


688 

- iliac 

glands 



562 

ingt 

unat gl; 

ii ids 


476 

in inti 

uen /.a 

568, 

570, 





71 .!, 

787 

trom i 

mcstinal col 

ic . . 

525 

itixa 

.'mu 



713 

ixchioi 

eUal al 

bsees 

% . . 

687 

in iau 

ndice si 

lIM*\ 


408 

kahi-azar 

37, 

6KH, 

709 

kedam 

i diseaxi 



679 

Kirkla 

aid’s ill 

sense 


761 

lrom 

laryngit 

IS 


688 

leucoi 

yiosis a 

,ith 


687 

in leu 

kaima 

7 0 7 , 

708, 

715 

lobar 

pneum 

oni.i 

189, 

364 

lrom 1 

locul:/ci 

.1 pm 


687 

lymph 

ladcnon 

i.i 

688, 

708 


- iymphutiv leukaemia 

34, 688, i Pig. 569' 713 

- lymphosarcoma . . 707 

- in malaria 37, 38, *9, 

417, 688 

- malignant pustule . . 683 

- malingering of 391,688, 711 

- from mammary abscess 

687, 695 

- in mastitis .. 817, 838 

- from mastoid abscess 687 
mediastinal growth . . 535 

- in Meigc’s disease 280, 516 

- due to meningeal haem- 

orrhage . . 688 

- in meningitis 175, 622, 

700, 732 

- from mixed Icuktcrnia 688 

- in myositis ossificans 

180, 703 


- due to nasal sinuses . . 713 

- necrosis of rectus ab- 


dominis muscle 

561 

- nervous 

711 

- from novarsenobillon 

422 

- in obstructed labour 

252 

- from operations on 


bladder 

58 


Pyrexia, contd. ! 

- from otitis media 253, 687 j 

- overstrain . . 569 ! 

- pancreatitis . . 688, 700 

- paraxnetritic abscess . . 687 

- parametritis . . 688, 700 

- parotid abscess 687, 695 

- parotitis . . . . 848 

- m paroxysmal hemo- 

globinuria . . . . 358 1 

- from pediculosis 473, 695 

- Pel-Ebsteln’s 688, 

(/*i g. 566 ) 708, 782 

- in peliosis rhcumatica 680 

- pellagra . . . . 279 

- trorn pelvic throm- 

bosis . . . . 699 

- in pemphigus 96, 

{Pig. Ill) 127, 688, 

709, 710 

- from perinephric ab- 

scess 438, 687, 697 


- perinephritis . . . . 697 

- periodic, in I’cl-hbstetn’s 

disease .. ..715 

- - rat-bite fever .. 715 

- - relapsing lever . . 715 

~ from periosteal abscess 687 

- periostitis . . 817 

-- - ot jaw . . . . 834 

- pcriproctal abscess . . 687 

- in peritonitis . . . . 524 

- pernicious anemia 

34, 347, 688, 

(Fig. 56 >) 707, 715 

- trorn pharyngitis . . 688 

phlebitis . . 688, 699 

in plague . . 088, 709 

- from pleurisy.. 46, 704 

with effusion . . 688 

■ m pleuritic effusion . . 133 

- pneumonia . . . . 419 


- poliomyelitis 142, IV 7, 02* 
polydctmatomyositis . . 295 
polymyositis 293, 569, 

688, 702 

pontine hemorrhage 

{Pig. I.U) 155, 709 

- lesions . . . . 3y 2 

with popliteal abscess 844 
lrom pottal pyemia . . 464 

- thrombosis . . 67 

PROLONGED . 687 

- - in infective endo- 

carditis {Pig- 65) 46 

- list of causes of 

687, 688 

- in malaria { Pig. 56} 39 

- tuberculous periton- 

itis . . '.Pig. 7*3) 64 

- from prostatic ubsccss 

575, 687 

- prostatitis . . 575, 720 

- in pseudo-leukaemia . . 50 

- pseudo-trichinosis . . 569 

- trorn psoas abscess 687, 698 

- pulmonary tuberculosis 

562, 687, 706, 713 

- in purulent bronchitis 791 ■ 

- pyaemia 419, 678, 688, 738 

- trom pyelitis . . . . 718 

- pylephlebitis . . . . 706 

- pyonephrosis . . . . 450 

pyorrlxea alvcolaris . . 94 

- pyosulpmx 454, 68/, 713 

quinine in . . . . 687 

in relapsing fever, features 

of 420 

- renal colic . . 150, 554 

- lrom retropharyngeal 

abscess . . 687, 694 

- in rheumatoid arthritis 

47, 426, 431, 688, 707 

- rigors . . . . . . 736 

- due to salpingo-obphor- 

itis .. ..843 

- salvarsan in . . 687 

- from sarcoma {Pig. 5t>4) 706 

ol caxum . . . . 814 

- in scarlet fever 281, 345 

- lrom secondary carci- 

noma in liver . . 347 

- in secondary syphilis . . 099 

- septic, hypothermia in 

morning in . . 392 

- in septicaemia 678, 688, 

706, 739 

- senile phthisis . . 700 

- from serum . . 277, 677 

- scrum tests in . . 687 


Pyrexia , contd. [ 

- in severe anaemias . . 34 ; 

- simulated in hysteria. . 711 j 
-- from sinus thrombosis 739 j 

In specific fevers . . 687 

- spinal meningitis .. 521 | 

- spirochetosis ictero- 

htcmorrhagica . . 419 : 

- from splenic anatmia 

688, 708 j 

- in splenomedullary 

leukaemia {Pig. 47) 34, 688 ! 
sprue . . . . 688, 709 , 

■ lrom stone in kidney. . 150 

- streptoc«.cco-uria .. 713 

- subarachnoid haemor- 

rhage 709, ( fug. 567) 710 

- subdiaphragmatic ab- 

scess 555, 687, 697, 807 

- subrnammary abscess 

687, 695 

- subthalamic lesions . . *92 

- superior longitudinal 

sinus thrombosis . . 622 

- suppurating glands . . 687 

- - ovarian cyst . . 687 

suppuration . . . . 454 

suppurative cholangitis 

464, 687, 715 i 

- meningitis . . . . 7 *2 

nephritis 688, 699, 736 

- - pylephlebitis 415, 

687, 696, 715, 738 

- in syphilis 417, 686, 691, 760 

due to teeth . . ..713 

~ temper . . ..711 

- in tetanus . . 687, 693 

- trom tinea sycosis . . 311 

- tonsillar abscess 454, 687 

- tonsillitis 46,688,704,712 

- tonsils .. 711, 71.*, 715 

tremor due to . . 879 

m trench fever {Pig. 568./ 7 1 0 

- trichinosis . . 569, 885 

tropical diseases . . 688 

trypanosomiasis 688, 708 

- tuberculin test . . 9*2 

• trom tuberculosis 688, 

706, 715 

• tuberculous glands 48 i, 

711, 712, 713 

- hip 457 

- - jqint . . . . 432 

- meningitis 184, 688, 

700, 732 

-• - peritonitis J-ig. 7 j> 64, 

t>5, 706, 777, 806 


- ulcerative colitis 688, 812 

- urine cultures in . . 687 

- lrom vesiculitis 688, 713 

- visiting day . . ..711 

- in yellow lever . . 345 


- fund see 1-cver ; Hyper- 

pyrexia ; and Illus- 
trations — Tempera- 
ture Charts} 

Pvriformis, nerve-supply 
of .. 609, (Ptg. 471) 611 

Pyrogallic acid (see Acid,) 
PYROSIS .376 

- heartburn and 376, 536 

- hoarseness from . . 387 

- mechanism ol . . 928 

- merycism simulated bv 485 

PYURIA 715 

due to abscess/uptured 
into bladder . . 723 

- actinomycosis of caecum 724 1 

- acute cystitis . . . . 355 ; 

- albuminuria due to 15, 716 1 

- from appendicitis 356, 724 

- appendicular abscess. . 716 ; 

- bacillus pneumoniae 

{Pig. 91) 89 j 

- in bactcriuria. . . . 90 j 

- due to balanitis . . 716 j 

- Bilharziu hsemalobia 

716, 722 j 

- carcinoma of bladder 

56, 576, 722 ! 
ccccum . . . . 716 ! 


- invading bladder . 

. 724 

of kidney . . 

. 716 

- - pelvic colon 

. 716 

rectum 

. 716 

- - uterus 

. 716 

- catarrh 

. 496 


- catheter in diagnosing 

cause of . . . . 716 

testing for . . . . 723 


Pyuria, contd. 

- characters of . . . . 715 

- classified causes of . . 716 

-- from coli bacilluria 349, 716 

- cystitis 239, 576, 638, 

646, 716, 720 

- cystopurin in . . 798 

- cystoscope in diagnos- 

ing origin of . . 716 

- due to diverticulitis . . 716 

- dysentery .. ..716 

- enlarged kidney . . 413 

prostate . . 349, 396 

- epithelioma of bladder 

355, 716, 722 

- gonorrhoea . . . . 716 

- gout . . . . . . 716 

- haematuria with . . 349 

- helmitol in . . . . 798 

- hexamethylenetetramine 

in 798 

- due to hypernephroma 716 

- iliac abscess . . . . 716 

- indigestion with . . 396 

- lavage of bladder in 

diagnosing origin of 716 

- due to lcucorrhtra 716, 723 

- microscope in diagnos- 

ing . . . 15, 90 

- due to papilloma of 

bladder .. 716,722 

- pelvic abscess . . 716 

- phimosis .. 716, 723 

- phosphaturia simulating 639 

-- in pregnancy . . . . 11 

- due to prostatic abscess 

716, 723 

- - calculus . . . . 716 

- prostatitis 716, 720, 723 

• psoas abscess. . . . 716 

- in pyelitis 554, 716,718,720 

- from pyelonephritis 

448, 716, 720 

- pyonephrosis 449, 450, 

716, 718 

- pyosalpinx .. ..716 

- renal abscess . . . . 716 

- - calculus 56, 349, 351, 

716, 719 

- - colic , . . . . . 151 

- - tumou r . . 67, 776 

- rigor with . . . . 739 

- trom sarcoma of kidney 716 

- in septicaemia.. .. 706 

- due to staphylococcal 

cystitis . . {Pig. 90) 89 

- stricture of urethra 716, 723 

- suppurative nephritis 

699, 736 

- triple phosphates and 638 

- from tuberculous blad- 

der {Fig. 88) 89, 349, 

494, 577, 716, 720, 721 
bow el . . . . 716 

- - kidney . . 349, 

{Pig. 87) 89, 352, 

564, 716, 719, 721 
ulceration of bladder. . 716 

- -- small intestine . . 716 

- uraemia with . . . . 396 

- from ureteric calculus 

577, 716, 720 

- urethritis . . 716, 722 

-- urotropine for , . 798 

-- with vesical calculus 

355, 576, 716, 721 

- - growth . . . . 349 

- villous carcinoma of 

bladder . . . . 716 


UADRANT hemian- 
opsia in migraine 922 
Quadrate head in rickets 782 
Quadratus (sec under 
Muscle) 

Quadriceps (see under 
Muscle) 

Quadriplegia from medulla 
oblongata lesions . . 614 

- pons lesions . . . . 614 

Quadriurates, solubility of 901 
Quarriers, phthisis in . . 363 

- silicosis m . . . . 363 

Quartan malaria (see 

Malaria) 

Queen’s root, dermatitis 
due to . . . . 916 

Quickening, fainting from 297 

Quincke’s disease . . 513 



QUININE 


11 ‘20 RECTAL EXAMINATION 


Quinine} amblyopia from Radius, conid. 

93, 922 - periostitis of, skiagram 

- black water fever and 358 of . . (Fig. 628 ) 818 

- blindness due to . . 925 — sarcoma invading, skia- 

- deafness from . . 207 gram of (Rig. 042) 823 

- delirium from . . 212 - syphilitic, skiagram of 

- in diagnosing malaria O'ig. 611) 819 

654, 687 Ragnail, axillary glands 

- erythema from . . 275 enlarged from . . 475 

- hemoglobinuria from 357 Ragweed, dermatitis from 916 

- headache from . . 371 ! Railway accident, ataxy 

- injections for malaria . . 213 ' after' .. .. . .77 

- in malaria 39, 417, j - - nystagmus lrom . . 505 

738, 785 i - spine (see Spine) 

- malaria parasites and . . 39 j Rainbow vision .. .. 926 

- — relieved by . . 739 i — — due to conjunctivitis 926 

- night blindness due 1 - - glaucoma . . 2S8, 926 

to . . . . 926 R ales due to aneurysm . . 365 

- noises in head from . . 504 - apical, in phthisis . . 362 

- optic disc pale from . . 922 ; - at bases in emphysema 199 

- photophobia from 639, 640 1 - bubbling, with libroid 

- purpura due to . . 676 ! lung . . . . 210 

- pyaemia not influenced j - consonating, over libioid 

by . . . . . . 739 : lung . . . . 258 

- retinal vessels con- j — — in phthisis . . . . 362 

stricted from . . 922 ' - crackling, in bronchtec- 

- scales due to.. .. 744 tasis .. 366, 790 

-- scotoma from . . 93 over empyema . . 134 

- spasm of retinal arteries - - with fibroid lung 

due to . . . . 925 269, 366 

- tinnitus due to . . 879 - - from lung root ob- 

- vertigo from . . . . 504 struction . . ..241 

- visual field diminished - - stenosed bronchus. . 365 

by . . .. .. 922 - crepitant, o\er inl'at ct 

Quinsy, abscess in . . 758 of lung . . . . 364 - 

- adenitis from . . . . 474 - sticky at bases m 

- asymmetry of . . 75H bronchopneumonia 364 - 

~ bursting of . . . . 758 - due to subdiaphrag- 

- dysphagia from 244, 661 mutic abscess . . 697 

- illustrated t Rig. 59 7 ) 758 Ramus communicans to - 

- inability to open mouth ganglion stcllatum 

due to . . . . 884 Tm;. 474 61 8 

- pain in ear front . . 253 - deseendens hypoglossi 

- ptyalism from .661 jig. 4/4 > 618 

- sore throat due to . . 757 Rand, phthisis in i Rig. I7u ■ l^v 

- stertordueto .. .. 794 Rantila, account of .. 590 

Quivering of face in - notes on . . . . 852 

Friedreich’s ataxy .. 883 - from obstructed salivary 

Quotidian malaria (see duct . . . 590 - 

Malaria) - pain in tongue trom . . 590 

- ptyalism from 661 


Ray fungi, conid. Reaction of degeneration, contd. 

- - from palate . . 730 - - in infraspinatus . . 617 

- - in urine . . . . 724 from injury to nerve 

Raynaud’s disease 203, 320 80, 82 

age incidence of . . 542 — — muscle wasting and 78 

- — albuminuria from.. 16 j - - from neuritis .. 583 

- - anarsthesia in . . 542 - - new growth involv- 

analgesia in . . 542 | ing nerve . . 80 

- - blue-brain cases sim- j - - partial . . . . 725 

ulating . . . . 205 j - - from pelvic tumour 

- — bullae in . . 123, 125 ; involving sacral 

- - cardiac pain with . . 54 plexus . . . . 80- 

- - cervical rib simuluting545 peripheral nerve lesions 

coma in . . 153 causing, list of . . 80 

- - cyanosis of toes in.. 542 - - in peripheral neuritis 

dead lingers in . . 20 3 74. 78, 80, 82, 541, 

- cars affected in 320, 852 570, 623, 626, 627 

- electrical reactions in 726 - - poliomyelitis 78, 620, 62 3 

- ergotism simulating - - progressive tnuscu- 

20 3, 3 22 lar atrophy .. 80 

- erythema in . . 276 - - sciatica .’. 80, 82 

erythromelalgla dis- syringomyelia 80 

tinguished from.. 542 talipes . . 144 , 145 

- finger sore from .. 302 - Tooth's peroneal 

- lingers affected by atrophy . . 79, 80, 146 

301, 320, 852 - - transverse myelitis 

- - black in . . 203 HO, 81, 627 

... p ur plc in .. 203 - - 1 roni tumour of caudn 

- frost-bite simulated by 203 equina .. 80, 81 

- gangrene in 203, - -cord . . 80 

302, 317, 318, 320, 542 - - - spinal meninges. . 80 

- - of lingers in - worm -like ewturac- 

1 Rig. 2o5: 319 lions in . . . . 74 

- luvmoglobinuria in 358 - DIAZ0 .. 217 

-- hands atlecied in . 542 - - technique of . . 218 

indolent ulcers it'. . 203 - hasi-n’*,. m paroxysmal 

~ intermittent claudica- h.un.'glohinuru .. 358 

tion distinguished - 1-hrhch's di. 1 / 0 -, m blood 

from . . 542 serum . . 414 

- iividity of feet m .. 542 PANCRE ATIC, CAM- 

- local asphyxia in 20 3, MIDGE’S ..128 

\I-ig.2(>(‘ '’20, 542 - - - mis! see C!ammidge‘s 

- - syncope in2l) 3, i20, 542 Pancreatic Reaction) 

loss ol lingers in .. 203 - Per!'- see Pei 1\ Reaction, 

minor degrees el 20 3, 204 m run: uc Serum 

- Morton’s disease of sleep .. .. 215 

allied to . . . . 540 aud. trom intestinal 

- necrosis in ’>02, *2.0 termentation .. 308 

- - ol soli parts in . . 125 - - with pancreatic dts- 

nose nffocted in 320,852 case 130,300 

• (edema ol arms trom 516 • ■ all aiur. . in intestinal 


R ABBIT, opaque nerve- 
fibres in eye of 
normal . . . . 518 

- skin curers, mercurial - 

ism in . . 44, 84 

Rabies (see Hydrophobia > 
Race incidence of diabetes 335 
- - hepatic abscess . . 464 
- - leucopcniu in pneu- 
monia . . . . 455 

Radial artery (see Artery; 

- nerve, distribution of 

_ (Rig. 580) 74S 
- pulse diminished by 

cervical rib 142, 545 

unions from lung 
roots . . . . 188 

wrist jerks increased 
from cerebral lesion 613 
- - - uncquul in hemi- 
plegia . . . . 381 

Radicular sensory areas 

(Rig. 584 1 751 
Radiographic bougie 

(Rigs. 362-165) 443, 

( Rig. 36o ) 444 
Radiography (see Illustra- 
tions— Skiagrams ; and 


X Rays) 

Radium, anarmia from . . 456 

- aplastic anaemia from 456 

- burns from . . 276 

- disease , . . . 456 

- erythema from 275, 276 

- leucopenia from . . 455 

- for Moorcn’s ulcer . . 891 

- pigmentation of skin 

from . . . . 276 j 

- rodent ulcer cured by 225 1 

- spleen reduced by . . 33 i 

- splenomedullary leuk- | 

aemia treated by . . 33 j 

- sterility from . . 86 

Radius, enlarged lower 

end in rickets 192, 194 

- myeloma affecting . . 822 

- osteitis deformans of 


(Rig. 632) 820 I 


red swelling in floor ol 
mouth lrom . . 590 

- from retention cyst of 

mucous gland . . 590 

- tongue swollen lrom . . 852 
Ranunculus, dermatitis due 

Rash, bathing-drawers, in 
sm,»ll-pox . . . . 678 

- bromide 'sec Bromide, 

- day o|, in varicella . . 91 9 

- in dengue . . .,571 

• drug tsce Drug Rash' 

iodide . . . . 125, 920 

- in meningococcal menin- 

gitis . . . . 733 

-- mulberry . . . 691 

in rat-bite fever . . 740 

- roseolar, in syphilis . . 764 

- septic, in pyaemia . . 7 39 

- — septicaemia . . . . 739 

scrum, incubation period 

of . . . . . . 935 

- - wheals in . . . . 935 

- of small-pox . . . . 920 

- typhoid fever . . 418, 784 

- typhus fever.. 691, 786 : 

varicella . . 920 

- (and see Dermatitis ; Try- ; 

thema ; Vesicles, etc. ; j 
Raspberry granulations in \ 
yaws . . . . . . 743 : 

Rat bite fever tsce Fever) 

spirochetosis from 213 

-- paste, phosphorus in . . 94 

- - - poisoning and . . 421 j 

- - strychnine poisoning I 

from .. 521, 741 ■' 

- — suicide by . . . . 94 


Rats, rat-bite fever from 

213, 740 j 

- spirochartosis spread by 69 3 
Rat-face in microcephaly 2 54 | 
Raw ham colour in con- 
genital syphilis . . . . 498 * 

of syphilodcrms 601 j 

Ray fungi in actinomy- 
cosis 95, 562, 629, 698, ! 

724, 892, 893 | 


- - face lrom 516 

• - - hands and urnc in 515 

- - - legs in . . 5 1 6, 517 

- - - neck from . . 516 

- pain in toes lrom . . 542 

- pallor ol feel in 542 

■- toes in 542 

penis ullectcd in . . 852 

- - peripheral neuritis 

simulating . . 320 

- scars in . . 20 3, 302 

- senile gangrene simu- 

lated by . . 320 

sex incidence of . . 542 

- - simulated alter carbon- 

monoxide porsoning.322 

- - toes affected in 320, 852 

- - black in . . . . 203 

- purple in . . 20.3 

tongue utfccicd in 

320, 852 

- - swollen in . . 851 

- ulcer of fool in . . 893 

- vasomotor disturb- 

ance in . . . . 542 

- syndrome, high blood- 

pressure in . . 106 

Reaction, amphoteric . . 637 

- OF DEGENERATION 724 

in acute anterior 

poliomyelitis . . 80 

- — amyotrophic lateral 

sclerosis 80, 172, 630 

- - from aneurysm . . 80 

- - anterior cornual cell 

destruction . . 80 

- -- - crurius . . . , 540 

- - callus . . . . 80 

- involving nerve . . 82 

cervical rib.. 80, 619 

- conditions associated 

with . . 79, 80 

- - in facial paralysis . . 604 

- - faradic current and 74 

- - from fracture . . 80 

- - galvanic current in 74 

- from gumma of nerve 80 

- - in infantile paralysis 

78, 145 


i'Utrt 1 action . . 308 

- - -■ With caii-stonc 

* 4 v.t ruction . . 130 

- ol urine m acute neph- 

rite . . . . 12 

- - bacter iur in . . . . 90 

- - haematurin . . .34 9 

- incline stcreiion .. 231 

- vaginal secretion . . 231 


- Viiissniii.mn sec Wasscr- 

m.tnn 

- Widal see Widal - 
Reactions, electrical 1 sec 

Lilcctrical Reactions; 
Reading in bed. pain in 
Shoulder from. . 580, 583 

- fine print, eyestrain lrom547 

- type seeming to recede 

during . . . . 926 

Keccptucuium chyli ob- 
struction, chylous nscites 
from . . . . 62, 72 

- — - lrom elephantiasis 62 

injury . . . . 62 

- - - mediastinal sarcoma 62 

- - - retroperitoneal sar- 

coma . . . . 62 

rupture of, from 

abdominal injury 140 

- - - chyluria front ’. . 140 
Recklinghausen’s disease, 

nodules in . . . . 503 

- - pain in . . . . 503 

Rectal abscess, account of 727 

- crises, diarrhoea from . . 217 
In tabes dorsalis 217, 

627, 798, 874 

- examination, adenoma 

ol prostate tell on . . 728 

- -- in hearing-down pain 

cases . . . . 529 

- calculus lclt on > . 56 

- - in chyluria. . . . 140 

- “ coccyx felt on . . 729 

- - cystic ovaries felt on 728 

in diagnosing abscess 

of sacrum . . 729 

acute intestinal 

obstruction . . 166 
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Rectal exam, in diagnos., contd. 

- - - acute nephritis . . 10 

- aneurysm of iliac 

artery . . . . 729 

- - appendicitis 151, 

356, 558, 814, 828 

- appendicular ab- 

scess . . 697, 729 

- blood per anum. . 97 

- 11 right's disease . . 9 

- carcinoma ol' blad- 

der 56, 350, 35 3, 

355, 576, 57 7, 

721, 722, 728 

- - colon .. 217,413 

liver . , . , 68 

prostate 350,575,728 
- rectum 98, 166, 

168, 557, 727, 873 
coccydynia . . 729 

- - colic cases . . 151 

constipation . . 166 
diarrlura cases 215, 216 
diverticulitis 556, 557 
dysche/ia 158, 166 
enlarged pelvic 

glands . . 350 

prostate 350, 355. 

401, 49 1 

free fluid in abdo- 
men .. 151,729 

growth of sacrum 729 
impacted fnrces2 17, 87 i 
inflamed iliac 

glands . . . 562 

intestinal obstruc- 
tion ..151 

intussusception 164, 

168, 727, 87? 
ischiorectal abscess 

6<H, 72Q 
jaundice cases . , 400 
malignant periton- 
itis . . . . 65 

obturator hernia , . 8 32 
o’, artan new growth 

41 3, 7 23 
pelvic adhesions . . 1 t>K 

- giowth. . . . 627 

peripheral neuritis 677 
peripnn :al abscess 60 3 

- peritonitis . . 151 

prostatic abscess 

575,69 3,715,728,766 

- calculi 444, 492, 

575, 578 

prostatitis 493, 575. 

715, 720, 72 3 
rectocde . . 658 

- sarcoma of liver . . 68 

prostate . . 728 

sciatic nerve lesions 729 
sciatica . . 5 39, 540 

stone in ureter . . 729 
tubercle of ureter 350 
tuberculous kidney 719 
■ prostate . . 766 

ureteritis . . 578 

vesiculitis 700. 715 

distended bladder ielt 
on . . . . 728 

Douglas’s pouch felt 


ectopic gestation felt 
on 

fibroid of uterus lelt 
on 

fistula felt on 
fictal head felt on . . 
gonococcal seminal 
vesicles felt on . . 
in gonorrhica 
growth of vagina felt 


728 

728 

728 

728 

228 


728 : 
66 1 
476 i 


j Rectal examination, contd. 

I — pea-like nodule felt on 727 

| - - pelvic glands felt on 476 

! pessary felt on . . 728 

j polypus and . . 98 

! pyosalpinx felt on,. 728 

| — rectal shelf felt on . . 729 
! - - retroversion of uterus 
! felt on . . . . 728 

sacrum felt on . . 729 

stone in bladder fell 

on . . . . 728 

- - tender prostate felt on 228 

- - in tenesmus . . 873 
-■ - tuberculous seminal 

vesicles felt on . . 728 

ureter felt on 352, 

355, 577, 719 

- - ureter felt on 448, 721 

- - ureteric calculus felt 

on . . 578, 

- - uterus felt on 

- - vesicular seminales 

felt on 

- fissure, pain in penis 

from 

- polypus ( see Polypus 

- shelf . . 729 

- temperatures, notes on 391 

Recti i see under Muscle) 
Rcetocelc, prolapse of 

uterus with . . . . 658 

- - - simulated by . . 657 
Rectovesical fistula 296, 728 
RECTUM. ABNORMALI- 
TIES FELT PER . . 726 

- aching in. from carci- 

noma recti . . 727 

- actinomycosis of . . 724 

- adenoma of see Adenoma 

- atony of, constipation 

and . . . . 165 

- ballooned in intestinal 

obstruction . . 151, 168 

bilharzia in . . 96, 102 

- blood per see lllood per 

Anum > 

- bulged by pelvic ab- 


720 

728 


728 

578 


n, from 


843 

700 


296 

296 

873 

167 

726 


hydatid felt on 
iliac glands felt on. , 

- invagination of rec- 

tum felt on . . 166 

in investigating blad- 
der . . . . 350 

* - prostate . . . , 350 

- - ureter . . . . 350 

- vesicular seminales 350 
lumbago . . . . 528 

- method of making.. 726 

- in (Edema of leg cases 512 

organs palpable on 728 

- in paralysis of legs. . 81 

parametric abscess 

felt on . . 729 

L) 


- burning pain 

vesiculitis 

- carcinoma ol see Car- 

cinoma 1 ' 

- - of bladder opening 

into 

uterus opening into 

- concretion in.. 

- congenital obstruction 

of 

- diamonds in . . 

- fibrous stricture of 166, 728 

- huger m, in relieving 

constipation . . 165 

- fishbone in . . . . 726 

■- foreign body In . . 726 

- - - tenesmus due to. . 873 

- hair-ball in .. 726, 87 3 

- iniury of ;see Injury* 

-- insensitive, in dyschczia 159 

- invaded by actinomycosis 96 

- - carcinoma of bladder 96 

- - - uterus . . 96 

- - pelvic abscess . . 96 

- - - sarcoma . . . . 96 

- lesions of, causing tenes- 

mus . . . . 873 

- -- pain in back from . . 528 

- loaded, dystocia due to 250 

- - priapism from . . 657 

- malformations of . . 728 

- mucus per (sec Stools, 

Mucus in) 

- needle in . . , . 726 

- opening into urethra 

(/•W. 575) 728 

- - vulva ( I'tg. 576) 728 

- operation on, bacteriuria 

after . . 90 

- - retention of urine 

after . . 493 

- pain in (see Pain) 

- paresis of, constipation 

from . . . . 165 

- pelvic abscess rupturing 

into . . . , 843 

- pemphigus affecting . . 127 

- pins in , . . . 726 

- polypi of (see Polypus) 

- pressure on, bearing- 

do wn pain from . . 529 


Rectum, contd. 

- prolapse of, intussuscep- 

tion simulating . . 872 

tenesmus due to . . 873 

- prostatic abscess open- 

ing into . . 296, 723 

- referred pain from 

l Fig. ( 60) 871 

- stenosis of, from syphi- 

litic proctitis . . 100 

| - tenderness in, due to j 
prostatitis . . 723 

i - time at which barium 
! reaches (Rig. 138) 160 j 
i - tubercle bacilli from . . 101 : 

- tuberculous fistula of. . 296 ' 

- ulceration of (sec Ulcera- I 
, lion; 

- wood splinter in . . 726 ' 

Rectus muscles (see under j 

Muscle) 

Recurrent fibroma of basi- j 

sphenoid . . . . 225 , 

- laryngeal nerve paralysis 

(see Paralysis, Laryngeal; ! 

- sick headache . . 372 1 

Red corpuscles in casts. . 8 , 

- - unucba engulfing . . 99 

- - auto-agglutination of 51 ! 

- - basophilic, coloured 

figure of (lug. 42) 29 ■ 

binucleated (I ; ig. 44) 32 

- - crcnatcd, coloured j 

figure of i lug. il) 29 , 

- - diameter of normal 27 

- - elliptic . . 51 

fixed badly, coloured 

figure of ( lug. K) i 29 - 

- - fragility of i see fragility ' I 

- - leucocytes ingesting 51 

- - normal, coloured 

tigure of dug. 23' 29 

- - normal numbers of 650 

- — nucleated, coloured 

tigurcs of' lug. 33 1 29, 
dug. 43 ) 31, (lug. 41) 32 ' 
in lymphadenoma 83 . 

- - - pernicious anarinia 

27, dug. 4i) 31 

prognosis and . . 27 

in severe anamia 27 i 

- -- - splcnomedullary 

leuka niia (lug. 44 32 
- types of . . . . 27 

- - oval, in fowl’s blood 

337, 359 : 

- - polychromnsie, col- 

oured tigure of 

* lug. 34) 29 ! 

- - rouleaux formation of 51 

- - sickle- shaped . . 51 J 

- - si/c of, in chlorosis 346 i 

- field of vision for .. 921 ; 

- granular contracted kid- 

ney (see Granular j 

Kidney, Red; 

- induration of lung from j 

mitral stenosis . . 268 

- nucleus lesion, inten- i 

tion tremor from . . 884 j 

- pepper, dermatitis from 915 j 

- scotoma lor . . . . 923 i 

- urine (.see Urine ) 

- vision 926 

Reducing substances in 

urine, various. . . . 327 j 

Reduction in urine after J 

drugs . . . . . . 196 j 

REDUPLICATION OF 
HEART SOUND . . 729 J 

(and sec under j 

Heart Sounds) 

Rcdujfr crepitations . . 789 j 

Reed workers, erythema in 275 ! 
Reeds, dermatitis due to 916 
Reeling due to vertigo . . 911 
Referred puin (see Pain) 
Reflexes, abdominal, absent 
in amyotrophic lateral 
sclerosis . . . . 619 

disseminated sclero- 
sis . . . . 613 

- - - exaggerated knee- 

jerks and . . 451 

- - - extensor plantar 

reflex and . . 451 

paralysis of arm 

with . . 612, 613 

in primary lateral 

sclerosis . . 631 


Reflexes , abdominal , contd. 

- - centre for (lug. 486) 631 

- spinal segments for 607 

- absent in convulsions 181 

- accommodation of pupil 674 

- asymmetrical, after slight 

stroke . . . . 298 

- centres in spinal cord 

(lug. 486) 631 

- convergence pupillary, 

lost in alcoholism . . 674 

diphtheria . . 674 

----- tabes dorsalis.. 674 

- corneal, in fa .al para- 

lysis . . . . 603 

- cremasteric, centre for 

(lug. 486) 631 

- deep, exaggerated in 

general paralysis . . 184 

- - - disseminated sclero- 

sis .. ..185 

ha matomyclui . . 177 

- - - progressive muscu- 

lar atrophy . . 141 
transverse myelitis 177 

- - lost in general para- 

lysis . . . . 184 

-- elbow, centre for 

(lug. 486) 631 

- epigastric, centre lor 

(lug. 486) 631 

- exaggerated from cor- 

tical degeneration . . 881 

- - in diplegia . . . . 884 

- - disseminated sclerosis 883 

hysteria .. .. 171 

from paralysis agitans 881 

- - in peripheral neuritis 

82, 570 

- - with typhoid spine. . 870 
gluteal, centre for 

Fig. 486) 631 

- light, of pupil . . 674 

- - unilateral loss, from 

optic nerve lesion 674 

- lost in Hrown-Soquard 

paralysis i lug. 469) 608 

- -• neuromyositis .. 569 

- - peripheral neuritis 82, 570 

- - from transverse mye- 

litis . . 627 

in W erdnig-IIoffmunn 

paralysis . . 172 

- palate, absent in hysteria 573 

- - impaired in bulbar 

paralysis . . . . 773 

- plantar see Plantar' 

- of pupil, hemlanoplc . . 676 

psychic . . . . 674 

varieties of. . . . 674 

- pupillary light, para- 

doxical . . . . 675 

loss of, from cervi- 
cal sympathetic 
paralysis . . 675 

- scapular, centre for 

(lug. 486 ) 631 

- sensory pupillary, loss 

of, from cervical sym- 
pathetic paralysis . . 675 

- tendon, absent m peri- 

pheral neuritis 74, 85 

exaggerated in bulbar 

paralysis . . . . 773 

- - lost from alcohol . . 85 

- unequal on two sides 

in convulsions , . 181 

- winking, lost in fifth 

nerve paralysis . . 891 

- wrist, centre for 

(lug. 486) 631 

- - (and sec Ankle-jerk; 

Knee-jerk, etc.) 
Refraction, error of, burn- 
ing in eyes from . . 371 

def ect of vision due to 924 

eyestrain from 547, 640 

headache from 370, 

371, 548, 549, 867 

photophobia from.. 639 

pricking in eyes from 371 

strabismus due to . . 797 

- - tenderness of scalp 

from . . . . 867 

watering of eyes from 371 

Regurgitation, aortic (see 
Aortic Regurgitation) 

- of fluid through nose 

from diphtheria 192, 623 

paralysis of palate 192 

71 
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Regurgitation of fluid, contd. 

- - through nose in peri- 

pheral neuritis . . 623 

- FOOD THROUGH N0SE73O 

- - due to beer . . 730 

bulbar paralysis 

223, 730, ‘731, 927 

- - - - champagne . . 730 

- - - - cider . . . . 730 


cleft palate 223, 730 

- - - - coughing . . 730 

- - - - diphtheria 81, 

223, 242. 7 40, 

731, 927 

- - - - pingcr beer . . 730 

- - — — in hysteria , . 731 

----- infants . . . . 927 


- - - due to laughing 730 

- - - - myasthenia gravis 

223, 927 

- - - — palate paralysis 

84, 192, 242, 730 
- - perforation of 

palate 223, 730 

- - - - post-operative 7 >0 

- - - - in pseudo-buloar 

paralysis 223, 710 
. .... _ due to sneezing 710 
- soda-water . . 730 

- mitral (sec Alilral Re- 

gurgitation) 

- pulmonary (sec Pul- 

monary Regurgitation) 

- tricuspid (see Tricuspid 


Regurgitation) 

Reinforcement in testing 
knee- jerk . . . . 450 

Reinsch’s test for arsenic 103 

Relapses in broncho- 
pneumonia . . . . 700 

- dengue . . . . 571 

- dysentery . . . . 99 

- infective endocarditis 704 

- Malta fever . . . . 69 1 

- relapsing fever . . 709 

tetragenous fever . . 692 


- trench fever < Fig. 5bS) 710 

- typhoid fever 688, 689, 

(Rig. 54b ) 090 
Relapsing fever usee b'ever) 

Relative air-bone test of 
hearing . • 206 

Religion, chorea major and 171 
Remittent lever, purpura 
in . . . . . . 676 

Renal abscess (see Abscess 
of Kidney) 

- culculus ( see Calculus, 

Renal) 

- casts (see Casts, Urinary; 

- cells in casts . . . . 8 

- - fat globules from . . 8 

- colic (see Colic) 

- crises in tabes dorsalis 

148, 627 

- degeneration from chloro- 

form . . . . 416 

- diabetes and . . 334 

EFFICIENCY TESTS 19 

- embolism (see Embolism 

of Kidney) 

- epithelial cells, gonococci 

in 228 

methylene blue and 99 

- epithelium in urine in 

bacteriuria . . . . 90 

- glycosuria . . 333 

- infantilism . . . . 236 

~ infarct (see Infarct of 

Kidney 

- neuralgia simulating 

calculus . . . . 525 

- pain (see Colic ; and 

Pain in Kidney) 

- sclerosis .. .. 71 

(and sec Nephritis, 

Chronic) 

- swelling (see Kidney, 

Enlargement of) 

- thrombosis (see Throm- 

bosis) 

- tube-casts (sec Casts, 

Urinary-) 

- tuberculosis (see Tu- 

berculosis of Kidney) 

- veins involved by kid- 

ney growth . . 10 

Rennin in gastric juice. . 401 

- milk test for . . . . 401 

Residual abscess, axillary 816 


Residual abscess , contd. 

~ - pylephlebitis sirnu- j 
lating . . . . 696 | 

Resin, albuminuria simu- 
lated by . . . . 6 

- bulla: from . . . . 123 i 

- copaiba, polyuria after 653 j 

- dermatitis from . . 1 24 « 

-- erythema from . . 275 

- in urine, from copaiba 6 

- vesicles from.. .. 124 

- white ring in urine from b 
Resonance, colonic, in 

chest . . . . . . 755 

l - over femoral hernia . . 825 
!- hernia.. .. 831,855 

i - impaired from ancu- 
! rysm 260, 262, 365 
I - in bronchiectasis . . 366 
I - - w it h libroid lung 210, 
i 269, 366, 375, 790 

j - over infarct of lung 364 . 
j from lung root ob- 
struction . . . . 241 

i - - in phthisis . . . . 362 . 

; — — from stenosed bron- 
, chus . . 260, 365 

i - -- subphrenic abscess 697 
j - - (and see Dullness; 

1 - SK0DAIC .755 

i - - (and see Skodaic 
Resonance) 

, Resorcin, urine black from 904 
RESPIRATION, CHEYNE- 
j STOKES . . 138 

j - - (and see Chevne- 

Stokes Respiration- 
i - embarrassed in tetany 189 
I - rapid (see Tachvpnoea ) 

- shallow, in general peri- 

tonitis . . . . 734 

| — slow (see Hradypmea 1 
Respiration-pulse ratio 


high in lobar 

pneu- 


motiia . . 


364 

Respiratory blood 

pun.p 

250 

Retained products 

of con- 


ccpii >11. 1 »*hc di 

ic to . . 

148 

- - - endometriti 

trom 

700 


, • testis i-cc Testis, Ectop’.v ■ 

I Retching, mechanism ol 928 

- with undue pulsation of 

abdominal aoita .. 662 
; Retention evst (see Cyst, 

- of urine, account of . 492 

, - - in amyotrophic lateral 

sclerosis . . . . 176 

, - - anuria distinguished 
1 trom . . . . 492 

, - - asc ending nephritis 

from .. ..211 

j - - ascites simulated by 61 

j bladder distended 1 rum 61 , 

| - - from calculus in 

urethra . . 356, 493 

! - -- carcinoma ol bladder 353 
1 - - combined sclerosis 

61, 176, 211 
; — — compression of cord 495 

j paraplegia 61, 211, 493 

| - - cystitis from 211, 720 ; 

j definition of . . 492 : 

j - — delirium from . . 211 

- - in disseminated sclero- 

sis .. 176,211 

J distinct from anuria 54 

j dribbling from 55, 492 1 

| - - in encephalitis . . 176 
; - - from enlarged prostate 

61, 492, 720 ; 

- -- in Erb’s syphilitic ! 

paraplegia . . 176 ! 

- - from fracture of pelvis 493 

- - -- spine . . 211, 495 

- - in i'riedreich’s ataxy 176 

- - general peritonitis.. 734 ; 

- - from gonorrhura . . 228 

- — in haematomyelia . . 176 j 

- - from haemorrhage into ; 

spinal meninges . . 495 

-- -- hypogastric tumour 

from . . . . 55 

- - in hysteria . . 493, 495 

incontinence of urine 

simulated by . . 492 

- - from lateral sclerosis 

61, 211, 495, 631 

in myelitis . . 493, 495 

- - alter operation for 

hsemorrhoids . . 58 


Retention of mine , contd. 

- - after operation lor 

hernia .. 58, 493 

- — - on rectum . . 493 

- — pain above pubes from 55 

- — from papilloma of 

bladder . . . . 493 

paralvsis of detrusor 495 

- — paraplegia . . 495, 627 

- - pelvic tumour . . 55 

- - prostate . . . . 55 

- — prostalic abscess 491, 723 

- - prostatitis . . 493, 723 

- - reflex . . ..493 

from reti overted 

gravid uterus 55, 61 

- - rupture of urethra. . 49 3 

- - severe pain from . . 492. 

- - from spinal cord 

lesions . . 5*3, 61 

- — strangury from 402, 797 

- - lrotn stricture 55, 492, 720 

- - in syringomyelia . . 176 

- — tubes dorsalis 61, 

21 1 , 49 3, 495, 720, 798 

- -• transverse myelitis . . 720 

- -- typhus fever . . 786 

- — uricmia from . . 211 

- various causes of . . 797 

- - irom vesical tumour 493 

- - v aial see Sphincter 

Trouble 

Retina, anrvmia ot, from 
retinal embolism . . 520 

- cones and rods in . 921 

- congenital crescents in 517 

- detachment of . . . . 520 

- - blindness due to . . 925 

- - illustrated >lur. 427' 520 

- - ophthalmoscopic 

examination lor . . 9 ( 

- — scotoma from . . 9 3 

- embolism of .. 49,520 

- tatiinie of. bine vision 

from . . . . 926 

- - alter cataract extrac- 

tion . . . . 926 

- - red vision from . . 926 
-■ llumc-shupcd h.cm.t- 

r’nages in . . ..519 

- mdanoiii caiunomu of 886 

- - saf c< ana ot . . . . 886 

- (e.fi-m.i of, in optic 

neuiuis .. ..518 

■ — trom thrombosis 0 ! 

retinal vein . . 519 

- opaque nerve fibres in 

7',.0. 41 J, 414 > 518 

- ophthalmoscopic appear- 

ances of . . 517 

- physiology of . . . . 920 

-- pigmentation of . . 926 


- pigmented patches In. In 

syphilitic choroiditis 518 

- striated, in optic neuritis 518 

- white patches in, from 

albuminuric retinitis 

93, 519 

- - - coloboma d-'ig. 412} 617 
opaque nerve fibres 

(Rigs. 411,414) 518 


- - -- in optic neuritis. . 519 

- syphilitic choroid- 
itis . 518 

- - - due to tubercles.. 520 
Retinal artery (see Artery) 

- changes in chronic 

nephritis . . . . 57 

- -- from renal disease. . 183 

- — uraunia and . . 183 

- examination (see Oph- 

thalmoscopic Exam- 
ination) 


- haemorrhages (see Micmor- 

rhage) 

- thrombosis (sec Throm- 

bosis) 

- veins (sec Veins) 

- vessels, normal (Fiq.409) 517 

- - small, in retinitis 

pigmentosa 924, 926 

Retinitis, albuminuric . . 519 

- — from arteriosclerosis 371 

- - cerebral haemorrhage 

and .. ..155 

in chronic nephritis 

12, 14, 15, 64, 137, 

263, 347, 506 
flame-shaped haemor- 
rhages in . . 519 


j Retinitis , albuminuric, contd. 
j - - from high blood- 

pressure . . 106, 595 

I - - illustrated 

(Rigs. 423-427) 519 
: -- - ophthalmoscopic 

examination for . . 93 

j - - optic neuritis simu- 
lating .. ..519 

- - scotoma from . . 93 

j in ururmin . . . . 396 

white patches in .. 519 

- amaurosis with . . 922 

- amblyopia with . . 922 
i - cerebral haemorrhage 

and . . . . . . 627 

- photophobia from .. 6 39 

- pigmentosa . . 924, 926 

j - imemia with . . 922, 925 

- of yellow spot, ambly- 

opia with . . . . 922 

, - - - nystagmus due to 922 
I Reiitutscopy (see Ophthal- 
moscopic Examination) 
Retraction of abdomen in 
peritonitis . . 149, 524 

- - (and see Rigidity ol 

Abdomen 1 

- chest (see Ghest) 

EYE 270 

- - iand sec F.nophthalmo . 

- eyelids in Graves’ dis- 

ease 877 

GUMS 731 

- - , and set. (turns. Re- 

traction of 

- HEAD 731 

- - from acute encephal- 

itis .. ..731 

asphyxia . . ..731 

- — bronchopneumonia 7 31 

- — in capillary bronchitis 731 

- - t. atalepsv. . , . . 731 

- - lrom cerebellar ab- 

scess .. 731. 73 3 

- - - tumour . . 731, 73 3 

- - in cerebrospinal men- 

ingitis . . . . 731 

- - diphtln ria . . ..731 

- - hydrophobia . . 7 31 

- - hysteria . . 731 

- •• hystero-epilepsy .. 731 

- - irom laryngeal ob- 

struction . . 731 

- -- in meningitis 371, 

405. 700. 731. 7 32, 797 

- - paramyoclonus multi 

I-k-x .. ..731 

- - from :.p,i-modie torti- 

collis .. ..731 

- - strychnine poisoning 731 

- - superior longitudinal 

sinus thrombosis 731 
, - - in suppurative menin- 


gitis . . . . 731 

tetanus . . . . 731 

- - tuberculous menin- 

gitis 700, 7 31, 787 

- nipple with carcinoma 

of breast . . . . 839 

- - normal . . . . 8 39 

- - in Paget’s disease . . 887 

- ribs in adherent peri- 

cardium .. .. 71 

- systolic, from adherent 

pericardium .. 265 

- - ot chest . . . . 535 


Ketio and see under Post-) 
Retrobulbar neuritis (sec 
Neuritis; 

I Retroflexion of uterus 
(see Uterus) 

| Retroperitoneal cyst (see Cyst) 

- glands (see Lymphatic 

Glands, Retroperitoneal) 

. - hernia (see Hernia) 

- lipoma, pelvic swelling 

1 due to . . . . 840 

- sarcoma, chylous ascites 

from . . , . 62 

I rcceptaculum chyli 

obstruction from 62 
) Retropharyngeal abscess (see 
j Abscess, Post-pharynjjeal) 

: Rctropulsion in paralysis 
j agiians . . . . 881 

I Retro verted uterus (see 
Uterus) 

Revolver shooting, deaf- 
I ness from . . . . 207 



RHABDOMYOMA 


1 1 23 


RIGIDITY 


Rhabdomyoma of kidney 449 

colic from . . ..147 

Rhagudes in glass-blowers 917 
Rheumatic lever (see l ever) 

- growing pains, limping 

due to . . . . 456 

- myositis, torticollis simu- 

lated by . . . . 179 

- nodules (sec Nodules) 
Rheumatism, acute (see 

Acute Rheumatism; 

- ankylosis Irom . . 179 

- aortic regurgitation 

from .. 119, 120 

- brachial neuralgia from 543 

- chorea and . . . . 170 

- chronic, from apical 

dental infections . . 571 

- - bowel infection . . 571 

~ - cholecystitis .. 571 

hbrosius . . . . 571 

- - infected nasal sinus 571 

- - pain in limbs (rum 

568, 571 
from prostatitis . . 571 

- - pyorrlaea ulveolaris 571 

pyosulpinx . . . . 571 

- — seldom follows acute 

rheumatism . . 571 

■ -- from septic seminal 

vesicles .. ..571 

tonsil- 571 

- - weather influencing 571 

- - w ritci \ cramp simu- 

lated bv . . . . 1 89 

contracture from .. 179 

- cechoiidrnses Horn . . 179 

rpididtiun-orclinis from584 

- exosli s«\, ttom . , 179 

ponorrhma! . . 425 

liv'dtoceh* from . . 588 

• hum adhesions ltom. . 179 

lumb tco and . . . . 868 

- menorrhagia alter . . 482 

- initial regurgitation 

from . . ..118 

stenosis and . . 36 1 

* I’m-ciLi!. bruchi.il neur- 

algia diagnosed from 5 1 \ 
deltoid tend', r in . , 541 
peri-art britic tender- 
ties-, in . . .. 54 1 

• shoi ildej immobilized 

Horn .. .. 544 

tender in . . 544 

- - in snfl neck .. 175 

■ tender tibrou: masses 

in . . . . 544 

- muscle insertions in 544 

- - tetanus simulated by 175 

- - (and see Myalgia) 

- nails affected by . . 3 12 

pain in back from . . 528 

epigastrium from . . 517 

■ - scalp in . . . . 867 

- between shoulders in 566 

-- polymyositis acuta simu- 
lating . . . . 701 

-- - simulating . . . . 702 

- scarlatinal . . 425 

- ol shoulder, carcinoma 

maimme simulating 863 j 
-- - coronary artery sclcro- j 
sis simulating . . 863 

- “ gall-stones simulating 863 

- - gastritis simulating 863 ! 

- - pulmonary tubcrcu- , 

losis simulating . . 863 , 

- simulated from reading 

in bed . . . “ 583 i 

- tabes dorsalis mistaken I 

for .. .. 536, 541' 

- tenderness of scalp in. . 867 1 

- - spine from . . . . 868 j 

- urethral discharge from 227 
Rheumatoid arthritis (see 

Arthritis) 

Rhine Valley, mollitics 
OHsium in . . . . 305 

Rhinitis, adenoids with. . 225 

- atrophic, ageustia due to 859 I 

- - anosmia due to . . 756 

- - crusts in . . . . 225 

- - foul breath from .. 113 

- - ozama from . . 225 

pus from nose due to 225 

from syphilis . . 225 

- caseous, foul breath 

from . . ..113 

~ - not tuberculous . . 225 


Rhinitis, contd. 

-- corneal ulcer from . . 890 

- in cutaneous diphtheria 681 

- enlarged tonsils with . . 225 

- hypertrophic, ageustia 

due to . . . . 859 

; • - anosmia due to . . 756 
| - - difliculty in breathing 

through nose from 225 
I - - foul breath from .. 113 


- -- mouth breathing from 225 

- - offensive smell due 

to 225 

- - pus from nose due to 225 


- - snoring due to . . 757 ■ 

membranous . . . . 225 

- polypi with . . . . 225 

- purulent, 1'oui breath 1 

from . . . . 113; 

- - from glanders . . 225 ! 

- pyrexia due to . . 688 ' 

- rhinoliths from . . 225 

- from syphilis . . . . 225 , 

- taste affected from . . 860 

- tuberculous . . . . 225 

Rliinolitlis . . 225 

Rhtnophvrnu, pustules in 889 

- from rosacea . . . . 30 i 

RHIN0RRH AGI A . . 273 

- -arid see b.pistaxis) 

Rhinort Inert due to neu- 
rosis 22 3 

Rluiioscleronia . . . . 889 

Rhomboids, nerve-supply 


of 615. <Fig. 4/4 618, 620 
liboiii In, emphysema and 199 
- sibilant, with bronchitis 208 


- sonorous, with bron- 

chitis . . . . 208 

- in t\ phoivl lev. r 689, 784 
Rhubarb, «.nry.,ophanic 

jwid in . . . . 90 3 

- coin, from . . ..148 

- erythema from . . 275 

- flatulence lelu ved by. . 376 

heart symptoms and . . 377 

- ox.iluria from .. .35 3, 52 3 

pink mine after . . 904 

- unite colour utter . . 903 

Rhus, turner ailected he 301 

- inrtnpium, dermatitis 

ltom . . . . 916 

- toxicodendron, buil.e 


- - dermatitis from 0VJ, 

91 r », 916 

- - epiphora from ,. 27 3 
erythema from 275. 277 

- -- itching Irom . . 659 

- - virvtnia deeper and 124 

- venenata, dermatitis due 

to . . . . 9 In ; 

- vet nieilera, dermatitis 

due to .. .. 916 

Rib. abscess of . . . . 2 It) 

- aneurysm eroding . . 5 34 

- carcinoma of, tender- 

ness of chest front . . 862 ; 

- canes of, abscess ot chest 

wall lrom . . 530 

- cartilage, calcified, ealeu- j 

lus simulated b- 440, 442 i 

- cervical (see Cervical Rib' 

- first, bruit caused by . . 664 

- - pulsus paradoxus 

caused by . . 664 

- - subclavian artery com- ; 

pressed by . . 664 

- fracture of i see b'ractuie) j 

- hydatid of, tenderness 

of chest from . . 862 j 

- inflammation of, tender- I 

ness of chest from . . 862 j 

- myeloma of (sec Myeloma) 

-- new growth of, tender- j 

ness of chest from . . 862 

- protruded by large liver 210 j 

- sarcoma of, tenderness 

of chest from .. 862 

- slipping, account of . . 553 

- - gall-stone simulated 

by .. .. 553 

- - gastric ulcer simu- 

lated by . . . . 553 

- - pain in chest from . . 530 

- - - hvpoehondrium 

from . . . . 55 3 

- syphilitic node on .. 819 

- tenderness of, in blood 

diseases . . . . 862 


! Rib, contd. 

• — tuberculous f.,ee Tuber- 
j culosis) 

Ribs, beaded, in rickets 

194, 782 

[ - everted, in emphysema 460 

- - rickets . . . . 782 

- myelomata of . . . . 210 

- protruded bv hydatid 

cyst .. ..210 

- pushed up by ascites . . 59 

- retraction of, in adherent 

pericardium . . 71 

-- supernumerary, daw- 

hand from . . . , 141 

Rice, decorticated, beri- 
beri and 7 3, 83, 279, 516 
Rice-water stools from 
arsenic . . . . 338 

- - in cholera . . 345, 872 

Richter’s syndrome . . 51 

Rickets, abdomen tumid in 182 

- account of . . 182 

- achondroplasia distin- 

guished from . . 233 

- in adolesc ence . . 305 

- age incidence of 305, 458 

- ankles large in i In;. / 9 ? j 232 

- back muscles weak in . . 194 

- beaked pelvis m .2 33 

-- bending of bones in . . 305 

- bone curves exaggerated 

in 182 

- bones deformed in . . 458 

-- - soli in . . . . 194 

- bony changes in . . 782 

- bow -leg in . . . 2 32 

- bronchitis in . . . . 182 

- cachexia and . . . . 128 

- carpopedal spasms in. . 190 
- chest characters in . . 208 

- m i hildren . . . . 305 

- colds in . . . . jS2 

- colon vr si bit* in . . 809 

- c -ina from . . . . 181 

- congenital syphilis ximu 

luted bv . . . . 250 

-- constipation in lot), 182 

- convulsions irom 181, 182 

- coryza m . . . . 1 82 

- cranlotabes In. . . . 256 

- dt.li rnuty ot chest irom 114 

- durrhtca m .. ..182 

- diet and . . . . 192 

- diffuse kyphosis in . . 194 

dwarfism from 192 2 ->2 

- enlarged bone-ends in 2 3 3 

- eosinophilia in ..271 

- epiphyses large in . . 782 

- extinct 192) 2 32 

- fatness in . . 182, 480 

- lcct flat in {Fig. 192) 232 

- no fibrillary' contrac- 

tions in . . . . 172 

- flabbiness of muscles 

in 868 : 

- fontanclle closing late in 

182, 782 

- forehead bulging in 232, 256 

- gastro-intestinal upsets 

in 182 j 

- girdle in . . . . 2 33 

- greenstick fracture in 305 i 

- hemoglobinuria from 357 

- hair thin m . . . . 866 

at back in . . 182 

- Harrison’s sulcus in j 

182, 208, 233 782 i 
head enlarged in 182, 622 I 

- head-rolling in 182, 866 ; 

- hot-cross-bun head In 

232, 256 , 

- hour-glass pelvis in . . 233 j 

hydrocephalus distin- 
guished from . . 622 

- simulated by . . 256 

hypoplasia of bowel in 160 J 
infantile scurvy simu- 
lating . . . . 51 j 

insomnia in . . . . 402 j 

irritability in . . . . 182 

knock-knee from 

{Fig. 192) 232 
kyphosis from . . 234 

laryngismus stridulus in 

182, 249, 799 
of legs (Fig. 192) 232 

- limping from . . 456, 457 

liver displaced from . . 461 
lordosis from . . . . 234 


Rickets, contd. 

- lower end of radius en- 

larged in . . 192, 194 

- mucous stools in . . 182 

- no muscular atrophy in 172 

- muscular debility in . . 182 

- nervous system un- 

stable in . . . . 182 

- occipital baldness in . . 866 

- pains in bones in . . 458 

- paraplegia from . . 621 

- pigeon chest in 208, 233 

- pot-belly in . . . . 782 

- pseudo -ieukaimia infan- 

tum and . . . . 782 

- - simulating . . . . 50 

- quadrate head in . . 782 

- rarefaction of skull in 190 

- reflexes retained in ..172 

- restlessness in 182, 866 

- ribs beaded in 194, 782 

everted in . . . . 782 

- rosary in .. 182,208 

- rostrate pelvis in .. 233 

- sacro-iliac joint disease 

simulated by . . 458 

- scoliosis from 191, 192, 234 

- screaming in . . . . 182 

- scurvy (see Scurvy' 

Rickets; 

-- mistaken for . . 679 

- shortness of breath in 114 

- skull big in . . . . 232 

•- sleep disunited in .. 182 

- spasmophilia in 182, 799 

- spinal curvature in . . 232 

- - disease suspected in 

868. 869 

- spleen enlarged in 778, 782 

- Stridor due to . . 799 

- sweating of head in . . 182 

- tenderness oi bones in 182 

- - scalp from . . 865, 866 

- - skull in . . . . 182 

- spine In . . 869 

- tetany -and 2, 3, 182, 189 

- tibia: sabre-shaped in 

.1 ik'. 192 ) 2 32 

- tooth eruption delayed 


in . . . . . . 194 

- tuberculous ankle simu- 

lated Py . . 458 

- - hip simulated by . . 458 

- — knee sinuilan J by . . 458 

- - spine simulated by. . 458 

- walking interfered with 

.in 458 

- W’erdnig-Hotfinann par- 

alysis simulating . . 172 

- wrists large in {Fig. 192) 232 
Ricketts on small-pox 686, 920 


Rickety chest, outline of 

(Fig. 179) 209 

- rosary . . . . 182, 208 

Rider’s bone . . . . 845 

Riding, orchitis from . . 86 

Riedel’s disease . . . . 197 

- lobe, account of . . 461 

belt and . . . . 461 

enlarged gall-bladder 

simulated 3y 315, 

4ol, 812, 829 

- - floating kidney sim- 

ulated by . . 461 

kidney tumour dis- 
tinguished from. . 438 

- - laparotomy and . . 315 
movable kidney simu- 
lated by 315, 812, 813 

- - in right lumbar region 812 

- - sex incidence of . . 461 

- - tight lacing and 461, 462 
Rifle fire, deafness from 207 
Rigg’s disease, pyorrhoea 

alveolaris and . . 94 

RIGIDITY OF ABDOMEN 734 

- - in ucute peritonitis 168 

appendicitis 724, 735 

over appendicular ab- 
scess . . . . 734 

from cold . . . . 734 

colic . . . . 735 

over duodenal ulcer 734 

gastric ulcer . . 734 

inflamed gall-bladder 734 

- due to Injury . . 735 

in intestinal colic . . 525 

laparotomy and . . 150 

due to necrosis of rectus 

abdominis muscle 736 



RIGIDITY 


1121 


RUPTURE 


Rigidity of abdomen, contd. 

- - due to nervousness 734 

- - in peritonitis 149, 

150, 485, 524, 734, 931 

- - from pneumonia . . 735 

- - ruptured tubal gesta- 

tion . . . . 735 

- - suppurative nephritis 736 

- back from aneurysm . . 566 

- - arthritis of spine . . 566 

- - fibrositis . . . . 566 

- ■ new growth . . 566 t 

- - with psoas abscess . . 458 

- - in spinal caries 

195, 528, 566, j 

(Fig. 4 SO) 628, 868 | 

- - from spondylitis de- ! 

formans . . 566, 869 i 

- - X rays in . . . . 566 j 

- due to cortical degenera- 

tion . . . . . . 881 i 

- in disseminated sclerosis 883 [ 

- erysipelas . . . . 824 

- general, from tetanus. . 521 ! 

- of head from cervical j 

caries . . . . 528 j 

- in hemiplegia . . . . 381 

- hysteria . . . . 614 | 

- iliac fossa, left, from i 

diverticulitis . . 556 j 

- from necrosis of i 

rectus abdominis ! 

muscle . . 561 i 

- right, in appendi- j 

citis . . 558, 628 ! 

- from chronic j 

appendix . . 697 | 
----- ureteral calculus 559 ! 

- of leg in hysteria . . 608 

- - (and see Spasticity) 

- muscular, in paralysis ; 

agitans . . . . 292 ! 

- - Thomsen’s disease 726 

- of neck due to cervical 

caries . . . . 795 

■ - (and see Stiff Neck) 

- in paralysis agitans . . 881 

- post-encephalitic . . 880 ' 

- of spine from caries . . 19 3 j 

- - with psoas abscess. . 831 

tenderness with . . 867 j 

RIGORS 736 j 

- due to abscess of testis 768 I 

- in acute osteomyelitis 737 

poliomyelitis . . 737 I 

-- albuminuria with . . 739 

- in angina Ludovici . . 85 3 ! 

- angioneurotic oedema 853 

- anthrax . . . . 737 

- due to appendicitis , . 724 j 

- appendicular abscess. . 737 : 
~ arsenobenzol derivatives422 i 

- bacieriuria .. .. 91 ' 

- in beri-beri . . . . 737 

- biliary colic . . . . 150 ] 

- after bladder operations 58 i 
blood cultures in case of 738 j 

‘ter blood transfusion 737 j 
fineness in . . . . 736 ! 

in bronchiectasis 737, 740 j 

- after catheterization . . 737 j 

- from cerebral abscess 737 I 

- in cerebrospinal fever 737 1 

- chilliness in . . . . 736 j 

- from cholangitis . . 316 ; 

- cholecystitis 553, 696, 737 ; 

- in cholera . . . . 737 j 

- after collosal manganese 737 j 

- coma representing . . 736 

- convulsions represent- 

ing . . . . . . 736 

- from cystitis . . 699, 737 

- in diphtheria . . . . 737 

- dysentery . . . . 737 

- eclampsia simulating. . 736 | 

- due to empyema 737, 739 j 

- - ol gall-bladder . . 696 ! 

- in epidemic jaundice. . 420 j 

- epilepsy simulating . , 736 | 

- in erysipelas 737, 740, 785 | 

- fastigium in . . . . 736 I 

- in feverish cold . . 737 ' 

- from gall-stones 150, I 

316, 410, 468, 737, 739 

- gastro-intestinal dis- | 

order . . . . 737 j 

- in German measles . . 737 I 

~ glanders . . . . 737 j 

- due to gonorrhoea 228, 739 I • 

- in gout . . 737, 739 I 


; Rigors , contd. 

\ i - hamiaturia with . . 739 
I - from hepatic abscess 

366, 408, 464, 695, 737, 740 

- in Hodgkin's disease . . 7 38 

I - hydrophobia . . . . 737 

| - hysteria simulating . . 736 
j - in infective endocar- 

! ditis 46, 70), 7 37 j 

| - - parotitis . . . . 808 ■ 

! - - sinus thrombosis . . 737 i 

‘ - influenza 737, 740, 787 

- jaundice with.. .. 739 j 

- and jaundice, causes of 408 

j - in leukaemia . . 737, 738 j 

j - malaria 38, 278, 737, 738 ! 

j - Alalta fever . . . . 737 j 

| - mastitis . . . . 837 

i - measles . . . . 7 37 j 

| - after measles . . . . 7 39 1 

i -■ medical injections . . 737 < 

- in miliary tuberculosis 737 

- mumps . . . . 737 , 

! — nephritis . . . . 737 

| - from operations on 
I bladder .. .. 58 ! 

■ - in osteomvelit’s . . 512 
! — paroxysmal haemoglobin- , 
j uria . . . . . . 358 . 

I - after peptone injection 737 
| - from perinephric ab- 

1 scess 737 

i - periostitis . . 8 1 7 i 

j - in pernicious anamia 738 : 

! - plague . . . . . . 7 37 

j -- alter pleurisy . . . . 7)9 

I - in pneumonia 419, 736, 7 37 
! - after pneumonia . . 739 , 

- in pneumonic tubercu- 

losis . . . . 737 

, - from portal pyamiia 464, 7 37 
! — - thrombosis . . . . 67 

- prostalic abscess .. 72) 

, - in puerperal lever 7 37, 7 )8 

- from pulmonuiy tuber- 

culosis . . . . 740 

- in pyarmia 419, 678, 

i Fig. 553) 694, 737, 

738, 7 39, 740 
-pyelitis .. 718,7)7 

- pyelonephritis .. 7 3? 

- from pylephlebitis . . 408 

- pyrexia in . . . . 7 36 

- pyuria with . . . . 739 

- in rat-bife fever 7 37, 740 

- relapsing fever 7 37, 738, 785 

- from renal calculus 150, 

737, 739 

- in renal colic . . . . 150 

- rheumatic fever . . 737 

- from salvarsan 422, 737 

- in saprarmia . . . . 737 

- scarlet fever . . 737, 736 

- secondary syphilis . . 737 
-- septicaemia 678, 737, 

739, 740 

- after scrum injection. . 7)7 

- shaking in . . . . 7 36 

- in sick headache . . 7 37 

- from sinus thrombosis 739 

- in small -pox . . 345, 737 

- from subphrenic abscess ! 

737, 807 

- suppurative cholangitis 

415, 464, 696, 739 

- - cholecystitis . . 739 j 

- - nephritis . . . . 699 

- - pylephlebitis 415, I 

{Fig. 554 ) 696 , 737 : 

- sweating in . . 736 I 

- in tetanus . . . . 737 1 

- thirst in . . . . 736 

- in tonsillitis . . . . 737 

- tremor with . . 879, 882 ! 

- in trench fever 710, 737 I 

- typhoid fever 689 737, j 

739, 740 ! 

- typhus fever . . 737, 786 

- uraemia simulating . . 736 

- after vaccine . . . . 737 

- in Weil's disease . . 737 i 

- yellow fever 345, 420, 737 | 

- (and sec Chills) 

Rings light in mvxoedcma 

( Fig. 392) 507 
Ringworm . . 309-312 

- alopecia areata simu- 

lating . . . . 92 

- bald, alopecia areata dis- 

tinguished from .. 311 i 


I Ringworm, contd . 

1 - baldness from. . 91, 92, 311 
j - of beard (see Tinea Sycosis) 
j - black-dot type .. 311 
i - of body skin (.see J'inea 
I Circiuaiu) 

- cultural characters of 

fungi of .. 310,311 

- disseminated . . . . 311 

- of Durham . . . . 310 

- eczema simulated by. . 311 

- favus distinguished from 3 1 1 

- of 1* ranee . . . . 310 

- fungi causing . . . . 309 

- geographical distribu- 

tion ol . . . . 310 

- hair follicles and . . 311 

- - stumps in . . . . 311 

- impetigo simulated by 311 

- inflammatory . . . . 310 

- kcrion and 310, 865 

- London type of . . 310 

- microspora causing . . 309 

- ol mucous membrane 309 

- mycelium of . . . . 310 

- of nails . . 309. 312, 496 

- Northumberland . . 310 

- papule in . . ..311 

- scales in . . . . 310 

- of scalp (see Tinea 

Tonsurans : 

- scaly patches in . . 311 

- of scrotum . . 747 

- seborrhcea distinguished 

from . . . . 311 

- of skin . . . . 309 

- spores of .310 

- suppurating, occipital 

glands enlarged from 

472, 473 

- tenderness of scalp from 865 

- Tokelau . . 312 

~ trichophyta causing . . 309 

- (and see Tinea' 

Rinne’s test of hearing 206 

- - negative in otosclero- 

sis . . . . 207 : 

Hire cn tracers in myo- 
pathy . . . . . . 291 

Rising m throat as an aura 87 
Rtsorius muscle, weak, in 
myopathv .. ..291 

RISUS SARDONICUS . 740 

- - in catalepsy . . 741 

- - hysteria . . . 741 

- - malingering of . . 741 j 

- - sclcrndcrmia simu- 

lating . . 741 

- - irom strychnine 521,741 

- • tetanus 175, 521, 741. 885 1 

Rivetters, noises in head ! 

in 504 | 

- vertigo in . . . . 504 , 

Roaring in ear . . . . 878 

- noises in head . . 50) : 

Robin, hicmoglohinuria 

from 357 

Rochelle salt in bchling’s 

solution . . . . 327 j 

Rockv Mountain spotted ! 

lever due to Derma- j 

ccntor venustux . . 679 | 

" - - - purpura in . . 676 \ 

Rodent ulcer Nec Ulccn 
Rodinal, dermatitis due i 


- used by photographers 917 

Rods, no colour percep- 
tion in . . . . 921 

- and cones, functions of 921 

- in owls . . . . 921 

Rolling ol head, occipital 

baldness from . . 866 

- - in rickets . . . . 866 

Romanowsky stain <‘n 

malaria . . 40, 41 

Romberg’s sign in ataxy 74 

method of eliciting 75 

posterior column de- 
generation and . . 75 

- - in tabes dorsalis 75, 753 
Root shadows, account of 188 
in healthy persons . . 362 

- not indicative of 

phthisis . . . . 362 

Roots, posterior, affected 
in tabes dorsalis . . 75 

Rosacea (see Acnc Rosacea) ] 
Rosaniline, albuminuria 
treated by . . . , 904 | 


• Rosa mime, contd. 

- lnemaiuriu simulated 

alter . . . . 904 

Rosary, rickety . . 182, 208 

Rose spots in typhoid lover 
419, 477, 685, 689, 784 

- - typhus lever . . 786 

Rose-Bradford kidneys . . 14 

I - - utter scarlet fever . . 282 
| Rose-pickers, dermatitis in 

915, 916 

j Roseola in dengue . . 571 

: - macuks in . . . . 477 

I - in small-pox . . . . 684 

- syphilis 93, 417, 472, 

476, 691, 760, 764 
i — variation with tem- 
perature . . . . 479 

Rosette crystuls of uric acid900 
l Rosewood, dermatitis lrorn916 
Rostral sensory area 

J igs. 442. 445) 550 
Rostrate pelvis in tickets 233 
Rotators of hip, nerve- 
supply of . . 610 

Rothera’s test for acetone 3 

- - illustrated . . ( Ftp. 8) 4 

1 Rouleaux formation in 

i cirrhosis of liver 51, 784 
i - - - levers . . . . 51 

- -• - trypanosomiasis.. 51 
Round ligament (see Liga- 
ment' 

- norms see Ascuris Lum- 

brtcoidcs < 

Rowing men, ulbuminuriu 
in . . 18, 330 

- - crump in . . . . 188 

- - heart enlarged in . . 266 

- - lelt ventricle enlarged 

in . . 258. 374 

- - pain in shoulder in 581 

- - tenderness ot spine in 870 

- - urine changes in . . 18 

- race, glycosuria atler.. 330 
Rub over carcinoma of 

liver 468 

- - inlurct . . . . 199 

- - liver in general peri- 

tonitis . . 485, 734 

- m pt i icar ditis . . 265, 863 

- peritonitie . . . . 149 

- - over infarct ot lung 364 

- - in pneumonia . . 419 

- over spleen 46. 775, 776 

- - - from embolism . . 787 

- - - in general peritonitis 

485, 734 

- and see Lriction Sounds.) 
Rubber workers, acute 

yellow atrophy in . . 416 

- - carbon bisulphide 

used by . . . . 917 

- - chloride ot sulphur 

used by . . ..416 

- - dermatitis in .. 917 

R u b e f a c i e n t s , erythema 

from . . . . . . 275 

Rubella ,'sec German 
Measles/ 

Rubrospinal tract lesion, 
intention tremor from 884 
Rue, dermatitis due to . . 916 
RUMINATION . . . . 485 

- (and see Merycism) 

Running as an aura . . 86 

-- heart enlarged from . . 266 

Rupiu, leprosy simulating 743 

- In syphilis 742, 743. 746 
Rupture of aneurysm (see 

Aneurysm; 

- aortic valve 12 3, 260, 261 

fuinting due to . . 297 

- bladder from lract.u red 

pelvis .. ..351 

- empyema (see Lmpyema) 

-- extra-uterine gestation 842 

- gall-bladder in typhoid 

lever . . . . .316 

- heart . . . . . . 264 

- liver from a blow . . 149 

- - fainting due to . . 297 

- - simulating colic . . 149 
urgent laparotomy for 149 

- muscle . . . . ..179 

bruising due to . . 677 

purpura due to . . 676 

- - spontaneous . . 677 

- ovarian cyBt, dysmenor- 

rhoca simulated by . . 239 
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Rupture of ovarian cyst , could, j Sacrum , contd. 

- - -- pain in pelvis from 573 - pain over, huematuria 

~ pelvic abscess into rec- j with . . . . 349 

turn . . . . 843 ! - - - prostate disease 

- plantaris longus, limp- | causing . . 349 

ing from . . . . 456 j - sarcoma of . . 843 

• at tennis . . . . 677 j Saddle injury, orchitis from 86 j 

- pyosalpinx, dysmenor- I - torsio testis lrom 585, 850 i 

rhcca simulated by . , 239 ! Sadness, excessive expres- 
-- - pain in pelvis from. . 573 j sion of, in bilateral j 

- rectus aboominis muscle, | lucial paralysis . . 603 j 

appendicitis simu- | - - - cerebral diplegia 603 , 

lalcd bv . . . . 561 i - - ~ pseudo-bulbar para- 

- - - - pain in iliac fossa ! lysis . . . . 603 

from . . 557 j SalTranin, fat stained by 140 

- - - in typhoid fever 561 , Saffron, dermatitis due to 915 

- - ■ - from Zenker’s j Sage brush, wood ticks on 625 

degeneration 561 , Sago grain bodies in 

- sphincter iridis from j eczema . . 919 

imury .. 674 ; - - lesions of chciropom- 

spleen from a blow . . 149 pholyx . . 124, 91R 

fainting due to .. 297 Sailing ships, scurvy on 9) 

trom injury .. 788 , Sailors, night blindness in 926 

- laparotomy in diagnos- scurvy in . . . . 926 

ing .. 149, 788 St. f lot hard tunnel, anky- 

- - simulating colic .. 149 lostonuasis in .. 10 3, 635 

tympanic membrane . . 522 St. Vitus’s dance. . . . 170 

urethra, aching in peri- -■ - •- and sec Chorea) 

neum tiojn .. 579 Salicy l-sulphonlc acid tests 

extravasation of urine for albumen 7 

jrotn 351 Salicvlates in acute rlicmn- 

lrom fractured pelvis atism 45, 282, 568, 758, 844 

)S], 493 - aiueini.i from .. 44, 45 

inability to micturate - ih atness Irorn .. 207 

from .. .. 351 - delirium from .. 212 

retention of urine - r lleci in rheumatic lever 

from . . . . 40 3 Pu>. US: 42 3 

• uterus . . . . 252 - erythema from . . 275 

- varicose veins, tainting - lertic chhuidc reaction 

due to .. 2 (J 7 from .. .. 214 

purpura due to .. 676 - gt owing pains relieved 

vulval swelling due bv . . . . . . 457 

lo ., .. 853 - headache from .. 371 

vein, purpura due to.. 676 - joint puns relieved by 282 

Msceia from abdominal - noise, in head from . . 504 

miury .. .. 7 35 - pulse slow li.mi .. Ill* 

■- 'and see Hernia* - tinnitus due to .. 879 1 

Ruptured ectopic gesta- - ton ilhtis relie ed by.. 75H 

tion see (iest.uion, - in urine .. .. 214 

Rxtra-tiierine - urine black lrom 904, 90t> 

Russia, ergotism in . . 322 -- - brown from . . 904 

Rusty nail, tetanus from - vertigo from .. .. 504 

741, 885 SalicylK acid, purpura 

• sputum in lobar pneu- due to . . . . 676 

nionia 187, 199, 200, - - vesicles due to .. 918 

788, 789, 790 Saline, normal, conipo- 
Ruia graveolens, derma- , silion of . . . . 6 34 

litis due to . . 916 Saliva, deficient, from 

Rye, mouldy, ergotism < chorda lympani para- 
trom . . . . 322 ! lysis . . . . . . 605 

- dribbling of .sec Dribbling 
I of Saliva ; and Salivation) 

S AROURAUD on bottle | - effects of mercury on 661 
bacillus . . . . 92 i - excessive . . . . 660 

- seborrluca . . . . 92 J - not tinged in jaundice 406 


Saccharomvces in urine 647 i Salivary calculus tsec 
Sacculation ot colon, diver- Calculus) 

ticulitis from . . . . 556 - gland in Miculicz’s syn- 

Sacr.il nerves (see Nerve) ! drome .. \ Pig. 46) 34 ; 

- pain from sacro-iliac - ~ nerve-supply of . . 605 | 

disease . . 81 j SWELLING 0E 848 | 

• plexus, carcinoma of ! - - — (and see Swelling of : 
rectum invading . . 146 Salivary Glands; 

distribution of . . 610 ( - neurosis . . 662 

- lesion, foot-drop from 146 i - retention cyst .. 590 

new growth oi pelvis Salivation from acute dys- 

invuding 146 \ pepsin . . . . 662 i 

segments, sensory areas - - gastritis . . . . 662 

tor . , ( tig. 584) 751 ! - in angina pectoris . . 52 i 

Sacralgia, notes on . . 573 1 - from biliousness .. 662 ; 

- (and see Hackacbc) : - in dements . . . . 662 ; 

Sacro-iliac abscess, swelling j - from dilated stomach 662 

in iliac fossa due to . . 814! — duodenal ulcer . . 662 
-• joint 'see Joint) j — encephalitis .. .. 223 

Sacrum, abscess of, rectal - gastric carcinoma . . 662 

examination in diagnos- j — - ulcer . . . . 662 

ing . . . . . . 729 i - hepatic disorder . . 662 

'■ bedsore over .. .. 321 [ - in idiots .. .. 662 

- carcinoma of, skiagram - imbeciles . . . . 662 

of . . . . (Rig. 26) 21 - from mercury. . 44, 94, 882 

- recti fixed to .. 727 - pancreatitis .. .. 662 

- felt per rectum . . 729 - in stomatitis . . . . 95 

- fracture of, ana*sthesia - tic douloureux . . 548 

from . . (fig. 585) 752 Salol, cacogeustia due to 860 

- growth of, rectal ex- - carboluria from . . 906 

amination in diagnos- - Fehling’s solution rc- 

ing . . . . . . 729 duccd after . . 327 

- myeloma of, albu- - ferric chloride reaction 

mosuria from .. 20 from .. ..214 

Skiagram Of (Pig. 24) 20 - in urine . . . . 214 


Salol , contd. j Saponin, haemoglobinuria 

- urine black from . . 904 from . . . . . . 357 

Salpingitis, abdominal pain Saprophytes in bladder. . 90 

trom . . . . 555 I Sarcina: in carcinoma of 

- bladder opened by . . 356 j stomach . . 777, 930 

- colic due to . . . . 148 j - gastric juice . . . . 401 

- hicmaturia from 348, 356 j - illustrated (Pig- 258) 302 

- increased frequency of j - in pyloric stenosis . . 401 

micturition with . . 491 | - vomit . . . . . . 929 

- pain in iliac fossa from - - in dilated stomach. . 930 

555, 557 ! pyloric stenosis . . 802 

- vaginal examination in ! Sarcoid, multiple benign, 

diagnosing . . . . 559 j of Boeck . . 502 

Salplngo-oophorftls 238, 843 Sarcoma, age incidence of 835 

- amcnorrhtra lrom 24 - alveolar, of kidney . . 449 

I - bimanual examination - anaemia from.. .. 515 

in diagnosing .. 239 - aneurysm simulating. . 832 

- dysmenorrhrea from . . 237 ! - angio-, of kidney . . 449 

- dvsparcunia due to . . 239 - - tongue . . . . 852 

- extra-uterine gestation i - antrum of Highmore. . 837 

simulated by . . 842 - basisphenoid, haemo- 

- growth of pelvic bone ptysis simulated by 359 

simulating .. .. 843 - blood cysts in . . .. 823 

- leucocytosis with . . 843 - bone swelling due to. . 823 

- menorrhagia from 482, 84) - of bone, account of 821-823 

- pelvic abscess lrom .. 84) - carcinoma simulating 

- - adhesions with 2)9, 573 (Ptg. 156) 190 

- - pain with 2)8,57 3, 843 central necrosis simu- 

- - swelling due to 840, 843 lating . . .. 818 

- pyrexia with . . . . 843 - - central, osteitis sim- 

- retort -shaped swellings ulated by . . 845 

with.. .. 238, 843 periostitis simu- 

- sterility due to 793, 84 3 luted by .. 845 

- sweating with ..84 3 X rays in diagnosis 845 

- lender swellings due - - eosinophilia lrom . . 271 

to .. 238 - - intramedullary ab- 

- uterine discharge with 843 secss simulating. . 694 

- uterus lived with . . 238 -• - trom osteitis dcior- 

- wasting with . . . . 843 mans . . . . 820 

Salpingopharyngcus, crack- - - secondary in lung.. 365 

ing in ear due to . . 878 - - spontaneous lraclurc 

Salt, thirst due to . . 879 , due to . . . . 304 

Salvarsan, atnblvopia from 922 - - syphilis simulating 819 

arsenic in .. .. 277 - brain, hemianopsia from 379 

-- chancre healed bv . . 898 - breast . . . . 839, 840 

- Cbeyne-Stokes breath- blood from nipple 

ing from . . . . 422 due to . . . . 227 

- for eondvlomata . . 854 - bruit over . . 844 

- convulsions from .. 422 - of bundle of His .. 109 

- degeneration ol liver - cachexia lrom . . 515 

cells lrom . . . . 422 - of caecum, appendicitis 

- delirium from 212, 422 simulated by . . 814 

- in diagnosing gumma , fever with . . . . 814 

ot liver .. ..315 swelling in iliac fossa 

orbit . . . . 284 from . . . . 814 

- rat-bite fever 687, 740 - cauda equina . . 81 

syphilis 684, 687, 895 - cervical glands . . 475 

- erythema from 275, 277 , - cheek . . . . . . 225 

- general (edema alter . . 516 - chondro-, of femur, 

- gumma cured bv 761, 898 skiagram of (Pig. 637) 822 

- irritability from . . 422 - endosteal, account of . . 822 

- jaundice from . . 422 — — (and see Myeloma) 

- prostration from . . 422 ! - epithelioma simulated 

- pvrexiu from . . . . 422 by . . . . . . 895 

- rigors from 422, 737 j - in iemoral region .. 826 

- in syphilis 245, 422, \ - of femur, limping from 457 

586, 746, 769, 818 j popliteal aneurysm 

- syphilis a second time ! simulating . . 844 

' after . . . . 765 ; — ; X rays in diagnosing 844 

- syphilitic proctitis and 100 - fibro- (see Fibrosarcoma) 

ulcer healed bv . . 730 j - of tibula, limping from 456 

- toxic effects of . . 422 ; - forehead -225 

- vomiting from . . 422 ; - Irontal bone . . . . 255 

- wheals due to .. 935 ! - general wasting from. . 78 

SAND. INTESTINAL .. 741 ! - of ilium, pain in iliac 

‘ Sand under skin ’ sensa- fossa lrom 555, 558, 564 

tion in cocaine habit 755 - - swelling in right iliac 

Sandalwood oil, crvthcma j fossa from . . 564 

from .. . .. 275 i - in infants . . .. 835 

Sanguinaria canadensis, • - of inguinal glands 830, 831 

dermatitis due to . . 916 i - innominate bone, sci- 
Santonin, convulsions i atica simulated by . . 539 

from . . . . . . 181 - invading bone lrom 

- delirium from .. 212 outside .. .. 823 

- pink urine after . . 904 radius and ulna, skia- 

i - urine colour after . . 903 . gram ol (tig. 642) 823 

! - yellow’ vision due to. . 926 - of jaw . . . . 225 

Saphena varix, account of 825 - - from epulis . . 835 

i femoral hernia simu- microscope m dia- 

latcd by.. 825, 831 gnosing .. ..836 

impulse on coughing j X rays in diagnosing 836 

in.. .. 825, 831 - kidney, Chcyne- Stokes 

- — psoas abscess simu- breathing from . . 139 

lating . . . . 825 colic from . . . . 147 

reducible .. 825, 831 harmaturia from 348, 

thrill in . . . . 825 350, 448 

varicose veins with 825 pyuria due to .. 716 

Saphenous vein, throm- - - secondary in lung 

hosed, oedema of one (Pig. 120 ) 136 

leg lrom . . 10 uraemia from . . 139 
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Sarcoma, contd. 

- of larynx, hemoptysis 

from .. ’..361 

- leucocytosis in . . 45 3 

of lip . . . . . . 225 

~ liver . . . . . . 469 

- - ascites from 62,63,68,412 

• - gall-bladder enlarge- 

ment simulated by 315 

- - jaundice with 68, 412 

- - large portal glands with68 

- - liver enlarged from 

63, 68, 412 

- - - hard with . . 68 

- - tender with . . 68 

- melanotic . . . . 469 

- rectal examination in 68 

- retinal examination in 68 

- umbilicared nodules 

with .. .. 68 

loss of weight due to . . 932 
of lower jaw . . . . 834 

• lung, htcmoptvsis from 

361, 365 

- red - currant jelly 

sputum from . . 365 

- secondary to bone 365 

- - mediastinal glands 3c>5 

- - sarcoma of kidney 

, {Fig. 120) 136 

lympho- (see Lympho- 
sarcoma ) 

of mediastinal glands 
secondary in lung . . 365 
mediastinum, bronchus 
invaded by . . .. 361 

~ cervical sympathetic 

irritated by . . 675 

- chylous ascites from 62 

- cough from . . 186 

- haemoptysis from . . 361 

- haemorrhage into. 

cyanosis from .. 198 

- hypothermia with 

\Fi‘g. f/5) 392 

- pain between shoulders 

from. . . . . 566 

- paralysis of cervical 

sympathetic due to 
, (Fig. 22h 270 

- phrenic nerve irritated 

by . . . . 136 

- pleural efiusion with 

(/•Ye. 315) 392 

- pupil dilated v\ith . . 675 

- rcccpraculum chvli 

obstruction from 62 

- starting in glands . . 910 

thymus . . . . 910 

- superior vena cava 

obstructed bv .. 910 - 

- temperature chart in 

{Fig. %4 ) 706 - 

- vagus nerve irritated 

by . . . . 186 - 

- X rays in diagnosing 186 - 

' ’ 3i:. in eye 473, 886 - 

1 ' mctastascs 

315 


-iache from . . 
i'.'it halntuseopic 
examination lor 
- scotoma Irom 

- - secondary in Jiver 

- of inguinal glands . . 

- inguinal glands en- 

larged from 

- of liver 

sccoruUuy to eye 

- long latency of 

- melaninogen in urine 

with 

- melanotic carcinoma 

simulating 

- metanuria with 469, 

477, 831, 

- microscope in dia- 

gnosing 

from mole 473, 477, 
operation in diagnosis 
pre-auricular gland 
enlarged from . . 
from retina 
shin 

of spine . . 
from toe . . 477, 

wart 

f meninges, large ceils 
in cerebrospinal fluid 
from . . 383 


370 : 

93 - 

93 ! - 
315 i 
831 : - 

477 I 
469 - 

.315 ■ 
886 - 

831 ! 

886 j - 

905 j - 


886 

886 

477 

473 

886 

477 

869 

831 

831 


! Sarcoma, contd. 
i ~ microscope in diagnos- 
j ing . . 818, 888, 895 

I - ol misplaced testis . . 589 
; - from inole . . . . 888 

| - muscular atrophy from 78 
j - mycosis fungoides simu- 
lating . . . . 88S 

- myeloid, account of . . 822 

1 bone expanded bv 

| (Fig. (>4 » 822, 

{Fig. 64 h 823 

- - of bone, crepitus in 190 

- - - pulsation in . . 1 00 
~ “ “ X rays in diagnosis 190 

- - crackling over .. 188 
™ - cnchondroma sitnu- 1 

lated by t Fig. 6Lh 822 

- — of femur, skiagram of 

t/7i:. .'WL 823 

- - histology in diagnosing 95 

- - of humerus, skiagram 

"t . . . Fig. 63S> 822 , 

- - jaw, bleeding gums ! 

from . . 93 

- - - histology in dia- 

gnosing . , 0 3 

~ ~ - ptyalism irom . . 661 

- - - skiagram of 

(77g. 647; 836 . 

- - odontoma simulating 8*6 ; 

- - of spine . . . ] 706 

spontaneous fracture 

due to . . 304, 306 

of tibia, skiagt, mis of 

(Figs. 6*9, t.4u! 822 
~ “ X rays in diagnosing 845 
~ - and see Myciomi' 

- of neck, temperature 

chart in (Fig. 5(i4> 706 

- nose affected by . . 225 

- of os calcis . ' 551, 552 

" oslco- i sec Osteosarcoma 1 

- of palate . . . . 730 

- parotid gland.. .. 848 

- pelvic bones . . . . 833 

- - - aneurysm distin- 

guished irom 

- - - bruit over 

pulsation in 

- - - swelling in 

r fossa, due 

~ ~ “ X rays in diagnos- 
ing . . 829, 8 ’.3 

- pelvis . . . . g 32 

- - blood per anum from 9b 

foot-drop Irom .. 146 

lumbosacral plexus 

affected bv .. 81 

rectum invaded by . . 96 

- tumour of cauda 

equina simulated by 81 
penis, caries of pubis 
simulating .. ..851 

periosteal, account of. . 821 

- amputation not curing821 

- cachexi,, with . . 821 

- ot lemur . . . . 845 

- humerus, skiagram 

. of • • </7 A l 6i6; 821 

- from injury . . 821 

- loss of weight with. . 82 i 

- lymphatic glands en 

larged from 

- malignancy of 

- mctastascs in lung 

from 

- microscope in di 

g nosing . . 

- not very painful 

- periostitis simulated 

by 821, 

- skiagram of (Fig. 635) 821 

- striations in 

(Figs. 635 , 636) 821 

- of tibia . . . . 845 

- veins prominent over 821 

- in young adults . . 821 
of pharynx, earache 

from . . . . 253 

popliteal . . 844, 845 

of portal glands, colic 
from . . ..147 

prostate felt per rectum 728 
pulsation in . . . . 844 

retroperitoneal, chylous 
ascites from . . 62 

of rib, tenderness of 
chest from . . 862 

sacrum . . . . 843 


502 

888 


888 

589 


83 3 
83 3 
833 

829 


Sarcoma, contd. 

- of sciatic nerve, rectal 

examination iri dia- 
gnosing . . . . 729 

- secondary, spontaneous 

iructurc due to . . 304 

- of skin, account of . . 888 

colour of . . . . 888 

: - - multiple benign sar- 
i coid simulating 

! - - secondary to glands 

- small round-celled, of 
J skin 

- of spermatic cord . . 

i - spindle celled, of skin 888 
; - of spine . . . . 869 

! ~ ~ abdominal pain from 151 

colic simulated from 151 

! kyphosis from . . 19 3 

: pain between shoul- 
ders from . . 566 

skiagram of (Fig. 620) 7 l H> 

~ - X rays in diagnosing 194 

- starling in muscle . . 845 

- - subcutaneous tissues 823 

- of sternum, tenderness 

of chest from . . 862 

- stomach, blood per 

anum from . . 97 

epigastric tumour due 

to 809 

- -- spleen simulated bv 7/6 

- suprarenal, secondary 

«n scalp . . . '. 866 

~ test is . . . . 5H<_>, 850 

'* _ iliac glands enlarged 

from . . . . 587 

from injury . . 687 

- •- lumbat glands en- 

larged ltom 

- - microscopical exam 

ination in diagnos 
ing 

- - orchitis simulated b 

- - scrotum involved 

from 767, 768 

- - ulceration ol scrotum 

from . . . . 769 

- tibia, limping from . . 456 

- longue swollen Irom. . 825 

- ol tonsil, couch from 186 
dysphagia from 

- - earache Irom 

- — hemoptysis simu- 

lated by . . , , 359 

- - histology in diagnosis 761 

- - ptyalism Irom . . (>61 
sore throat due to. . 757 

from ulcer . . . . 888 


587 


769 
■ 587 


I Saturnine cncef>ha/of>.. contd. 

| r - dementia simulated 

! by 214 

j hmployers’ Liability 

Act and .. . .214 

- - general paralysis sim- 

i ulated by 155, 214 

; - - from lead 45, 155, 

! 184,212,214 

j mania simulated by 214 

- - melancholia simu- 

; lated by . . . . 214 

i occupation and 155, 214 

; severe headache from 155 

| strange demeanour in 155 

; ~ ** Workmen’s Compen- 
sation Act and . . 214 

Savin, dermatitis due to 916 

Savour, taste and . . 860 
Sawdust, dermatitis from 

659, 915, 917 

- itching from . . . . (>59 

Sawyers, paralysis of sier- 
ra tus rnagnus in 

Fig. 47 i ' 616 
SCABS 742 

-- in anthrax . . . . 824 

- dcrmatois hci petilormis918 

- ecthyma . . . . 74 3 

- eczema . . 742, 745 

- - nibrum . . . . 742 

- ovei epithelioma . . 7b7 
-- in erythema imiltilorme 

742. 919 

- herpes .. 5 M. 564 

- impetigo 68 L 74?, 74 3 

leprosy . . . . 743 

- lupus erythematosus, . 744 

- post -mortem wan and 301 

- due to scratching . . 742 

- in small-pox . , 684, 74 3 

" syphilis . . . . 742 

- yaws 743 

- .and see ('.rusts' 

Scabies of abdomen 499, 918 


661 

253 


821 

821 


821 


821 

821 


845 


account of . . 918 

- of axillary folds . . 918 

- bulla: in . . . . 918 

- burrows in . . . . QJ8 

- crusts in . . . . 742 

- eczema simulated bv 

, , 686, 742, 918 

- of face in infant . . . 918 

- lace unaffected in (>86, 91K 

- on lingers . . 301, 9 ]8 

- general enlargement of 
lymph glands in . . 471 

- of genitalia . . . . 918 

- hands affected by . . 499 

- itching in 601, 658, 659 

- ol nippies . . . . 918 

- oblong vesicles 111 . . 913 

- papules in . . . . 918 

- penis affected bv . . 499 

- prurigo distinguished 

from .. ..601 

- pustules in .. 6S1, 918 

- scratching in . . . . 918 

- scrotum affected bv . . 499 

- sites of lesions of . . 686 

- thighs affected by . . 499 

-■ on toes . . ' . . 918 

- of umbilicus . . . . 918 

- vesicles in . . 686, 918 

- on wrist . . 499, 9]g 

Scald, albuminuria from 16 

- cheloid from . . ..131 

- hyperpyrexia from . ! 390 

- scar lrorn . . . . 131 

Scalding on micturition 

from bacicriujia . . 91 

gonorrhoia . . . . 854 

275 | - urethral, in gonorrhoea 574 
. . 659 | - water, bulla' Irom . . 123 


~ ulcer of leg due to . . 895 

- ulceration of . . . , 888 

- of uterus, colic due to 1 48 

with fibroid 488, 842 

menorrhagia from . . 484 

- - metrorrhagia from 

484, 487, 488 

pelvic swelling due to 840 

rapid enlargement of 

uterus from . . 488 

- vertebra (see Sarcoma 

of Spline) 

- vulval swelling due to 853 

- from wart . . 888 

Sarcomatosis, chloroma 

related to 

- pigmentary na\o- 

- purpura in 

Sartorius, nerve-supply of 
. 609, 610, Fig. 471) 611 

Satinwood, bulla from. . 123 

- dermatitis from 124, 

515, 659, 915, 916, 917 

- erythema from 

- itching from 

“Saturday night ’ palsy. . 84 j Scalenus, nerve-supply of 

Saturnine encephalopathy, i (L/e 474) 618 

account of . 155, 214 | Scales due to belladonna 744 

acute mania from . . 155 j - carbolic acid . . . . 744 

Babinski s sign in.. 88 ; - in dermatitis exfolia- 
blue line on gums in 155 | tiva.. .. 600 744 

- - cerebral haemorrhage j - — scborrhtcica . . 498 
simulated by .. 155 j - from dryness of skin .. 744 

eczema 742, 744, 


679 ; 
454 ' 
67t> 


- - tumour simulated 

by .. ..155 

- coma in 88, 154, 155, 181 

- convulsions in 155, 181 

- delirium from . . 212 
-• - tremens simulated 

, by .. ..214 

- dementia in . . 155 


745, 

- - marginatum 

- - seborrhoeicum 

- after erythema 

- in erythema . . 

- crythrasma 


747, 914 
312, 747 
312, 

498, 742 
.. 744 
. . 744 
.. 747 
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SCREAMING 


Scales , conut. 

from German measles 744 

- greasy* in seborrheea . . 311 1 

- due to ichthyosis . . 744 j 

-■ iodine . . . . . . 744 

- keratosis pilaris . . 744 j 

leprosy . . . . 74 3 j 

- lichen scrolnlosorum . . 598, 

- lupus erythematosus 

303, 744, 746 

• ~ vulgaris . . . . 500 

~ from measles . . . . 744 

- in mycosis lungoidcs. . 888 , 

- pityriasis alba . . 744 

- - rosea . . . . 746 

rubra . . 744, 746 ! 

- pilaris 599, 600, 

744, 746 , 

- prurigo . . . . 601 

- psoriasis 311, 499, 

598, 602, 744, 745, 747 

- due to quinine . . 744 

- in ringworm .. 310, 111 

- from scarlet fever . . 744 

- in seborrhuca 744, 745 

- syphilid, -s 601, 602, 744 

- tinea circinata .. 311 

- - imbneatu . . . . 3 1 2 1 

- - tonsurans . . . . 744 

versicolor 31 3, 645, 744 

• urticaria . . .. 744 

- due to xeroderma . . 744 
Scalp, acne affecting . . 865 

- cirsoid arieurvsm of . . 847 

- dermatitis herpetifor- 

mis affecting . . 8o5 

- eczema ot . . . . 91 


- - schorrluricum alfect - 

im» , . . . 602 

- epithelioma of, pre- 


aurictilar gland en- 
larged from . . 47 3 

- erysipelas of . . 91, 865 

- l'avus of 91. Fig. 262' 309 

- gumma of . . . . 866 

- hypernMhesiu of, in 

neurasthenia . . 754 

- inflamed, hyperaetisis 

from . . . . 38° 


lupus erythematosus of 

91, 746. 865 

- molluscum tibrosum of 865 

- multiple benign sarcoid 


affecting . . . . 5<>2 

nerve -supply of ltg.65(> 865 
ordema ol ' set Oidcnia; 

- puin in see 1’ain 1 

- pediculous of. . . . 695 

- pityriasis affecting .. 311 

- - rubra of . . 746 

- - - pilaris affecting 600 

- psoriasis of 91, 311, 745 

- pustular syphilides ot 681 

- referred pains in . . 867 

- ringworm of see Tinea 

Tonsurans j 

- sebaceous cyst of . . 888 

- scbnrrhuca of 91, 744,745 

- seborrheic dermatitis 

affecting . . . . 49S 

- segmental areas of 

* J i.cs. 6% S‘, 659) 867 

- sensory centre for 

(Fig. 485 • 631 


sores on, occipital glands 


enlarged from . . 473 

- syphilis of . . . . 91 

- TENOERNESS OF . 865 

- - (and see Tenderness 

of Sculp ) 

- varicella affecting . . 919 

- in von Recklinghausen's 

disease . . . . 865 

- wound, (edema round 511 


Scapula*, pain between 
(see Pain, Interscapular) 


Scapular reflex, centre for 

(lux. 486) 631 ■ 
Scar, abdominal, herni- 
ation of . . . . 636 

- from abscess . . . . 131 

- acne . . . ..131 

- alopecia cicatrisata . . 92 

- bracelet . . . . 131 

-burn .. 131,147,180 

- cltcJoid and . . 13] 

- from chicken-pox .. 131 

- contractures from 147, 180 

- in lav us . . . . 309 

- ol fingers in Morvan’s 

disease . . . . 302 , 

- - syringomyelia . . 302 

- in folliculitis deealvuns 92 j 

- from gumma (Fig. 5/6) 659 

- herpes . . 531, 742 

- laceration . . . . 147 

- in leprosy .. 501, 743 

- lupus erythematosus 

92, 30 3, 309, 746 
vulgaris . . . 500 

- from multiple benign 

sarcoid .... 502 

- in neck in scmlulo- 

derrnia . . . . 500 

- from operation .. 131 

- of palate trorri syphilis 261 

- horn pendant. . . . 1 U 1 

-- pigmented, from svphi- 

'261, 382 

- in pseudopeladc 92 

- Raynaud’': disease 203, 302 

- from scald . . . . 131 

- scrofula . . . . 683 

- in small-pox . . . . 743 

- striated, by mouth, in 

congenital syphilis 290 

- fr««m syphilis.. 586, 683 

- syphilitic ulcer . . 895 

- talipes due to . . . . 144 , 

- from vaccination .. 131 

- of vulva from syphilis 854 

- from wound . . . . 131 

Scarlatinal arthritis 424 

Scarlet fever (see 1 ever) ! 

Scarpa’s triangle . . 824 

- - hollow, in congenital 

dislocation of hip 195 

- - psoas abscess point- 

ing in . . . . 825 , 

Scents, erythema from. . 275 
Schistosoma hiematobium 102 , 

- - (and see Bilharzia) 
Schi/onts of malaria para- 42 

site . . . . 40, 41, ; 

Schmidt-Werner milk- | 

tube in estimating tat 300 
Sehonletn's disease isee 
Peliosis Rheumalica) 


Schoolboys, constipation in 165 

- cpistaxis in . . . . 274 

Schott’s Nauheim treat- 
ment in fatty heart . . 595 

Schu liner’s dots in malaria 
put ashes . . 42 

Sciatic nerve (see Nerv *) 

- notch, tenderness over, J 

in sciatica . . 539! 

Sciatica, account of 82. 539 

- anesthesia in foot in. . 5 39 

- ankle-jerk diminished in5 39 j 

- - lost in . . . . 539 

- anterior cruritis with. . 540 

- caudu equina lesion 

simulating . . . . 539 

- from librositis . . 572 

- gumma of spine simu- 

lating . . . . 539 

- hip-joint disease dis- 


Sciaricu , contd. ] 

- pain in leg from . . 539 j 

loin with . . . . 539 I 

thigh from . . . . 539 j 

- pelvic disease simulating5 39 | 

- plantar reflex flexor in 539 

- psoas abscess distin- 

guished front . . 82 

- R.I). from . . 80, 82 

- rectal examination in I 

539, 540, 729 ! 

- rctroverted uterus siniu- ; 

luting . . . . 539 j 

- sarcoma of innominate j 

bone simulating . . 5 39 j 

- simulated by tumour ! 

ot cauda equina 81 

- skiagraphy in cases of 539 

- spinal caries simulating 539 


- - meningitis simulating 539 

- spondylitis deformans 

simulating . . . . 870 j 

- syphilis and . . . . 504 

- tenderness in gluteal 

region from . . 5 39 

- - loin with . . . . 5 39 

- - over sciatic notch in 5 39 j 

- tests for . . . . 82 : 

- unilateral as a rule . . 540 1 

- urine testing in . . 540 1 

- vaginal examination in 539 j 

- \\ assermann lest and 504 i 

Scilla, dermatitis due to 916 | 
Scirrhous carcinoma of j 

breast 839 ; 

- — - blood from nipple 

due to. . ..227 

- - colon . . . . 826 

Scissor gait in diplegia. . 884 ; 

- - 1 .it tie’s disease . . 169 | 

Sclerodcrmia, anidrosis in 80 3 j 

- atrophy of skin in . . 865 j 

- course ol . . . . 886 

- ectropion from . . 27 3 j 

- epiphora from . . 273 

- exacerbations in . . 886 j 

- of face . . . . 886 j 

- - lack of expression due ! 

to . . . . 741 . 

- risus sardonicus simu- 
lated by . . . . 741 ! 

- finger affected by . . 301 

- inability to open mouth 

in . . . . 886 ! 

- leucodermia distin- j 

guished from . . 645 

- parchment skin in . . 886 

- pscudopelade and . . 865 j 

- skin stiff in . . 645 

- - thickened in . . 645 

- tenderness of scalp from 865 

- trismus simulated by. . 886 
Scleroses, combined (.see 

Combined Scleroses) 
Sclerosis, amyotrophic lat- 
eral (see Amyotrophic 
l.atcral Sclerosis' 

- cerebral, choreiform 

contractions in 170, 171 

- of coronary artery (see 

Atheroma of Cor- 
onary Artery' 

- disseminated (sec Dis- 

seminated Sclerosis) 

- labyrinthine, fainting 

due to . . . . 297 

-- lateral isee lateral Sclerosis) 

- of posterior columns in 

combined sclerosis. . 75 

disseminated sclero- 
sis . . 75 

Friedreich’s ataxy 7 

! Sclerotics, blackened, in 
I ochronosis . . 644, 906 


Scoliosis , cptjfd. 


- from empyema 

.. 191 

- faulty posture 

.. 234 

— fibroid lung 

191, 210 

- in Friedreich’s ataxy 

176, 

192, 624 

- generally postural 

.. 191 

- heart displaced in 

.. 373 

- from hysteria . . 

.. 191 

- infantile paralysis 

.. 191 

-- kyphosis with 

.. 194 

- - from caries of spine 193 

- from muscular 

dys- 

trophy 

.. 191 

- - weakness 

.. 234 

— osteomalacia . . 

. . 234 

- pain in back from 

.. 527 


~ from paralysis of back 

muscles . . 191, 192 

- pencilling spine to detect 191 

- from peripheral neuritis 

191, 192 

- primary muscular atro- 

phy 192 

- tickets . . 191, 192, 234 

- seldom tuberculous . . 191 
-- shortness of breath from 114 

- in spondylitis deformans 

(Fig. 622) 796 
-• from Sprcngel’s shoul- "• 
dcr 191 

- stays . . . . 234 

- in syringomyelia 142, 

435, 619 

- from unequal legs . . 191 

- weakness ol back . . 191 

- weight-carrying . . 191 

- wryneck .. 191, 192 

- (and sec Spinal Curvature) 
Scorbutus isee Scurvy) 
Scorpion sting, delirium 

from . . ..211 

Scotoma, annular, from 
choroiditis . . . . 924 

in glaucoma 288, 924 

- due to blind spot . . 923 

- central, account of . . 023 

- - due to alcohol . . 923 

- - atoxyl . . . . 922 

lor colours . . . . 923 

- - - due to alcohol . . 922 

tobacco . . . . 922 

- - in dim lights . . 921 

disseminated sclerosis 

630, 631, 923 

- - effects of . . 631 

for green . . . . 923 

- - in hereditary optic 

atrophy . . . . 923 

hippus with . . 675 

due to lead . . 922, 923 

- - in l.ebcr’s optic atro- 

phy .. ..923 

migraine 922, 923, 924 

negative . . . . 923 

- - lroin optic chiasma 

lesion . . . . 923 

- - pituitary tumour . . 923 

- - positive . . . . 923 

for red . . . . 923 

- - after retrobulbar neu- 

ritis .. 923, 925 

due to tobacco . . 923 

- paracentral . . . . 924 

in disseminated scle- 
rosis .. 630 

- - glaucoma . . . . 288 

- perimeter in defining. . 924 

- peripheral . . . . 923 

- ring, from choroiditis 924 

- - glaucoma . . . . 924 

in migraine . . 922 

- unnoticed . . . . 923 

- (and see Amblyopia ; 


- - suppurative menin- • tinguished from . . 82 - blue, brittle bones with Blind Spot ; Blindness) 

gitis from . . 732 - ~ - simulating . . 539 j (F'ig. 259) 304 Scratching due to itching 6£8 

- (and see Head, etc.) - knee-jerk never affected « - - familial incidence of 304 - perineal sore from .. 766 

SCALY ERUPTIONS .. 744 in .. 539 Scoliccs of Taenia cchino- - in phtheiriasis .. 642 

Scammony, colic from . . 148 j - lumbago w'ith . . .. 539 coccus (F'igs. 623a, 623b) 806 -pigmentation of skin 

Scanning speech in cere- , - lumbar puncture in . . 539 Scolio-kyphosis in Fried- from , . . . 642 

bcllar abscess .. 630 j - malignant disease simu- rcich’s ataxy (Fig. 148) 176 - pleasurable .. .. 658 

tumour .. .. 630 ; lating .. .. 539 Scoliosis, account of ..191 - in scabies .. .. 918 

- - disseminated sclerosis - muscle atrophy from - from asymmetry of - scabs due to . . . . 742 

630, 773, 883 j 80, 82, 539 j shoulders . . . . 191 - in vagabond’s disease 642 

Scapula, rheumatic nodules - neuralgic .. .. 539 - caries distinguished from528 Screaming in hysteria .. 174 

over . . (Fig. 226) 282 j - neuritic . . . . 539 j - causes of . . . . 191 - due to intussusception 101 

- winged, in carpenters j - numbness in foot in.. 539 j - chest asymmetry from 209 - night terrors .. 403 

(Fig. 473) 617 i - osteo-arthritis of hip deformity from .. 114 - at night from tuber- 

- - from paralysis of j simulating . . . . 431 j - from diphtheria 191, 192 culous joint . . 432 

serratus magnus 617 I - - spine simulating . . 539 { - dwarfism from . . 234 - in rickets . . . . 182 
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SENSORY IMPULSES 


Scrofula, age incidence of 892 

- ulcer of face in . . 892 

Scrofulodermia . . 5 98, 683 

- in childhood . . . . 683 

~ crusts in . . . . 683 

- Diihring on . . . . 683 

- glands in neck in . . 500 

- lupus distinguished from683 j 

vulgaris with . . 500 

simulating . . 500 ! 

- nodules in . . 500, 683 j 

- pustules in . . . . 683 

~ scars from . . 500, 68 4 I 

- syphilis distinguished j - 

from . . . . 683 

- ulceration in . . 500, 683 ; - 

Scrotum, abscess of . 767 , - 

from tuberculous 

epididymis . . 851 - 

- boil of 849 

- chancre of 747, 767, 849 - 

- cyst in, spermatozoa in 588 ; - 

- -- translucency test of 588 - 

- ccehvmosis of, with 

hamiutoccle. . .. 589 - 

- eczema of . . . . 747 - 

in diabetes . . 334 

- - marginatum of . . 747 - 

- elephantiasis of (Fig. 651) 849 

- epithelioma of (see Epi- 

thelioma) i 

- erythema of . . . . 747 ! - 

- erythrasma of . . 747 - 

- exfoliative dermatitis of 747 j - 

- fibrosarcoma of . . 849 - 

- fistula of (see Eistula) j - 

- gummatous ulcer of . . 747 - 

- hernia in (see Hernia) 1 - 

- intertrigo of . . . . 747 - 

- Jacquet’s erythema of 498 - 

- Madura disease of . . 893 1 - 

- mucous tubercle of , . 767 - 

- mustard gas ulcerating 767 - 

- myxoma of . . . . 889 - 

- oedema of (sec CEdema) i - 

- Paget’s disease of . . 747 : - 

- papilloma of . . . . 767 - 

- - hernia testis simu- 

lated by . . . . 769 - 

- pendulous, varicocele in 589 

-- pruritus of . . . . 659 

~ psoriasis of . . . . 747 - 

- ringworm of . . . . 747 

- scabies affecting . , 499 

- sebaceous cyst of . . 849 

- sensory centre for 

(Fig. 4X5) 631 

- sinus of (sec Sinus; 

- soft sore of . . . . 849 

- SORES ON . . 767 

- - (and see Sore, Scrotal) 

• suppurating evst of . . 767 

- SURFACE AFFECTIONS 

OF 747 

SWELLING OF . 848 

from hematocele . . 589 

hydrocele . . . . 588 

■'•'Mis of .. 747,767 

.' iti peri-urcth- 
'ibnCOSS . . ..851 

' uiar disease in- 
volving . . . . 767 

tuberculous ulcer of . . 747 
ulceration of (sec Ulcera- 
tion) 

- wart of . . . . 849 

Scrubbing, cervical rib 

symptoms from . . 544 

Scurvy, absence of veget- j 
ables and . . ’ . . 679 

albumosuria in . . 21 

anemia in . . 50, 346 

Barlow’s disease and 50, 679 

- bleeding gums in 93, 

337, 362 

-- blood per arnim in . . 96 1 

clot from kidney in 147 

- on board ship . . 51 

- bromidrosis in . . 803 

- bullte in .. 123, 125 

- In children 50, 51, 93, 679 

" colic in . . . . 148 

- diet and 51, 93, 346, 679 

- epistaxis in . . 274, 362 

- gums foetid in . . 50 

spongy in . . . . 50 

- hamatemesis In 336, 

, 337, 346 

- haematuna in.. 348, 357 

- haemoptysis in . . 362 


Scurvy, could. 

- haemorrhage into bowel 

wall in . . . . 148 

from gums in . . 50 

mucous membranes in 50 

into skin in . . 50 

- - tongue in . . . . 851 

- haemorrhages in . . 50 

around hairs in . . 346 

- Infantile . . 93, 679 

nmemia in . . 93, 128 

bed-clothes kicked 

off in . . ..128, 

- - bleeding gums in 93, 128 

- - cachexia in . . 128 i 

- fresh vegetables curing 93 

- lueniorrhages in . . 93 

- pain in bones in . . 128 

- periosteal haemorrhage i 

in . . . . 94 

- perspiring head in . . 128 ; 

- purpura in .. 04 

- sleep sweats in . . 128 ; 

- spongy gums in . . 93 j 

-* stomatitis in . . 93 

- subperiosteal hemor- 
rhages in . . 128 

- tenderness of hones 

in. . . . 94, 128 

inguinal glands en- 
larged in . . . . 477 

menorrhagia in 482, 484 

metrorrhagia in . . 488 

mouth bleeding in . . o79 

necrosis of suit parts in 125 
night blindness due tu o;:o 
pasty pallor in . . 679 

patent foods and . . <>79 

periosteal haemorrhage in 50 
poverty and . . . . 679 

ptyalism in . . . . 661 

purpura in . . 676, 679 

rarity of .. .. 51 

renal colic in . . . . 147 

rickets . . 50, 51, 679, 819 

- ananiia in .. 50, 819 

- diet and .. ..819 

- femur painful in . . 819 

- hamorrhage from 

mucous membranes 
in 819 

- in infants .. ..819 

- painful swelling on 

bone in .. ..819 

among the rich . . 819 

- - spongy gums in . . 819 
spontaneous fracture 

in. . . . . . 819 

- - suppurative periostitis 

; simulated by . . 819 

: tenderness of bones in 50 

■ - - traumatic fracture 
I simulated by . . 819 

j - - vegetable cure of . . 51 

- in sailors . . 93, 926 1 

j ~ spongy gums in 93, 346, 679 

- stomatitis in . . . . 661 

! - subcutaneous indura- 

| tions in . . . . 346 : 

| - swellings in muscles in 679 ! 

! ~ tenderness of bones in 679 ■ 

J Scybala, ubdominal tumour ! 

j due to. . . . . . 815 

! - In colon . . 809, 815 

- intestinal constipation 159 

- palpable . . 805 ; 

- in spastic colon . . 161 

Sca-cat pricks, delirium ! 

from . , . . ..2111 

Sea-cats, erythema from 275 ! 

- headache from . , 278 j 

- poisoning by . . . . 278 j 

- swelling of skin from. . 278 | 

- urticaria from. . . . 278 j 

- vomiting from . . 278 j 

Sea-sickness, headache 

from 372 

- vomiting in . . . . 929 

Seal-like dwarf . . . , 234 

Seamen, beri-beri in . . 516 

- scurvy in . . 93, 926 

- phospliuretted hydrogen 

poisoning in . . 421 

Seamstresses, actinomyces 
in 792 

- cramp in . . . . 189 

- sporotrichosis in . . 365 

Season effect on xero- 
derma pigmentosum 888 

Sebaceous cyst (see Cyst) 


i SaborrhGBA . . 744, 745 

| - baldness from 91, 92 

- due to bottle bacillus. . 92 

- corporis, syphilis simu- 

lated by . . . . 479 

- favus distinguished from 409 

- greasy scales in . . 411 

- itching in . , . . 058 

- lips affected in . . 459 

- occipital glands en- 

larged from . . 473 

- oleosa . . . . . . 744 

- pityriasis tilba and . . 92 

- psoriasis simulated by 745 

- ringworm distinguished 

from .. ..311 

- Sabouraud on , . 02 

- scales in . . 744, 745 

- of scalp .. 91.745 

-• sicca, scales in . . 744 

- tinea sycosis distin- 

guished f rom . . 311 

Seborrhetic dermatitis in 
infunts . . . . 498 

napkin region aflcctcd 

by . . . . 498 

- eczema (see Eczema 

Sebum, coloured .. 80 4 

Second cervical nerve, 

distribution of : l : ty. 5 80 i 748 

- — segment, sensory area 

l'or J-'iy. 584' 751 

- dorsal nerve see Nerve, 

Dorsal, Ntcond 1 

- - segment, sensorv at ca 

tor 5 s-; 751 

- lumbar nerve, distribu- 

tion of 7 , so! 748 

- - segment, sensory area 

for i lie. )S4 • 751 

- sacral segment, sensory 

area tor < I 'ty. 584. 751 

Secret drinking in women 85 
Secretion of Bartholin's 
glands . . . . 2 ' 1 

-- cervical uterine, normal 2 51 

- uterine, normal ,. 241 

- - reaction of . . ..25] 

- vaginal, characters of 

normal . . 231 

1 - - lactic acid in . . 241 

normal amount of . . 2.41 

Scdum acre, dermatitis 
due to 916 

See-saw cardiac impulse 
with adherent pericar- 
dium . . . . . . 71 

Seeing red . . 926 

Segment, spinal (see Spinal 
Segments ■ 

Segmental areas of head 

t J'l.K’s. 058, 659; 867 

- nerve areas for teeth.. 549 

Seidlitz powder in inflating 
stomach . . 776, 801 

Selenium, delirium from 212 
Scleniuretted hydrogen, 
delirium from . , 212 

fainting due to . . 297 

luemogiobinuria from 357 

- - jaundice due to 408, 421 

- - from paint 212, 421 

tinnitus due to . . 878 

vertigo due to . . 878 

Sella turcica in dys- 

pituitarism . . , . 509 : 

enlarged in acro- 
megaly . . 255, I 

(Fig. 310) 379. 436, 656 ! 

normal, skiagrams of 1 

(lugs. 308, 309) 378 , 

shallow', gigantism and 

{lug. 309) 479 ! 

X-rays of . . , . 509 j 

Semen examination in i 
sterility . . 793 , 794 j 

- spermatozoa in . . 794 ■ 

Semicircular canals, em- 
bolism of, Meniere’s i 
disease from . . . . 912 

equilibrium and 205, 221 | 

ha'morrhage into inner j 

car affecting . . 208 j 

- — — Meniere’s disease 

from . . ..912! 

- vertigo from . . 911 

Semilunar cartilage, blow 

on, fainting from . . 297 

- displaced, synovitis 

from . . 435 


j Semilunar carhlape, amid. 

- - internal, painful . , 431 
< - ■ - tenderness over . , 435 

* kick on, vomiting 

due to . . 929 

Semimembranosus bursa 
.see Bursa' 

- nerve- supply of 609, 

>Fig. 471) 611 

Seminal vesicles see Vesi- 
culiv Semi t talcs < 
ScmitendinosiiN, myo- 
clonus ot . . 174 

- ncrve-supplv of 609, 

(EYc. 471) 611 
Senator, neuromyositis of 569 
Senile alopecia . . 91 

- dyspepsia . . . . 400 

- endometritis . . 700 

- - metrostaxis from . . 489 

- fiuies in congenital 

syphilis . . . . 498 

- gangrene see Gangrene) 

-- grunul.it vaginitis, metro- 
staxis from.. .. 489 

- heart, palpitation from 594 

- insomnia . . 404 

- phthisis, bronchitis simu- 

lated by . . 700 

- tremor . . 879, 880 

Senilism, infantilism with 237 
Senility, ataxv from . . 77 

- impotence liom . . 493 

- memory delects due to 25 

- pieiiutmc .,247 

- - aloj.eiia in . . . . 91 

Senna, t hr vsophauic acid 

m 903 

- colic lrom . . . . 148 

- junk urine alter . . 904 

- urine colour alter .. 90 4 

SENSATION, ABNOR- 
MALITIES OF . . 747 

- disturbed m peripheral 

neuritis . , . . 320 

- epigastric, as an aura. . 86 

- impaired in neuro- 

myositis . . , . 569 

- retarded . . . . 86 4 

- of size, abnormal . . 926 

- - - in delirium . . 926 

epilepsy . , . . 926 

* testicular, lost in 

syphilis . . . . 850 

- varieties of . . 748. 749 

Sense of cold see < (old Sense 

- distance . . 220 

FULLNESS .306 

- - (anil sec Eul Incss, 

Sense of 

- heat (see ileal Sens 

- impending death . . 52 

- pain (see I’.un Sensei 

- position impaired from 

cerebral causes . . 76 

- - - in tabes dorsalis 

75, 545 

- space 220 

- temperature lost in 

syringomyelia . . 420 

- unreality as an aura . . 86 

Sensibility, deep.. .. 749 

- epicritic . . 749 

- protopathlc . . 749 

Sensory aphasia . . 770, 772 

- areas of back of head 

</ m. 444) 550 

face, neck, and head 

(Figs. 442, 443,445 550 
radicular ( J ig. 5X4 751 

- changes from cerebellar 


lesions - . . . . 76 

- - subjective, in dis- 

seminated sclerosis 883 

- disturbances in para- 

plegia . . . . 627 

- impulses, basal ganglia 

and 73 

- - Burdach’s columns and 73 

cerebrum und . . 73 

crossing in medulla 73 

cuncate nuclei and. . 73 

fillet and . , . . 73 

Goll’s columns and 73 

gracile nuclei and . . 73 

loss of, ataxy from . . 74 

Romberg’s sign from 74 

- paths of . . 73 


in cord (Fig. 581) 750 

posterior columns und 73 
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SHIFTY EYES 


Sensory, could. Septicaemia, contd. 

localization in spinal - from finger-prick at 

cord . . {Fig. 485) 631 operation . . . . 704 

- nerves of scalp (7-7#. 656) B65 - gnat-bite .. .. 704 

- - skin distribution of - luemoglnbinuria in . . 358 

(/•Ytf. 580) 748 ! - harmolytic jaundice in 419 
path in cerebrum . . 76 i - hyperpyrexia in . . 390 

- - spinal cord . . 22, 750 - from infected nasal 

Separated epiphysis in j sinuses . . . . 785 

congenital syphilis . . 433 ' - infective endocarditis 

- - of lemur, limping simulated by . . 785 j 

from . . . . 457 i - inlluen/a simulating . . 692 

Sepsis, acute, Icucocytosis i - influenzo-pncumococcal 419 
in . . . . . . 454 - iullueir/o-streptococcal 419 

- symptomatic leuk- | - from injury . . . . 739 

icmia alter .. 454 - jaundice In .. 419 

of antrum oi Highmore, ; - leptothrix .. 692 

foul breath from .. 113 j temperature chart nl 

-- chronic, antemla from 47 I'l?. 55J) 693 

- - n.A.H. from 246, 859 - in lobar pneumonia .. 739 

debility from . . 246 - Malta lever . . . . 739 

tiyspincu lrom . . 246 - due to Micrococcus 

lardaccous’disense frorn47 tetragenus 55<)' 092 

- various kinds of 47 ■ mosquito-bitc . . 704 

dental see Dental Sepsis/ - pneumococcal .. 525 

- of ethmoidal sinus see - - meningitis in .. 732 

Sinus, la bmojJal - due to pneumococcal 

- frontal Mints sec Sinus, atthriiis .. .. 424 

frontal portcr-i olourcd urine 

■ gangrene trorn .. 7 17 in .. .. 419 

mfluen/a simulated bv 713 - Jr, an post-mortem 

intestinal sic Intestinal wound . . 704 

Toxamia - purputa tn 076, 678, 7 39 

- in lungs, foul breath - from pylephlebitis .. 785 

irom ..112 - pyorrlur.t alveolaris .. 785 

mouth, foul breath from 1 12 - pvoMiIpinx .. .. 785 

- noises m head from .. 504 - pyrexia m 678, 688, 7 39 

m nose * ce Nose - rigors in 678, 7 37, 7 39, 740 

oral sec De ntal Sepsis ; - septic radi in . . . . 7 39 

and Oral Sepsis. - spleen enlarged in 778,785 

■ puerperal, foul bieath in 112 - from staphvloeocei 419, 667 

- pelvic absciss due to 84 3 - streptococci .. 419, 687 

•- retrobulbar neuritis lrom547 - sweating in .. 423 

- of sphenoidal sinus see - from teeth . . . . 7 39 

Sinus, Sphere -ida! - tetragenous . . 692 

- tonsillar, pyrexia from 715 - from tonsils .. 739, 785 

- vertigo due to ..911 ~ trismus m .. .. 885 

- vertigo from .. .. 504 - typhoid fe\ er simulated 

Septic aiuenua, delirium by . . . . 689 

in . . . . . . 212 - - state in . . . . 739 

arthritis, account of . . 424 from uterine infection 785 

- ■ utnil see Arthritis, - whitlow . . 785 


Rheumatoid / 


Septico -pyaemia 

739 

gums, loul breath from 

112 

- dcliiium in 

211 

- processes, acute endo- 


- Icucocytosis in 

453 

carditis m . . 

157 

- rigor in 

737 

- rash in pyaunia 

7 19 

Septum, intcrauriculur. 


- stalls, hu'inatetnesis in 

- - hsemorrhagic erosions 

140 

patent, no bruit with. . 
- nasal, deflected, snoring 

121 


in . . 340 1 due to . . . . 757 


- stomatitis, ptvaiism from 661 - - dislocated, anosmia 

tonsils sec Tonsils' due to .. .. 756 

- ulceration of rectum, - -- spur on, anosmia 

blood per anum from 97 due to . . . . 756 , 

- umbilical cord, blood - - ulcer on, epistaxis i 

per anum from . . 101 from . . . . 274 

Soptiucmia from abscess 740 - ventriculorum, patent 

- account of .. 785 (see Patent) i 

acholuric jaundice in . . 419 Sero*dermatO-myositfs .. 702 

- from acne . . 785 Sero-mucoso-neuro-der- 

- acute osteomyelitis . , 425 mato-myositis . 702 I 

- amernia in . . . . 739 Serositis, multiple 62, 138 j 

- in anthrax .. . . 3 38 - - hydrocele in .. 588 

■ blood per anum in . . 96 J Serous cyst of kidney, j 

- - cultures in 678, 687, hydronephrosis simu- 

715,739, 786' la'ted by .. . . 450 i 

- cacogcustia in. . .. 860 - effusion (see Fflusion) i 

causes of . . 785 - meningitis . . 734 

- alter childbirth 704, 785 . Serpiginous ulcers in 

- from cholangitis . . 785 syphilis 500, 892, 895 

- chronic, abdominal pain j - ~ yaws . . . . 501 

in . . , . 706 ! Scrratus muscles (see 

- ~ pancreatitis in . . 706 j under Muscle.) 

- - pericarditis in . . 706 j Scrum albumin, prccipi- 

- - perisplenitis in . . 706 j tated by alcohol . . 20 

- - peritonitis in . . 706 < trichloracetic acid 20 

- - phlebitis in . . 706 - anorexia from . . 677 

- - pleurisy in . . . . 706 - antimeningococcal, in 

- - purpura in.. .. 706 meningitis .. 701, 733 

pyrexia in . . .. 706 - disease , account of .. 277 

- - pyuria in . . 706 ; symptoms of . . 677 

- streptococcal 704, 705 - in dysentery . . 99, 100 ; 

- - transient bruit in . . 706 - p'lexncr’s . . . . 98 

- from cut . . . . 739 - globulin precipitated 

- debility in . . . . 739 by alcohol . . . . 20 

- delirium in .. .. 211 ! trichloracetic acid 20 

- discussion on . . .. 739 - injections, delirium from2 12 

- dryness of mouth in . . 860 dyspnoea from . . 246 

- from empyema . . 785 erythema from . . 275 

- in enteric fever .. 739 - - giant urticaria after 851 


Serum injections , contd. Sex incidence , contd. 

hemoglobinuria after 357 of flushing . . . . 303 

ilching after . . 659 Friedreich’s disease 176 

joint pains from . . 677 functional aphonia 606 

lassitude due to . . 677 gall-bladder disease 554 

oedema due to ..511 - - gall-stones .. 396, 538 

- - pains iri muscles from 677 gastralgia .. .. 537 

- - parental, in cure of - - gastric ulcer 48, 339 

mclaena neonatorum 481 gastroptosis . . .. 48 

- - purpura Irom 676, 677 - - glaucoma . . . . 288 

- - pyrexia from . . 677 ) -- - Glcnard’s disease . . 48 

- - rash on eighth day 935 - - gout. . . . . . 428 

- -• - wheals in . . 935 - - Graves’ disease . . 876 

- - rigor after .. .. 737 haemophilia.. 44, 679 

- - tongue swollen after - - Hanot’s cirrhosis .. 466 

851, 852 hepatic abscess .. 464 

- - wheals due to . . 935 - - hysteria 58, 171, 396, 

- reaction, Hordct-Gcngou, 570, 741, 799 

in whooping-cough 250 - — inguinal hernia . . 832 

- - in diagnosing ulccra- - - intermittent hydrarth- 

live colitis .. 217 rosis .. .. 433 

- - dysentcry99, 100, 687, 709 - - lupus erythematosus 865 

- to Gacrtner’s bacillus 677 - - myopathy . . . . 624 

- - witli hydatid disease 66, - - myxurdema . . .. 50 

280, 315, 366, 470, 807 i* - neurasthenia . . 571 

- - in Malta liver 571, - - osico-arthrilis .. 431 

687, 691, 715, 785 - - Paget’s disease of skin 887 

- - for Micrococcus me- - - paroxysmal liacmo- 

litensis . . . . 785 globinuria . . 358 

i;t paratyphoid lever 785 - - - tachycardia . . 857 

- - paroxysmal htemo- - - poliosis rheumatica 680 

globsjiutia .. 358 -■ - phantom tumour .. 61 

- - pu 'maim 1 poisoning 677 - — physiological albumin- 

- - for Shiga's bacilli . . 100 uria . . .. 18 

- - in typhoid fever .. 784 - - porphyrinuria .. 904 

- - Wasscrmann’s see ! - - pseudo-angina .. 533 

Wasscrmann ; j - - ptvalorrhuea .. 662 

- - (and see Agghuina- ! - - pyelitis . . . . 554 

lion ; and Widal > , Raynaud’s disease . . 542 

- reactions, account of . . 276 renal calculus . . 55 

- Shiga’s . . . . 98 rheumatoid arthritis 

- treatment of dysentery 68 426, 430 

- urticaria alter. . 659, 677 Riedel’s lobe of liver 461 

Servant gills, airopartes- - - sarcoma of breast .. 840 

thesia in . . . . 545 - - sense of fullness . . 306 

- - chlorosis in.. .. 49 - - sick headache .. 640 

Seventh ceivicul segment - - spomh litis deformans 869 

i see Spinal Segments, - - sterility .. .. 793 

Cervical / - - trance .. ..158 

- .ramal nerve sec Nerve, - - typhoid spine .. 870 

Cranial. Seventh 1 , - - umbilical hernia .. 593 

- dorsal nerve i si „ Nerve, - - undue pulsation of 

Dorsal, Seventh/ , abdominal aorta 662 

- - segment, sensory area 1 - - urethral calculus . . 356 

for . . Hug. 5S4) 751 - - vesical calculus . . 355 

- — - temporal region - - visceroptosis 48, 462 

connected with 867 Sexual atcliosis . . 235, 237 

Sewer gas, coma from .. 154 j - backwardness in ateliosis 236 

tainting due to . . 297 - desire, pain in testis 

Sewers, sore throat from 761 ! from .. .. 589 

Sew ing-machine work, !- development, premature 324 

menorrhagia from . . 482 , - disorders, imaginary. 

Sex incidence of abdominal j in neurasthenia .. 571 

aneurysm 813;— excess, metrorrhagia 

- - - neuralgia.. .. 525 from .. 487, 488 

- - acropara*sthcsia . . 545 ; — excitement, Bartholin’s 

- - acute yellow atrophy j glands and . . .. 231 

345, 416 i - - pain in testis from 589 

adiposis dolorosa . . 530 , - - priapism from . . 657 

aneurysm 241, 535, I - feeling, absence of, 

606, 629, 869 j sterility due to 793, 794 

- - angina pectoris . . 533 ! - over-indulgence, out of 

- - anorexia nervosa 58, 934 J condition from . . 113 

-- - aortic disease . . 261 - - shortness of breath 

- - appendicitis .. 554 j from .. ..113 

- - blue- bruin cases . . 205 - powers lost after head 

carcinoma of breast 839 I injury . . . . 86 

stomach . . . . 397 j - precocity with supra- 

- - - thyroid glund . . 876 : renal tumour . . 814 

- - cervical rib symptoms 544 I Shade, pupil dilated in . . 618 

- - chancre of longue . . 897 ! Shallots, cacogcustia due 

- - chlorosis . . 48, 346 j to . . . . . . 860 

- - chorea . . . . 170 Shame, blushing from . . 303 

- - chyluria . . . . 140 Sheep, Distoma hcpaticum 

- - cirrhosis of liver . . 465 in . . . . . . 410 

- - congenital dislocation Shelf, rectal .. .. 729 

of hip . . 195 Shell in trachea, cyanosis 

- - - obliteration of bile- from . . . . . . 197 

ducts .. .. 411 - urethra .. .. 575 

- - Dercum’s disease . . 530 Shellac workers, arsenic 

diabetes .. .. 334 used by .. .. 917 

diverticulitis . . 556 dermatitis in . . 917 

- - duodenal ulcer 342, 554 Shell-fish, general (Edema 

- - epithelioma of bladder722 from .. .. 514, 516 

tongue . . . . 896 - poisoning, urticaria from 

erythema nodosum 502 127, 935 

- - crythnunelalgia . . 542 Shell-shock, nightmares 

facal tumour in colon 777 from . . . . . . 499 

- - fainting . . . . 299 - true . . . . . . 77 

femoral hernia 825, 832 Shifty eyes of drug-taker 289 
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Shiga, antidysentery Shortness of breath , contd, 

serum of .. 98,212 from duodenal ulcer 113 

- bacillus of (see Bacillus) - - emphysema 111, 114 

Shin pains in trench fever in exophthalmic goitre 1 14 

710, 786 extrasystoles and 

Shins, erythema nodosum (F/>. 557.) 669 

affecting .. .. 817 in extreme youth .. 113 I 

- nodes on .. .. 817 from fatty heart 17,70, 1 15 j 

Shingles (see Herpes Zoster) fibroid heart 17, 115 

Ships, beri-beri on 83, 516 functional .. ..114 

- cholera on .. .. 709 from gas fumes .. 113 

- plague on . . . . 709 gastrectusis . . . . 113 

- scurvy on .. 51,93 gastric ulcer .. 113 

Shipwreck, delirium from 211 having been ill . . 113 

Shivering in er> thema heroin .. ..113 

scarlatiniformc . 281 high blood-pressure 106 

- fits (see Rigors) - - indigestion . . . . 113 

- from gall-stone . . 538 - - infective endocarditis 

- mastitis .. .. 837 9, 11 3 

- in paroxysmal htemo- intestinal toxrtmia. . 113 

globinuria . . . . 353 j lateral curvature of 

Shock, anorexia nervosa | spine . . ..114 

from . . . . . . 58 1 — - leaking aneurysm . . 814 

- athetosis from .. 169 , from mcdiastinitis. . 535 

- baldness after severe.. 91 j - - metlucmoglobimvmia 113 

- bradypnira from 110, 111 i morphia .. ..113 

- due to choleraic diar- - - myocardial affections 

rhoca . . . . 110 ! 17, 111, 11 3, 114, 115 

- coma trom . . . . 154 : — — new growth of bron 

- commotional .. .. 77 ! chus .. ..114 

- constipation from .. 161 - lung .. .. 114 

- D.A.H. trom . . 597, 859 - mediastinum . . 114 

- diabetes after . . . . 334 j - - obesity . . 113, 114 

- - insipidus from .. 655 1 - - in old ace .. Ill, 113 

- diastolic, from adherent - - from being out ot 

pericardium . . 265 ; condition . . 113 


| Shoulder , contd . ! St\nnoidoscof*e in diagnos., contd. 

i - tenderness of (see Ten- i — — polypus ot rectum 874 
derness) - - ulceration ol rectum 727 

- (and see Joint, Shoulder) ulcerative colitis 99, 

Shoulder-shrugging tic. . 17 3 100, 217 

Shoulders, ucnc affecting 600 - diarrh.ca cases . . 215 

- asymmetry of, scoliosis | — dysentery and 100, 216 

from * .. .. 191 i -- in malignant peritonitis 66 

- high, in emphysema.. 208 ; - tenesmus .. .. 873 

- linea* nlbicantes on . . 459 : - tuberculous ulcer of 

- multiple benign sarcoid ] rectum and.. .. 101 

simulating .. ..502 Sigmoidoscopy, blood per 

- pads on, in cretin . . 290 anum alter . . . . 96 

- pain between (sec bain, SIGN, BABINSKI’S .. 87 

interscapular' ; i and see IM.mtuv Reflex, 

- in pseudo-hypertrophic hxtensor' 

muscular paralysis - Braun’s, of prunnancy 489 

l/’j.e- 47$ 625 - Ilroadbent’s \see Broad- 

- sepsis on. cervical glands bent’s Sign; 

inflamed from ..76) - Chvostek’s. In tetany 3, 190 

- small-pox affecting .. 920 - Dalrymple's, in tiruves’ 

- square, m emphysema 208 di,ca>e . . . . 877 

- syphiloderm affecting 601 - ErlTs, In tetany 3, 190 

- varicella affecting .. 919 - Hetinr’s, of pregnancy 489 

Shouting in delirium tre- - Kernig s (sec Kermg s 


mens 

214 

Sign 


— hoarseness from . . 

387 

- Magnan's, in cocaine 


ShrapnclTs membrane. 


halm 

755 

perforation in . . 

522 

- MocbiuVs, in exoph- 


Shreds in stools ,ee Stool' 


thalmic goitre 267, 

283 

Shrugging tic 

173 

- Romberg's -me Rom- 


Shuffling gait in lateral 


berg's Sign 


sclerosis 

314 

- Stellwag’s, In Graves’ 


- - paralysis agiian-, 609, 

881 

disease 267, 2813, 

877 

Shyness, blushing from. . 

303 

- Trousseau's, In tetany 3, 
von Grade's, In Graves’ 

189 

Siam, ankylostomiasis in 

KM 



- due to duodenal ulcer 1 - - overeating . . . . 113 

bleeding .. .. 110 ; petrol fumes .. 113 

- dyspepsia from .. 400 ; phthisis .. 113, 114 

- emotional .. ,. 77 1 — — plcutal effusion .. 114 

- fainting due to . . 296 plumbism . . ..113 

- due to hau'nutemesis . . 110—— polvcythanma .. 113 

- haemoptysis ... .. 110 poverty .. ..113 

- haemorrhage in Typhoid - - pulmonary conditions 1 14 

fever .. ..110 - - in rheumatoid ar- 

- hypothermia from .. 3)2 thiiti-. ..114 

- due to injury .. 110, 392 from rickets .. 114 

- With Intestinal obstruc- sedentary lile .. 113 

tion . . . . 168 septic tonsils . . 113 

- from inversion of uterus 658 sexual over-indul- 

- jaundice from . . 422 gence . . ..113 

- due to loss of fluid . . 110 in splenomegaly 

- nerve disordor from . . 77 polycythemia . . 780 

- due to onset of acute - - from spondylitis de- 

illness .. . . 110 ! formans .. ..114 

- operation . . 110, 392 — — subphrcnic abscess 807 

- paroxysmal tachycardia - - sulphannoglobin- 

from .. .. 857 ! senna .. ..113 

- protein, delirium in .. 212 tobacco .. 113, 114 

various things causing 212 j trench fever . . 113 

- ptyalorrhrea from .. 662 j underfeeding .. 113 

- from renal operation.. 57 - - valvular disease of 

- ruptured ectopic gesta- 1 heart ..113 

lion.. .. ..110 - - vitiated atmosphere 113 

- severe blood loss .. 110 1 land see Dyspnoea- 

- vomiting due To . . 929 ; Shoulder, choreiform eon- 


SibiUmt thonchi with disease 267,283,877 

bronchitis . . . . 208 Silica in imestinui sand 742 

Sicily, kala a/.ar in . . 780 Silicate workers, derina- 

Sick headache, account of 640 this in . . 917 

- - gastric functions m Silicosis . . . . . . 363 

abeyance during. . 640 Silk winders, cellulitis in 917 

- - glaucoma simulating 288 - - vcsieo-pustular crup- 

- - hereditary . . . . 610 ti.»n in . . 917 

- - hyperacu' i:. with . . 3 H‘> Silken crepitus . . . . 190 

- - migraine related to 640 Silver iodide m j-yelo- 

- - photophobia in 639, 640 graphy.. .. 445 

- - recurrent . . . . 372 - nitrate, argyria Horn . . 295 

- - rigor in . . . . 737 - - in cystoseops 350, 722 

- - sex incidence of . . t>40 - - pigmentation ol skin 

- - vomiting m . . 640 from . . . . 295 

Sickle-shaped red cor- - - as styptic . . . . 722 

pusclcs . . . . 51 - - test ioi nlc.tpton . . 905 

Sickness (see Vomiting) - - in treating tabes dor- 

Siderosis in knife-grinders 16 3 sails .. 295 

Sight affected in high - platers, cdhiliti - in .. 917 

blood-pressure . . 106 - - dermaiiiis in . . 917 

- impaired in albumin- - - mercury used by . . 917 

uric cases .. . . 3 35 — - potassium cyanide 

diabetes . . . . 335 used by . . . . 917 

lrom lend . . 45 Simplocarpus fetidus, 

- - neuro-retinitis .. 3 35 dermatitis due to .. 916 

- - optic atrophy .. 3 35 Sin, unpardonable, in 

- -- - neuritis . . . . 3 35 ' melancholia . . . . 503 

- loss of, from retrobulbar Sinapis alba, dermatitis 

neuritis . . . . 546 due to . . 916 


dii'- to wounds .. 110 | tractions ol .. .. 170 

sight f sce Myopia) - drawn down from fibroid 

0RTNESS OF BREATH 113 lung . 269 

lrom ucctaniiidc .. 113 j — fall on, lirb’s palsy after 618 

adherent pericardium 113 I — fourth cervical nerve 

- - aeroplane work .. 113 j supplying .. .. 864 

- - alcohol . . . . 113 | — lice affecting . . . . 659 

- - alcoholic heart . . 17 I - lowered, with fibroid 

altitude .. .. 113 j lung .. 210 

- - anaemia . . ..11)1- Madura disease of . . 89 3 

- - aneurysm .. 1 1 4 I — muscles affected in 

- - ankylostomiasis .. 635 I Henoch’s chorea .. 171 

- - in arteriosclerosis.. 1 4 J — — atrophy of, from polio- 

- - from asthma .. 114 j myciitis U’t\\8Q> 78 

- - atlieroma of coronary j — — — in syringomyelia 320 

artery . . . . 113; — — spasm of, in hysteria 179 

- - bronchitis .. Ill, 114 - - wasted in phthisis . . 79 

carcinoma of lung. .114 - myopathy affecting 620, 625 

pharynx .. ..113 - occupation neurosis of ,581 

cardiac conditions.. 113 - PAIN IN .. 579 

- - after chest injury ..114 - - (and see Pain in 

- - from cholecystitis .. 113 Shoulder) 

chronic nephritis .. 14 - paralysis of, from polio- 

toxaemia .. ..113 myelitis .. ..623 

climbing at heights 113 - poliomyelitis affecting 620 

- - cocaine .. ..113 - rheumatic nodules over 

coli bacilluria ..113 {b'ig. 226) 282 

- - in convalescence ..113 - rheumatism of (see Rheu- 

- - from coronary artery matism) 

disease .. 114, 115 - sore on, axillary glands 

- - cough and . . . . 188 enlarged from . . 475 

from D.A.II.113, 115, 597 - Sprengcl’s scoliosis froml91 

- - dental sepsis . . 113 - tender spot on, from 

drug habits .. 113 subacromial bursitis 582 


- repulsive, vomiting from 929 Singers, voice aff ection in, 

- (and see Blindness ; and j from myxirdema . . 50 

Vision- jSinginginearsinurterio- 

Sigrnoid colon : see Colon, j sclerosis .. .. 14 

Sigmoid) j - — chronic nephritis . . 14 

- sinus thrombosis (see 1 - head in the insane . . 503 

'Thrombosis. j Singultus (see Hiccough) 

Sigmoidoscope, amirbic [ Siim-auricular block, 

dysentery and . . 100 ' dropped beats from . . 665 

- bacillary dysentery and heart-block simulated 

99, 100 I by . . . . 668 

- in bearing-down pain ' - — polygram of t l't%. 524) 665 

cases .. .. 529 ! - - syncopal attacks from 671 

- carcinoma of sigmoid j - node, heart stimuli 

seen with . . 98 j arising at . . . . 664 

- in cases of blood per variations In stimulus 

anum 97 production at . . 664 

borborygmi.. .. 107 Sinus from abscess of 

- constipation . . . . 166 testis . . . . 768 

- diagnosing adenoma of - actinomycotic.. 698, 892 

rectum . . . . 874 - arrhythmia (see Ar- 

blood per anum .. 97 rhythmia: 

- - carcinoma of colon - in breast from tuber- 

104, 163, 217, 557, culous disease . . 838 

827, 872 - cavernous, arterio- 

- - - rccium . . 163, 166 venous aneurysm iff 847 

- catarrh of bowel . . 217 - - carotid opening into 285 

- colitis 104, 700, 872 - - thrombosis (see Throm- 

- dysentery .. .. 99 bosis) 

intestinal obstruction - cerebral, thrombosis of, 

303, 396 vomiting due to . , 929 

- nature of constipation 159 - cervical, due to actino- 

- periproctnl absCess. . 874 mycosis ..834 

- polypus of colon .. 98 - due to empyenu .. 10 
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SLEEPING SICKNESS 


Sinus, contd. 

- ethmoidal, dilatation of, 

eye displaced by . . 285 

- - empyema of (see Em- 

pyema) 

- - infected, anaemia from 47 


- - - cacogcustin due to 860 
~ - - foul breath irom 113 

- - - haemoptysis simu- 

lated by . . 359 

- - - headache from . . 370 

- - - pain in eye from 547 

- - - pus from nose due 

to . . . . 225 

~ - - retrobulbar neuritis 

from . . . . 924 

- -- -• suppurative menin- 

gitis from . . 732 

- frontal, catarrh in. fron- 

tal headache front . . 369 
dilatation of, eye dia- 
placed by ' . . 285 

- - disease of, cerebral 

abscess from 184, 613 

- - fronto nasal pain 

from . . . . 550 

- - distention of, pain 

over t vebrow from 2H5 

- - tenderness over 

eyebrow from 285 

- - empyema of see Em- 

p verna 1 

- - enlargement with age 254 


- - infected, antenna from 47 

- cacogcustta elite to Hot) 

- - foul breath lroin . . 113 

- - lurinoptvus simu- 

lated by . . 359 

- - - headache from . . 370 

- - pus lrom no.c due 

to . . 225 

~ - - suppurative menin- 
gitis from . . 732 

- - ivory exostosis of . . 820 

-- - new growth in. head- 
ache irom . . 370 

- infected, a rue mi a from 47 

- lateral, thrombosis of 

(see I 1 irombosis ; 

- mastoid, new grove rh in, 

headache in»m . . 370 

- - suppuration in, head- 

ache from . . 370 

- in meatus lroin mastoid- 

itis 522 

- mycetoma .. ..893 

- in neck, epithrliomatous 

I N'l 429 

- perineal, from prostate 766 

- periosteal . . 817 

- scrotal, irom testicular 

abscess , . . . 7b8 

-- - tubercle . . . . 850 

- - tuberculous epididv- 

ini.s .. 851 

- - - testis 5H5, 768, 849 

- sigmoid, thrombosis ol 

(see Thrombosis* 

- sphenoidal, dilatation 

of, eye displaced by 285 

- - distention of, optic 

atrophy fioin . . 285 

- - - - neuritis from . . 285 

- - empyema of (see Em- 

pyema; 

- - infected, ana’inia from 47 

- - - cacogeustia due to 860 

- foul breath from . . 113 

- ~ — haemoptysis simu- j 

luted by . . 359 ! 
„ - - headache from . . 370 I 

- - - pus from nose due i 

to . . . . 225 j 

- - - retrobulbar neuritis ! 

from . . . . 924 j 

suppurative menin- i 

gitis from . . 732 j 

- spinal, due to actino- ; 

mycosis . , . . 629 

- superior longitudinal, 

thrombosis of (sec 
Thrombosis) 

- thrombosis (see Throm- 

bosis, Sinus) 

- vaginal . . . . 23 

Sinuses, nasal, empyema 

of 694 

Sinusitis, cavernous sinus 
thrombosis from . , 284 

- ethmoid, pain in eye in 547 


j Sinusitis, contd. } 

I - exophthalmos from . . 285 

j - frontal, pain in eye in 547 j 

- nasal, blindness due to 925 j 

! - - D.A.H. from , , 597 

j - - fibrosilis from . . 571 

j - - foul breath from . . 112 

| otorrluca due to . . 522 

j pyrexia due to . . 713 

j - ~ septioeniia from . . 785 ! 

: - polypi from . . , , 285 

| - snoring due to . . 757 

j - sphenoidal, occipital 

| pain from . . 528, 550 

i pain in eye in . . 547 

- suppurative meningitis 

i from .. ..7 32 

- taste abnormality from 861 
Sisymbrium officinale, 

dermatitis due to .. 916 
‘ 606 cede in a after . . 514 : 
Sixth cervical segment, 
sensory nica for 

lEic. 5H4) 751 

- dorsal segment, sensory 

area for ( T;>. 5S4) 751 

- nerve paralysis Irom lead 45 
Size, abnormal sensations 

of 926 

Skene’s tubes, gonococcus 
in . . . . 2 31 

Skiagrams :s t v Illustra- 
tions — Skiagrams 
Skiagraphy mv X Kay-. 

Skin, abscess in, due to 
dissection wound . . 501 

- ac tinomycosis of . . 892 

- ullections from acute 

rheumatism .. 136 

- atrophv of \ mv Atrophy; 

- bacteriological investi- 

gation of 83 

- billiard-ball smooth, in 

alopecia areata .. 311 

- brown staining of, after 

eczema . . . . 745 

- - - psoriasis . . . . 745 

-- cab -nu-lait, in con- 
genital syphilis . . 498 

- carcinoma of . . . . 886 

- changes from X rays 276 

- coarse in crcim . . 290 

- - myxtedema. . .. 290 

- cold and clammy, after 

abdominal lmury .. 7 35 

- cracks in, m pellagra 279 

- curers, mercunalism in 44 

- desquamation of (sec 

I >c*qudin.itinn > 

- diseases, arsenic for . . 103 

- eosinophilla and . . 127 

- discoloration of, from 

snake bite . . . . 422 

- dry in cretin . . . . 290 

- - diabetes . . , . 3o4 

- - and harsh in cirrhosis 

of liver . . . . 466 

- - - pyelitis . . . . 718 

- - in invxiedema 290. 656 

- - pneumonia . . 789 

- - and shrivelled in e r - 

cinoma of liver . . 468 

- epithelioma of (sec Epi- 

thelioma; 

- favus of (/•»'. 202) 309 

- fissures in, in pellagra 279 

- ‘ llowei s * on, Irom 

ankylostomiasis .. 6 35 

- flushed in pneumonia 789 

- FUNGOUS AFFECTIONS 

OF 309 

- gangrene of, leucocyto- 

sis slight in . . . . 453 ; 

- glossy in syringomyelia 142 , 

- gumma of . . 315; 

- haunorrhage into (sec 

Purpura) 

- hot dry, in pneumonia 419 i 

- hypertrophy in syringo- 

myelia . . . . 320 

- inelastic, emphysema 

and . . . . . . 199 j 

- irritation of, in cheiro- 

pompholyx . . 124 : 

dermatitis herpeti- 
formis . . . . 126 | 

herpes gestationis . . 124 j 

- - (and sec Itching) 

- in Jaundice . . 405 j 

- lustreless in diabetes. . 334 


Skin , contd. 

- melanotic carcinoma of 886 
sarcoma from 477, 886 

- moist, in Graves* discusc292 

- mosaic, in prurigo . . 601 

- mycosis lungoides of. . 886 

- myxoma of . . 889 

- nailhead, in ichthyosis 

hystrix . . . . 599 

- necrosis of, in leprosy 82 
due to phenol . . 918 

- nodules in ''see Modules) 

- nutmeg-grater, in pru- 

rigo . . . . 601 

- Paget’s disease of 886, 887 
-- pain in, in erythema 

bullosum . . . . 126 

- part hment-like, in 

selcrodcrmia . . 8S6 

- peeling of, suggesting 

scarlet lever . . 12 

- pigmentary narvo- 

sarcomatosis of . . 454 

- PIGMENTATION OF. . 642 

- - ' and sec Pigmentation 

of Skin' 

- plucked fowl, in pityri- 

asis rubra pilaus . , 600 

- primrose yellow, in per- 

nicious anemia 83, 933 

- puckering of, over carci- 

noma oi breast . . 8 39 

- pungent, in pneumonia 789 

- rashes in cerebrospinal 

meningitis . . . . 278 

- - encephalitis lethar- 

gies . . 278 

- - (and see Eryilv.mu ; 

Kash ; \ esicles, etc. i 

- reddening of, over ab- 

scess . . 825. 844 

mastitis . . . . 8 38 

- - in mvcosis fungoides 888 

- - due to periostitis 817, 862 

- - over tuberculous bone 819 

- - and sec Erythema; 

- ringworm affecting . . 309 

- rugose, in prurigo . . 601 

- .sallow, in inyx<rdema 290 

- --• pigmented, in tertiary 

svphiiis 1 .E/,e. 9j, 91 

- sarcoma . * fst,. Sarcoma 

- sensory nerve distribu- 

tion in bi \ 5 SO 743 

- sepsis, general enlarge- 

ment of lymph glands 


in . . . . 471 

- shiny, over ascites . . 59 

- sodium hypobromite 

etfeiAescciice on . . 803 

- sore on, glands inflamed 

from . . . . 562 

- sores in jaundice . . 405 

- staining of, due to 

chrysarobin . . .. 917 

- - iodine . . . . 918 

- - in syphilis . . . . 919 

- still' in selcrodcrmia . . 645 

- test, von Pirquet’s, in 

tuberculosis 563, 819 

- thickened in myxevdenia 50 

pellagra . . . . 279 

- - selcrodcrmia . . 645 

- trophic changes in, in 

syringomyelia . . 619 

- - - tic douloureux . . 548 

- TUMOURS . . 886 

- ulceration of (sec Ulcer- 

ation/ 

- urea crystals on . . 803 

- white patches in, in 

leprosy . . . . 645 

Leucodcrmia . . 645 

- - - syphilis . . . . 645 

- wrinkled in myxirdenia 

l Ei*. 1*2) 507 

- xeroderma pigmento- 

sum of . , . . 886 

- yellow, in cretin . . 290 

from picric acid . . 645 

plaques in . . . . 889 

from T.N.T. . . 645 


- - (and sec Jaundice) 

Skins, mercury in curing 

84, 882 

- rabbit, peripheral neur- 

itis front . . . . 84 

- in stools . . . . 495 

SK0DAIC RESONANCE 755 

- - from big heart . . 755 


Skodaic resonance , contd. 

from carcinoma of 

liver .. ..755 

enlarged spleen . . 755 

gumma of liver . . 755 

hepatic abscess . . 755 

hydatid cyst of liver 755 

in leukaemia . . 755 

- - from mediastinal new 

growth . . . . 755 

new growth of lung 755 

- - pericardial effusion 755 
pleural effusion 209, 755 

- - with pneumonia . . 755 

- - from subdiaphrag- 

matic abscess . . 755 

Skull, big, in rickets . . 232 

- bones enlarged in acro- 

megaly . . , . 656 

- broad in anosteoplasia 233 

- changes In leontiasis 

ossea . . 255 

- crackling of bones of. . 188 

- enlarged in leontiasis 

ossea . . 820, 837 


- f racture of (sec Fracture > 

- hot-cross-bun, in congen- 


ital syphilis 256, 819, 866 
--rickets .. 232,256 

- ivory exostosis of . . 820 

- natifurm . . . . 819 

- operation on, glycosuria 

from , . . . 330 

- osteoma of (see Oste- 

oma of Cranium; 

- peiiostnts oi . . . . 866 

- rarefaciion of, from 

cruniotabes . . . . 190 

- - crepitus from . . 190 

- - from hvdroccphalus 190 

- - m rickets . . . , 190 

- - from syphilis . . 190 

-- round, in anusteoplasia 233 

- skiagram of, in leontiasis 

ossea . h'n\ 215. 255 

- square in rickets .. 2 32 

- sutures stretched in 

hydrocephalus . . 256 

- syphilitic node on 819 

- tenderness of, with 

ct.ic.bral lesions . . 371 

- - in rickets . . . . 182 

- tumour of, headache 

from .. .. 370 

- - secondary to breast 866 

- - - prostate . . . . 866 

- - - sarcoma of supra- 

renal . , . . 866 

- - - testis . . . . 866 

thyroid gland 866, 876 

- - tenderness of scalp 

from . . 865, 866 

- X-rays of, in diagnosing 

dyspimiiarism . . 509 

- and see Head) 

Skunk cabbage, dermatitis 

due to . . . . 916 

Skutsch’s pelvimeter . . 251 
Slapping first sound with 
mitral stenosis 2, 268 

Slaicy stools alter bismuth 481 
Slaughterers, post-mortem 
warts in . . . . 301 

Sleep, Babinski’s sign in 88 

- death during (see Death) 

- disturbed in rickets . . 182 

- hours required 401, 402 

- lack of. diabetes from 331 

- - tainting due to . . 296 

- periodic breathing in. . 139 


- restlessness in, in rickets 866 

- sweats in infantile scurvy 128 

- - (and see Night Sweats) 

- tremor ceasing during 880 

Sleeping on back, pria- 
pism from . . . . 657 

- sickness . . . . 708 

- - coma in , . . . 153 

- - delirium in.. .. 211 

- - enlarged glands in. . 37 

- general account of . . 37 

- - lymphocytes in cere- 

brospinal fluid in 383 

- - spread by Glossina 

palpalis . . . . 37 

trypanosomes in cere- 
brospinal fluid in 
! 37, 384 

| - - from trypanosomiasis 
j 37, 153 



SLEEPING SICKNESS 


1U2 


SORE 


Sleeping sickne$s } could. 

in Uganda . . . . 37 

(and see Trypano- 
somiasis) 

Sleepiness (sec Drowsiness) 
Sleeplessness in dermatitis 
herpetiformis . . . . 126 

- from itching . . . . 658 

“ loss of weight due to 933 

- from periproctul abscess 874 

- (and see Insomnia) 

Sleepy sickness (sec Fn- 

ceplialitis Lcthargicn) 

Sleeve anaesthesia in hys- 
teria . . . . ..615 

Sling in brachiitis . . 583 

Slipping rib (see Rib; 

- through hands in pseudo- 

hypertrophic muscular 
paralysis . . 625 

Slobbering in dements . . 662 
Slough, washleather, in 
gumma . . . . 898 

Sloughing ..318 

- of cheek . . . . 95 

- after erysipelas . . 824 

- of fibroid . . . . 842 

- in typhoid fever . . 784 
Slow-combusiion stove, 

carbon monoxide pois- 
oning from .. ..155 

Slurring speech in l-'ried- 
rcich’s ataxy . . . . 145 

Small occipital nerve (see 
Nerve ) 

- sciatic nerve, distribu- 

tion of dig. 580 ' 748 

Small-pox, account of . . 684 

- acne simulated by 682, 686 

- albuminuria in . . 16 

- albumosuria in . . 2U 

- antimony rash simula- 

ting . . . . . . 917 

- arthritis from.. .. 425 

- backache in . . . . 345 

- bathing drawers area 

alfcctcd by . . 499, 678 

- black . . . . . . 345 

- bleeding gums in 345, 362 

- bromide eruption simu- 

lating . . . . 687 

- centrifugal distribution 

of . . (hg. 086) 920 

- chicken-pox distinguished 

from . . 919, 920 

simulating . . . . 685 , 

- coma in . . . . 153 

- confluent 684, {lug. 542) 685 

- copaiba rash simulating 687 

-- crusts in . . , . 743 

- delirium in ..211 

- discrete, illustrated 

{lug. 541) 685, 

{Fig. 686) 920 ; 

- eczema simulating . . 686 j 

- epigastric pain in . . 345 

- “nistaxis in . . 345, 362 

• pti'in in mouth in 762 ' 
:whcma in .. 276, 278 ' 

inultiforme sirnulating686 ; 
flexor surfaces affected in685 j 

- gangrene from . . 317 

- hcematemesis from . . 336 

- hasmaturia in.. 345, 348 

- haemoptysis in . . 362 , 

- haemorrhages in 345, 684 ! 

- haemorrhagic, haema- I 

temesis in . . . . 345 j 

- headache in . . . . 345 

- hoarseness in . . . . 387 ! 

- hydrocele from . . 588 | 

- impetigo simulating . . 686 

- iodide eruption simu- 

lating . . . . 687 

- itching in . . . . 743 

- leucocvtncis in . . 454 | 

rare in . . . . 453 j 

*■ loculation of vesicles in 684 i 

- malignant . . 345, 362 ! 

-- melaena in . . . . 345 i 

- menorrhagia after . . 482 ' 

- modified . . . . 684 I 

- mucous membranes 

affected by . . . . 684 I 

- oesophagus affected in 762 1 

- pain in eye in . . 547 

limbs in . . . . 570 

- papules in 678, 684, 762 

- parts affected by 685, 

{Fig. 686 ) 920 


] Small-pox , could. 

- pharynx affected in . . 762 

j - pits from . . 684, 74 3 

i - ptyalism from . . 661 

- purpura in 345, 67b, 678 
, - pustules in 678, 6S1, 

! 684, 743, 762, 913 

| - Ricketts on . . 686, 920 
; - rigors in . . 345, 737 

[ - roseola in . . . . 684 

| - scabs in . . 684, 743 

- scarlet fever simulated 

| by 684 

| - scars from . . ..743 

| - sore throat in. . 757, 762 

| - spleen enlarged in 778, 786 

- submucous haemorrhage 

| in . . . . 345 

I - symptomatic leukaemia 
! after . . . . 454 

, - syphilis simulating 683, 

686, b91 

| - thyroid gland enlarged 
, in . . . . 877 

- tongue swollen in 851, 852 

- ulceration of larynx in 244 

cyanosis from . . 167 

- - - harmoptvsis from 

Jbl, 367 

- umbilication in . . 743 

- vaccinia simulating 685, 920 

- vesicles in 678, 684, 762 

muhilocular in . . 919 

umbilicated in 913, 920 

- vomiting in . . . . 345 

Smart weed, dermatitis 

due to . . . . 916 

SMELL, ABNORMALITIES 
OF .756 

- centre in uncinate gyrus 756 

- defective, causes of . . 756 

- loathsome, fainting due 


to 

. . 296 

loss of power of 

. . 75fi 

lost in hysteria 

.. 754 

mousy, in iuvus 

.. 311 

offensive, vomiting 

due 

to 

. . 929 

subjective, due to < 

:m- 


pyerna of antrum of 
liighmorc . . . . 756 

- - as epileptic aura . . 756 

- - due tn hippocampal 

lesion . . . . 756 

- - in hysteria . . . . 756 

insanity . . . . 756 

- - due to meningeal 

thickening . . 756 

- - sinusitis . . . . 756 

tumour of brain . . 756 

Smile, fixed, from strych- 
nine .. .. ..521 

- - tetanus . . . . 521 

- nasal, in mvopathy 

f Fig. 246 ) 291 

- transverse, in mvopathv 

■ Fig. 244) 291 
Smoking fscc Tobacco) 

Smoky urine in acute ne- 
phritis . . . . 12 

- - general infections . . 90 

- - land see Hamiaturia) 
Snail-track ulcers of 

pharynx in syphilis 186, 760 

- - in syphilis . . . . 691 

Snake-bite, account of . . 422 

- delirium from.. .. 211 

- dyspnea from . . 246 

- erythema from . . 276 

- gangrene from .. 317 

- general (edema from 

514, 516 

- hemoglobinuria from 357 , 

- tedema of limb from , . 514 

- purpura due to . . 676 

Sneer, myasthenic 

dig. 246) 291 
Sneezing, epistaxis from 273 

- regurgitation of food ] 

through nose from. . 730 ! 

- surgical emphysema ! 

from . . . . 254 

Snellen’s coloured types in 
detecting hysteria . . 923 

Sniffing tic from adenoids 173 

itching nares . . 173 

SNORING . 757 

- due to adenoids . . 757 

- collapsing nares . . 757 

- deflected septum . . 757 


! Snoring, could. 

I - due to fibrosarcoma of 
! nasopharynx . . 757 
| - hypertrophic rhinitis. . 757 

- mouth-breathing . . 757 

- nasal catarrh . . . . 757 

- pharyngcul tonsil inflam- 

mation . . . . 757 

I - polypi . . . . . . 757 

- sinusitis . . . . 757 

- small nares . . . . 757 

j - stertor distinguished 

from . . . . 794 

Snow blindness, hemeral- 
opia due to . . . . 926 

- - red vision in . . 926 

- carbon dioxide, bulla: < 

from . . ..123 

- eyestrain from . . 547 

- pain in eye from . . 547 

- photophobia from . . 6 39 

Snuff', cory/a from . . 22 3 
Snuffles in congenital 

syphilis 480, 498, 782 
Soap boiling, muses in 
head from . . , . 504 

- - vertigo due to . . 504 

- crystal* in stools . . 301 

- dermatitis lrom 515, 

659, 915, 917 

- erythema from 275, 515 

- itching from . . . . 659 

- (edema of face Horn . . 515 

- - hands iroru . . 515 

- - neck lrom . . ..515 

- in relieving constipation 165 

- vesicles from . . . . 515 

Soaps in stools, normal 

amounts of . 300 

Soda, caustic ; see Caustic 
Soda ■ 

- dermatitis from . . 917 

- finger affected by . . 301 
Soda-water, regurgitation 

of lot vl through nose 
due to . . 730 

Sodio-potassic tartrate in 
Fehling’s solution . . 327 

Sodium acetate in phenyl - 
hydrazine test . . 328 

- bicarbonate, biliousness 

and . . . . . . 566 

- - flatulence and 376, 566 

- - heart svmptoms and 377 

- - indigestion and . . 566 

- -• in inflating stomach 

307, 399, 400 

- bisulphite in Cam- 

midge’s test . . 129 

- bromide in pyelography 

352, 4 39, 445 

- cacodvlate, arsenic in 277 

- - erythema from 275, 277 

- carbonate in Benedict's 


solution . . . . 327 

- - dead fingers and . . 204 

- chloride, thirst due to 875 

- citrate in Benedict’s 

solution . . . . 327 

- dihydric phosphate . . 637 

- hypobromite, efferves- 

cence with urea . . 803 

- - in estimating urea . . 19 


- numohydric phosphate 6 37 

- nitrite in diazo-rcaction 

217, 218 : 

- nitroprusside test for 

acetone . . 3 

- - - in melanuria . . 905 

- phosphate . . . . 6 37 

- salicylate 'see Salicylates; 

- tetrabromophenolphtha- 

Inln in gall-bladder 
cases . . 941 

- tetraiodophenolphthalein 

in gall-bladder cases 941 

- thcocin-acetatc . . 653 

- thiosulphate in estimating 

blood sugar . . 333 1 

- urate in bursa . . 428 ! 

- - dumb-bells (Fig. 6 79) 899 1 

in ear cartilage . . 428 j 

gout . . 428, 429, 1 

{Fig. 542) 430 1 
joints . . . , 428 j 

- - X rays demonstrating 

(lug. 542) 430 
Soft sore, account of . . 764 

bubo with . . . . 764 

- - chancre with 764, 765 


| Soft sore, cont-i. 

- - chancre developing 

from . . . . 830 

! simulated by . . 765 

I — characters of . . 913 
I - - condyloma simulated 
I by .. ..854 

i Ducrey’s bacillus in 854 

herpes progenitnlis 

i simulating 764, 913 

: incubation period of 764 

| - - inguinal glands en- 
larged with . . 764 
1 - - - - suppurating with 765 

- - on perns . . . . 763 

- - pertoration of Trarnum 

P from .. 764 

- - purulent discharge 

from . . . . 764 

of scrotum . . . . 849 

- - ulcer lrom . . . . 746 

in urethra . . . . 230 

- - vulval swelling due to 853 
Softening, cerebral (see 

Cerebral Softening) 

- of cord, account of . . 630 

- - impotence from . . 393 

- - incontinence of urine 

imm . . 495 

- medulla oblongata (sec 

Medulla Oblongata > 

Soil, tetanus from . . 885 

Solar plexus, blow over, 
fainting due to . . 297 

- — infiltration of, meteor- 

lsin lrom . . 486 

Soldier** heart see D.A.H.) 
Soles, cheiropompholvx 

of 124,918 

- congenital svphilis of. . 498 

- Jvsidi of . . . . 918 

- eczema marginatum of 312 

- excessive sweating ol . . 803 

- horny, in erythema 

keruiodcs . . . . 502 

- hyperkeratosis of, from 

arsenic . . 45, 83, 94 

- irritation of, in chciro- 

pompholyx . . . . 124 

- (edema ol\ in erythema 

keratodes . . . . 502 

- pain in, from gonorrhoea 429 

- - gout . . . . 429 

- pityriasis rubra pilaris 

affecting . . . . 746 

- pruritus (4 . . 659 

- syphilis affecting . . 602 

- syphiloderm ol . . 601 

- tender, in erythema 

keratodes . . . . 502 

- 'and sec I ; eet t 

Soleus, nerve-supply of 609 

- pseudo-hypertrophy of 625 
Solid (edema lrarn lym- 
phatic obstruction . . 512 

Soli dago, dermatitis from 916 
Solitary follicles enlarged 
in lymphatism . . 477 
Solution, Benedict’s, com- 
position of . . . . 327 

In estimating sugar 329 

- Folding's (see Folding's 


Solution) 

- Pavy’s, in estimating 

sugar . . . . 329 

Somnolence - see Drowsiness) 
Sonorous rhonchi with 
bronchitis . . . . 208 

Soot, eczema from .. 917 

- epithelioma from . . 917 

- warts from . . . . 917 

Sordes in acute yellow 

atrophy . . . . 93 

- asthenic states . . 94 

- fevers . . . . 94 

- foul breath from .. 112 

- in general paralysis . . 93 

- malignant cachexia . . 93 

- pneumonia . . . . 93 

- typhoid fever . . . . 93 

Sore on arm, axillary 

glands enlarged from. . 475 

- back, axillary glands 

enlarged f rom . . 475 

- - inguinal glands en- 

larged f rom . . 476 

- breast, axillary glands 

enlarged from . . 475 

- buttock, inguinal glands 

enlarged from . . 476 



SORE 


11 S3 


SPASTIC PARAPLEGIA 


Sore y cotud. j Si 

- on check, pre-uuricular j - 

gland enlarged from 473 | 

- dissecting-room, epi- ' - 

trochlear gland en- , - 

larged from . . 476 | - 

- on car, pre-auricular I - 

gland enlarged lrom 473 ! - 

- eyelid, pre-auricular - 

gland enlarged from 473 - 


- FINGER .. 301 - 

axillnrv glands en- < - 

larged lrom . . 475 - 

- - in infective endo- i 

carditis . . . . 302 - 

- - Morgan’s disease . . 302 - 

- - syringomyelia . . 302 , - 

- on foot, abscess in groin - 

due to . . . . 831 

- - inguinal glands cn- - 

larged from . . 476 - 

~ • popliteal glands cn- - 

larged lrom . . 477 - 

- genital, abscess in groin - 

due to . . . . 831 


>»<’ throat , cotud. 

- due to carcinoma of 


fauces 

. 757 

- - larynx 

. 758 

- - palate 

. 757 

pharynx . . 

. 757 

- - tonsil 

. 757 

uvula 

. 757 

- catarrh of fauces 

. 757 

- - palate 

. 757 

- - uvula 

. 757 

- cervical adenitis 

. 763 

- - glands enlarged from 


12, 474 


- in chicken-pox 757, 762 

- children . . 760, 761 

- due to chlorine .. 758 

- chronic pharyngitis 757 

- in clergymen 186, 757 

- with condylomata , . 854 

- from corrosive 758, 763 

- in costermongers 186, 757 

- cough from . . 186 

- cultures in . . . . 84 

- in dengue . . ..571 


Sore tongue , cotud. 

- - from mouth-gag . . 591 

- -- in pernicious unsemia 591 

- - sprue . . 47, 709 

syphilis . . 602, 684 

- - from tongue forceps 591 

- on vulva, inguinal 

glands enlarged from 476 

SORES, PENILE ..763 

- PERINEAL . . 766 

- in prurigo . . . . 601 

- on scalp, occipital glands 

enlarged from . . 473 

- SCROTAL . . 767 

Sound, bladder, in dia- 
gnosing cystoede . . 658 

- - - vesical calculus 

355, 576, 874 

- undue sensitiveness to 

(see Hyperacusis > 

- uterine, in diagnosing 

hbromyoma . . 48 3 

- - — inversion of uterus 658 

- - - superinvolution of 

uterus . . . . 24 


Spasm of larynx , contd. 

- stridor from . . 196 

- from strychnine . . 388 
in tabes dorsalis . . 388 

- - from tetanus . . 388 

- tetany . . . . 388 

levator ani, vaginismus 

due to . . ... 239 

- - palpebrar superioris 

in Graves’ disease 283 

- muscular, from occupa- 

tion . . . . 546 

- in neck in hysteria . . 179 

- - tetanus . . . . 190 

- (esophagus, acid dys- 

pepsia from . . 54 

- - angina simulated by 54 

- - food regurgitation 

due to . . 927 

- - heartburn from . . 54 

- - pain in chest lrom 54 

- - - - alter food lrom . . 54 

vomiting simulated by 927 

- - and see Achalasia of 

Oesophagus) 


- - inguinal glands en- - 

larged from . . 8 30 

heel see Pain in Heel) 
on leg, inguinal glands 
enlarged from . . 476 

- - popliteal glands cn- - 

larged from 477, 845 

- lip due to chancre < lug. 94 94 - 


- - upper, liom diph- 

theria . . . . 224 - 

- mouth, cervical glands - 

enlarged from . . 474 - 

- - in sprue . . 47, 709 

- on neck, cervical glands 

enlarged from . . 474 - 

nose from diphtheria . . 224 - 

on penis from balanitis 763 
- bite . . . . . . 763 - 

- - chancre . . . . 763 - 

- - epithelioma . . 76 3 

gumma . . . . 76 3 - 

herpes progcnitali-. 76 3 
inguinal glands en- 
larged from . . 476 
due to injurv . . 76 < 
soft sore . . . . 763 - 

- - suppurating lvrnphatic 

glands from . . 6^5 - 

- - from tuberculosis . . 763 

- perineal, aching m pen - 

neurn from . . . . 579 

due to epithelioma . . 766 - 

gnnorrtucu . . . . 766 

mgumal gland- en- 
larged lrom 476, 814 - 

due to prostatic sup- 
puration . . . . 766 

pruritus ani . . 766 

- - scratching . . . . 766 

skm inflammation.. 766 

- - syphilis . . . . 766 

- - tinea cruris , . . . 766 

- - urethral fistula . . 766 

- - vaginal discharge . . 766 

- scrotal, from carcinoma 

of testis . . . . 768 

- - embrvoma of testis . . 768 
• gumma of testis . . 768 

- - inguinal glands en- 

larged from . . 476 

-- • from sarcoma of 

testis . . . . 768 ! 

- - sebaceous cyst . . 769 j 

- - suppurating lymphatic i 

glands from . . 695 ; 


- - from testicular abscess 768 ; 

- - tuberculosis of testis 768 ! 

- on shoulder, axillary 

glands enlarged from 475 

- skin, glands inflamed 

from . . . . 562 

- soft (see Soft Sore) 

- on thigh, inguinul glands 

enlarged from . . 476 

- THROAT . . 757 

- - due to actinomycosis 757 ! 

- - acute laryngitis . . 758 

- - - pharyngitis . . 757 

- - - rheumatism 282, 568 

- - adenitis from . . 474 

- - due to adenitis . . 758 

- - ammonia . . 758, 763 J 

- - aspergillosis . . 757 

- bacteriological exam- 

ination In . . 758 I 


- due to diphtheria 84, 

242, 757, 758 

- - medium ‘cvcritv 

'/•/ c. 594 j 750 

- dysphagia from . . 244 

- due to epithelioma of 

tonsil . . . . 757 

- fish-bone in tonsil . . 757 

- follicular tonsillitis 757 

- foreign body in tonsil 757 

- foul breath from 113 

- due to German 

measles . . . . 757 

- granular pharyngitis 186 

-- gumma . . . . 757 

- Hoflmann’s bacilli . . 757 

-- hot steam . . . . 758 

- hvpira/mic e. 59/ - 758 

- due to influenza bacilli757 

- injurv of larynx . . 758 
Kirkland’s di-case 

757, 761 

- measles . . . . 757 

.Micrococcus catur- 

i halls .. ..757 

- m-'tos -car dust . . 761 

- mumps . . 758. 7t>3 

- overuse of voice 186, 757 

- in peliosjs rheumatic. » 680 

- due to perichondritis 

o! larynx . . 758 

- peripheral neuritis 

after . . 84, 192 

- due to pneumobacilli 757 

pneumococci . . 757 

- post-pharvngeal ab- 

scess ' . . . . 757 

- quinsy . . . . 757 

- sarcoma of tonsil . . 757 

- scarlet fever 12, 282, 

757, 763 

- sewers . . . . 761 

- simple, diphtheria 

simulating . . 750 

- in small-pox 757, 762 

- due to Spirochirta 

pallida . . . . 757 

- staphylococci . . 757 


- in stockbrokers 186, 757 ; 

- due to streptococci 757 

- m svphilis 417, 476, 

4^9, 602, 684, 757, 

(lug. 6 m 760 . 

- due to syphilitic 

laryngitis . . 758 

- tonsillitis . . . . 757 

- - in trench fever . . 710 J 

- - due to tubercle bacilli 757 ! 

- - tuberculosis of fauces 757 

- - -- palate . . . . 757 j 

tonsil . . . . 757 

- - - uvula . . . . 757 i 

- - tuberculous laryngitis 758 j 
in Vincent’s angina 

757, 760 

- - (and sec Tonsillitis) j 
-■ toe, abscess in groin due 

to 8 31 j 

- — femoral abscess from 825 j 

- - inguinal glands cn- 

larged from 476, 830 

- - popliteal glands cn- 1 

larged from . . 477 j 

- tongue alter anaesthetics 591 ! 

- in dengue . . . . 571 i 


- - distances of .. 48 3 

- - in investigating hyper- 

trophy of cervix. . 657 
South Africa, ankylo- 
stomiasis in . . . . 10 3 

- - liilharzia luematobia 

m . . . . 356 

- America sec America 
Southern I-urope. dengue 

in 571 

Soxhlct apparatus in fat 
csiimduon . . . . 299 

Space, sense of . . . . 220 

Spade users, Dupuytrcn’s 
contracture and . . 179 

Spain, Malta fever from 691 
Spanish fly p.ce Can- 
tharides 

Spasm, abdominal, hys- 
terical . . . . . . 179 

- - new grov. ill simu- 

lated by . . . . 179 

- - pregnancy simulated 

by ' . . 179 

- adductor, of larynx from 

abductor paralysis.. 197 

- - - syphilis . . . . 197 

- - - vagal degeneration 19? 

-- of arteries, nicer of foul 

from . . . . 89.3 

- back in tetanus 175 

- carpopedal, in children 

3, 190 

- - cramps in . . . . 190 

- - from gastro-intestinal 

catarrh .. . . 1°0 

- - laryngismus stridulus 

and . . . . 249 

- in rickets . . . . 190 

-tetany 2,190,799,885 
clonic, account of . . 174 

- definition of . . 173 

- - in epilepsy . . . . 174 

myoclonus . . . . 174 

- - of neck muscles . . 174 j 

- - sternornastoids . . 174 

- of colon, appendicitis j 

simulated by 161- 

- - pain from . . . . 161 1 

- in right iliac fossa 

from 16 1 ; 

- dorsal muscles from 

spondylitis deformans 870 j 

- face in hvstcria . . 605 j 

- - tetanus . . . . 175 

- lrom gall-stones . . 396 j 

- gastric, dyspepsia from 399 - 

- of glottis, epilepsy and 912 
loss of consciousness ! 

with . . . . 912 j 

- - vertigo with . . 912 i 

- habit 173 j 

- - chorea distinguished j 

from . . . . 170 

convulsions from . . 181 ■ 

tetanus simulating. . 175 ; 

- in head in tetanus . . 190 ! 

- of intestine from card- ; 

noma of colon . . 163 I 

- larynx, croup due to . . 388 i 

- - cyanosis from .. 196 ! 

- - diphtheria simulating 196 j 

- — hoarseness from . . 388 

- - laryngeal obstruction 

from . . . . 196 


- orbicularis palpebrarum 

in hysteria . . . . 178 

- - - paralysis agitans 292 

- pylorus, dyspepsia from 399 

- - in infants . . . . 809 

~ retinal artery in arterio- 
sclerosis . . . . 925 

-■ - - blindness dvie to 925 

- - - due to quinine . . 925 

- sh 'ulder muscles in 

by-teria . . . . 179 

- sphincter ani, anal ulcer 

causing . . 166 

- - - cocaine in invest i- 

g.-iting . . . . 166 

- - - constipation from 166 

- - - due to genito- 

urinary lesion. . 166 

- - - inflamed hemor- 

rhoids . . . . 166 

- — - proctoscope in dia- 

gnosing cause of 166 

- stcrnoinasloid . . .. 795 

- - in hysteria . . . . 178 

- - torticollis from . . 178 

- tetanic, account of 174-176 

- - definitit n of . . 173 

- - in hysteria . . . . 176 

- - meningitis . . . . 175 

- - tetanus . . . . 175 

tetany . . . . 189 

- in tetanus . . . . 693 

- tonic, account of 174-176 

- - definition of . . 173 

- ol urethra from alcohol 492 

- - cold . . . . 492 

- - with stricture . . 492 

- uterus, dystocia from 250 

- vesical sphincter . . 491 

Spasmodic asthma, poly- 

evtharmia with 650, 651 
-CONTRACTIONS .172 


- - (and see Contractions, 

Spasmodic) 

- dysmenorrh®a, causes 237 

- pain due to intuxsusccp- 

tion . . . . 829 

- - In pelvis . . 673 

- tics 173 

- - convulsions from . . 181 

- torticollis . . . . 795 

- - head-retraction with 731 

- vaginismus, dyspareunia 

from . . . . 240 

- - front hvpertesthesia 240 

Spasmogenic zones, Char- 
cot's, in hysteria . . 862 

Spasmophilia . . 3, 182 

- in children . . . . 3 

- convulsions in . . 3 

- laryngismus stridulus 

in . . . . 3, 249 

- stridor due to. . . . 799 

- tetany in . . . . 3 

Spastic constipation (see 

Constipation) 

- infantile diplegia . . 169 

- - hemiplegia . . . . 169 

- - monoplegia.. 169 

- - paraplegia . . . . 169 

- - triplegia .. . . 169 

- monoplegia in dissemi- 

nated sclerosis . . 613 

- paralysis (see Paralysis) 

- paraplegia (see Paraplegia) 



SPASTICITY 


113-1 


SPINAL CORD 


607 

176 

177 


Spasticity from amyo- 
trophic lateral sclerosis 176 

- in arm . . . . 613 

- ataxic paraplegia . . 631 

- combined sclerosis 176, 631 

- contractures Irom . . 176 

- in disseminated sclerosis 

176, 385, 88 3 

- from encephalitis . . 176 

- FIrb’s syphilitic para- 

plegia . . . . 176 

- exaggerated knee-jerks 

and . . . . . . 451 

~ in Friedreich’s disease 176 

- oeneral account of . . 176 

- from hacmatomyelia 176, 177 

- in hemiplegia . . . . 176 

- paraplegia . . . . 627 

- primary lateral sclerosis 631 

- from pyramidal tract 

lesion 

- syringomyelia 

- in transverse myelitis 

- (and see Paralysis) 

Specific gravity of ascitic 

fluid . . . . 65 

~ chylous . . 72 

blood (see ltlood) 

cerebrospinal fluid. . 38 3 

-■ ~ urine (see Urine; 
Spectroscope in detecting 
porphyrin . . . . o<)3 

- - urobilin . . . . 902 

- diagnosing hemoglobin- 

uria . . . . ' 357, 358 

methsemoglobina-mia 202 

- - methamoglobinuru 196 

urobilin . . . . 407 

- methylene blue and . . 906 

~ test for blood . . 12, 104 

Spectrum of acid hsemaun 

( Fig. 21 ; 1 3 

- alkali haematin (Fig. 20 j 13 

- carboxvhtemoglobin 

i Fig. 19) 13 

- haemoglobin (Fig. 18) 13 

- metharmogiobin (Fig. 22' 1 3 

- methylene blue . . 900 

- oxyhemoglobin Fix. 17; 13 

- urobilin . . Fig. 23 > 13 
Speculum, aural, in dia- 
gnosing cause of noises 

in head . . . . 504 

- ill diagnosing cause ot 

epistaxis . . . . 274 

- - rectal polypus . . 727 
ulceration of rectum 727 

- rectal, in tenesmus . . 873 

SPEECH, ABNORMALI- 
TIES OF .769 

due to mental defects 769 

- affected in bulbar para- 

lysis . . . . . . 172 

- brain centres for 

(Fig. 6 02) 770 

- blurred, in general para- 

lysis 184 

- changes in, due to mer- 

cury.. .. .. 882 

’ uve, in liunting- 

• < -horea .. 171 
rule s disease . . 169 
■ - lay in development of 

769, 770 

functional disorders of 774 

hesitant, in Friedreich’s 
disease . . . . 176 

- imperfect from cerebral 

embolism . . . . 170 

thrombosis . . 170 

- jerky, in Friedreich’s 


Speech . contd. 

- sudden recovery of . . 770 

- syllabic, in Friedreich’s 

disease .. ..176 

- word blindness and . . 771 

- - deafness and . . 771 

Spermatic cord, compres- 
sion of, atrophy of testis 
from . . . . 85 

- - encysted hydrocele 

of, hydrocele sim- 
ulating . . . . 588 

hydrocele of 589,832,849 

hernia simulated by 8 33 1 

- - inflammation of . . 589 

lipoma of . . . . 589 

- - lymphangioma of, 

hernia simulating 83 3 
myxolipoma of . . 589 

- - sarcoma of . . . . 589 

- - thickened, with ab- 

scess of testis . . 768 

- - - cpididyiuo-orchitis 584 

- - - new growth of 

testis 586, 587, 850 

tuberculous testis 586 

tuberculous . . 589 . 

~ - tumour of, groin 

swelling due to . . 8 30 

- plexus, ramus to 

(Fig. 47 F 61 1 
Spermatocele, account of 587 

- compression of sper- 

matic cord by . . 85 

~ testis atrophy lroni . . 85 

Sperrnato-eystitis, ha nia- 
turia lrom . . . . 348 

8 pei in afo-v csicu I i t is , pa in 
in penis from . . . . 576 

Spermatorrhoea from oxul- 
ui iu . . . . . . 524 

- phosphauw ia and 638, 639 

Spermatozoa, absence of 3 a 3 

- ill ust -a ted . Fig. 454 < 588 

- in scrotal cyst . . 588 

- semen . . . . . . 764 

- urine from oxuhiria . . 534 
S permit], ( harcot-Lcvden 

crystals and . . ’ . . 1 31 

Sphacelus . . . . 3is 

Sp herioiJ bone disease, 
occipital pain from . . 528 

- sinus i set* Sinus > 

Sphenomaxillary fossa , 

growth in, trigeminal 
neuralgia trorn . . 549 - 

Spherule, of sodium urate 

(Fig. 679; 899 - 

Sphincter mu, cles t.see 
uuJcr Muscle 1 

- pej vi -rectal, achalasia of 193 - 

- - in Hirschsprung’s 

163 • 


. . 624 


630 

630 


- trouble in amyotrophic 

lateral sclerosis, lute 

81, 176 

- - combined sclerosis . . 176 

convulsions . . 181 

- - due to cortical de- 

generation . . 881 
diarrhoea from . . 217 

- in diplegia . . . . 884 

~ - disseminated sclerosis 

176, 185, 607, 613, 

631, 883, 884 

encephalitis lethargica 176 

~ - Hrb’s syphilitic para- 
plegia . . . . 176 

exaggerated knee- 
jerks and . . 451 

- - in Friedreich’s ataxy 

176, 624 

htcmatomyelia 176, 177 

~ from new growth of 

spine . . . . 869 

- - in paraplegia . . 623 

~ - poliomyelitis .. 177 

- - spastic paraplegia 81, 177 

syringomyelia . . 176 ! 

- - tabes dorsalis 217,571,627 

- - from transverse mve- 

litis . . 81, 177 - 

with typhoid spine 870 


ataxy . . . . 773 

- loss of, in alcoholism. . 770 

- - dementia . . . . 770 

- pneumonia . . . . 770 

* - typhoid fever . . 770 

- (and see Mutism) 

- monotonous, in Fried- 

reich’s ataxy 

- scanning, in cerebellar 

abscess 
tumour 

• - disseminated sclerosis 

. . 630, 773, 883 - - (and see Incontinence - 

■ s ow, in myxoedema . . 290 of Urine ; Mic- i - 

■ slurred, m disseminated - turition ; and Rc- 

scler os is - - 385 j tention of Urine) | - 

Friedreich s ataxy.. 145 | Sphygmograph in aortic I 
staccato, in disseminated | stenosis . . 259 1 - 

385, 773, 883 j Sphygmomanometer 1* 105 j 


sclerosis 


Sphygmomanometer , contd. 

- in detecting high blood- 

1 pressure . . . . 595 

- pulsus alternans 671, 673 

- distinguishing atheroma 

■ from arteriosclerosis 1 

Spider poison, hemo- 
globinuria from . . 357 

Spiegler’s tost for albumen 7 

Spina bilida, congenital . . 622 
occulta, mole suggest- 
ing . . 622 

palpation in detect- 
ing . . . . 622 

- - paraplegia lrom . . 621 

- - pcs cavus with . . 146 

talipes from 145, 

Fig. Ill) 146 
Spinach, oxaiuria trom 

353, 523 

Spinal abscess (see Abscess.) 

- accessory nerve (see 

Nerve. Cranial, Flcventh) 

- artery, thrombosis of 

i see Thrombosis) 

- canal, aneurysm opening 

into . . . . 534 

- caries, abdomen prom- 

inent with . . . . 195 , 

“ - abscess ot back from 210 
account of . . . . 193 

- - actinomycosis simu- 1 

luting . . 629, 869 

- - auivmia with . . 4 3 

~ - aneurysm simulating 629 
angular curvature 

from . . . . 210 

appendicitis simu- 
lated by . . . . 565 

- - backache from . . 574 

- - brachial neuritis simu- 

lated by . . . . 544 

- - caseous glands in 

neck with . . 628 

- - conical see Claries, 

Cervical > 

- - in children . . 480, 868 

- - chronic pachymenin- 

gitis .simulating . . 628 

- - colic simulated by. . 151 

- -- compression myelitis 

lrom . . 626, 628 

- - cord compressed by 

22, 623 

■ - curvature due to 868, 869 

- *-- dcfoimitv with . . 536 

- - without deformity. . 536 

dwarfism from .. 2 34 

- - enlarged glands 111 

neck with 

- - fracture-dislocation 

due to 

- ~ gait due to , . 

■ - girdle pains from . 

- groin abscess from. 

- hip disease with . . 

- hydatid disease simu- 

lating .. 194, 62<) | 

- hypenesthesia due to 754 - 

- iliac abscess and . . 724 

- incidence of . . 432 - 

- indigestion simulated 1 

.by . . 396 j 

- intercostal neuralgia ; — 

simulated by , . 193 j 

- pain lrom. . 193, 531 - 

- jerky movements 

avoided in . . 193 - 

- knee disease with . . 628 { - 

- kyphosis from 193, 

, 234, 480 ; - 

- lameness due to . , 868 * - 

- lardaceous disease 

due to . . . . 784 1 - 

- lateral curvature dis- ! - 

tinguished from. . 528 ! - 

- local rigidity with . . 528 
tenderness of spine 

, in . . 628 

- lordosis with . . 195 

-- in lumbar region . . 610 

- lupus vulgaris with 628 

- milk and . . 628, 932 

- neurosis simulated by 583 

- new growth simu- 

lating . . 796 

- pain in abdomen from 

151, 193, 396, 594 

back from 528, 565, 

(Fig. 480 ) 628, 868 


628 - 
306 

868 - 
536 

831 - 

628 - 


j Spinal caries, contd. 
j - - pain in chest from. . 536 

i epigastrium lrom 536 

leg due to 176, 868 

- - - in shoulder from 

t 580, 583 

between shoulders 

from .. ..566 

- - paralysis of one leg 

from . . . . 610 

paraplegia from 145, 

176, 193, 620, 621, 623 
post- pharyngeal ab- 
scess due to . . 794 

simulated by . . 762 

• - Pott’s curvature in . . 628 
psoas abscess from 

458, b28, 698, 724, 

8)1, 868 

muscle affected in 195 

- - rickets simulating 

458, 868, 869 
“ ~ rigidity of back from 
193, 105, 566, 

1 Fig. 480) 628, 868 

- - root palsies from . . 620 

- - m sacral region .. 610 

- - sciatica simulated by 539 

- ~ skiagrams of 

(Fig. 451) 565, 

, {Fig. 480) 628 

- - - lateral view 

{Fig. 482) 629 

missing the disease 

(Fig. 481) 629 

- — stomach-ache simu- 

lated by . . . . 193 

- - stooping gait in . . 193 

- sudden paraplegia 

with . . 308 

- - swelling in iliac fossa 

due t*. . . . . 829 

- - talipes from . . 145 

- - tenderness ot spine 

due to 193, 195, 869 

- - transverse myelitis 

lrom . . 486, 626 

- - tuberculous periton- 

itis with . . . . 65 

- - rumour ot hack from 210 

- - ureteral calculus sim- 

ulated h> . . .. 565 

- X rays in dlapnoslng 

19 3, 458, 5 36, 566, 

58 3. 629, 8 31 
centre for micturition 

490, 494 

centres for reflexes 

tFig. 48b i 631 
-sensory Fig. 485) 631 
cord affected in poly- 
myositis .. .. 702 

- alluchciriu from hemi- 

section of . . 22 

- bruising of, pains after 870 

- bullet damaging . . 22 

- central canal of, affec- 

ted in syringomyclia628 

- changes in pernicious 

unaunia 

~ combined scleroses 
of (see Combined 
Scleroses) 

- compression of, alio- 

cheiria from 

* ancesthesia from. . 

- - by callus.. 

- - caries 22, 176, 623 

- — fracture-dislocation 

22, 495 

impotence from. . 393 

micturition difficult 

from . . . . 492 

- by neoplasm . . 22 

pain in legs from 176 

- - paraplegia from62 1,623 

- - retention of urine 

lrom . . . . 495 

-- - from spinal injury 176 

- by tumour . . 176 

- defects, ataxy from. . 74 

- disease, retention of 

urine from . . 55 

- embolism of . . 630 

gus-bubbles liberated 

>n .. ..77 

■ gumma of, allochciria 
from 22 

- - Brown-Sdquard 

paralysis from. . 608 


83 


22 

754 

22 
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Spinal c< j J, contd. ] Spinal curvature, tontd. | 

- - haemorrhage into (see i -* - lateral (see Scolumis) ! 

Hirmorrhage into I - - liver displaced from 461 

Cord) ! — — in osteogenesis im- 

- hcmisection of, alio- | perK-cta . . . . 233 

elicit ia fiom .. 22 j Pott’s, in spinal caries 628 

hyper gliomutosis of - - with psoas abscess . . 468 

ccntrul canal of . . 81 in rickets . . . . 232 

injury to 'see Injury) - — syringomyelia 320, 619 

- lesion, arm paralysii irorn torticollis .. 795 

from . . . . 618 - - (and see Kyphosis ; 

- - - ataxy from 75, 76 and l.ordosis) 

- bladder distended : - gliosis, brachial neuritis 

from . . . . 61 I simulated bv . . 544 

- - in ( .larke’s column, ' - lesions, lipiodol and 

c dec is of . . 145 ! X rays in locating . . 326 

- causing allochciria 22 J - meninges .sec Meninges.) 

- - - - muscular atrophy, -- meningitis 'sec Meningitis) 

list of . . 80 - nerve : see Nerve, 1 

- - reaction Of d6- ! - - root (sec Nerve Root/ 

peneration .. 80 - segments, abdominal re- 

- in disseminated flexes corresponding to 607 

sclerosis . . 76 - - for arm . . . . 615 

- 1 ti- umcli’s ataxy 76 - - cervical, eighth, af- 

- - - gangrene lrom . . 317 fected by polio- 

- - - incontinence of ! myelitis . . . . 142 

urine in . . 61 in syringo- 

- - - meteorism from.. 486 mvelia .. 142 

■ oculopupillary syrn- - - - - haimatomyclia at 620 


pU'tn:. tiom . . 618 - - - - sensory area for 

palpebral f issure * big. 584 > 75 1 
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751 


o .he st null sled l.v, 151 - - - filth, sen i-;v area 


Spinal segments, contd. I Spine, new growth in, contd. 

- - sacral, first, sensory girdle pain from.. 869 

area for (7*7 g 584) 751 1 hydatid disease 

second, claw-loot I simulating 194, 629 

from lesion of. . 141 I - - - indigestion simu- 

- sensory area for [ lated by . . 396 

(big. 584) 751 ! - intercostal tender- 

sensory localization In j ness from . . 862 

successive ( big. 485) 631 ; knee-jerks increased 

- thrombosis, transverse i from . . . . 869 

myelitis lrom .. 486 ( - - - kyphosis from .. 193 

- tumour, abdominal j - •- - pain in abdomen 

pain f rom . . . . 594 ! from . . . . 396 

- - brachial neuritis simu- ---- - - neck from . . 796 

luted by . . . . 544 . - - - shoulder from 580 

- (and sec Spine; I - - -• paral ysis of leg from 610 

Splnatl, nerve-supply of 620 - - - rigidity of back 

- paralysis of, in hub’s j from . . . . 566 

palsy . . . . 618 - - - due to sarcoma . . 796 

Spindled fingers ; see lungers.. - - - spastic paraplegia 
Spine, actinomycosis of from . . . . 869 

1 see Actinomycosis/ ■ - sphincter trouble 

- - affecting . , 687, 698 from . . . . 869 

- aneurysm eroding see - - - spinal caries simu- 

Ancurysm li Hiding lated by 629, 796 

Spine,. ; still' neck from . . 796 

-- angular curvature of , . 193 transverse myelitis 

- arthritis of . sec Arthritis) from .. .. 626 

- carcinoma of (see Car- - - tumour of back 

cinomt; from .. ..210 

- caries oi see Spinal Caries. X rays In dlagnos- 

- cracked . . 795 Ing . . 610, 629 

- defective movement in 566 ------ not showing 

- deformity of, with psoas ' big . 483) 630 

abscess .. ..831 - on os calci.s (see Os Culcis) 

- dislocation of, alio- 1 - ostco-urthritis of (tee 

chcma from .. 22 1 Osieo-anhritis) 

- entassemont of . . 610 -- pain m (see Pain; 

- eroded by mediastinal - railway .. 870 

growth . . . . 534 - - glycosuria from . . 331 

- fracture of' 'see Juncture; tenderness of spine 

- fracture-dislocation of see from . . . . 868 

luucture-dislocation ; tremor with .. 879 

- growth eroding, pain in - referred pain in 867, 

back lrom . . .. 528 (big. 660 ) Ql l 

- - in, alter amputation - rheumatoid arthritis of 

of breast . . .. 583 sec Arthritis; 

- - backache lrom . . 574 - rigidity of, lrom caries 

neurosi.v Mmulatcu by 583 of spine .. .. 193 

- - pain in arm from . . 545 - - with psoas abscess. . 831 

-- — — shoulder lrom . . 58 3 — ~ tenderness with . . 867 

- - skiagram of [big. 484 \ 630 - sarcoma of (sec Sarcoma) 

- - X lays in diagnosing 583 - stillness of, due to psoas 

- gumma of, abdominal abscess . . . . 698 

pain from .. ..151 - suppuration of, swelling 


pun.pley a f rom . . 621 

reflex centres in 

I • tg . 4St> 631 
s^trjov.s in per- 
nicious umemu . . 30 

sensory localization . 

in . . ( big. 4S r > .631 

paths in 22, 73, 

5A‘ >’ 750 
softening of . . 630 

impotence from.. 39 3 

- incontinence of 

nt me from .. 495 

stab damaging . . 22 

not tinged in jaun- 
dice . . • • 406 

transverse lesion of, 
bedsore lrom . . 321 

lrom fracture of , 

spine . . 452 ! 

- - knee-jerk absent 

from . . 451 

tumour of, abdominal 
pain from . . 594 j 

- micturition difficult ! 

from . . . . 492 | 


- muscle wasting from 80 ! 

pain in back from 

528 

- - legs from 

176 

- paralysis of arm 


from 

620 

- - one leg from . . 

611 

- paraplegia from . . 

620 

- R.l). from 

so ; 

- spastic legs from 

176 I 


- unilateral lesion of, 

effects of (big. 469) 608 
CURVATURE.. ..191 
due to aneurysm . . 869 

- caries . . 868, 869 - 

- cervical caries . . 795 { 

- dwarfism lrom . . 234 - 
from fibroid lung . . 269 

- growth . . . . 869 - 

- hydatid disease . . 194 j 


lor 7i.t-.w-/; 751 
first. ufTtcnd by 
poliomyelitis .. 142 

- - - - m syringo- 

myelia .. 142 

- - lot arm . . 615 

- - - ha matomyelin at 620 

- - sensory area lor 

J ig. 584) 751 , 

- - fourth, sensory 

urea lor dug. 584) 751 ! 
ninth, sensory area 
lor {big. 584) 751 

second, sensorv area 
lor J tg.'5X4' 751 

- seventh, sensory 

area for {.big. >84) 751 

- - temporal region 

connected with 867 

- - sixth, sensory area 

for {big. 584) 751 1 

- tcntli, lower ab- 

dominal reflexes 
lost with lesion at 607 

- - sensorv area tor f 

U'tg. 584 )) 751 | 

■ - skin area for . . 673 

- thirj, sensorv area 

for (big. 5 84) 751 

- twelfth, sensory j 

arcu for ( big. 584 )\ 751 
lumbar, lift li, sensory i 
area for ( big. 584) 751 ; 
first, sensory area 

for t big. 584) 751 i 

- fourth, sensory area 

for (big. 584) 751 

- second, sensory area 

for (big'. 584) 751 

- third, sensory area ! 

for (big. 584) 751 

reflex centres In, 

various (big. 486 ) 631 
sacral, first, claw-loot 
from lesion of . . 141 


- cube simulated by. . 151 
hvdami of see Hydatid 

Urease; 

hypenesthesiu of, in 
neurasthenia . . 754 

hysterical . . 870 

injury of 'see Injury) ( 

irritable, atier typhoid 
lever . . ’ . . 870 

lateral curvature of J 

gcc Scoliosis i 
lipiodol injection into, 
skiagram oj Y big. 270 ) 326 
lumbar, hairy mole over 622 j 

- pigmented mole over 622 : 
malignant disease of, 

brachial neuritis sim- 
ulated by . . . . 544 | 

- - root palsies from 620 

- - spastic paraplegia j 

from . . . . 620 j 

mediastinal growth 

eroding . . . . 534 j 

myeloid sarcoma of . . 796 I 

myeloma of, abdominal 
pain from . . 1511 

- albumosuria from . . 20 ; 

- colic simulated lrom 151 

- skiagram of (big. 24) 20 
necrosis of, swelling in 

iliac fossa due to . . 829 
new growth in, account 
of 869 

- - actinomycosis simu- 

lating . . . . 629 

anaesthesia from. . 869 

- - ankle-clonus with 869 

- - Bubinski’s sign with868 

from breast 610, 629 

carcinoma of breast 796 

thyroid . . 796 

- - compression mye- 

litis from . . 628 
paraplegia due to 626 

- entassement from 610 


in iliac fossa due to 829 

- TENDERNESS OF . . 867 

- - i and see Tenderness 

of Spine; 

- tuberculosis of (see 

Spinal Caries'; 

- typhoid (see 'Typhoid 

Spine) 

- wound of, bedsore from 321 

- (and see Back) 
Spinocerebellar ataxy, cho- 
reiform movements in 885 

Spiral ganglion, deafness 
from changes in . . 207 
SPIRALS, CURSCH- 

MANN’S . . 131, 191 
Spirilla in Vincent’s 

angina 760, i big. 609) 779 

- of Vincent, stomatitis 

from . . . . 95 

Spirochaeta Obermeieri 

(big. 606 ) 779 

- - in blood 36, 709, 785 

- - Leishman’s stain and 36 

- - motile . . . . 36 

- - in relapsing fever 

36, 420, 709, 738, 785 

- - size of . . . . 36 

- pallida in cerebrospinal 

fluid . . . . 384 

- - from chancre 230, 

683, 764, 766, 824, 

830, 854, 898 

- - fixing of tissues for 854 

- - Giemsa’s stain for. . 854 

- - gumma of liver and 417 

Indian ink in demon- 
strating . . . . 854 

Levaditi’s stain for 854 

- - from palate . . . . 730 

rheumatoid arthritis 

from . . . . 47 

sore throat due to. . 757 

in syphilis 94, 760, 764 

tonsillitis due to . . 757 
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Spirochactes in blood in 
spirochastosis ictero- 
htemorrhagica . . 420 

- rat-bite fever . . . . 740 

Spirochaetosis from cats 213 

- delirium in . . ..213 

- from ferrets . . . . 213 

- Icterohnmorrhaglca, 

account of 419, 693 

albuminuria in 16, 420 

- - coma in . . 153, 420 

- - conjunctival injection 

in . . . . 420 

- - convulsions in . . 420 

delirium in.. ..211 

epistaxis in.. .. 420 

- - eyeballs tender in.. 420 

- - giddiness in . . 419 

guinea-pig inoculation j 

in diagnosing 420, 693 1 

- - hffimatemesis in . . 420 

haimaturia in . . 420 

- - haemoptysis in . . 420 i 

haemorrhages in . . 420 

- - headache in . . 419 

- - herpes facialis in 419, 693 J 

- - influenza simulated by69 3 

- - jaundice in 408, 419, 693 

liver enlarged in . . 419 ! 

lung catarrh in . . 420 

- - melama in . . . . 420 j 

- - nephritis in 419, 420 I 

- - pain in back in . . 419 

limbs in . . . . 419 

- - pneumonia in . . 420 | 
simulated by . . 693 ■ 

- - pulse relatively slow j 

in . . . . 419 j 

- - purpura in , . 420, 676 ! 

~ - pyrexia in . . . . 419 : 

- - rigor in . . . . 737 | 

- - spirochane in blood in 420 

- - - urine in . . . . 420 ! 

- - spleen enlarged in. . 419 ; 

- - stupor in . . . . 420 | 

temperature chart in 

{Pig. 552) 693 

- - tube-casts in . . 420 ! 

- - two stages of . . 419 ■ 

- - urine injections in 

diagnosing . . 693 

- from mice . . . . 213 

- rat-bite lever from . . 213 i 

- from rats . . 213, 693 

- stoats . . . . ..213! 

- weasels . . ..213 

Spironema recurrently 

(Pig. 606) 779 
Splashing pulse from 

aortic disease 259, 263 - 

Spleen, abscess of, general 
peritonitis from . . 734 
very rare in . . 778 : - 

- ague-cake . . . . 779 

- bruit over . . 775, 776 , - 

“ carcinoma very rare in 778 , 

- dipping to palpate 59 

- dislocation of 775, 777, 788 - 

embolism of (see limbolism) 

r *. : ARGEMENT OF. . 774 - 
minal tumour ; 

due to . . 812;- 

in acholuric jaundice 

50, 72, 781 - 

- ascites simulated by 774 

- - in Band’s disease . . 83 - 

- - bronchiectasis from 367 - 

- - carcinoma of pancreas ! 

simulating . . 775 - 

- - - splenic flexure sim- 

ulating. . . . 775 j - 

- stomach distin- 
guished from. . 776 j - 

- • 7 - simulating . . 775 I - 

in catarrhal jaundice 411 j - 
causes of . . . . 778 - 

- - in children.. 49, 782 ! 

- - from chloroma . . 257 j - 
-- - in chronic malaria. . 778 j - 

- - cirrhosis of liver 67, - 

83, 336, 344, 345, | - 

415, 465, 468, 782, 783 I 

colon tumour simu- | - 

lating .. . . 814 i 

- - in congenital syphilis I - 

778, 782 I - 

- - diphtheria . . 778, 786 i - 

- dullness due to 775, 814 ! - 

~ - In Egypt 72, 709, 778, 781 I - 
from embolism 778, 787 ! - 


Spleen, enlargement of, contd. 

with enlarged cervical 

glands . . . . 475 

- - in epidemic jaundice 420 

- - erysipelas . . 778, 785 

crvthrtemia . . . . 294 

- - lkcul mass simulating 

775, 777 

- - in familial acholuric 

jaundice . . 415, 778 

- - - splenomegaly . . 72 

- - fibroid lung from . . 367 

- - in Gaucher's disease 

778, 781 

- - general enlargement 

of glands with . . 66 

in general tubercu- 
losis . . 778, 787 

- - hamatemesis from 

336, 345, 346 

- - hicmatoma simulating778 

- - from haemorrhage into 

it 788 

- - in ilunot’s cirrhosis 

414, 466 

- - Hodgkin's disease 

49, 72, 9 3, 471, 

475, 476, 778, 782 , 

- - hypochondrium . . 812 

- - infantilism with . . 235 

in infants , . . . 49 

- - infective endocard- 

itis 46, 704, 714, 

778, (P'ig. 615} 787 

- - inferior vena cava 

obstructed by . . 909 1 

- in influenza.. 778, 787 ! 

- - kala-azar 37, 72, 709, 778 

- - kidney simulating 775,814 

- - in lardaccous disease 

10, 47, 469, 778, 784 

- - leaking aneurysm 

simulating . . 778 

- - to left iliac lossa . . 827 

- - in Jell lumbar region 814 

- - leuka-mia 128, 272, 

345, 346, 357 

- loin . . . . . . 812 

- - not tilled out by. . 775 

- in lumbar region . . 812 

- lyxnphadenoma66, 8 3, 4 1 2 

- lymphatic leukaemia 

34, 66, 71, 83, 

652, 656, 679, 778 

- malaria 346, 347, 785 

- Malta lever 571, 691, 

778, 785 

- Miculicz’s syndrome 848 

- mixed leukaemia . . 778 


- mobility <. 

- notch in 


J. | Spleen, enlargement of, contd. 

sarcoma of stomach 

475 simulating . . 776 

120 in scarlet fever 778, 786 

785 - - septicamiia . . 778, 785 

194 i signs of . . 812 

I - - Skndaic resonance due 
1 77 j to . . . . 755 

j - - in small- pox 778, 786 
H8 j - - spirochauosis ictero- 
72 j haemorrhagica . . 419 

167 1 - - splenic aiuemiu 49, 

! 72, 83, 93, 346, 

r 81 466, 467, 778, 780, 

; (Hg. 611) 781 

66 : flexure pushed 

down by ..814 

87 - - in splenomcdullary 

leukaemia 33, 71, 

46 8 3, 656, 778 

78 - - splenomegalic cir- 
rhosis . . 346, 778 

88 polycythemia 201, 

651, 778 ; 

66 - - Still’s disease 47, 

472, 778, 781 

- - stomach tumour simu- 

32, luting .. 811,814; 

12 - - from strangulation ot 

35 spleen . . 778, 788 

49 suprarenal tumour 

distinguished from 776 

simulated by . . 812 

37 - - - - simulating 775, 814 

, - — from thrombosis ol 
19 ; portal vein 778, 784 

37 - - thrombouc infarct. . 788 

78 - - in trench fever 710, 778 

14 - - tuberculous periton- 

itis simulating . . 775 
<4 — other tumours dis- 

tinguished from 

’fi 775-777 

!7 -• - from twisting of spleen 

4 pedicle . . . . 778 

- - in typhoid lever 216, 

!7 419, 689, 710, 775, 

2 778, 784 

’5 typhus fever 09 1 , 778, 786 

2 von Jaksch’s disease 78J 

2 - in epigastrium .. 811 

- excision of, in familial 

acholuric jaundice. . 415 
8 1 - friction over, in peri- 

5 tomtis . . . . 14P 

- Gaudier cells in . . 781 

5 - gumma very rare in . . 778 

8 - haemorrhage into, lrom 

8 injury . . . . 788 


- notch in 438, 774, 

775, 827 

- omental tumour 

simulating .. 814 

- ovarian tumour dis- 

tinguished from . . 777 

- - 7 simulating . . 775 

- pain m hypochon- 

drium lrom . . 553 

- pancreatic cyst simu- 

lating . . . . 775 

- - tumour distin- 

guished from 776 

- in parutvphoid fever 

778, 785 

- pelvic swelling due to 840 

- perinephric abscess 

simulating . . 775 

- perinephritis simu- 

lating . . . . 775 

- in pernicious anaemia 

778, 782 

- physical signs of 774, 775 

- in pneumonia 778, 786 

- polycythaemia with 650 

- from portal vein ob- 


• 4 38 - hydatid cyst in 


in pseudo-leukamia 50 
- infantum 72, 778, 781 
from pylephlebitis. . 344 
in relapsing lever 


778, 784 - tender 


very rare in . . 778 

- infarct of ;sec Infarct) 

- injury ot (see Injury; 

- lardaccous disease affect- 

ing .. .. 217, 469 

-- Lcishmun Donovan 

bodies in . . . . 455 

- pain in, from mjuiy. . 788 
over, in infective 

endocarditis . . 46 

- palpable in children 778 

- in pelvis . . 3 3, 777 

- percussion of, method ot 775 

- peritonitis over . . 775 

- puncture in kala-azar 37 

- radium reducing . . 33 

- in right iliac lossa 33, 829 

- rub over 46, 775, 776 ! 

from embolism . . 787 : 

in general peri- 
tonitis . . 485, 734 i 

- rupture «>t (see Rupture) 

- sarcoma very rare in. . 778 

- strangulation ot 778, 788 1 

- suppuration, subphreme 

abscess from . . 807 s 


jaundice 

— thrombosis in 

Thrombosis; 

- X rays reducing 


420, 778, 785 j Splenectomy, 


renal tumour distin- 
guished from 438, 775 

simulated by . . 812 1 

resonance behind . . 4 38 ' 
in rheumatic fever . . 778 
rheumatoid arthritis 47 
rickets . . 778, 782 I 

from rupture of it. . 788 j 


jaundice cured by . . 781 j 
Egyptian splenomegaly I 
cured by . . 709, 781 1 

pscudu-lcuka-mia infan- 
tum cured by . . 50 

splenic anccmia cured by 709 
von Jaksch’s disease 
cured by . . . . 50 


Splenic anamin (see Antemia) 

- artery opened by gastric 

ulcer . . . . 339 

- flexure, carcinoma of 

(see Carcinoma) 

- - pushed down by large 

spleen . . . . 814 

- - time at which burium 

reaches {Pig. IJ8) 160 

- puncture in diagnosing 

kala-azar . . . . 709 

- - Leislunan-Donovan 

bodies from . . 709 

Splenomcdullary leuk- 
i term a (set* Leukaemia) 

j Splenomegalic cirrhosis 
j (sec* Cirrhosis of Liver, 

I Splenomegalic) 

; - polycvtharmiu (see Roly- 
! cythamiia) 

Splenomegaly, Egyptian 

709, 778, 781 
i -- - allied to llanti’s dis- 
ease . . , . 709 

----- splenic anatnia . . 709 

- -■ antenna in 62. 709 

- - ascites in ..62, 72, 709 

- - chronic peritonitis in 72 

- - cirrhosis in . . . . 709 

- - peritonitis in . . 62 

- - pyrexia in . . 688, 709 

- - spleen large in . . 72 

- - splenectomy curing 709 

- familial , antenna severe in 62 

- - ascites in . . 62, 72 

- - chronic peritonitis in 72 

- - myelocytes in . . 30 

- - peritonitis in . . 62 

- - spleen large in 72 

- infantilism with . . 235 

- (an < sec Spleen, Ln- 

lurgcmeni of; 

Splint in btaehiitis . . 58 3 

- bulla* from . . . . 123 

- contracture lrom . . 178 

- muscular atrophy lrorn 79 

- paialysis of external 

popliteal nerve lrom 146 

- - sciatic nerve lrom . . 146 

- talipes from . . . . 146 

- vesicle due to . . . . 920 

- Volkm.mn’x contracture 

from. . 79. 617 

Splint -sore, gangrene f rom 317 
Splinter in rectum . . 726 
Spondylitis deformans . 869 

age incidence ol . , 870 

- • ankylosis from . , 179 

-- - appendicitis simu- 
lated by . . . . 565 

- - calcification of liga- 

ments in. . . . 869 

- - colic simulated by.. 151 
-- - contractures lrom 179,180 

- - eccliondi oses lrom . , 179 

exostoses from . . 179 

- - fixation of chest in . . 114 

from gonorrhoea . . 869 

- - hip disease with . . 869 

- - illustrated 

(Pigs. (21,622) 796 

- after influenza . . 869 

- - joint adhesions from 179 

- - kyphosis iti 194, 

(.Pig. b 22) 796 

- - lumbago simulated by 870 

- - ossification of liga- 

ments in . . 180 

- - ostccv arthritis with 869 
~ - pain in abdomen due 

to.. .. 151,870 

- - - chest due to . . 870 

- - - lap due to . . 870 

- - - between shoulders 

from . . . . 566 

- poker back from . . 796 

- rigidity of back from 566 

- sciatica simulated by 870 
~ scoliosis in {Pig. f,22) 796 

- from septic teeth . . 869 

- sex incidence of . . 869 
~ shortness of breath 

in 114 

- shoulder disease with 869 

- spasm of dorsal 

muscles from . . 870 
■ - spondylose rhizo- 

meltque and . . 869 

- stiff neck from . . 796 

- stillness of back from 869 
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SponsJvlin's deformans , contd. | 
- - tenderness of spine 

from 868, 869, 870 j 

- alter tonsillitis . . 869 1 
typhoid fever . . 869 > 

- ureteral calculus simu- ; 

lated by . . . . 565 | 

X rays in diagnosing 869 
Spondylose rhizomclique 869 j 
Spongv itums in scurvy 

9 3, 346, 679 
rickets . . . . 819 

SPONTANEOUS FRAC- 
TURE 304 


(and sec Fracture, 
Spontaneous) 
Spoon in diagnosing im- 


pacted he ccs 

873 

nails 

496 

Spores in crythrasmn . . 

313 

faviis 

309 

of ringworm 

310 

in linen versicolor 

313 

Sporotrichosis, bacterio- 


logy of sputum in dia- 


gnosing 

365 

bird loud and . . 

365 

btonclucctusis from . . 

366 

cotton and 

365 

fibroid lung from . . 

366 

grain and 

165 

h h v and 

)65 

of lung, lucmoptysis 


from 

36] 

phthisis simulated by 

365 

occupation and . . 

365 

straw and 

36 5 

Spotted lever see Fewr 


Sprain of ankle, dorsi ■ 


flexion during treatment 1 47 

talipes j rom . . 

147 

limping due to 

45 o 

pain m lo- u due to . . 

456 

purpura due to . . 

676 


Spraim, muscular atropln 
alter . . . . . . 79 

Sti read inq gannrene . 318 

SprcneiTs shoulder, sco- 
liosis liom . . . . 1 9 1 

Spruce, dermatitis due to 9 1 5 
Sprue abundant frothy 
stools in . . 2J 7, 709 
no bacteriological test in 709 
blood {>er atuirn in . , 9(, 

diarrlue.i Irani 217, 709 
fat In twees In . . . . 301 

frothing diarrhten in . 47 

in 1 ndi » . . 47, 700 

Perl ’s test in . . . . 12 

pernicious nmemia simu- 
lated by . . . . 47 

pi*. ahsrti in . . 661 

pyrexia in . . 68H, 709 

sore tongue in 47, 709 
stomatitis in . . 217, 60 1 

Spur, nasal septal, anosmia 
due to . . . . 75<> 

on os calcis . . . . 820 

Spurge, dermatitis due to 915 

SPUTA 788 

Sputum, abundant, with 
bronchiectasis 17 

actinomyccs in 187, 792 
anchovv-sauce-like . . 791 
■■■ from hepatic abscess 

187, 466 

aspergillosis and 187, 792 
in asthma . . 131,191 

Bacillus mallei in . . 792 
pvocyaneus in . . 791 
bacteriological inves- 
tigation of (.Noe Bac- ! 

tcriological Examination) ; 
black . . . . . . 791 

blood-streaked, in mitral 
stenosis , . . . 187 

- - phthisis , , . . 187 ! 

- blue, due to Bacillus j 

pyocyaneus. . . . 791 j 

- bluish-yellow, in lobar j 

pneumonia . . 790 

- bright red, in lobar 

pneumonia 364, 790 
- - (and sec Harmoptysis) 

- in bronchitis . . .. 791 

- brown, in lobar pneu- 

monia . . 790 

-- calcareous concretions 

in 249, {Fig. 618) 792 

- cancer cells in . . 365 

II 


Sputum , contd. 

- caseous gland in . , 249 

mass in . , . , 792 

- chalk-white . . 792 

- Chnrcot-J-eyden crystals 

iri . . , . 131, 191 

- coagulable. in phthisis 792 

- Cursclirnann's spirals in 

131, 191 

- diphtheria bacilli in . . 187 

- disgusting, in gangrene 

of lung . . . . 322 

- dull red, from abscess 

of liver . . .415 

- elastic fibres In 359, 789 

- ~ - from gangrene of 

lung 1 12, 322, 

32 3, 364, 791 

- - - in phthisis 187, 

198, 360, 362, 740 

- eosinophil cells in 13J, 

191, 272 

- <4 fibroid lung . . 210 

- fluke in . . 792 

- foul, account of . . 790 

- - from bronchiectasis 

17, 210, 264. 

697, 740, 790 

- - chronic pulmonary 

tuberculosis . . 323 

- -- empyema 32 3, 649, 

790. 701 

- - fetid bronchitis 32 i, 79U 

- - gangrene of lung 

372, 3, 700, 701 

- - hepatic abscess . . 790 

-- - phthisis with cavita- 
tion . . . . 790 

- - subphrenic abscess 790 

- fragments of growth in 

365, 792 

- I ricdl.inder's pneumo- 

buJIlt in .. .. 187 

- froths, in bronchitis.. 167 
green, due to Bacillus 

pvogvancus. . .791 

- - in lobar pneumonia 700 

- greeni ih-brown. in lobar 

pneumonia . . . . 700 

influenza bacilli in 187, 7S7 

- In lobar pneumonia 790 

- Micrococcus tetragenus 

m . . . . 792 

- moulds in . . 702 

- nummular . . 187, 788 

- OidiLim albicans in . . 7 °2 

- - tropicale in . . 702 

- ova m . . . . 367 

- Ibiragonimus W’cstcr- 

mani in . . . . 792 

- parasites m . . . . 367 

■- Pcnicillium gluucum in 792 

- Pfcifler's bacilli in . . 570 

- pneumobacilli in . . 790 

- pneumococcus in 187, 790 

- In pulmonary tuborct:- 

losis . . . . 788 

- purulent . . 791 

- - from empyema 187, 365 
gangrene of lung . . 187 

- - hepatic abscess . . 187 

- - in phthisis . . . . 187 

- putrid, from empyema 112 

- rarer bacteria of . . 792 

- red, from Bacillus pro- 

digiosus . 360, 791 

other than blood 359, 360 

- rcd-currant-jelly, from 

growth of lung . . 365 

- russet-brown, in lobar J 

pneumonia . . 364, 419 

- rusty, in pneumonia 

187, 199, 200, 788, 

789, 790 

Staphylococcus aureus 
in 187 

- citrcus in . . . . 187 ‘ 

stinking, from abscess . 

of lung . . . . 1 87 j 

- bronchiectasis 187, 364 j 

- empyema ruptured j 

through lung . . 364 j 

- gangrene of lung 187, 364 
Streptococcus pyogenes 

in . . . . 187 

tenacious, in pneumonia 419 
tubercle bacilli in (see 
Bacillus, Tubercle) 
Vincent’s angina organ- ! 

isms in . . . . 187 [ 


Sputum , canid. 
i ~ viscid, in pneumonia 

199, 788, 789, 790 
! - yeasts in . . . . 792 

: - yellow, in lobar pneu- 
; monia . . . . 790 

Squalor, typhus fever and 417 
Squames in congenital 
; syphilis . . . . 498 

; - vaginal discharge . . 231 
Squill, dermatitis due to 916 
Squint (sec Strabismus) 

Statv compression mye- 
litis from . . 628 

- cord damaged by . . 22 

- of cord, paralysis of 

diaphragm from . . 385 

- epigastric, h.rmatcmesis 

from . . . . 342 ■ 

- luemorrhagc inro cord i 

from . . . . 627 

- pneumothorax from 

647, 649 ! 

- spinal, hemiplegia from 382 

- surgical emphysema 

from . . 254, 649 j 

- transverse mvelitis from 486 
Stabbing pain in chest in 

functional cardiopathy 52 
Stable workers, Bacillus 


mallei in 

792 

Staccato * 

{»cech in dis- 


seminal «. 

d sclerosis 



385, 77 3, 

88 3 

Staggering 

from alcohol 

77 

- ce rebell. 

r tumour . . 

631 

- dissemin 

ated sclerosis 

6 31 

- veronal 


77 

- vertigo 


91 1 

Stain, car 

hol-fuchsin. 


formula 

for 

788 

— lor tut. osn'.ic acid . . 

140 

-- - satlramn 

140 

- - Sudan 

III . . 

140 

- Gicmsu' 

for Spiro- 


chat la 

pallida 

854 

- Gram's, 

Streptococcus 


and 

. . 1 F’ig. 89 

i 89 

- Jenni e's 

basopb.il cor- 


puscle 

s and 29 

, 30 

- Tcishrna 

rib., tor blood 


films 


26 

liliriu 

embryos and 

37 

- - tor s 

pirochtrte ot 


Obcrmdcr 

36 

— - trypanosomes and, . 

37 

- I.evaditi 

s, lor Spiro- 


eha'ta 

pallida 

854 

- Ncisser’s 

196 


for diphtheria bacilli 758 

- Zichl-Ncelson {Fig. 87) 89 

for tubercle bacilli . . 788 

Stammering . . 774 

- bladder . . 49] 

Stamping gait in tabes 

dorsalis . . . . 75 

Stance in cervical caries 795 

- congenital dislocation 

ol hip .. ..195 

- tabes dorsalis.. .. 75 

- tuberculous hipCJug. 577) 458 

- (and see Posture) 

Standing, erythema of legs 

from . . * . . . . 502 

- prolonged, fainting from 296 
Stapedius, nerve to, origin 

of 605 i 

- paralysis of (see Paralysis) j 

Stapes . . . . . . 205 j 

- vertigo due to pressure 

on .. . . . . 912 ! 

Staphylococci, abscess of \ 
testis due to . . . . 584 


- in acne decal vans 

. . 865 

- ascitic fluid 

. . 65 

- from blood 

. . 739 

— bone infection by 

.. 817 

- bullous impetigo from 124 

- in cerebrospinal fluid 384 

- empyema from 

.. 134 

- in impetigo 

. . 682 

- laryngitis 

762, 799 

- membranous coniunc- 

tivitis due to 

. . 286 

- meningitis due to 

212, 732 

— in nasal discharge 

.. 224 

— orchitis due to 

. . 86 

- periostitis due to 

. . 818 

- in phthisis 

706, 788 

- pyelitis due to 

.. 718 


J Staphylococci , contd. 

! - rheumatoid arthritis from 47 
I - scpticasmia from 419, 687 
i - in sycosis vulgaris . . 682 

- tonsillitis due to . . 757 

i - ulceration of ear from 252 
j - ureteritis from . . 578 

: ~ in urethral discharge. . 723 

- urethritis due to .. 228 
I Staphylococcus albus, 

j bacteriuria due to . . 90 

i - - 'in urethra . . . . 88 

i — — urethritis due to . . 90 

■ - aureus, bacteriuria from 90 

- - f rom blood . . . . 261 

- cystitis from 

< Fig. 90) 89, 90 

- - general infection by 90 

Gram-positive (Fig. 90) 89 

illustrated (Fig. 90) 89 

- - in infective endo- 

carditis . . . . 261 

nephritis from . . 90 

- - in phthisis . . . . 187 

- - prostatitis due to . . 90 

- - pyelonephritis from 90 

- - in sputum . . . . 187 

- — stomatitis from . . 95 

- - ureteritis from . . 90 

- - urethritis due to . . 90 

- citrcus in phthisis . . 187 

- - sputum . . . . 187 

Staphyloma, posterior . . 518 
Star fracture of patella, 

limping from . . 456 

Starch cells in stools in 
intestinal fermentation 303 

- in diastase test . . 19 

- grains in stools 215, 216 
S i a r c h - ci i gc s t i n g 1 ermcn ts 

in pancreatic cysi . . 61 

Starchy facies in paralysis 
agituns . . . . 292 

Staring eves in Graves’ 
disease . . 291, 857 

- in myopathy . . . . 291 

Starting pains due to hip- 

joint disease . . . . 403 

Starts on going off to sleep 173 
Starvation aectonuria from 3 

- amentia from . . 44, 515 

- ascites from . . 62, 73 

- cachexia from 44, 128, 515 

- diacetic acid from . , 3 

- exhaustion disease from 110 

- fainting due to . . 296 

- general oedema from 

514, 516 

wasting from . . 78 

- lcucopenia from . . 454 

- loss of weight due to . . 932 

- marasmus from . . 480 

- muscular atrophy from 78 

- phosphates disappear 

1 from urine in . . 637 

- from stenosis of oeso- 

phagus . . . . 454 

- war oedema from . . 110 
: - water, delirium due to 211 

Stasis, intestinal tsee Intes- 
i tinal Toxaemia) 

' Status epilepticus . . 181 
j - lymphaticijs, account of 477 

convulsions in . . 181 

Stays, pain in breast from 529 

- scoliosis from . . 234 

Steam, dermatitis due to 916 

- hoarseness from . . 388 

- sore throat due to . . 758 
Steam-engine noises in 

head 503 

Steamy cornea in glau- 
coma . . . . . . 926 

Stearic acid, fat expressed 

as 299 

Steatorrhoea, congenital 301 
Steel, effect of sweat on . . 803 

- hardening, ferrosilicon 

in . . . . . . 421 

- w elders, photophobia in 639 
Stellar phosphate, calcium 

phosphate and . . 638 

crystals (Fig. 498) 638 

Stellate ganglion, ramus 
communicans to 

(Fig. 474 ) 618 
Stellwag’s sign In Graves’ 
disease 267, 283, 877 

Stelwagon on vesicular 

syphilis .. ..919 

72 
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Stench from bronchiec- 
tasis . . . . . . 364 ! 

- empyema ruptured I 

through lung . . 364 I 

- epitheliomatous ulcer 475 I 

- gangrene of lung . . 364 
Stenosis, aortic (sec Aortic 

Stenosis) 

- of bowel, account of . . 162 i 

- bronchus (sec Bronchus, [ 

Obstruction of) 

- colon (see Colon) 

- duodenal, gastrectasis 

from. . . . . . 801 1 

- - visible peristalsis j 

from . . . . 636 j 

- mitral (see Mitral Stenosis) 1 

- oesophageal (sec fKso- 

phagus, Obstruction to) ; 

- of pharynx, dysphagia 

from . . , . 244 

syphilitic . . . . 244 

- pulmonary (see Pul- 
* monary Stenosis) 

- of pylorus (see Pylorus) 

- rectum from syphilitic 

proctitis . . . . 100 

- trachea after cut throat 799 

from syphilis . . 799 

after tracheotomy . . 799 

- tricuspid (see Tricuspid 

Stenosis) 

- of urethra (see Stricture) 

- vagina (see Vagina) i 

Stenson’s duct, calculus j 

in 848 i 

Stercobilin from bilirubin 902 
~ in faces . . . . 902 . 

carcinoma of pancreas ! 

and . . ..130 

gall-stones and . . 130 j 

- urobilin related to . . 902 j 

Stercoporphyrin . . 903 j 

Stercoral ulcer (see Ulcer) 
STERILITY . 793; 

- due to absence of ovaries793 

sexual feeling 793, 

tubes 

uterus 

- age and 

- due to anaemia 

- astringent douches . . 

- azoospermia . . 793, 

- carcinoma of uterus . . 

- cervical catarrh 

- closure of cervix 

- - hymen 

- - vagina 

- cochlcate uterus 

- congenital fistula 

- curettage for 

- due to deficient ovarian 

activity 

- displacement of uterus 

- dyspareunia 

- endometritis 

- hyperinvolution 

impotence distinct from ! 

392, 393 ! 
Uue to incompatibility j 

793, 794 I 

- infantile uterus . . 793 I 

- in male . . 793, 794 i 

- due to nccrospcrmia 

793, 794 

-- nutritional disturbances 793 I 

- obesity and . . 793, 794 J 

- due to old age . . 793 

- oligospermia . . 793, 794 j 

- ovarian tumour . . 793 ! 

- polypi . . . . . . 793 | 

- pseudo-hermaphro- 

ditism . . . . 793 

- radium . . . . 86 

- salpingo-oophoritis 793, 843 

- semen test in . . 793, 794 

- due to small adult uterus793 

- uterine fibroids . . 793 

- vaginismus . . . . 793 

- X rays . . . . 86 

Sternocleidomastoid, nerve- 

supply to (Fix. 474) 618 

Sternohyoidcus, nerve- 
supply to (Fig. 474) 618 

Sternomastoid muscle (see 
under Muscle) 
Sternothyroideus, nerve- 
supply to (Fig. 474) 618 

Sternum, aneurysm eroding 

210, 534 


j Still's disease, contd. 
j - - spleen enlarged in j!7 , 


I Sternum, contd. 

j - carcinoma of, tender- , , 

I ness of chest from .. 862 i 472, 778, 781 

- fracture of (see Fracture) \ wasting in . . .. 781 

- hydatid of, tenderness i Stillingia svlvaiica, der- 

of chest from . . 862 

- inflammation of, tender- 

ness of chest from . . 862 

- nodule on, in yaws . . 501 

- pain behind (see Pain) 

- periostitis of (see Perios- j 

titis) 

- sarcoma of, tenderness ! 

of chest from . . 862 , 

- syphilitic node on . . 819 

- tenderness of (sec Ten- 

derness) 

- tuberculous, tenderness 


of chest from . . 862 
STERT0R .794 

- due to adenoids . . 7^4 

- alci 'holism . . . . 794 

- in coma . . . . 153 

- convulsions . . . . 180 

- epilepsy . . ..Ill 

- from fatty heart . . 264 

- in malingerer. . . . 184 

- snoring distinguished 

from 

- due to paralysis of soft 

palate 

- post-pharyngeal abscess 794 

- in Stokcs-Adams’ dis- 

ease . . . . . . 109 

- stridor distinguished 

from 

- due to quinsy 

- tonsils 

- in uraemia 
Stethoscope in detecting 

borborygmi 

- diagnosing joint gratings431 

- measuring blood-prcs- 


794 

794 


794 

794 

794 

57 

107 


sure 

testing knee-jerk 
Stibenyl in kala-azur 


105 

450 

709 


matitis due to . . 916 

Sting, bee, delirium from 211 

- - dysphagia from . . 244 

; of car, earache from 252 

face swollen from . . 824 

| — — tongue swollen Irom 244 

- hornet, delirium from 211 

- jclly-lish, delirium from 211 

- — erythema from . . 278 
itching front 278, 659 

- -• icdenta from . . 278 

- - urticaria from . . 278 

- scorpion, delirium from 211 

- tongue swollen from 

851, 852 

- wasp, delirium from . . 211 

- - of ear, earache front 252 

tongue swollen from 851 

Stinging nettle, wheals 

due to . . . . 935 

Stings, delirium due to, . 211 

- puncium in , . . . 920 

- vesicles due to . . 920 

Stitch, abdominal pain 

from . . . . . . 560 

- appendicitis simulated 

by 560 

- in athletes .. 531, 862 

- pain in chest from 530, 862 

- — iliac lossa from 555, 

557, 560 

- tenderness of chest Irom 862 
Stoat -bite, spirochatosis 

from . . . . . . 213 

Stockbrokers, chronic 

pharyngitis in 757, 762 

- cough in . . . . 186 

- hoarseness in . . 387 

Stocking anaesthesia in 

hysteria .. 171,570 

peripheral neuritis 


- in muscular rheu- 
matism . . 175 

- - pain in neck from . . 528 

- - from pediculosis 

capitis . . . . 795 

- - pyorrhoea alveolaris 796 

- - in rheumatoid arth- 

ritis . . . . 796 

from spondylitis de- 
formans . . . . 796 

in tetanus 175, 521, 

741, 797, 885 

- — from torticollis . . 795 
X rays in diagnosing 

cause of . . . . 795 

Stigmata, venous, on face 881 
Still’s disease, account 
of 472 

- - anaemia in . . 47, 472 

- - in children . . . . 781 

crippling in . . 781 

emaciation in 47 

illustrated (Fig. 381) 472 

joint destruction in 47 

limping in . . . . 456 

lymphatic glands en- 
larged in 47, 471, 

472, 781 

- notes on . . 781 

- - pain in foot in . . 456 

pigmentation in . . 472 

rheumatoid arthritis 

in . . 781 


794 Stich-punkt 

331 


74, (Fig. 582) 749 

- 

793 STIFF NECK 

794 

Stokers, cramp in . . 189 


793 

from boil 

795 

- 

heart hypertrophy in. . 2 

- 

794 - - 

carbuncle 

795 

- 

left ventricle enlarged in 258 

- 

793 - - 

cervical caries 694, 

795 

- 

pain in shoulder in . . 581 

- 

793 - - 

cold 

795 

- 

photophobia in . . 639 


794 | - - 

cramped position . . 

795 

— 

prolonged first sound in 2 

- 

793 1 - - 

dental sepsis 

795 

Stokes-Adams’ disease. 


793 1 - - 

draught 

528 


account of 108, 109, 183 

- 

793 ; - - 

fibrositis and 

795 

- 

- age incidence of . . 183 


793 i - - 

a form of myalgia . . 

572 

- 

— apoplexy simulated 

- 

793 , - - 

from gonorrhoea . . 

796 


by 183 


793 - - 

growth in spine 

796 

— 

- arteriosclerosis and 183 

- 

793 - - 

infective arthritis of 


— 

- auriculovcntricular 


793 ; 

spine 

796 


bundle in . . 109 

- 

1 — - 

inflamed cervical 


- 

- bradycardia in 108, 109 

- 

793 , 

glands 

795 

- 

- cerebral anrctnia in 183 


793 i - - 

injury . . 795, 

796 

— 

- coma in 109, 154, 596 

- 

793 - — 

in meningitis 371, 

797 

— 

- convulsions in 109, 

- 

793 ! 

microbial infection 



181, 183, 596 

- 

793 j 

and 

795 

- 

- cyanosis in . . 109 



heart -block and . . 183 

- - pulse slow in . . 183 

- - stertor in . . . . 109 

- - syncopal attacks in . . 109 

- syndrome in heart-block 

298, 668 

palpitations in . . 596 

pulse-rate halved in 596 

Stomach, acute dilatation 
of, account of . . 218 

- aneurysm ruptured into 

157, 342 

- atony of (see Atony; 

- barium and X rays in 

investigating 809, 813 

- carcinoma of (sec Carci- 

noma) 

- cast of . . . . 929 

- congestion of, from 

portal obstruction . . 344 

- cough . . . . 185, 187 

- diaphany in investi- 

gating . . . . 809 

- DILATATION OF ..218 

(and see Dilatation 

of Stomach) 

- disease of, constipation 

from . . . . 161 

pain in temple from 867 

tenderness in temple 

from . . . . 867 

- disease of negroes, 

pica and . . . . 128 


] Stomach , contd. 

| - dropped, X rays showing 

(Fig. 436) 537 

- fermentation in, flatu- 

lence due to . . 302 

- fifth dorsal nerve and. . 864 

- fourth dorsal nerve and 864 

- gas in, skiagram of 

(Fig. 155) 187 

- haemorrhage from (see 

1 luernutemesis) 

- - into mucosa (sec 

Hemorrhage into 
(instric Mucosa) 

- -- wall of, in Henoch’s 

purpura . . . . 931 

- hair-ball in . . . . 873 

- hernia of (sec Hernia) 

- hour-glass (sec Hour- 

glass Stomach) 

- hyperesthesia of, dys- 

pepsia from . . 399 

- hypertonus of, charac- 

ters of . . 307 

-■ - with duodenal ulcer 

(i-'ijr. 281) 343, 554 

- hypotonus of, char- 

acters of . . 307 

- - sense of fullness with 307 

- idiopathic dilatation of 

(Tie. 626) 813 

- india-rubber bottle (see 

Carcinoma of Stomach, 

1 )iffuse > 

- inflation of (see Inflation) 

- injury to (sec* Injury; 

- lavage in coma . . 154 

- - opium poisoning ... 154 

- leather bottle (see Car- 

cinoma of Stomach, 
Diffuse) 

- liver abscess ruptured 

into . . 465 

- methods of examining 400 

- motility of, method of 

testing . . 401 

mucus from, due to 
alcohol . . . . 881 

- in gastritis . . . . 40 1 

neurosis of, colic Irom 148 
normal, skiagram of 

(/• ig. 276) 339 
paralysis of, dilatation 

!18 


of stomach due ti 


398 


554 


size of 

rapid emptying of, 
duodenal ulcer 343, 
referred pain irom 

(Tig. 660) 871 
sarcoma of (sec Sarcoma; 
size of. Inflation In deter- 
mining . . 307 

— succussion in deciding 307 

- X rays in determining 307 
succussion In 398, 799, 

800, 801 

- transverse type of, in 

duodenal ulcer . . 343 

- tube in diagnosing py- 

loric stenosis 160, 308 

- tumour of, ascites from 61 
jaundice from . . 407 

- - portal vein obstructed 

by 61, 778 

spleen simulated by 814 

- ulcer of (see Ulcer, Gastric) 

- vagus nerve supplying 927 

- venous congestion ot 928 

- X rays in deciding size 398 
Stomatitis, acute gastritis 

from . . 

- acute . . 

bleeding gums from 

from mercury 

- adenitis from.. 

- ageustia due to 

- due to Amoeba buccalia 

- angina Ludovici from 

- aphthous . . 93, 95, 898 

- due to Bacilli fusiformes 

of Vincent . . . . 95 

- Bacillus influenzae . . 95 

- bacteriological examina- 


338 

95 

93 

94 
474 
859 

95 
853 


uon in 

- bacteriology of 

- bleeding m . . 

- cacogeustia due to 

- cancrum oris from 

- catarrhal 


661 

95 

95 

860 

95 

95 
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Stomatitis , contd. 


- cheeks affected in 

95 

- difficulty in moving 

j 

tongue in . . 

95 

- dribbling of saliva from 661 j 

- dysphagia from 

244 j 

- foul breath in . . 95, 

112 ! 

- due to Lriedlilndcr’s 

i 

pneumobacillus 

95 | 

gangrenous . . 93 

, 95 

general account of 

os ; 

- gums affected in 93, 95 1 

- htemoptysis simulated 


.by 

359 

- lips affected in 

95 ! 

- from mercury 44, 95, 

1 

337, 661, 882 

- microscopical examina- 


tion in 

661 

- due to Oiditim albicans 

95 

- pain due to 

95 

- palate affected in 

95 | 

perleche and 

460 j 

-- due to phosphorus 

94 

- pneumococcus 

95 

- protrusion of lips in . . 

95 

- salivation from 95, 661 

- m scurvy 

93 

- due to spirilla of Vincent 

95 

- in sprue 

217 

- due to Staphylococcus 


aureus 

95 

- Streptococcus longus 


hicmolyticus 

95 

-- - viridans 

95 S 

streptothrix 

95 

- swallowing difficult from 

94 

™ swelling ot cheeks in . . 

95 

gums in 

95 

- - lips in 

95 

- palate in 

95 

- - tongue in . . 

95 

- in syphilis 

93 

~ tenderness of checks in 

95 

- - gums in . . . . 

95 

lips in 

95 

- palate in 

95 


tongue in . . 95, 851 

~ tuberculous . . 661 

- ulcerative 93, 95, 898 899 
ulcers in mouih m 95, 899 

- varieties of . . 93, 661 

- Wassermunn reaction in 661 
Stone ' see Calculus) 
Stonecrop, dermatitis from916 
Stonemason’s lung, hamto- 


ptysis Irorn . . 361 

Stools, abundant, in hypo- 
pituitarism . . 509 

- acetic acid in examining 215 
Amteha histolytica in 99,709 
amoebic cysts in . . 709 

- arsenic in . . . . 103 i 

“ benzidine test and . . 215 ' 

- bilirubin in .. ..215 

- blood in . . . . 215 

- - l'rom acute colitis . . 215 

- - in ankylostomiasis.. 103 

- - from calomel . . 10 3 

- - carcinoma of ctecum 828 
colon 163,439, 495,815 

- - - rectum . . . . 166 

- - chronic colitis . . 216 

- - dysentery 99, 216, 

709, 812 

enteritis . . . . 496 

- - intussusception 167, 

215, 495 

- - invagination of rec- 

tum . . . . 166 

- - in tnucomembranous 

colitis . . . . 812 

- - from new growth . . 217 

- technique for testing 104 j 

- - in tuberculous peri- I 

tonitis . . . . 806 ‘ 


- - from ulcerative colitis i 

217, 812 i 

- - (and see Blood per ! 

Anum) [ 

- bulky, pale and offensive 216 | 

- casein in . . . . 215 

- cholera vibrios in . . 709 

- comma bacillus in . . 872 

- connective tissue in 215,216 
~ corrosive sublimate test 

for bile in . . . . 215 

- dysentery bacilli in.. 709 

- Entamoeba histolytica in 216 

- examination of . . 215 


Stools , examination of , contd. 

diet for . . . . 215 

in puncreatitis . . 700 

- fat in .. 130,215,216 

- normal amounts . . 300 

- FATTY . . 299 

- - with bile deficiency 300 

- - carcinoma of pancreas 

and . . 1 30, 300 

in chronic pancreatitis 

130, 300 

congenital steator- 
rhea . . . . 301 

gall-stones and .. J 30 

In gastrocolic fistula 301 

from intestinal secre- 
tions . . . . 300 

- - In jejunocolic fistula 301 

- - lymphatic obstruc- 

tion . . . . 301 

from neoplasm of 

pancreas 67, 410, 412 

with obstruction of 

ampulla of Vatcr 300 

from pancreas affection 

216, 582 

pancreatitis.. .. 410 

in sprue . . . . 301 

- fatty acid crystals in 

130, 215, 216, 300, 301 

- foul-smelling, in typhoid 

lever . . 688 

- free fatty acids in . . 216 

- frothy abundant, in 

sprue . . 709 

- - in dengue . . . . 571 

- • pale, in hill diarrhoea 217 

sprue . . . . 217 

- green slimv . . . . 215 

- iodine in examining . . 215 

- iridescent, from neo- 

plasm of pancreas . . 410 

- - pancreatitis . . 410 

- lime salts in . . . . 215 

- membranes in, in muco- 

membranotis colic. . 161 

- spastic constipation 161 

- microscopical examina- 

tion ot . . . . 215 

technique of . . 634 

• MUCUS IN . . 215, 495 

- - from acute colitis . . 215 

- - arsenic . . . . 103 

Bilharzia . . . . 102 

calomel . . . . 103 

- - carcinoma 97, 98, 166, 

35h, 4 39, 495 , 5 66, 

776, 828 

colitis 216, 496, 700 

constipation . . 495 

- - diverticulitis . . 356 

- - in dysentery 98, 99, 

216, 709, 812, 871 

- - from enteritis . . 496 

- - enterospasm . . 5 38 

Henoch’s purpura . . 680 

- - intussusception 101, 

164, 167, 215, 495, 

727, 812, 829 

- — invagination of rec- 

tum . . . . 166 

- - in mucomembr unis 1 

colic .. 161,812 

- - due to Oxyuris ver- 

micularis . . . . 102 

polypus . . 98, 727 

- - in ptomaine poisoning 872 

- - rickets . . . . 182 

spastic constipation 161 

- - syphilitic proctitis . . 100 

- - ulcerative colitis 

100, 217, 564, 812 

- - worms simulated by 495 

- normal characters of . . 215 i 

- OCCULT BLOOD IN 

104, 215 

(and see Blood, Occult) , 

- pale bulky, from pan- 

creatic cyst .. 811 j 

- pallid, from gall-stones 466 

- parasites in . . . . 215 

- pea-soup, in typhoid 

fever . . . . 689 j 

potato particles in . . 215 

PUS IN 215,680 

- (and see Pus in Stools) 
reaction of (see Reaction) 
rice- water, from arsenic 338 

- in cholera 345, 709, 872 

sand In . . 741 


Stools , conrd. ] 

- shreds in . . . . 495 j 

from enterospasm . . 538 i 

in mucorncinbranous 

colic . . . 161 1 

spastic constipation 161 i 

in ulcerative colitis 217 J 

- skins in . . . . 495 j 

- slatcv, after bismuth. . 481 i 

- sloughs in, in typhoid 

fever . . . . 784 

- sour frothy . . . . 215 : 

- starch grains in 215, 216 i 

- streptococci from, diffi- 

cult’, of interpreting 83 
“ tarry, from mekena iq.v.) 97 

- trichinelke in.. .. 569 

- urobilin in . . . . 215 

- white tough particles in 215 

- worms in . . 104 

- (and see Purees; 

Stove, slow combustion, 

carbon monoxide pois- 
oning from . . . . 155 

STRABISMUS . . ..797 

- amblyopia with . . 922 

- in botulism . . . . 243 

- cavernous sinus throm- 

bosis 156,739 

- from cerebral irritation 396 

- cerebrospinal mcningitisC27 

- convergent, diagram of 

(V-i*. 1X7) 221 

- diplopia from . . 797 

- divergent, diagram of 

ii'ig. I XX) 221 

- in encephalitis 632, 701 

- headache with . . 370 

- due to hypermetropia 797 

- internal rectus para- 

lysis . . ( l-iff. 5 / 7 ) 659 

- laryngeal paralysis with 606 

- in meningitis . . . . 405 

- meningococcal menin- 

gitis 700 

- due to myopia . . 797 

- in posterior basal men- 

ingitis . . 627 

- suppurative meningitis 627 

- from syphilis . . 606, 730 

- third nerve paralysis 

v/'Vc. 577 ) 659 

- in tuberculous menin- 

gitis .. 184,627 

Stramonium, asthma re- 
lieved by . . . . 654 

- delirium from . . 212 

Strangulated hernia (see 

Hernia j 

Strangulation of spleen . . 788 
spleen enlarged from 778 

- testis (see Testis, Torsion 

of) I 

STRANGURY 797,871 

- due to calculus impacted 

in urethra . . . . 797 : 

- cantharides . . . . 798 ! 

- carcinoma of bladder 797 ' 

prostate . . . . 797 I 

rectum . . . . 797 ! 

- - uterus . . , . 797 j 

- causes of . . 797, 798 

- due to coli bacilluria. . 798 j 

- cystitis . . 355, 797 

- cystopurin . . . . 798 

- enlarged prostate . . 797 ! 

- gonorrhoea . . . . 797 i 

- helmitol . . . . 798 j 

- hexamethylenetetra- 

mine . . . . 798 

- hysteria . . . . 797 ! 

- impacted fibroid . . 797 

ovarian carcinoma.. 797 ! 

cyst . . . . 797 i 

- inflamed haemorrhoids 798 I 
urethral caruncle . . 797 

- injury to back. . .. 798 

- - of bladder . . . . 797 

- irritable bladder . . 797 

- neurasthenia . . . . 797 

- oxalic acid . . . . 798 

- papilloma of bladder. . 797 

- periproctal abscess . . 797 

- periprostatic abscess . . 797 

- prolapse of uterus and 

bladder . . . . 797 

- prostatic calculus . . 797 

- pyelitis . . . . 798 

- retention of urine 492, 797 

- retroverted gravid uterus797 


Strangury, contd. 

- due to tabes dorsalis . . 797 

- tuberculosis of bladder 797 

kidney . . . . 798 

- turpentine . . . . 798 

- urethral stricture . . 797 

- urethritis . . . . 797 

- urotropine . . . . 798 

- vesical calculus . . 797 

- in vesical crises . . 797 

- due to vesiculitis . . 797 

Straw, actinomycosis from 95 

- sporotrichosis and . . 365 
Strawberries, anaphylaxis 

to 480 

- delirium due to .. 213 

- erythema from . . 278 

- itching after . . . . 659 

- oxaluria from. . . . 353 

- urticaria from 278, 935 
Strawberry tongue in ery- 
thema scarlatiniformc 281 

- - scarlet fever . . 685 
Streptococcal arthritis in 

typhoid fever.. .. 425 

- glossitis (sec Glossitis) 

- laryngitis (see Laryngitis) 

~ mcningismus .. .. 212 

- meningitis . . . . 732 

delirium from . . 212 

- pruritus ani . . . . 861 

- septicaemia, influenza 

simulating . . . . 692 

Streptococci, abscess of 
testis due to . . . . 584 

-■ in acute gastritis . . 338 

- - suffocative laryngitis 197 

- acute oedema of larynx 

from . . . . 248 

perichondritis of ary- 
tenoid from . . 253 

yellow atrophy from 416 

- angina Ludovici . . 853 

, - ascitic fluid . . . . 65 

- from blood . . . . 739 

1 - bone infection by . . 817 

- Bright’s disease from 11 

- in cerebrospinal fluid 384 

- chronic septicemia from 

704, 705 

- in dermatomyositis . . 569 

- difficulty of interpreting 95 

- empyema from . . 134 

- in erysipelas . . . . 125 

- impetigo . . 682 

- Kirkland’s disease . . 762 

- laryngitis from 245, 

248, 762, 799 

- meningitis due to . . 732 

- from mouth, difficulty 

of interpreting . . 83 

- in nasal discharge . . 224 

- orchitis due to . . 86 

- periostitis due to . . 818 

- perleche from . . 460 

- in phthisis . . . . 788 

- pleuritic fluid from, poly- 

morphonuclear cells 
in 135 

- polydermatomyositis due 

to 295 

- polymyositis due to 

295, 569, 702 

- pruritus ani due to . . 592 

- in pseudo-trichinosis . . 569 

- pulmonary tuberculosis 706 

- pyelitis due to . . 718 

- rheumatoid arthritis from 47 

- in scarlet fever . . 11 

- septicaemia from 419, 687 

- from stools, difficulty 

of interpreting . . 83 

- tonsillitis due to . . 757 

- ulceration of ear from 252 

- ulcerative colitis from 100 
Streptococco-uria, pyrexia 

due to . . . . 713 

Streptococcus brevis in 
urethra . . . . 88 

- haemolyticus, purpura 

from . , . . 678 

in tonsils . . . . 678 

- longus haemolyticus, 

stomatitis from . . 95 

- pyogenes from blood 261 

in infective endo- 
carditis . . . . 261 

longus, Bacillus coli 

with . . . . 88 

bacteriuria from 88, 90 
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Str. pyogenes iongus, could. 

- cystitis from 

(Fig. 89) 89, 90 

- • • general infection by 90 

- - - in glossitis , . 592 

- - ■ - Grum-positivc 

(Fig. 89) 89 

- - - nephritis from . . 90 

prostatitis due to 90 
- pyelonephritis from 

{Fig. 89) 89, 90 

- - ureteritis from . . 90 

- - - urethritis from . . 90 

- - in phthisis . . . . 187 

- - sputum . . . . 187 

" viridans, stomatitis from 95 
Strep tothrix in actino- 
mycosis . . . . 828 

- blood cultures discover- 

ing . . . . . . 687 

- lachrymal calculus from 273 

- stomatitis from . . 95 

Streptotrichosis of liver 470 
STRDE ATROPHIC/E . . 459 
Stricture of bile-duct (see 

Bile Duct Obstruction) 

- bowel (see Bowel; 

- rectum, fibrous . . 728 

- urethra, aching in peri- 

neum from . . 579 

- - albuminuria from 9, 16 

- - ascending nephritis 

from 9,11,16,183,211 

- - bougie in diagnosing 

491, 493, 575 

- - calculus behind 444, 

575, 766 

- carcinoma with . . 230 

- - catheter in diagnosing 491 

- * catheterization for.. 58 
-- - cystitis from 211, 

718, 720, 723 

- - delirium from .. 211 

- - discharge due to . . 229 

- - dribbling of urine 

from . . 492, 575 

endoscope in dia- 
gnosing 229, 491, 

493, 575, 766 
epididymitis from 850 

- - epididymo-orchitis 

from , . 584, 585 

- - due to epithelioma. . 851 

- - fistula behind 494, 766 

- - frequency of micturi- 

tion from . . 652 

- - after gonorrhoea . . 492 

hiccough from . . 387 

- - hydronephrosis from 353 

- - pain on micturition 

from . . . . 493 

- - - in penis from 574, 575 

- - pcri-urcthral abscess 

from . . 494, 767 

pyelitis from . . 717 

- - pyelonephritis from 717 

pyonephrosis due to 718 
. i.rhi due to 716, 723 
.c: cm ion of urine 
from 55, 492, 720 
spasm with . . 492 

strangury due to . . 797 

- - suppurative nephritis 

from . . . . 699 

- - uraemia from 183, 211 

- - urethritis with 723, 850 

- urine stream abnormal 


with . . 491 ! 

STRIDOR ..799 

- due to abductor para- 



lysis 


799 

- 

ammonia 


799 

- 

aneurysm 


799 

- 

angina Ludovici 


799 

- 

Bright's disease 


799 1 

- 

caseous gland 


799 : 

- 

causes of 


799 

- 

due to cellulitis of neck 

799 1 

- 

in children 


799 ! 

- 

due to chlorine 


799 j 

- 

compression of recur- 



rent laryngeal 

nerve 

877 

- 

uftcr cut throat 


799 | 


due to diphtheria 


799 

- 

enlarged thymus 


799 ! 

— 

- thyroid 

799, 

877 j 

— 

epithelioma of 

ocso- 



phagus 


799 j 

— 

- trachea 


799 i 

- 

- vocal cord . . 


799 i 


! Stridor , could . 

- due to erysipelas . . 799 

- fibroma of vocal cord. . 799 

- foreign body in trachea 799 

- in hysteria . . . . 799 

- from larvngcal obstruc- 

tion . : 196,248,731 

j - laryngismus stridulus 79Q 
! - laryngitis . . . . 7 ot > 

| - in lobar pneumonia . . 606 
i - due to malignant glands 
! in neck . . . . 7 Q 9 

J - mediastinal new grow th 799 
i - mucopus in trachea . . 7^9 

- oedema of larynx . . 799 
J - potassium iodide . . 799 
; - retropharyngeal abscess 

, 694, 799 

1 - in rickets . . . . 7‘19 

- due to spasmophilia . . 7°° 

i - stenosis of trachea . . 7°9 

- stertor distinguished 

1 from . . . . 794 

- due to syphilitic steno- 

sis of trachea . . 799 

- tetany . . . . 7UQ 

- after thyroidectomy 607,799 

- tracheotomy . . . . 7 q 9 

- due to ulceration of 

larynx . . . . 799 

Stroke (see Apoplexy ; 
Haemorrhage, Cerebral ; 
and Hemiplegia 
Strophanrhus, pulse slow 
from .. .. ..110 


Strophulus . . 600 

Strychnine, convulsions 
from .. .. 181,884 

- in gastric contents . . 741 

- hemoglobinuria from 357 

- poisoning . . ... 741 

- - analysis of gastric 

juice in diagnosing 521 

- - - \ isccra in diagnos- 

ing • • . . 521 

- - consciousness rc taint d 

in 521 

- - convulsions irom 181. 

741. 884, 885 

- - head -retraction in .. 731 

- - hoarseness trom . . 388 

homicide by . . 521 

- - hyper acusis in . . 389 

from hypodermic 

injection . . 741 

- - hwcn.i simulating 

521, 741 

- - no l«>ckja\\ in . . 521 

opisthotonos in . . 521 

from rat paste 521, 741 

- - risus sardonicus in 741 

- - spasm of larynx Irom 388 

- - suicide by . . . . 521 

- telanus distinnu Ishect 

from . . 175, 741 

tetany distinguished 

from . . . . 190 

touch producing 

spasms in . . 74! 

- - trismus in . . . . 885 

- - no trismus in . . 175 

- - twitchinos in . . 885 

from vermin-killer. . 521 

- priapism lrom . . 657 

Study room, morning 

headache and . . 370 

- - tinnitus lrom . . 878 

Stumble, plantar fascia 

torn by . . . . 552 , 

Stunted growth in cretin 290 
Stupor from aconite .. 110 

- alcohol .. .,110 

- antimony . . . . 110 

- bradypnoca with .. Ill) 

- from butyl chloral 

hydrate . . ..110 

- cerebellar abscess .. 110 

tumuur . . ..110 

- cerebral abscess .. 110 

haemorrhage . . 110 

tumour . . ..110 

- chloral . . . . 110 

- chloroform . . ..110 

- cholcemia . . . . 407 

- in diabetes mcllitus . . Ill 

- encephalitis . . 156, 157 

- epidemic jaundice . . 420 

- epilepsy . . Ill, 183 | 

- from fracture of skull 110 

- gumma of meninges 110 


Stupor, contd. 

- from medinnl.. .. 110 

- meningeal haemorrhage 110 

- morphia ... ..110 

- mushroom poisoning 422 

-- opium .. .. 110 

- osteoma of cranium .. 110 

- pontine haemorrhage. . 110 

- spiroductosis ietei’o- 

luemorrhagiea . . 420 

- sul phonal .. .. 110 

- tetronal . . ..110 

- trional .. ..110 

- veronal . . . . 110 

Stye, lachrymal calculus 

simulating . . . . 273 

Styloid process of hyoid 
bone, periostitis of . . 590 
Styptic, adrenalin as . . 722 

- silver nitrate as . . 722 

Subacromial bursa, uric 

acid in . . i SSH i 428 

- bursitis, account of . . 581 

pain m shoulder from 580 

Subarachnoid hivtnorrhage 

lrom injury . . . . 709 

pyrexia with . . 709 


- - temperature chart in 

i Fig. 567 ■ 710 
Subclavian artery (see 
Artery 

- bruit * . . 122, 664 

- vein see Vein 

Subconjunctival haemor- 
rhage lrom lrauurcd 
skull 155 

- - illustrated : Fig. 255) 287 
Subcutaneous abscess, 

leucoiytosis with . . 46 > 

- - in pyaemia . . . . 738 

- emphysema, account of 254 

- - crackling with .. 188 

- haemorrhage see I’urpur.t ■ 

- indurations in stony 34t> 

- nodules in acute rheu- 

matism . . 136, 282 

Subdi aphragmatic abscess 
( see Abscess i 

- peritonitis . see Peritonitis > 
Subdural haemorrhage, 

convulsions from .. 183 

- - after imury . . 870 

Subhyoid bursa, thyroid 

gland simulated by . . 876 
Subinvolution of uterus 
'see Uterus 

Sublimate, corrosive 'see 
(.orrosive Sublunary 
Sublingual calculus, tongue 
swollen from . . 852 

- gland, chorda tympani 

supplying . . 605 

- salivary gland, calculus 

in 590 

Submammary abscess '.sec 
Abscess: 

Suhmaxillarv abscess from 
tooth . . ' . . . . 834 

- gland (see Lymphatic 

(Bands, Sunmaxillary; 

- salivary gland, calculus 

in 590 

Subnormal temperature 
(see Hypothermia) 
Subperiosteal haemorrhages 
in infantile scurvy . . 128 
Subphrcnic abscess (see 
Abscess, Subdiaphragmatic) 
Subscapular nerve, distribu- 
tion of . , 616 

Subscapularls, nerve-supply 
of 616, (Fig. 474) 618, 620 
Subtentorial tumour (see 
Cerebellar Tumour) 
Subtertian malaria, malig- 
nant . . . . (big. 59) 41 

Subthalamic lesions, hyper- 
pyrexia from . . . . 392 

- tumour, unilateral tre- 

mor due to.. .. 882 

Succinic acid, lcucocytosis 
from . . . . . . 453 

Succulent hand in syringo- 
myelia . . . . 142 

Succus allii, cacogeustia 
due to . . . . 860 

Succussion, abdominal, in 
typhoid fever . .. 802 

- in ctecum . . 800, 802 

- chest 800 


j Succussion , contd. 
j - in diaphragmatic hernia 800 
| - epigastrium . . . . 809 

- due to gas in bladder 800 

- gastrcctasis 636, 800, 801 

- gastric 2 1 8, 21 9, 307, 801 

- in hiemopneumothorux 800 

- Iiydropneumopericur- 


dium . . . . 800 

- hvdropncumoihorax 

209, 532, 647, 800 

- normal stomach 799, 800 

- ovarian cyst . . . . 800 

- phthisical cavity . . 800 

- pneumoperitoneum . . 800 

- due to pyonephrosis.. 800 

- in pyopneumopcricur- 

dium .. .. 800 

- pyopneumothorax 647, 800 

- sigmoid colon 800, 802 

- SOUNDS . 799 

- in subphrcnic abscess HOO 

Sud ami na . . . . 803 

- in rheumatic lever . . 423 

Sudan 111. fat stained by 140 
Sudden death isee Death) 
Sutfoeation, sense of, flush- 
ing with . . . . 303 

Sutlocativc laryngitis . . 197 
■ (edema <>t lar yn\ . . 767 
Sugai in blood (see Blood 
Sugar) 

cerebrospinal fluid . . 38 3 

- dermatitis 659.915,917 

- estimation of . . . 329 

-- tingei affected by . . 301 

- indigestion, Monis in. . 215 

-- pruritus lmm . . 659 

- threshold, notes on . . 333 

- - reduced in acro- 

megaly .. ..3 31 

- Draws’ disease .. 3)1 

- tolerance test . . . . 333 

- in urine mc Diabetes ; 

and ( ilvcovuna 
Suggestion, atncnorrlura 
due to . . . . 23 

- functional aphonia cured 

by 606 

- hiccough cured by . . )H6 

-- hystcru (. ured by . , 697 

- hvsterie.il photophobia 

' cured bv . . . . 640 

- memory restored by.. 25 
Suicide by arsenic . . 872 

- corrosive sublimate .. 10) 

- hvdroehlern acid . . 103 

- irom neurasthenia . . 389 

- by nitric acid . . . . 103 

- phosphorus . . 94, 421 

- rat paste . . . . 94 

- strychnine . . . . 521 

- sulphuric acid . . 103 

- vei min-killer .. .. 94 

- voices urging to . . 503 

Sulcus, Harrison’s 208, 

2 3 ), 782 

Sulphnnilic acid in diazo- 
reaction .. 217, 218 

Sulphate of ammonia in 
Kothcra’s test . . . . 3 

- copper (sec (Copper) 

- indoxyl, in indicanurin 904 

- of zinc in estimating 

blood-sugar . . 333 

- - vomiting due to . . 928 

Sulphates, ethereal, in 

urine . . . . . . 395 

- In urine In carbolurla 906 
Sulphicmoglobinaemia, 

cyanosis from 196, 201 

- ru> polycytharnia in . . 201 

- shortness of breath 

f rom . . ..113 

Sulphide of ammonium 
(sec Ammonium.; 

- zinc, basophilia from 30 


Sulphides, cacogeustia due 


to 860 

- in gangrene , . . . 318 

Sulphucyanide of potas- 

sium in Benedict’s solu- 
tion . . . . . . 327 

Sulphonal, bradypnoca 

from . , . . ..110 

- Cheyne- Stokes breath- 

ing from . . . . 139 

-- cornu from 110, 154 

- qyanosis from . . .. 196 

-■ erythema from . . 275 
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Sulphomil , cotitd. i Suppuration , contd. 

- hacmoglobinuria from 357 - In liver, account of . . 464 

- methaunoglobinum I - polymorphonuclear cell 

afLer. . .. . . 196 ! increase in .. 453 

- noises in head from .. 504 J - pyelitis from distant.. 718 

- porphyrinuria front . . 904 j - pyrexia from . . 454, 687 

- purpura due to . . 676 j - sweating with . . 843 

- stupor from .. 1 1 0 • — typhoid fever simulated 

- vertigo from . . . . 504 ; by . . . . 454, 455 

- wheals due to. . . . 935 - wasting with . . . . 843 

Sulphur chloride, acute Suppurative arthritis (see 

yellow atrophy from.. 416 I Arthritis) 

- — jaundice due to . . 408 j - cholangitis (see under 

- dermatitis due to . . 918 j Cholangitis; 


- dioxide, coryza from. . 223 - cholecystitis, rigor with 739 

granules in nciinomy- 1 - gingivitis, pyorrhira 

cosis . . . . 470 ' nlveolaris and . . 94 

Sulphur-yellow discs in -- meningitis (.sec .Meningitis. 1 

favus . . . . . . 309 - pericarditis in pyatmta 739 

Sulphuretted hydrogen - periostitis (see Periostitis j 

from evstm . . . . 20 3 - peritonitis » see Peritonitis) 

eosinophilia from .. 271 - pyelonephritis c ee Pyelo- 

tainiing due to .. 297 nephritis) 

~ - hiemoel obinuua from 357 - pylephlebitis isee PyJe- 

tintiitus due to .. 878 phlebitis, 

in urine .. ..203 Supraclavicular elands 

- - vertigo due to .. 878 see I .vmphuiic (Hands, 

Sulphuric acid see Acid) Supraclavicular i 

Summation t-l painful - nerve, distribution of 

stimuli .. ..86 3 • ; 748 

Summer, cbeiropompho- Suprahyoid evst. tongue 

lvx and 124, 919 swollen from .. .. 852 

diarrhica see Diarrhuai- Supranuclear paralysis, 

hydroa ivsttvale and . . 127 facial . . . 603 

zymotic diarrb'cu in.. 101 Supra -orbital herpes. 
Sunburn, ;n!l.,gra simu- ph aopbobia from 63°, 640 

luting . . . . 279 „ _ vesn.le'* m . . . . 640 

Sunllms ft . dc rmaiitis from 916 - nerve, distribution of 

Sunshine, strong, c*\e- < f-H\ 5,< o 748 

strain irotn . . 547 - heroes of . . 891 

■ • photophobia Irun. . 6 19 Suprapuhu pain ,ce Ihiin 

Sunstroke, i.. m i from .. 150 - utinarv Si-uida .. 494 

heudaebe tram . . 372 Suprarenal capuile. a:nDiMi-j 

- hyperpv ie\ia from . . 390 i hum and .. 24 

Superficial eeiMc.il nerve, - - carcinoma * -f, ascites 

distrituition >>t, /•,*(’. tH >'7 4 8 fr.uu .. .. 67 

- circuxndex iliac \ein - - - pond vein ob- 

c mi'ested m appen- structed by . . 67 

ilium .. 558 _ - - supraclavicular gland 

- - thtomhosi . ol, pain enlarged from . . 475 

m iliac fossa lTom 557 new growth of, g.ill- 

-- perineal ne' ve, distiibw- bl idder enlargc- 

tton of ./‘us ’i't'n 748 mem simulated by 316 

Superinvolution i uterus - sarcoma of, secondary 

i sec I'lctu . in s^jlp . . . . 866 

Supenoi ceiebell.»r pvd- - - tuberi uious, in Addi- 

uncle lesion, intention son's disease . . 45 

tremor Morn .. .. 884 - disease, obesity from . . 508 

gluteal reive ,.sce Nerve' - giantism . . 324 

■ laryngeal nerve see Nerve: - - illustrated < /-7y. 267) 324 

- - sensed v area - secretion, menstruation 

l iK's. 412. 44 5 1 550 a „d 4S4 

~ longitudinal sinus tlirom ■ - tumour, Addison’s disease 

bosis .s'“e 1 hrombosi. ■■; rare with .. .. 413 

- maxilla, growth ol, eye without Addison’s 

displaced upward by 285 disease . . . . 776 

- - tenderness of, from - - ascites from . . .. 61 

empyema of an- dilatation ol stomach 

mini of Highmore 226 from . . . . 218 

- maxillary nerve, dis- enlarged Spleen dis- 

tribution oi (Fig. o> 6) 865 Anguished fro n .. 776 

- mesenteric artery, cm- in epigastrium .. 811 

bulhm ol\see timbolism) - lueniaturia with .. 776 

- oblique, paralysis of . . 222 in hvpochondrium. . 439 

- rectus, paralysis of . . 222 jaundice from . , 407 

- vena cava '.see Vena kidney simulated by 413 

Cava i _ — laparotomy in diagnos- 

Supinaior muscles (see ing .. 4 39, 776 

undei Muscle > — — in left hvpochon- 

jerk in hysteria .. 614 drittm . .. 812 

- - increased from cere- liver simulated by . . 413 

brul lesion .. 613 loin filled by .. 814 

Support, abdominal, in physical signs of . . 776 

visceroptosis . . . . 48 portal vein ob- 

Suppositorics, dyschezia i structed by . . 61 

relieved by .. .. 159 j _ - pyloric stenosis from 218 

Suppository, cocaine, in | — renal tumour distln- 

investigating sphincter j gulsheri from . . 776 

uni spasm . . . . 166 j simulated by . . 4 39 

Suppression of urine . . 57 sexual precocity with 814 

- - (and see Anuria) i spleen simulated by 

Suppuration, amenorrhoca | 775, 812, 814 

from . . . . . . 23 j Suprascapular nerve (sec 

- anarmia from . . . . 47 | Nerve) 

- chronic, various causes 10 - tender fibrous masses 

- headache due to . . 371 j in fibrositis . , 544 

- hectic pyrexia with . . 843 i Supraspinatus (see under 

- lardaceous disease from j Muscle) 

217, 469, 784 I Supratrochlear nerve, dis- 

- lcucocytosis in 453,454,843 I tribution of (Fig. 580) 748 


SU RGICAL EMPHYSEMA 254 j Sweetbriar odour of urine 

(and see limphysema, i in cystinuria . . . . 203 

Surgical; I Sweets, cosin in 903, 904, 906 

- tuberculosis, miik and 932 ! - green urine from . . 906 

i Surprise, Craves’ disease , - rnctbylene blue in .. 906 

looking like . . . . 291 J - red urine due to . . 903 

Sutures, cranial, separated I SWELLING, ABDOMINAL 804 
in hydrocephalus 256, 622 — — due to ascites . . 804 

; Swallowing, difficult (see - - constipation . . 804 

Dysphagia) - - cystic kidney .. 15 

- kustachiun tube open- ! - - cysts . . . . 804 

jng on . . . . 205 i - - dilated stomach . . 636 

- pain on, from peri- - - hydatid cyst . . 806 

1 ostitis of hvoid bone 590 - - malignant peritonitis 305 

Swear, Bacillus fu ndus in 803 - - obesity . . 804, 805 

- - prociigiosus in . . 803 - - ovarian growth . . 24 

- black . . . . . . 803 - - pseudo-Jeukremia . . 49 

- bloody.. .. .. 803 - - subphrenic abscess 

- blue 803 804, 807 

- clammy, from snake-bite422 tuberculous peritonitis 


- coloured 

803 


804, 805, 

806 

- effect of drugs in 

803 

- 

- (and see Abdominal 


- - on steel 

803 


Distention ; and 


- foul -smelling • • 

803 


Tumour, Abdominal) 

- glands affected in cheiro- 

- 

of arm (see CHdema of 


pompholyx . . 

124 


Arm; 


- green . . 

80 3 

- 

AXILLARY .. 

816 

- jaundice tinging 

406 

- 

ol back from aneurysm 

198 

- red 

80 3 

- 

- new growth of spine 

210 

- sour-sme!lmg, in rheu- 


- 

- spinal caries 

210 

matic fever. . 

423 

- 

ON A BONE 

817 

- urinary 

803 

- 

- from abscess 694, 

817 

- Violet 

803 

- 

- callus 

817 

- vciiow . . ! ! 

80 3 

- 

- carcinoma . . 

823 

SWEATING. ABNORMAL- 

- 

- in chJoroma . . 

679 

HIES OF 

803 

- 

- liom healed node . . 

819 

— due t > .ibsces*. liver 

740 

- 

- method of investioa- 


- an .er.ee of 

80 3 


ti’Uf 

817 

-- - in leprosy patches. . 

478 

- 

— due > periostitis . . 

817 

- - 1 mm pur., 1 vms of cer- 


- 

- s.uoo.n i 

823 

vical sympathetic 

270 

- 

- m scut s v rickets . . 

819 

- and see Anidrosiv 


- 

- due t" tubercle . . 

818 

• constipation from . . 

162 

- 

of hi east see Swelling 


- cri .es in tabes d<-rsahs 



Ma:nmar> 


627, 

80 3 


cheek:, from mercury. . 

94 

- dvlkient in r:v. xicdem.i 

556 


- in stomatitis 

95 

- excessive sec Hvpcri- 


- 

cloudy see Cloudy 


Jrnsis 



Swelling 


of feel in rheumatoid 


- 

oi epididymis, gonor- 


arthritis 

426 


rhoeal 

639 

- granulosis rubra nasi 


- 

- dlls' to inflammation 

850 

and . . 

803 


- tuberculous. . 849, 

850 

- in ( i raves’ disease 

881 

- 

- from urethritis 

850 

- of hands in rhcuma'oid 


- 

iu epigastiium due To 


arthritis 

426 


subphrenic abscess 

807 

- head in rickets 

182 

- 

OF THE FACE 

824 

- in infantile scurvy 

SO 3 

- 

- from aneurysm 

198 


- influenza .. 712, 787 opening superior vena 

- Malta lever .. ..571 cava \Fig. 169} 178 

- phthisis . . . . 803 : hce-sting . . . . 824 

- alter pneumonia . . 789 - - carbuncle . . . . 311 

- profuse, in pytemia .. 419 - - dental abs .css 694, 824 

- - trichinosis . . . . 569 - - gnat-bite . . . . 824 

- with pyonephrosis . . 450 - - mosquito-bite . . 824 

- in rheumatic fever .. 423 - - parotid abscess .. 695 

- rickets.. .. .. 803 tinea sycosis .. 311 

-rigor .. . 736 - FEMORAL ..824 

- salpingo-cophoritis . . 843 - - due to abscess . . 825 

- sense of, in syringo- - femoral aneurysm . . 825 

myelia . . . . 752 ‘ - - hernia . . . 825 

- in septic.rmia. . . . 42 3 - - psoas abscess . . 825 

- from sinus thrombosis 7 39 - - saphena varix .. 825 

- stage In malaria . . 38 - of foot in mycetoma . . 893 

- with suppuration . . 843 , - in groin (see Swelling, 

- thirst alter .. .. 875 Inguinal) 

- unilateral, due to ancu- j - of gums from mercury 94 

rysm . . . . 803 - - periostitis of javr . . 834 

- - cervical sympathetic - - in stomatitis 95 

lesion . . . . 803 - in hvpochondrium, 

evst in chest . . 803 ; right, due to hepatic 

functional . . . . 803 abscess . . . . 804 

- - in hysteria .. ..803 due to subphrenic ab- 

- - due to new growth scess . . . . 807 

inchest .. .. 803 - iliac lossa due to abscess 

- urates afier .. 899, 900 : of broad ligament . . 829 

- urine concentrated after - - - aneurysm of iliac 

899, 900 artery . . . . 564 

Sweats, cold clammy, f rom appendicitis . . 439 

arsenic .. 10.3 carcinoma of crecum8 14 

- head, in infantile scurvy 128 chondroma of pelvic 

- heavy, in typhoid lever 737 ; bones . . . . 829 

- from hepatic abscess . . 464 . enlarged iliac 

- night (see Night Sweats) j glands.. .. 827 

- in pyaemia , , , * 738 * — — — fibroid of uterus , * 829 

- relapsing fever . . 785 ■ hip-joint disease 

- sleep . . . . . . 128 814, 829 

(and see Night Sweats) i - - - hydatid cyst . . 829 

Sweeps, eczema in .. 917 { iliac abscess 724, 814 

- epithelioma in 849, 886, 917 inflamed glands . . 562 

_ w-arts in . . 917 ! LEFT . . 826 
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Swelling in iliac fossa, contd. ! Swelling , pelvic, conrd. 
- - - left, from carcinoma ! - — from new crowth 


of colon . . 826 pelvic bones . . 840 

- - - - diverticulitis .. 816 - - ovarian cyst .. 840 

- - - from lymphatic - — pancreatic cyst . . 840 

glands . . 814 - - pelvic abscess . . 840 

- - -^movable kidney . . 829 - — phantom tumour . . 840 

- — - necrosis of spine 829 — — pregnancy . . . . 840 

osteomyelitis of pyonephrosis . . 840 

ilium . . . . 829 pyosalpinx . . . . 840 

- - - ovarian evst . . 829 - - salpingo-obphoritis 

pouch of bladder 829 218, 840, 841 

- - - pregnancy . . 82 Q - - sarcoma of uterus . . 840 

- - - psoas abscess 724, 814 tubal gestation . . 840 

- - - RIGHT 814, 827 tumour of kidney .. 840 

- - - — due to actino- urachal cyst . . 840 

mycosis .. 828 - POPLITEAL .. ..844 

----- appendicitis 419, due to abscess . . 844 

558, 697, 724, 828 - - aneurysm . . . . 844 

- - - - carcinoma of etc- - - Baker’s cyst . . 844 

cum 563, 814, 828 j - - bursa . . . . 844 

- _ _ - _ stomach . . 829 ! - - exostosis . . . . 844 

chondroma of I glands . . . . 844 

ilium . . 564 j - - periostitis . . . . 844 

gall-bladder . . 829 : pulsation transmitted 

- hydronephrosis 829 j by . . . . 844 

----- intussusception 828 - - due to sarcoma . . 844 

- - - - osteoma of ilium 564 j — — separation of cpi- 

- — — — pyonephrosis . . 829 j physis . . . . 844 

- - - — Riedel’s lobe . . 829 ! - - varicose veins . . 844 

sarcoma of ca.- I - PULSATILE .. .. 846 


cum.. .. 814 - renal, from cystic disease 15 

ilium . . 564 (and see Kidney, 

tuberculous car- Enlargement of > 

cum.. 562, 828 - OF SA LI V A R Y GL A N D S 848 

- - glands . . 828 ‘ from calculus 590, 848 

- - - due to sacro-iliac I - — - in chloroma . . 679 

disease 814, 829 infective parotitis 848 

- - - sarcoma of pelvic 1 - - - leukaemia 40 ' 34 

bones .. .. 829 ; Miculicz’s syndrome84 8 

suppuration of lum- j mumps .. 763, 848 

bar vertebrae . . 829 ; - SCROTAL . . 848 

- - - tuberculosis of , - - from ba-matoccle . . 589 


Swimmers, cramp in . . 188 i Syphilide , contd. 

- dead lingers in . . 203 \ - raw ham colour of . . 684 

I Swinging, vertigo due to 911 j - rodent ulcer distin- 

Sycosis, leprosy simu- guished from . . 892 

lating . . . . . . 501 — scales in . . . . 744 

- pustules in .. 681 j - small acuminate .. 683 

~ tinea sycosis distlnoulshed flat pustular . . .. 684 

from . . 311 - small-pox simulated by 683 

- vulgaris, account of . . 682 - sore throat with . . 684 

acne distinguished tongue with . . 684 

from . . . . 682 | - symmetry of . . . . 684 

crusts in . . 682, 743 j - tinea versicolor simula- 

- - eczema distinguished [ ting.. .. .. 313 

from .. 682 J - tubercular ulcerating . . 886 

- - lips affected by . . 743 | — varieellu simulating . . 919 

- - parts affected by . . 682 i Syphilitics cornCes . . 602 

- - pustules in.. 311, 682 j Syphilis, abdominal Hneu- 

- - staphylococci in .. 682 rysm and .. ..813 

- - tertiary syphilis dis- - ubductor paralysis due to799 

tinguished from.. 682 , - acctonuria from .. 3 

- - Wasscrmunn test in 682 - aching all over in . . 686 

Sympathetic, cervical (.see I - actinomycosis simula- 

" Nerve) ting 928 

Symptomatic leukromfa 35,454 - allochciria from .. 22 

Syncope . . . . . . 856 , - alopecia from (I'ig. ( /i 91 

-- in Addison’s disease 45, 934 - nruemia irom 27, 43, 

- from coronary artery 44, 515, 684 

sclerosis . . . . 375 - aneurysm and 241, 342, 

- fatty heart .. ..264 365, 413, 535, 606, 629 

- gastric htemorrhage . . 339 - anosmia due to . . 756 

- in general paralysis . . 157 - of aorta, pain in arm 

- from heart disease . . 296 front . . . . 546 

; - heart-block .. 668, 671 - aortic atheroma from, 

- local, in Raynaud’s pain in shoulder from 580 

disease . . 203, 320 - - disease from 62, 

- from sinu - auricular 259, 260, 261, 263 

block .. .. 671 - - regurgitation and 17, 120 

- in Stokes- Adams’ disease 1 09 - -- valvular disease from 45 

- thymic infantilism . . 235 - aortitis from . . . . 533 

- (.and sec C.oma ; and -- arsenic in diagnosing 684 

Tainting' - urscnobcnznl derivatives 

Syndrome, Clough and for . . 422 

Richter’s .. .. 51 - urscnobillon for .. 422 


ilium . . 

829 , - 

- - - spine . . 

829 - 

INGUINAL 

830 

- from iliac abscess.. 

724 ! - 

- parametric abscess 

826 ; 

- psoas abscess 458, 698,724 - 

- torsio testis 

833 - 

INGUI NO -SCROTAL 

833 - 

of jaw due to dental 

! - 

abscess 

694 j - 

- LOWER 

834 - 

- UPPER 

837 ! - 

legs (see CEdcma of Tegs) ; - 

lips from mercury 

94 : - 

— in stomatitis 

95 i - 

MAMMARY .. 

837 

- ill lactation 

837 i - 

- mastodynia. . 

531 1 - 

- pregnancy . . 

837 ; - 

of neck from aneurysm 

198 - 

- in angina I.udovici. . 

853 - 

- due to parotid abscess 

695 1 - 

palate in stomatitis . . 

95 ! ~ 

PELVIC 

840 ; - 

duf to adenomyoma 

, - 

- ‘ uterus . . 

840 - 

. n Jicular abscess 

840 - 


840 ~ 


- hydrocele . . . . 588 

of testis from chronic 

orchitis . . . . 849 

- opididvmo-orchitis 

585, 849 

- syphilitic . . . . 849 

-- trom torsion . . 850 

- tuberculous disease 849 

TONGUE . . 851 

- in acromegaly . . 852 

- by ucti nomycosis . . 852 

- from acute (edema. . 851 

- angina I.udovici 244, 851 

- by angioma . . 852 

- in angioneurotic 

rede mu . . 851 

- from bee-sting . . 244 

- bite . . . . 851, 852 

- carious tooth . . 852 

- in chronic dyspepsia 852 

- from corrosive . . 852 

- in cretinism . . 852 

- from drugs.. 851, 852 

- dysphagia from . . 244 

- in epilepsy . . . . 851 

- from epithelioma . . 852 

- in erythema bullosum 851 

- from lish-bonc .. 851 


- Dresbach’s .. .. 51 

- effort, re heart . . 115 

- Frbhllch’s. account of 236 

- Mulin’s .. .. 51 

- Aiiculicz’s (see Micu- 

licz’s Symiioine) 

- Parkinsonian, in en- 

cephalitis Icthurgicu 292 

- - paralysis agitans . . 292 

- Stokcs-Adams’, in heart- 

block . . 298, 668 

Synechire from iritis . . 93 

- ophthalmoscopic ex- 

amination for . . 93 

- posterior . . . . 288 

- scotoma from . . 93 

Synovial f ringe, loose body 

in joint from . . . . 435 

nipping <4 . . . . 435 

- - in ostco-arthritis . . 435 

Synovitis, dendritic, crepi- 
tus with . . . . 190 

- from displaced semilunar 

cartilano . . 435 

- epitrochlear gland en- 

larged from . . 476 

- fibrositis and . . . . 581 

- gonococcal, years after 


arthritis from . . . . 432 

- tuberculous arthritis 

simulated by . . 432 

ascites from . . . , 68 

asphyxia from. . . . 197 

ataxic paraplegia and. . 6 31 
atheroma from 152, 26 2 
atrophy of testis from 586 
balanitis with . . . 76 3 

baldness from 91, 92 

bathing-drawers area 
affected by.. .. 499 

- bilateral adductor spasm 

of larynx from . . 197 

- bleeding gums in . . 9 3 

- bone eroded in . . 892 

- - infection in , . 817 

- of bone, account of . . 819 

- - infective periostitis 

simulating . . 819 

- - osteitis deformans 

simulating . . 820 

surconiu simulated by 

819, 821 

- — tuberculous disease 

simulated by . . 819 

- brain, coma in . . 15 3 

bronchiectasis from . . 367 


L-.ircmoma of Fallopian j ~ glossitis .. 244, 852 gonorrhoea .. .. 552 — bronchus stenosed by 323 


tube . . . . 840 ! - - gumma . . . . 852 

uterus . . . . 840 ~ — haemorrhage into it 851 

- cellulitis . . . . 840 1 ~ - injury . . 851, 852 

- chorion-epithelioma j ~ “ irritant . . . . 852 

of uterus. . . . 840 j - - in Icukainia . . 851 

- - in crvptomenorrhaa 23 ~ ~ from leukoplakia . . 852 

- - due to cyst of omen- - - in macroglossia . . 852 

turn .. .. 840 ' - - from mercury 94,851,852 

- - distended bladder . . 840 ! in Mongolian idiocy 852 

- - gall-bladder . . 840 ~ - myxadema . . . . 852 

- encysted peritoneal - - pemphigus .. 851, 852 

fluid .. .. 840; purpura .. ..851 

- - enlarged spleen . . 840 ; by ranula . . . . 852 

- - extra-uterine gestation j - - in Raynaud’s disease 851 

489, 840 j by sarcoma.. .. 852 

- - fibromyoma of uterus 840 i - - in scurvy .. ..851 

- - hsematocele . . 840 — - after serum injections 

- - hscmatocolpos .. 840 851, 852 

- - haematoma . . . . 840 from sting . . 851, 852 

harmatometra .. 840 in stomatitis 95, 851 j 

- - hydatid cyst . . 840 by sublingual calculus852 ! 

- ~ hydronephrosis . . 840 - - suprahyoid cyst . . 852 

hydrosalpinx . . 840 - - due to tooth-plate . . 852 

lipoma . . . . 840 ; - - tuberculosis . . 852 

new growth of bladder 840 j in variola . . 851, 852 I 

Fallopian tube 840 from wasp-sting .. 851 j 

- omentum . . 840 ! - VULVAL . . 853 j 

- ovary . . . . 840 I - (and see Tumour; | 


- of hip-joint, limping - of bronchus, dyspnoea 

from . . . . 457 from . . . . 247 

- infective, amcmia from 43 - — phthisis simulated bv 367 

- - from dental sepsis 95 - - wasscrmunn reaction 

- - lymph glands cn- in . . . . 367 

larged in . . 472 - bulbar paralysis from 243 

- of knee, limping from 456 - bulla: in . . 123, 125 

- pain in shoulder from 580 - of bundle of His . . 109 

- teno- (sec T enosynovitis) ; - cachexia from 3, 10, 

- (and sec Arthritis ; ; 16, 27, 44, 127, 128, 

Joints, etc.) ; 218, 515, 684, 746 

Syphilide, acne simulated { — impotence in .. 39 3 

by ..683! - cardiac, angina pectoris 

- copper colour of . . 684 1 from . . . . 53 

- enlarged glands with 684 - cavernitis from .. 579 

- Anger aflcctcd by .. 301 j - cerebral thrombosis from 

- jmpetlqlnous . . . . 684 j 155, 184, 382, 627 

- impetigo distinguished j - cerebral, aphasia from 184 

from .. .. 684 J - - Chcyne-Stokes breath- 

- Iodide rash simulating 683 1 mg from.. .. 139 

- no itching in . . . . 684 | coma from. . . . 181 

- large flat pustular . . 684 convulsions from 181, 184 

-macular (Fig. 383) 478 -- delirium from .. 212 

-miliary . . 683 - - dementia from . . 184 

- pigmentary . . 645 - - gold curve in . . 384 

- polymorphism of . . 684 headache from . . 184 

- pustular eczema distin- hemiplegia from .. 184 

guished irom . . 684 insomnia from 184, 402 
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Syphilis, cerebral , contd . 

- - Jacksonian epilepsy 

from 174, 185 

- - paralysis of cranial 

nerves from . . 184 

- - softening of brain 

from . . ..139 

- chancre of (see Chancre) 

- Chcyne-Siokcs breath- 

ing from . . . . 139 j 

- choroiditis from . . 518 j 

- - illustrated < Fig. 415) 518 > 

- chronic glossitis from 898 ! 
-- - hypertrophic hermor- I 

rhagic pachymenin- 


gitis from . . 628 

- - nephritis trom .. 13 

- ~ superficial glossitis in 382 j 

- circulate ulcers in . . 892 ! 

- of clavicle . . . . 819 

- combined scleroses of 

cord and . . . . 631 

- condyloma in . . 601 

- congenital, account of 

290. 291, 480 

- - acholuric jaundice and78 1 

- - anus affected in . . 498 

arthritis in . . . . 432 

bridge of nose de- 
pressed in Fig. 24!)' ?9() 

- ■ bullous eruption front 498 
cachexia in.. .. 498 

cafe-au-ktit skin in . . 498 

- - chronic arthritis in 291 

- - nephritis from . . 14 

- - cirrhosis due to . . 411 

cloudy cornea from 207 

- Coma lroiu . . . . 1 K 1 

- condylomatu in 480, 498 
convulsions from .. 18 1 
craniotabes in 190, 

256, 866 


deafness In 207. 291, 912 
llereum’s disease 


f rom . . . . 509 

of ear .912 

earthy complexion in 290 

epiphysis separated in 

4 33, 819 
epiphysois in 4 3 3, 819 

- •- erythema from . . 498 

-• - - of Jacquct simula- 
ting . . . . 498 

- Iuim tchiatt tube ob- 

struction in . . 912 
faaes in 

(/•Vr. 240. 241 290 

- Jamiliiil acholuric 

jaundice from . . 415 
family history and . . 782 
forehead in 256, 

■ Fig. 24 o 290, 498 
gapped teeth in . . 291 
genital regions affected 
in 498 

- grating in joint in . . 4 33 
gummatous orchitis in586 
Hanot’s cirrhosis from4 14 
head enlarged in . . 622 

of hip, limping from 457 

- - hot-cross-bun head In 

256, 866 

- - hydrocephalus dis- 

tinguished from,. 622 
infantilism from 14, 291 

- - interstitial keratitis 

from 207, 433, 912 
orchitis in . . 586 

- jaundice due to 411, 417 

- - keratitis in . . 290 , 

- - knee diseased from, 

limping from . . 456 

- - knee-joints affected in291 

-- - laryngitis in . . 498 ! 

- - leucocytosis in . . 454 

- - liver enlarged in 417, 467 1 

- marasmus from . . 480 

- - mental deficiency in 291 i 

- - mercury in. . . . 433 ; 

- - mouth affected in . . 498 

- - nails affected in . . 498 I 

napkin region crup- I 

tion from . . 498 

- - nerve deafness from 433 

- - notched teeth in 

(Fig. 241) 290, 291 i 

- - osteitis in . . . . 866 

- - osteochondritis in. . 433 

- - pain in leg in . . 819 

- - palms affected in . . 498 


Syphilis, congenital , contd. 1 

papular eruption from 498 j 

- - paralysis simulated 

by . . . . 819 : 

- - Parrot’s nodes in 480, 819 

pemphigus front . . 124 

- - pericellular cirrhosis 

in . . . . 467 

pseudo- leukaemia and 

50, 781, 782 

- - pseudo-paralysis in 433 

- - pustular eruption in 498 

- - raw-ham tin f of skin 

lesions in . . 498 

- - rickets simulating . . 256 

sallow complexion in 290 

- - seborrhetic eczema 

distinguished from 499 

- - senile facies in . . 498 

-- - skin rashes in . . 782 

- - snuffles in 480, 498, 782 

- - soles aflcctcd in . . 498 

- - sore angles of mouth 

in . . t Fig. 241 1 290 

- - spleen enlarged in 

778, 782 

- - squamous eruption 

from . . 498 

- - symptomatic leuk- 

aemia in . . . . 454 

- - tabes dorsalis from . . 541 

- - tenderness of cranial 

bones in . . 866 

- - tibial deformity in 291 

- - Was'.erm.»nn test in 

14, 291, 4 3 3, 480, 782 

- - wasting in . . .417 

- copaiba rash simulating 479 

- corona veneris in . . 601 

- coronary artery disease 

from . . . . 264 

- cranial ner\e paia’yses 

from . . 24 3, 730 

-- crusts in . . 684 

- cutaneous ulcers in . . 382 

- cyanosis front . . 197 

- deafness from . . 205, 207 

- degeneration of medulla 

oblongata from 139. 387 

- diu/n-rcaciion from . . 218 

- diffuse interstitial or- 

chitis from . . . . 586 

- of ear, account of . . 91 2 

- - earache f rom . . 252 

- - labyrinthine deafness 

due to . . 912 

- - Meniere’s disease 

simulated bv . . 912 

tinnitus due to 879, 912 

- - vertigo due to . . 912 

- endarteritis trom .381, 

382, 627, 629, 6 30 
-- enlarged heart from . . 373 

- epididymitis from 85, 586 

- epithelioma distin- 

guished from . . 88o 

- cpt trochlear gland en- 

larged in . . 476 

- erythema in . . . . 479 

- - of Jacquct simulating 498 

- csthiomcne from . . 854 

■- of face, rosacea distin- 
guished from . . 304 

- facial paralysis from 

(Figs. 518, 519) 660 

- fever in . . . . 686 

- fibroid heart und 70, 264 

- - lung from . . . . 367 

- fissure ol tongue from 898 

- follicular tonsillitis simu- 

lated by . . . . 760 

- galyl for . . . . 422 

- gangrene from . . 317 

- general enlargement of 

glands in 302, 417, 

471, 472, 602, 691, 764 

- - paralysis and 305, 606 

- - wasting from . . 78 

- gingivitis from . , 9 3 

- gout simulated by . . 432 

- gumma of liver in . . 315 

scalp in . . . . 866 

skin in . . . . 315 

- - tongue from . . 898 

- gummatous orchitis in 586 j 
“ htematemesis in . . 336 

- luemoglobinuria from 358 | 

- haemoptysis from . . 361 ; 

- headache from . . 370 \ 

~ heart-block from . . 109 1 


Syphilis, contd. 

- hemiplegia from 155, 

381, 382, 630 

- hernia testis from . . 850 

- herpes zoster simulated 

by 919 

- herpetic urethritis from 230 

- hyperacusis and . . 390 

- incubation period of . . 764 
-- infantilism from . . 235 

- inguinal glands enlarged 

in 830 

- insomnia from . . 404 

- intermittent claudication 

from . . . . 542 

- intracranial bruit in . . 878 

- iodides in 746,818,892 

- - in diagnosing 684, 895 

- no itching in . . . . 919 

- kharsivan for . . . . 422 

- lardaceous disease from 

10, 47, 217, 467, 784 

- laryngeal paralysis from 

606, 730 

- laryngitis from 93, 387 

- ol larynx, cough from 188 

- -- dysphagia from . . 245 

- - haemoptysis from . . 361 

- - laryngoscope in dia- 

gnosing . . . . 762 

- - stridor due to . . 799 

- - voice altered by - . 188 

- lcoruiasis ossca from . . 255 

- leprosy simulated by 82 

- - simulating 501, 502, 743 


- leucomclanodcrmia from 

'Figs. 507, 50$ ) 644 

- leukoplakia from 261, 

315, 382, 897, 898 
-■ lichen ruber planus ’ 

distinguished from . . 602 

- of lips 459 

- 1. title’s disease and* .. 169 

- of liver, account of . . 467 

- - ascites from 62, 61 

- - - rare with. . 466, 467 

- - carcinoma simulated 

by 467 

- — cirrhosis simulated 

by., .. 466 

- - htematemesis from 347 

-- - hydatid cyst distin- 
guished from . . 470 

- - jaundice from . . 408 

- - - rare with 466, 4o7 

- - liver enlarged from 

6 k 408 

- - - irregular with .. 466 

- - Wassermann reaction 

with . . 467 j 

- loculated hydrocele in 849 

- lupus vulgaris simu- ’ 

lating . . . . 500 

- lymphocytes in cerebro- 

spinal fluid from . . 243 

macules In . . 478, 684 , 

measles simulated by 479 
mediastinal fibrosis from 910 i 

skiagram ( Fig. 6 84) 910 1 

of mediastinum 137, 535 j 
- new growth simu- 
lated by . . . . 137 ! 

- - superior vena cava ' 

obstructed by 13/. 

- - varicose abdominal 

veins from (Fig. 6S2) 908 j 

- - - thoracic veins from 

137, (Fig. 632) 908 

- medulla oblongata dc- ! 

generated from . . 243 

- of meninges, pain in , 

back from . . . 528 

- meningitis from .. 611 ! 

- - tenderness of scalp in 866 ! 

- mcrcurv and 82, 245, i 

586,684,746,769,818,892 ! 

- Miculic/’s syndrome in 848 j 

- middle cerebral artery 

affected by . . . . 381 j 

- miner’s phthisis and j 

198, 363 ! 

- monoplegia from .. 611 j 

- mucous papule in . 601 j 
patches on fauces in 764 j 

- - - tonsils in . . 764 j 

tubercle in. . . . 601 

- muscular atrophy from 78 j 

- myocardial changes from 18 j 

- nails shed in . . . . 496 i 

- nasal affections due to 226 I 


Syphilis, contd. 

- of nasal bones, cpistaxis 

from . . . . 274 

- necrosis of jaw from . . 834 

- - nasal bones from . . 261 

- neokharsivan for . . 422 

- neosalvarsan for . . 422 

- nephritis in . . . . 661 

- - mercury and . . 94 

nodes in . . . , 819 

- of frontal bone in 255 

- nodules in . . . . 500 

- in epididymis from 586 
noises in head from . . 504 

- of nose, foul breath from 113 

- novarsenobillon for . . 422 

- occipital glands enlarged 

in 473 

- one lobe of liver dwarfed 

by . . . . . . 461 

- onychia from . . . . 497 

- ophthalmoplegia interna 

from . . . . 674 

- orchitis from . . . . 85 

- o.steo-arthritis simulated 

by 432 

- oza-na from . . . . 225 

- pachymeningitis from 

( see Pachymeningitis, 
.Syphilitic) 

- pain in bone from . . 819 

- pancreatitis from . . 128 

- papules in 598, 684, 

686, 854, 919 

on genitalia in . . 499 

- - round anus in . . 499 

- paralysis of one leg from 611 

- - palate due to . . 730 

- - seventh nerve from 

(Figs. 518 , 519) 660 

- - third nerve from 

(Figs. 518 , 519) 660 

- paraplegia from 628, 630 

- paroxysmal haemoglo- 

binuriaand.. .. 358 

- pemphigus distinguished 

from . . . . 743 

- perforation of palate 

from 223, 261, 730 

- perihepatitis from .. 68 

- perineal sore due to . . 766 

- periosteal thickening 

from . . . . 586 

- periostitis in . 456, 866 

- peripheral neuritis in 

80, 83, 570, 571 

- peritonitis from . . 68 

-- perleche simulating . . 460 

- petrous bone thickened 

from . . . . 504 

- pharyngitis from 93, 186 

- of pharynx, pain in ear 

from . . . . 253 

phthisis with . . . . 246 

pigmentation of skin in 

(Figs. 507, 509) 644, 645 
pigmented scars on legs 
from 261, 382, 895 
pleuritic effusion from 137 
pneumonoconiosis and 198 

- polvorrhomenitis from 

62, 138 

- of portal glands, colic 


from . . . . 147 

- potassium iodide and 

82, 85, 245, 769, 819 
in diagnosing . . 586 

- pre-auricular gland en- 

larged in . . . . 848 

- primary lateral sclerosis 

from . . . . 631 

- proctitis from, account 

of . . ... 100 

- pseudo-elephantiasis 

vulvae from . . 854 

- psoriasis simulated by 602 

simulating . . . . 746 

- pupil reacting to light 

but not to accommo- 
dation in . . . . 674 

- pus from nose due to . . 225 

- pustules In 681, 683, 684 

- pyrexia in . . 687 

- of radius, skiagTam of 

(Fig. 631) 819 


- rarefaction of skull from 190 

- of rectum, blood per 

anum from . . . . 96 

- retrobulbar neuritis in 547 

- rhinitis from . . . . 225 
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TABES DORSALIS 


Syphilis , contd. | Syphilis, contd. i 

- of rib .. .. .. 819 i -■ tenderness of scalp from 

- rodent ulcer distin- j 865, 866 ' 

guished from . . 501 j - testicular sensation lost 

- roseola in 93, 472, 476, I in . . . . 850 

691, 764 j - testis atrophy from . . 85 

- - effect of temperature ! - - enlarged from . . 586 

on . . . . 479 i - - swollen from . . 849 

- rupla In . . 743, 746 > - of testis 585, 586, 850 

- rupial crusts in . . 742 epididymis unaffected 

- sallow pigmented skin I with . . . . 850 

in . . (Fig. 93) 91 | hernia testis from 850 

- salvarsan in 245, 422, | hydrocele with . . 586 

746, 769, 818 i - - new growth simulated 

in diagnosing 586, by . . . . 850 

684, 687, 895 - - no pain in . . 586, 850 

~ scales in . . 601, 602 ~ - scrotal fistula from 767 

- scarring from . . 586, 895 - - scrotum involved in 767 

- — of palate from . . 261 - - tuberculous testis dis- 

- of sciatic nerve, rectal tinguished from.. 586 

examination in dia- ! - therapeutic test 82, 91, 818 
gnosing . . . . 729 J - third nerve paralysis 

“ scrofulodermia distin- from (Fig. 5/6 > 659 

guished irom . . 683 J - thrombosis of spinal 

- Of scrotum . . 747, 767 ; artery from . . 628 

- seborrhoea corporis j - of tibia .. . . 819 

simulating . . . . 479 I - tinea circinata sitnu- 

- second infections with 765 ! luting . . . . 479 

- secondary, acute neph- versicolor simulating 479 

ritis in .. 11, 12 - tinnitus due to .. 879 

albuminuria from 16, 417 - of tongue . . 897 

- — condyloma of . . 854 — - epithelioma from 


- - of ear 

. . 522 ; 

‘/•Ye. 674' 

896 

- - hyperacusis in 

. . 389 

distinguished from 897 

- • jaundice from 

407, 417 

- trachea, dyspmea from 

247 

pain in eye in 

. . 547 i 

— transverse myelitis from 


... limbs in . . 

. . 568 : 

48 0, 028, 

629 

- - parenchymatous 

de- i 

- trigeminal neuralgia 



generations in . . 417 1 irom . . . . 548 

- - portal glands enlarged 1 - ulcer of leg due to . . 895 

from • • • • 407 i - ulceration of face due 

pyrexia in 417,691, due to .. 892 

, _ 699, 760 - - larynx in i see L’lcera- 

- - rigor tare in .. 737 lion of Larynx* 

- - roseola in . . 417, 760 ; palate from ‘ . . 261 

- scalp tenderness in 417 ; rectum in, blood pet 

- - snail-track ulcers in 1 anum from . . 97 

pharynx in . . 7o0 | - ~ skin in . . 500, 684 

- - sore throat in 417, 760 < tongue from . . 261 

Spirochseta pallida in 760 trachea from . . 361 

submaxillary glands 1 - - vulva from.. .. 854 

enlarged from . . 474 j - of urethra . . 230 

tenderness of bones in 760 - valve rupture from . . 261 

- - — scalp in . . . . 760 - varicose veins on chest 

thyroid gland en- j from . . ..137 

larged in . , 877 I — vertigo due to . . 504 

- - tongue changes In.. 898 - vesicles in 683, 686 

- - ulcer of cheek in . . 898 ! rare In . 919 

- -- "* lip in . . . . 898 , - vcsico-pustuie in . . 601 

mouth in . . 898 i — of vulva, epithelioma 

- - - palate in . . 898 j simulated by . . 854 

tongue in ..898 tuberculosis simulated 

tonsil in . . . . 898 ( by . . . . 854 

- - Wasscrmann reaction - vulval scarring from.. 854 

in .. .. 760 - -■ swelling due to .. 853 

- serpiginous ulcers in - Wassermann’s test in 

500, 747, 892, 895 68, 82, 84, i Fw. 93 >91, 

• c anaemia in . . 16 92, 94, 225, 243, 245, 

i!> eruptions of .. 601 | 261,382.472,501,586! 

; sku11 • • . . 819 ! 746, 747, 854, 892, 895 

small-pox simulated by j - yaws not immunizing 

686, 691 j against . . . . 501 

- snail-track ulcers of simulating . . . . 501 

pharynx in 186, 760 I - (and see Chancre) 

throat in.. .. 691 | Syphiloderm, annular .. 601 

- sore throat in 476, 479, j - circinate .. .. 601 

602, (Fig. 600) 760 tubercular .. 311; 

tongue in . . . . 602 j - copper colour of . . 602 

- spinal meningitis from, j - eczema simulated by. . 602 

girdle pain in . . 326 j - flat papular . . 601 

- Spirochaeta pallida in | - flexor surfaces affected 

94, 764 ! by . . . . . . 602 

staining of skin in . . 919 - miliary papular . . 601 

- stenosis of bronchus - palms and soles affected 

from . . . . 367 by . . . . . . 602 

as* l ima simulated by653 - parts affected by .. 601 

- “ pharynx from . . 244 - polymorphism of . . 602 

trachea from . . 799 - raw ham colour of . . 601 

- of sternum . . . . 819 - Wassertnann test in 

- stomatitis from . . 93 diagnosing . . 602 

ptyalism from . . 661 Syringa vulgaris, derma- 

- strabismus from 606, 730 titis due to . . . . 916 

- stridor due to . . 799 Syringing of ear, vertigo 

- superior vena cava ob- due to. . . . . . 912 

Struction in 137 Syringomyelia . . 320, 619 j 

- sycosis vulgaris dis- I - amyotrophic lateral 

tinguished from .. 682; sclerosis simulated by 81 ! 

- tabes dorsalis and 541, - analgesia in (Fig. 588) 753 

6Q6, 627 - ankle - jerks increased j 

- tachycardia due to . . 857 ‘ in 619 | 


Syringomyelia, contd. Syringomyelia , contd. 

- anterior cornual cell - sphincter trouble in .. 176 

lesion in 81 - spinal curvature in 320, 619 

- ape’s hand in. . . . 142 - - muscles atrophied in 320 

- arms affected in . . 320 i - spontaneous fracture in 320 

- arthritis In . . . . 435 - temperature sense lost 

- ataxy in . . 76 ( in . . . . 320 

- atrophic palsy of arms : - thermo-aiuesthcsia in 

in. . (Fig. 588) 753 j (Fig. 588) 753 

- atrophy of llcxors in - trophic changes in 320, 619 

forearm in . . 619 - - joint changes in . . 619 

- - hand muscles in 321, 619 - ulcer ot foot in . . 893 

- brittle bones in . . 320 - unilateral effects from 

- Rrown-Scquard paralysis I 76, 611 

from . . . . 76 - wasting of hands in . . 619 

- bullie in .. 123, 125 - whitlows in .. 142, 302 

- burns in .. ..81 Systolic bruit sec limit; 

- central canal of cord - retraction from adher- 

alfcctod in . . . . 628 ent pericardium . . 265 

- cervical enlargement - -- of chest in modius- 

affccicd in . . .. 619 linitis .. .. 535 

- Charcot's elbow in - thrill see Thrill) 

149, jio 114 Systolo diastolic bruit 

- -■ joints in ^20, 4 35, 628 Irom aneurysm .. 260 

- claw -hand irom 141, — of patent ductus arterl- 

142, 321 osus .. 196, 267 

- - illustrated fl’ig. 124 » 142 

- cold sen .e lost m 82, 

125, 435, 628 rpABES dolorosa .. 571 

- cord lesion in. . .. 51 I - dorsalis. acount of 541 

- cramps m .. .. 7 32 - - acetonuria front .. 3 

- crossed pyramidal tracts - • Ai hiili . ierk absent in 387 

affected m . . . . HI - acute appendicitis in 151 

- cutaneous sensibility - - - cystitis simulated m 798 

norm U in '2. 1 25, 628 - - ullocheiria from 22, 75 3 

- dissociative anaesthesia in - - anesthesia in (I’ig. >8 > 155 

125, 142, 320, 619, - - analgesia in 74, 75, 

628, 752, {Jig. 588 > 75 3 541, 627, 780, 

- electrical reactions in 019 i Fig. 589) 753 

- crythromcialeia in ..54 3 - - unUe-jcrks absent in 

- extensor plantar icflex 541, 571 

in 88, 176, 619 - anomalous cases of 627 

- fingers deformed in . . 302 - - anosmia in . . . . 756 

- forearms affected in . . 320 - - anterior cornual cell 

- gangrene Irom 317, 321* 1 cm. m simulated by 78 

- goneral account of 81 — Argyll Robertson 

- gliosis of eighth cervical pupil in 387,545, 

segment in.. .. 142 571, 626, 627, 674, 

- - first dorsal segment in 142 798, 874, 931 

- glossy skm m . . .. 142 - - argyria with .. 295 

- hands affected in .. 320 ~ - ascending nephritis in 2 1 1 

- heat sense lost in 82, - - astereognosis in . . 753 

125, 302, 4 35, 628 - - ataxy in 74, 75, 76, 

- hemiatrophy of tongue 571, 627 

in .. I-ig. 8i 79 - - biliary crises in .. 148 

- insidious onset . . 619 - bladder distended 

- knee-jerks increased in 619 from .. 61, 815 

- lancinating pains in . . 752 - - - tioublc in . . 39o 

- leprosy simulated by . . 82 - - boring pains in .. 75 3 

- - simulating . . . . 478 - - carcinoma of bladder 

- main succulente in 142, 321 simulated by .. 798 

- manual deformity in. . 619 - - - recti simulated by 874 
“ micturition difficult in 492 cardiac crises in . . 597 

- Morvan ’s disease and 81, cercoellar true : lesion 

125, 302, 320, 628 in 76 

- muscle wasting in 80, - - cervical . . . . 76 

320, 619 — - Charcot's joint in 

- nail atrophv in .. 320 (LYy. 145 ; 4 3 3, (Figs. 

- hypertrophy in . . 320 147 , vR) 434, 627, 628 

nystagmus in 142, 505, 619 ~ - colic in .. .. 148 

- oculo-pupillary pheno- - constipation in . . 165 

menu in . . 142, 619 convergence pupil- 

- one limb affected long lary rcllcx lost in 674 

before other in . . 619 crises in . . 75.3, 798 

- pain sense lost in 82, - - cyanosis in.. .. 198 

125, 302, 320, 435, 628 - - cystitis in 211, 720, 798 

- painless gangrene in .. 320 - - delirium in ..211 

- pains in arms in . . 619 dependence on visual 

- paralysis of arms in .. 619 impulses in .. 75 

- one leg in .. 142, 611 - - dianhura in .. 217 

- paraplegia from 626, 628 - - dyspepsia simulated 

- peau lissc in . . . . 142 in . . . . 396 

- preacher’s hand in ..142 dyspnoea in 198, 246 

- precipitate defalcation in 394 emotional movements 

- progress gradual . . 619 of face deficient in 293 

- progressive muscular erythromelalgia in.. 543 

atrophy simulated by 81 , facies in . . (Fig. 249 ) 292 

- R.I). in .. 80 gait uncertain in dark 75 

- scarring of fingers in. . 302 : gangrene from . . 317 

- scoliosis in 142, 435, 619 of toes in . . 321 

- sense of cold in warm 1 gastric crises In 3, 

skin in .. .. 75 2 148,149, 151, 396, 

- - sweating in dry skin in 752 i 525,538,541,594, 

- sensory disturbances of 81 597, 627, 753, 931 

- shoulders affected in. . 320 ! ulcer simulated by 396 

- skin atrophy in . . 320 I - gastro-enterostomy in 594 

- - hypertrophy in . . 320 - -- general abdominal 

- - lesions in . . . . 81 j crises in . . . . 627 

- slow progress of . . 628 - - girdle pain in 326, 536 

- spasticity in 142, 176, 619 i - - - sensations in .. 753 



TABES DORSALIS 


TALIPES EQUINUS 


Tabes dorsalis, canid. Tabes dorsalis , contd. 

- - f?old curve in .. 384 pupils not reacting to 

- - gout simulated by. . 536 light in . . 541 

- - hiccough in 186, 387 small in . . . . 292 

- - high-stepping gait in 314 - — - unequal in 292, 675 

- - history ot syphilis in 627 - - no reaction of de- 

- - hoarseness in . . 388 generation in . . 627 

hyperxsthesia in 753, 754 - - rectal crises In 217, 

hypotonia in . . 293 ; 627, 798, 874 

- - impotence in . . 393 j — — renal crises in 148, 627 j 

- - incontinence of faeces j - - retention of urine in 

in.. .. .. 874! 211,493,495,720,798! 

- - - urine from . . 61 i — — rheumatism simulated . 

inco-ordination in I by . . 536, 541 j 

313, 753 , — — Romberg’s sign in 75,753 

- - intercostal pain from 531 j - - sad expression in 

- - intestinal crises in ; (Fig. 249) 292 

148, 149, 151. 597, 753 i — — sallow complexion in 29 3 

- - obstruction si mu- i - — sensation impaired in 626 

luted by . . 151 — — sense of position in 75 

- •• intolerance - ol cold ■ - - - - impaired in .. 545 

water in . . . . 75 3 sensory disturbances 

- - hot water in . . 75 1 ; In . . . . 753 

- - one kme-ierk lost in 1 - - silver nitrate in treat- 

452, 627, 798 mg . . . . 295 

knee-jerk* absent in - - spasm of larynx in . . 388 

4H7, 196,451,525, - - sphincter trouble in 

5 1H, 841, 671, 626, 217, 571, 627 

795, 874, 9*1 — — stamping gait in . . 75 

* not always absent - - stance in .. .. 75 

in 452, 627, 798 - - strangury due to . . 797 

- - laryngeal crises m - - syphilis and 5 11, 606 

i 98, 246, 249, 388, - - sweating >. n .cs in 

597, 627 627, 803 

- - obstruction simu- -- - temperature sense 

hi led m .. 198 1 disturbance in .. 863 

- paralyse, with . . 606 - - no tenderness with 

- - larynx analgesic in . . 627 pains of.. .. 571 

lightning pams m - - tendo Aehillis jerks 

25 3, Wo, 541, 571, lost m . . . . 627 

627,753,798 - - tendon p-iks absent in 545 

- - cessation of . . 874 tenesmus In . . 874 

little subcutaneous - - testis analgesic in . . 627 

tat in ..291 - - tingling in.. ..753 

no loss ot power in,. 626 - — tongue analgesic in 627 

lymphocytes in cere- - - tuberculosis ot bladder 

luospinil llmJ in simulated by .. 798 

38 1, 541 - - ulnar analgesia in 545. 75 3 

mamma analgesic in 627 - — unilateral symptoms in 22 

micturition difficult - - unenua in . . .. 211 

in. . . . 492 - - urethral crises in . . 627 

musics aiukvsic in 627 - - vesical crises In 627, 798 

insensitive to squeez- - vomiting in 396.5 38,929 
trig in .. .. 541 - - Wussirmann reaction 

muscular atrophy in 78 and . . . . 541 

no muscular atrophy - - - - negative in blood 

in . . . . 626 in . . . . 384 

m\ algesia m .. 627 — - wrinkling of lorebead 

- numbness m . . 75 3 in . . ; /•'/>;. 249> 292 

• - occupation neurosis - - zones of anaesthesia in 571 ; 

simulating . . 189 - mesanterlca . . 706 

pain in chest in . . 5 36 - - anorexia nervosa sim- 

ears in . . . . 253 ulating . . . . 934 

epigastrium from 5 18 - - iliac glands involved 

face train .. 550 in.. .. .. 563 

leg; in . . 541 - meteorism from . . 486 

limbs in . . . . 568 - pseudo- . . . . 74 

at umbilicus in .. 594 TACHE CEREBRALE . . 856 

palpitation m .. 594 Taches bleuatrcs t F'ig. 50)) 642 

paralyse ot external TACHYCARDIA.. . . 856 

popliteal nerve from 610 - from alcohol 856,857,858 

- - paradoxical pupil umemia . . .‘>36, 857 

reflex in . . 675 - aneurysm . . . . 856 

~ - parucsthcxia in urms in 545 . - with auricular tibrilla- 

- - paraplegia from . . 626 tion . . . . 857 

perl orated gastric - in auricular flutter 670, 672 

ulcer in . . .. 151 - trom being out of train- 

- - perforating ulcer in ing . . . . . . 857 

321, 1 35, ,Ftg. 666) 89 3 - belladonna 856, 858, 859 

“ ~ " ~ m loot in 627, 894 - bradypmea with . . Ill 

- - peripheral neuritis , - from caseous glands 

distinguished from 750 I 111, 856, 858 i 

- - simulated by . . 78 - in convalescence . . 857 

simulation • • 626 , - from cordite . . . . 859 

- - peritonitis simulated ! - 1XA.II. 597, 856, 859 

by .. .. 151 i - digitalis 856, 858 

plantar reilex flexor in 88 j - after diphtheria 84, 858 i 

- “ posterior column de- I - from drugs . . 856, 858 ! 

generation in 75, 76 I - clcctrocurdiogrums in 

- - ~ roots affected in.. 75 j cases of .. . . 857 j 

- - precipitate defalcation j - from excitement 672, , 

in. 394 | 856, 857 j 

" ~ pruritus due to . . 658 - exertion . . . . 856 

- - ptosis in (Fig. 249) 292 - fatty heart . . . . 857 

~ » pupil excentnc in . . 675 - fibroid heart . . . . 857 

-- - - immobile in .. 396 - graphic records in eluci- 

oval in . . . . 675 dating . . . . 672 

reaction atypical in 627 - in Graves’ disease 266, 

- - pupils dilating to 267, 283, 597. 672, 

light in . . . . 675 856, 857, 877, 881, 934 ! 
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Tachycardia , contd. Tcenia soliutn , contd. 

- after Influenza . . 858 — - mucomembranous 

- from lateral sinus thrum- colitis simulated by 633 

bosis . . . . 109 oedema of legs from 

- at life insurance exam- 515, 517 

ination . . . . 2 j - - ovum of (Fig. 492) 634 

- list of causes Of . . 856 from pig meat . . 633 

- from mastoid abscess 109 j - - segments of (Fig. 487) 632 

- mediastinal fibrosis . . 856 1 - - severe anaemia from 35 

- meningitis .. 109 j - varieties of .. 633 

- microbic infection .. 858 Tailors, actinomyces in. . 792 

- mitral stenosis 69, 856, 857 { — cramp in . . . . 189 

- nervousness . . . . 857 , - sporotrichosis in . . 365 

- otitis media .. .. 109 ! TALIPES ..143 

- in parenchymatous i — acquired - - 144, 145 

goitre . . . . 877 ! - from amyotrophic lateral 

- paroxysmal . . 672, 856 ! sclerosis . . . . 145 

account of . . 670, 857 - blue feet in . . 145 

- - auricular fibrillation - due to bone disease 144, 147 

distinguished from 670 - burns . . . . . . 147 

- - - flutter distinguished - calcaneovalgus .. 144 

from . . . . 670 : limping f rom . . 456 

- — in cardiosclerosis . . 670 — - lrom spina bifida . . 146 

- - cyanosis in.. .. 670 - calcaneus, limping from 456 

- - electrocardiograms of - - from poliomyelitis.. 623 

(Fig. 5)8) 670, - - position of foot in. . 144 

i Fig. 655 1 858 ~ from cauda equina 

- - ■electrocardiograph in lesions .. .. 145 

diagnosing . . 670 cavus, tool shape in . . 144 

- - faintness in . . .. 857 - with cerebral mono* 

- in mitral stenosis . . 670 plecia . . 145 

- - normal heart . . 670 - in chronic poliomyelitis 177 

*- — numbnes. in .. 857 ~ Clarke’s column lesion 

-- -- palpitation in 594, 857 and . . . . . . 145 

- - ‘ pins and needles ’ - cold leel in . . . . 145 

in.. .. 857 - congenital .. 144 

- — polygraph in diagnos- - - toot shape in .. 144 

ing .. .. 670 - - heel small and conical 

- - pulse regular in .. 670 in.. .. 144 

pulsus aliernans in 671 and paralytic dlstln- 

- - sex incidence of . . 857 QUlshed . . 144 

- - venous engorgement ~ - varus worse than 

in . . . . 670 equinus in . . 144 

- due to rheumatic heart H57 - due to contracting scars 144 

- suppuiamc meningitis 108 - diilicult labour .. 145 

- syphilitic heart .. 857 - disease of lower neuron 144 

- thoracic new growth. . 856 - - upper neuron .. 144 

- thvroid extract 856,858.859 - Dupuvtren’s fracture 147 

- tobacco .. 596, 856, 857 - alter cnterica . . .. 147 

utter trench fever .. 710 ~ epiphysitis .. .. 147 

- in tuberculosis .. 672 . - cqui nova! gus from ankle- 

~ from vagal affection . . 84 joint fractures . . 147 

nerve, irritation 856,858 from spina bifida 

- '.and see Pulse. Rapid; (Tig. DD 146 

Tachyptuua in hysteria. . Ill - cquinovarus .. . . 144 

phosphorus poisoning 421 , — — in alcoholic neuritis 177 

- pneumonia 199, 419, - - arsenical neuritis . . 177 

7 35, 785, 789 . congenital. (Ftg. 128) 144 

- from pneumothorax . . 648 and equinovalgus 

- in pvicmiu . . . . 738 together (Fig. HI) 146 

T actile sense, lost, in j from external popli- 

Brown-Soquard para- teal nerve paralysis 146 

lysis .. (Fig. 469) 608 | - - after lorciblc extension 


- vocal fremitus, absent 1 of contracted knee 146 

over pneumothorax 5 32 — — - lracturc of thigh . . 146 

- — - deficient in bron- ~ - lrom Friedreich’s 

clnectasis . . 366 ! ataxy . . 145, 176 

fibroid lung 210, 366 , growth on sciatic 

pleuritic effusion 209 nerve ... .. 146 

- - - - pneumothorax 209 - - hamiatoracliis . . 146 

- - - - from stenosed , - - in hysteria . . . . 178 

bronchus . . 365 illustrated (Fig. 131) 146 

increased, in cm- i from infantile para- 

phvscma . . 269 lysis (Fig. 149) 177 

with fibroid lung ■ injury to spme . . 146 

210, 269 ~ _ limping from . . 456 

unequal, in phthisis 362 from poliomyelitis.. 623 

T®nla, account of 632, 633 i - - sciatic nerve paralysis 146 
•- anaemia due to . . 633 1 - — spina bifida (Fig. 1)1) 146 

- echinococcus in dog 6 33, 807 ~ — splint .. .. 146 

head of < lug. 490) 633 ! in T ooth’s paralysis 146 

hydatid evst from 633, 807 from wound of thigh 146 

- - scolices of 1 - equinus . . 143, 144 

(F’lgs. 6 23a, 6 23b) 806 | after acute necrosis 

- eosinophiiia from 10 3, 6 3 3 ! nf tibia .. .. 147 


- erythema due to 276,’ 280 j from arthritis of ankle 147 

- increased appetite from 58 ; after cellulitis of leg 147 


- male fern for.. ..421 compound fracture 

- mcdiocancUutu, anamiia of leg . . . . 147 

from .. ..515 from congenital spas- 

- — cystic stage in cattle 633 tic paraplegia 

- - eosinophiiia from . . 272 (Fig. 130) 145 

head of Fig. 489) 633 I - - contracture of calf. . 147 

- — oedema of legs from | - - Friedreich’s ataxy.. 145 

515, 517 i in infantile hemi- 

- — severe anaemia from 35 ' plegia (F'ig. 129) 145 

-- solium, anaemia from. . 515 i limping from .. 456 

eosinophiiia from . . 272 j from lying in bed . . 178 

head of < lug. 487) 632, in peripheral neuritis 178 

(Fig. 488 ) 633 ' - - from poliomyelitis . . 623 
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TENDERNESS 


Talipes equinus , conid. 

after sprain of ankle 147 

- extensor plantar reflex in 1 44 

- due to fibrosis of muscle 144 

- fit of passion . . . . 145 

- forceps delivery . . 145 

- fracture into ankle-joint 147 

- in Friedreich’s ataxy 

78, 145, 624 

- from Hodgen’s exten- 

sion apparatus . . 146 

- hysteria . . 144, 147 

- infantile paralysis 78, 145 

- influenza . . . . 145 

- injury to epiphysis . . 147 

sciatic nerve . . 145 

spine . . . . 145 

- - tibia . . . . 147 

- joint disease . . 144, 147 

- after laceration of foot 147 

leg . . . . . . 147 

- leg shortening in . . 145 

wasting in . . . . 145 

- from measles . . . . 145 

- meningeal htemorrhage 145 I 

- paralysis of arm with. . 145 j 

leg with . . . . 145 j 

- from paralysis of libial j 

muscles . . 146 ■ 

- paralytic, blue feet with 144 

- - cold feet with . . 144 

- - equinus worse than 

varus in . . . . 144 j 

reaction of degenera- 
tion in . . . . 144 ; 

- - reflexes in . . . . 144 j 

- - shortening of leg froml44 j 

- - toes hyperextended in 144 J 

- - trophic ulcers with 144 

- -- wasting of muscles in 144 j 

- from peripheral nerve 

lesions . . . . 145 

-• peroneal atrophy 141, 624 

- poliomyelitis . . . . 633 , 

- postural . . 144, 146 \ 

- from Pott’s fracture . . 147 

- primary muscle disease 1 44 

- - muscular dystrophy 146 

- progressive muscular 

atrophy . . ..177; 

- reaction of degeneration j 

in 145 J 

- from rupture.. .. 145 ; 

- spina bifida .. 145, 146 i 

- spinal caries . . . . 145 

- thrombosis of cerebral 

veins . . . . 145 | 

- tight boors . . . . 146 1 

- in Tooth’s paralysis 78, j 

141, 145 

-- trophic ulcer in . . 145 

- ulcer of foot in . . 893 

- valgus with hallux valgus 

illustrated ( T'ig . 132) 146 


- limping from . . 456 

- from poliomyelitis.. 623 

- position of foot in. . 144 
varus, foot shape in . . 144 

nnping from . . 456 
meJiotarsal joint de- 
formed in . . 144 


Tartar , amid. 

- retraction of gums from 731 
Tartaratcd antimony, pus- 
tular dermatitis from 

{Tig. 544) 686 
Tartaric acid in inflation 
of stomach 307, 399, 400 

Spicgler’s test . 7 

Tartrate, sodiopotussic, in 
I Fchling’s solution . . 327 
Tartrates, polyuria from 653 
TASTE, ABNORMALI- 
TIES OF . . 859 

- bitter, in mouth, from 

active congestion of 
liver .. ..417 

- chorda tympani and . . 604 

- flavour and savour in 8b0 

- foul, causes of . . 860 

- impaired in anterior two- 

thirds of tongue in 
facial paralysis . . 604 
i - loss of (see Ageustia) 

| - metallic, in tic doulou- 
I reux . . . . . . 548 

j - offensive, vomiting from929 
j - perverted . . . . 859 

I Tea, caffeine in . . . . 653 

| - constipation from . . 160 

- dyspepsia from 400, 403 

- gastritis from. . 338, 398 I 

- heart irregular from , . 596 

- insomnia due to 402, 403 

- irritability from . . 40 3 ; 

- oxaluria from. . . . 523 

- palpitation from 594, 596 

- polyuria from . . 653 

- pseudo-angina from . . 533 ' 

- rosacea due to . . 30 3 

- sensibility of bowel 

deficient from . . 160 

Teak, dermatitis due to 

916, 917 

Tears, excessive, in Graves’ 
disease . . . . 292 , 

paralysis agitans . . 292 ; 

- explosive, in double 

hemiplegia . . . . 290 

- not tinged in jaundice 406 

- overflow of (see lipi- 

phora > 

Tectiona gravidis, derma- 
titis due to . . . . 916 

Teeth, apical infections 1 

of, X rays in diagnosing 113 

- brown, in hydroa testi- 

valc (Tig. ill) 126,127, 
porphyrinuria . . 904 

- carious (see Caries, 

Dental ) ; 

- defective, dyspepsia i 

from . . . . 400 ; 

- - gastritis from . . 398 

- in dermoid cyst . . 444 

- gapped in congenital 

syphilis . . . . 291 

- GRINDING OF . . 335 

in general paralysis 881 1 

- Hutchinson’s notched 

Wig. 242) 291 j 

- loosened by pyorrhoea 


. Telangiectases, contd. 

- round chest in cirrhosis 910 

j emphysema . . 910 

! - - varicose ulcer . . 893 

- from X rays . . 276, 

Wig. 222) 277 

- in xeroderma pigmen- 

tosum . - . • 883 

Telegraph operators, cramp 
| in . . • • 189 

Telegraphy, occupation 
neurosis from . . 546 

- pain in nrm from . . 546 

T elephone car . . . . 879 

Telling’s disease (sec 

Diverticulitis) 

Temper, pyrexia due to 7 1 1 
Temperament, hysteria 
and . . ..171 

Temperature changes, 

erythromclalgia and . . 320 

menorrhagia from. . 482 

I - charts (see Illustrations 

- drop from perforation 

in typhoid lever . . 485 

- crvthroinclalgia affected 

by 54 3 

- extremes of, coma from 154 

, - rectal, notes on . . 319 

- sense disturbance in 

I tubes dorsalis . . 863 
lost in syringomyelia 320 

- sensory paths of . . 750 

- subnormal (see Hypo- 

thermia ! 

Temple, epithelioma of, 
prc-uuricular gland en- 
larged from . . 473 

- pain in (see Pain 

- seventh dorsal segment 

connected with . . 678 ; 

- sore on, pre-auricular 

gland enlarged from 473 

- tenderness in (sec Ten- 

derness . 

Temporal area 

( lugs. 658, 65?,i 867 

- bone, fracture of, deaf- 

ness from . . . . 207 

- - organ of hearing in 205 

- lobe lesion, facial para- 

lysis from . . . . 603 

- muscle fsee under 

Alu.sdc i 


- sensory area 

< Tigs. 442, 445 j 550 
Temporo-malar nerve, dis- 
tribution of (T'ig. 580 1 748 
Temporo-mandibular joint, 
arthritis of, inability to 
open mouth due to . . 884 

- - ostco-arthiitis affect- 

ing . . 431 

- - rheumatoid arthritis , 

affecting . . . . 426 

Temporo-sphcnoidal lobe, 
ubscess in, noises in : 

head from . . . . 504 ; 

vertigo from . . 504 

lesions, deafness from 205 

- - tumour of, noises in 


j Tenderness of bones, contd. 

i in infantile scurvy. . 128 

j from periostitis .. 8 17 

; - - in pernicious anemiu 572 

i rickets . . .182 

- - scurvy . . 93, 679 

j rickets . . . . 50 

i from subperiosteal 

hemorrhage . . 51 

in syphilis . . . . 760 

-■ -■ due to syphilitic node 819 

- - tuberculous disease 819 

- brachial plexus in 

brachial neuralgia.. 543 

- breast front chronic 

mustitis .. ..8 38 

- - in nutModvnt.t . . 5 31 

- cheeks in stomatitis . . 95 

CHEST . . 861 

from angina pectoris 863 

- - aortic disease . . 861 

- in biliary colic . . 864 

blood diseases . . 861 

- - bronchitis . . . . 863 

- - from car*. inoma of rib 862 

- - sternum . . . . 862 

- - cough . . . 86 3 

diaphragm alfcction 

861 , 864 

- - flatulent dyspepsia 864 

- - fracture of rib . . 862 

-- - — .sternum . . . . 862 

-- - gall-bladder lesion . . 864 

- - gall-stone • • 864 

- - gastric ulcer . . 864 

heart disease 861, 864 

- - hepatic abscess 695, 864 

- - herpes zoster . . 861 

- - hydatid of rib . . 862 

- - - sternum . . . . 862 

hysteria . . 861, 862 

- - inflammation of nb 862 

- - -- skin . . . . 861 

- - - sternum . . . . 862 

- -- injury .. 861,862 

intercostal neuralgia 

861 , 862 

neuritis . . 861, 862 

- - liver disease 861, 864 

- - lung disease . . 861 

mastitis . . . . 861 

- - mediastinal disease 861 

-- - myalgia . . . . 861 

- - myositis . . . . 861 

- - oesophagus disease 

861, 864 

- - pericarditis . . . . 861 

- - phthisis . . 863, 864 

- - pleurisy 861, 86 3, 864 

pleurodynia . . 861 

- - rib affections . . 861 

- - sarcoma of rib . . 862 

- — - sternum . . . . 862 

- - sternum affections 861 

- - stitch . . 862 

- - stomach disease . . 861 

- - tuberculosis of rib. . 862 

- - - sternum . . . . 862 

- below coracoid process, 

from reading in bed 584 

- of cranial bones in con- 


front whooping-cough 145 j alvcolaris . . . . 94 

Talking, delay in, from i - notched in congenital 
hypothyroidism . . 622 syphilis ( Tig. 241 ) 290 

- laic development of . . 770 - pain in, in glaucoma. . 288 

Tanners, dermatitis in . . 917 (and see Toothache; 

- yellow chrome used by 917 - projecting lower, in 

Tannic acid, thirst due to 875 j acromegaly . . 293 j 

Tannin, haem ogl obi nuria ! - referred pains from . . 867 j 

from . . . . 357 | - segmental areas of re- 

Tapeworm fsee Tania; 1 ferred pain for .. 549 j 

Tapping (see Paracentesis) — septic (sec Dental Sepsis; 

T ar, dermatitis due to . . 917 - tenderness of scalp due 

- epithelioma of scrotum to . . . . 865 

and . . . . . . 849 - X-ray of, in anemia . . 43 

- folliculitis due to . . 918 - (and see Tooth) j 

- products, bullae from. . 123 Teething convulsions 181, 182 { 

dermatitis from . . 124 - ear-rubbing in . . 253 

erythema from . . 275 - insomnia due to 402, 403 

- - vesicles from . . 124 Tegmentum lesion, inten- 

- worker’s cancer . . 767 tion tremor from . . 884 

Tarantula bite, delirium Telangiectases of cheeks 

from .. .. ..211 from alcoholism .. 294 

Tarry motions .. ..481 - - in cirrhosis oflivcr. . 67 

from mclsena . . 97 - in cirrhosis of liver . . 48 

- - (and see Melena) - hereditary, cpis taxis from 

Tarsus, tuberculosis of. . 818 273, 274 

- — limping due to . . 456 - in leprosy . . . . 501 

Tartar, bleeding gums from 93 - morphea .. 645 

- foul breath from .. 112 - rosacea .. 303 


head from . . 504 j genital syphilis . . 866 

vertigo from . . 504 - deltoid in fibrositis . . 544 

Tenderness, abdominal, - in ear from boil . . 522 

in acute peritonitis . . 168 ; - of epididymis in cpi- 

due to appendicitis 812 ( didymitis .. .. 850 

duodenal ulcer . . 342 1 gonorrhea . . . . 850 

in dysentery . . 812 j lrom tubercle . . 768 

from gastric ulcer. . 342 ! - in epigastrium from 

- - in mucomcmbranous j arsenic . . . . 103 

colitis .. 812 - - chronic pancreatitis 810 

due to necrosis of 1 corrosive poison . . 338 

rectus abdominis gall-bladder lesion . . 864 

muscle . . . . 736 in gastralgiu . . 537 

pericolitis . . . . 812 from gastric ulcer 

--perityphlitis .. 812 339,398,537 

in relapsing fever . . 420 gastritis . . . . 338 

due to tuberculous - - heart disease . . 867 

colon .. .. 812 - - liver lesion.. .. 864 

peritonitis 65, 806 j - - lung disease . . 867 

- - ulcerative colitis .. 812 in phosphorus poison- 

- in arm from brachial ing . . . . 421 

neuralgia . . . . 543 from seventh dorsal 

neuritis . . . . 544 nerve lesion . . 867 

- of back from caries . . 195 stomach disease . . 867 

fibrositis . . 566 subphrenic abscess 807 

infective arthritis of - of eye in glaucoma . . 288 

spine . . 566 retrobulbar neuritis 925 

myositis . . . . 566 spirochetosis ictero- 

- bones in Barlow’s disease 50 hemorrhagica .. 420 



TENDERNESS 
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TENESMUS 


Tenderness* contd. 

- over eyebrow from fron- 

tal sinus distention 285 

- in lace from tooth . . 549 

- feet in crythromdalgia 542 

- of finger from dactylitis 818 j 

- frontal, from frontal j 

empyema . . 226, 694 ! 

- - - sinus distention. . 285 j 

- of gall-bladder from ! 

carcinoma . . . . 553 

- - cholecystitis 553, 696, 739 ■ 

empyema of gall- 
bladder . . . . 696 | 

- - pall-stone 316, 538, 596 ! 

- - in typhoid fever . . 419 
generalized, in adiposis 

dolorosa . . . . 509 

- gluteal, in sciatica .. 5 39 , 

- in groin from psoas 

abscess . . . , 698 

- of gums in stomatitis. . 95 

- after herpes . . 865, 914 

- in hypocnondrium, right, 

from gall - bladder 
lesions . . . . 864 

- liver lesions . . 864 

- - due to subphreme 

abscess . . . . Bt>7 ' 

- iliac fossa Hum inflamed 

glands . . . . 562 

- - * left, from diver- 

ticulitis . . 556 

- - right, m appendi- 

citis . . 558, 828 

- - - due to appendi- 

cular abscess 697 
- chrome appendix 697 

- - -- from tuberculous 


glands . . 562, 563 

- Intercostal . . 862 

- - from abscess of spine St>2 

-- - ancurvsm . . . . 862 

m herpes /.osier . . 862 

- - intercostal neuralgia 55 J 

- - myalgia . . . . 5 32 

- -- from new growth «>i 

spine . . . . 862 

- -- pleui isv . . . . 532 

- ever internal semilunar 

cartilage . . . . 435 

- of jaw due to dental 

abscess . . . . 69 l 

- - empyema of antrum 

226, 6«4 

- joints in gout. . . . 429 

- kidney from stone . . 554 
• - in tuberculosis 448, 578 

- over kidney from bac- 

tcriuna . . . . 91 

- of lips in stomatitis . . 95 

- liver from abscess . . 465 

- ■- active congestion . . 417 

- carcinoma , . . . 68 

cholangitis . . . . 7 39 

- - in cirrhosis . . . . 414 

- epidemic jaundice 420 

- - from fibroid lung . . 417 

■ - gall-stone , . . . 344 ! 

- - heart failure . . 68 , 

- - mitral stenosis . . 417 

- - with nutmeg change 46 3 

- - from portal pyarnua 464 

- - sarcoma . . . . 68 

- - in suppurative cholan- 

gitis . . 415, 464 

- - -- phlebitis. . . . 696 i 

- - - pylephlebitis 415, 738 

- - lrom tropical conges- 

tion . . . . 463 

- in loin from perineph- 

ritis . . . . . . 697 j 

pyelitis . . . . 718 ! 

- - in sciatica . . . . 539 

- - due to suppurative 

nephritis . . 736 ; 


- - tuberculous kidney 721 

- over Mcliurncy’s point 

in appendicitis 554, 558 

- mastoid from sigmoid 

sinus thrombosis 253, 

522, 739 

- maxilla from empyema 

of antrum . . , . 694 

- of metatarsus in Mor- 

ton’s disease . . 540 

- midorbital, from astig- 

matism . . . . 549 

- of muscle insertions in 

tibrositis . . 544 


Tenderness , contd. 

- of muscles in dermato- 

myositis . . . . 569 

- hysteria . . . . 179 

multiple neuritis 541, 616 

- - myalgia . . . . 531 

myositis . . . . 862 j 

- - neuromyositis . . 569 | 

- - from overstrain . . 569 j 

in pleurodynia . . 531 i 

- - polymyositis . . 569 ' 

- - pseudo-trichinosis.. 569 

tetany . . . . 189 j 

- musculospiral, in bra- 

chial neuralgia . . 543 ! 

- nasolabial, from canine • 

tooth . . . . 549 

- of neck from adenitis. . 474 

- - glands in scat let fever 283 

- - in Kirkland's disease 761 

- - from periostitis of 

hyoid bone . . 591 

- occipital, in neurasthenia 867 

- ovarian . . . . . . 239 

- - dvspareunia due to 2 39 

- and pain . . . . 566 

- - significance of associ- 

ation . 526 

- of palate in stomatitis 95 

- palms in ervtbcma kcrsi- 

todcs ’ . . . . 502 

- over pancreas in acute 

pancreatitis.. .. 9 31 

- in pelvis with salpingo- 

oophoriiis .. ..2 38 

- pcriarthritic, in fibro- 

sins . . . . 544 

- in peripheral neuritis 

570, 749 

- popliteal, due to semi- 

membranosus bursa 844 

- pre-auricular, from boil 

in ear . . . . 252 

- - enlarged pre-auricular 

gland . . . . 252 

- precordial, from angina 

pectoris . , . . 863 

- - heart disease . . 863 ; 

- - in pericarditis . . 86 3 

- of prostate in gonor- i 

rh.ea . . . . 228 ■ 

- rectal, due to prostatitis 723 

- ot rib in blood diseases 862 

- - leukaemia . . . . 862 

- - pernicious amernia. . 862 

~ sacro iliac . . 458 

- over sacro-iliac joint 

with iliac abscess . . 831 

OF SCALP . . 865 

- - due to acne. . . . 865 

- - ustigmatism . . 867 

- - Llrocq’s pscudopcladc 865 

- - bruising . . . . 865 

cerebral abscess . . 865 

- tumour . . 865, 866 

- - after concussion 865, 866 ! 

- - due to dermatitis her- 

petiformis . . 865 ! 

- -- diabetes . . . , 867 j 

- car disease . . . . 865 

eczema . . . . 865 

- erysipelas . . . . 865 

- - eye disease.. 865, 867 

- - favus . . . . 865 

- - glaucoma . . . . 867 

- - headache with . . 866 

- - due to herpes . . 865 

- - hypermetropia . . 867 1 

- - hysteria . . 865, 867 

- - increased intracranial 1 

pressure . . . . 866 

- - infected wound . . 865 j 

- - injury . . . . 865 . 

- - iritis . . . . 867 

- - kcrion . . . . 865 j 

- - lupus erythematosus 865 ! 

- - malaria . . . . 867 ! 


- 

meningitis . . 

865, 866 

- 

neuralgia 

865, 866 

- 

neurasthenia 

865, 867 

- 

otitis media 

. . 867 ! 

- 

pediculosis . . 

. . 865 ; 

- 

pruritus 

. . 865 i 

- 

rheumatism 

. . 867 1 

- 

rickets 

865, 866 

- 

ringworm . . 

. . 865 i 

- 

sclerodermia 

. . 865 | 

- 

in syphilis 417, 

760, I 

865, 866 ! 

- 

due to teeth 

. . 865 1 


Tenderness of scalp , contd. > 

in tic douloureux . . 866 

trigeminal neuralgia 866 

- - due to tumour of 

skull . . 865, 866 

von Recklinghausen’s 

disease . . 865 

- - worse at night . . 866 

- over sciatic notch in j 

sciatica . . . . 539 ( 

- of scrotum from peri- | 

urethral al scess 851 ; 

- shoulder . . 580, 581 j 

- - in biliary colic . . 864 i 

from diaphragm ! 

lesion . . . . 864 j 

- - diaphragmatic pleu- 

risy causing . . 864 ; 

- - from fibrositis . . 544 ; 

- - gall-bladder lesion. . 864 

- - gall-; tone . . . . 864 

- - liver lesion.. .. 864 

- — phrenic nerve lesion 864 
subacromial bursitis 582 

- skin in erysipelas . . 125 

- skull with cerebral 

lesions . . ..371 

- - in rickets . . . . 182 

- soles in erythema kcra- 

todcs . . . . 502 

SPINE 867 

- - due to abscess 868, 869 

* — actinomycosis . . 868 

- - nmesthesia with . . 867 

- - due to aneurysm 

868, 869, 871 

- - aortitis . . ..871 

- - arteriosclerosis . . 871 

- - carcinoma of colon 871 

liver . . . . 871 

- - — stomach . . ..871 

- - — uterus . . ..871 

- caries 193, 628, 869 

• - sicca . . . . 868 

- - cholangitis . . . . 871 

- colitis .. ..871 

- - constipation . . 871 

- • coronary sclerosis.. 871 

- empyema . . . . 868 

- fibroid heart .. 871 

-- - fibrositis . . . . 869 

- functional . . . 870 

- - from furunculosis.. 868 

- - gall-stones . . . . 871 

- - gastric ulcer . . 871 

- - gastritis . . . . 871 

- - girdle pain with . . 867 

- - from gonococcus . . 868 

gout . . . . . . 868 

- - heart disease . . 871 

- - herpes . . . . 868 

- - hydatid disease 868, 869 

- - in hysteria . . . . 870 

• - from injury 868, 870 

- - in labour . . . . 871 

- - due to lumbago . . 868 

- - malignant disease . . 868 

- mediastinal abscess 868 

- menstruation . . 871 

- - myocardial disease. . 871 

- - myositis . . 868, 869 

- - neurasthenia 868, 870 

- - neuritis . . . . 8o8 

- - new growth . . 869 

- of pleura . . 871 

- - nutmeg liver . . 871 

- - occupation and . . 870 

- - paresis with . . 867 j 

- - from pelvic abscess 868 

- - perinephric abscess 868 ; 

- - pleural adhesions . . 871 i 

- - pleurisy . . . . 871 

- - psoas abscess 458, 831 , 

pyaemia . . 868, 869 

- - railway spine . . 868 j 

- - retropharyngeal ab- ■ 

ccss . . . . 868 i 

- - rheumatism . . 868 i 

In rickets . . . . 869 j 

rigidity with . . 867 j 

- - from spondylitis de- 

formans 868, 869, 870 

- - subphrcnic abscess 868 

trichiniasis . . . . 868 

tuberculosis . . 868 

typhoid fever 868, 870 

uterine inflammation 871 I 

- -- wound . . . . 868 j 

- sternum in blood dis- j 

eases . . . . 862 I 


Tenderness of sternum , contd. 

in leukaemia . . . 862 

from mediastinal 

lesions . . 535, 863 

in pernicious aneemia 862 

- superior maxilla from 

empyema of antrum 
of Highmore . . 226 

- suprascapular, in fibro- 

sitis . . . . 544 

- in temple from bicuspid 

tooth . . . . 867 

- heart disease . . 867 
lung disease . . 867 

- stomach disease . . 867 

- of testis from abscess 768 

- - in epididymo-orchitis 

584, 585 

- thigh in anterior cruritis 540 
-- tibia due to tuberculous 

disease . . . . 819 

- tongue in stomatitis . . 95 

- - trichinosis . . . . 591 

- ulnar, in brachial neur- 

algia. . . . . . 543 

- over ureter from bac- 

tcriuria . . 91 

- vaginal, from pudic neu- 

ritis . . . . 239 

- over vein from phlebitis 699 

- of vulva from kraurosis 855 

Tendo Achlilis bursa, In- 
flamed 552 

- - jerk (see Ankle-jerk) 
Tendon jerks absent in 

tabes dorsalis . . 545 

- - increased in com- 

bined scleroses . . 545 

- ossification of . . 820 

- - exostosis simulated by845 

- sheaths, gonorrhoeal 

infection of 425, 429 
gout affecting ... 429 

- - rheumatic nodules in 502 

TENESMUS .871 

- from abdominal angina 538 

- adenoma of rectum . . 873 

- arsenic . . 872, 873 

- atheroma . . . . 538 

- calomel . . • • 873 

- cantharidcs . . 873 

- carcinoma of colon 815, 872 

- - rectum . . . . 873 

- in cholera . . . . 872 

- due to colitis . . . . 872 

- colocynth . . . . 873 

- concretion . . . . 873 

- drugs . . . . . . 873 

in dysentery . . 98, 99, 

216, 871, 872 
-* due to ectopic gestation 873 

- enlarged prostate . . 873 

- fissure . . . . 873 

- foreign body in rectum 873 

- gamboge . . . . 873 

hemorrhoids . . . . 873 

impacted feces . . 873 
in infective diarrhoea. . 872 

- due to intussusception 

812, 872 

ischiorectal abscess . . 873 
mucomembranous col- 
itis . . . . . . 872 

- ovarian cyst . . . . 873 

- pelvic hematocele . . 873 

- periproctdl abscess 873, 874 

- periprostatic abscess.. 873 

- polypus of rectum .. 873 

- proctitis . . ... 873 

- proctoscope in investi- 

gating . . . . 873 

- in ptomaine poisoning 872 

- due to purgatives . . 873 

- rectal, bearing-down 

pain with . . . . 529 

- due to rectal conditions 873 

- rectal examination in 

cases of . . . . 873 

- due to rectal prolapse 873 

- rctroverted gravid 

uterus . . 873 

- sigmoidoscope in inves- 

tigating . . . . 873 

- speculum in investiga- 

ting . . ... .. 873 

- in summer diarrhoea . . 872 

- from syphilitic proctitis 100 

- In tabes dorsalis . . 874 

- ulcerative colitis 100, 872 

- from unripe fruit . . 872 
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Tenesmus, contd. I 

- from uterine fibroid.. 873 * 

- vaginal examination in J 

cases of . . . . 873 ■ 

- vesical (see Strangury) ! 

- due uj vesical calculus 

873, 874 ; 

- worms . . . . . . 873 

Tennis, plantaris longus 

ruptured at . . . . 677 

- subacromial bursitis 

from . . . . 581 

Tenosynovitis, crackling 
in . . . . . . 1S8 

- crepitus with . . . . 190 

- melon-seed bodies in 190 | 

- writer’s cramp simu- 

lated by . . . . 189 

Tenotomy, diplopia from 222 
Tension, arterial (see 

Blood-pressure) 

~ of eyeball, increased, 

in glaucoma 639, 675, 926 

... herpes frontalis . . 891 

Tensor fascl® femoris, 
nerve-supply of 609, 

610, {Fig. 471 ) 611 
Tenth cranial nerve i see 
Nerve, Cranial, Tenth'! 

- dorsal segment (see Spina! 

Segments, Dorsal: 
Teratoma of parotid gluod 848 
Teres major, nerve-supply 
of 616, Jug. 474 > 618, G20 
minor, nerve-supply of 

616, 620 
Terror after convulsions 181 

- pupil dilated by . . 674 
'J ertian malaria see Alalaria 
Tertiary syphilis- (see 

_ Syphilis ' 

l est, absolute bone-con- 
duction, of hearing . . 206 

- ugglurination (.see Agglu- 

tination ; and W idal 1 

- barium chloride in car- 

boiuria . . , . 906 

- for Bence-Jones' albu- 

mosuria .21 

- Benedict’s, for glycos- 

uria 327 

- benzidine, for occult 

blood .. 104, 215 

- Rial's, glycuronic acid 

and 327 

- - for pentose . . .327 

- biuret, albumosc and 20 
bleaching powder, for 

indican . . 395, 905 

- boiling, for albumen.. 5 

- albuminuria . . 524 

- - Bence-Jones’ albumose 21 

- Bordet-Gengou, in 

whooping-cough . . 250 

- bromine, in melanuria 905 

- Calmette’s, in Addison’s 

disease . . . . 45 

- - tuberculous periton- 

itis . . . . 777 

in cerebro- 
p.nal fluid , . 3S3 

! . chrysophanic acid 

in urine . . . . 904 1 

Congo red, for acid . . 401 

diastase 19 

- I-ehling’s, albuminuria 

and .V . . . . 327 

- - errors in . . 327 

- - for glycosuria . . 326 

- fermentation, in con- 

firming glycosuria . . 902 

- - lactosuria . . . . 332 

- - for sugar . . 328 , 

- ferric chloride (see f erric 

Chloride) 

- fluorescence, for uro- 

bilin (Fig. 322) 406, 407 

- for fragility of red cor- 

puscles , . 781 

- Gmelin's, for bile . . 903 
illustrated (Tig. 321) 406 

- gold chloride, in cerebro- 

spinal fluid . . 383 ; 

~ guaiacum (see Guaiacum; 
Giinzburg’s, for free 

HC1 . . (Fig. 318) 401 j 

- Heller’s, for albumosc 20 ; 

- cold nitric acid 5 ; 

- Hofmeister's, for albu- 

mose . . . . 20 | 


Test, contd. 

- Holmgren's, for colour 

blindness . . . . 926 

- Huppert’s, for bile pig- 

ment . 903 

- iodine, for bile 

{Fig. 320'. 406, 903 

- iodoform, for acetonuria 3 \ 

- irrigation, in gonorrhoea 228 : 

urethritis . . . . 229 

- Koch’s tuberculin . . 828 

- - — in lupus . . . . 895 

- - - tuberculosis 819, 898 

- laterallzinq, of hearing 206 

- lead, ammonium sul- 

phide in . . . . 85 

- Legal’s, for acetone . . 3 

illustrated {Figs. 2-7} 4 

- lower-tone limit, of 

hearing • 206 

- Marsh's, lor ursenie . . 103 

- meal in achlorhydria 

J'tg. 28 6) >44 
composition of . . 400 

- - in diagnosis ol cause 

of heartburn . . 376 

- - diarrhusi car.es . . 215 

- - duodenal ulcer 34 3, 

28-T *44 

- - Iractional . . . . 401 

- - in gastric carcinoma 

44, i' n w . 28<') 344 

- - - uker <4 J, J ; ig.2S5) 344 

- - gastritis . . . . 58 

- - In perchlorhvvlria 5 s :, 

(/■Ye. 2S4 344 

- - pernicious aruemij 

>/wl . 2&>' 344 

- f r melanuria 904, 905 

- mercuric chloride, for 

albumen 7 

- nieilnl orange, lor acid 401 

- nitric acid i-we Acid, 

Nitric; 

- nitroprusside, for acetone 3 

- - in melanuria . . 905 

- Peri’s i see Berks Kean ion' 

- phenyl hydrazine . . 328 

- - m confirming givcos- 

uria .. .. 902 

- - lactosut ia . . . . 3 32 

- phloroglucm, glycuronic 

acid and . . . . 327 

- - lor pentose . . 327 

- phosphotungstic, fur 

album*' e . . . . 20 

- platinochloridc, in cere- 

brospinal thud .. 38 3 

- Prussian blue, in bronzed 

diabetes . . 37, 467 

- - - - sprue . . . . 32 

... .. _ pernicious anaemia 467 
-• RcinschN, for arsenic 103 

- relative air-bone, of 

hearing . . 206 

- for rennin . . . . 40] 

- Rinnes, of hearing . . 206 

- - negative in otosclero- 

sis . . . . 207 

- Rotheras, for acetone 3 
illustrated . . J'ig- 8j 4 

- salicyl-sulphonic, for 

albumen . . 7 

- serum > sec Serum Reaction, 

- silver nitrate, for al- 

capton . . . . 905 

- spectroscope, for blood 

12, 104 

- Spiegler’s, for albumen 7 

- sugar tolerance . . 333 

- therapeutic .see T hera- , 

peutic Test > 

- translueency, of scrotal 

cysts . . . . 588 

- tuberculin i. ee Tuber- 

culin Test] 

- two-glass, for cystitis 72 3 

in urethritis 720, 723 

- UfTelmann’s, for lactic 

acid . . . . 401 

- upper-tone limit, of 

hearing . . 206 

- urea In blood . . 19 

- concentration 19 

- van den Bergh’s . . 414 

- von Pirquet’s (.see Von 

Pirquct’s T est) 

- warning, for urates . . 899 

- Wassermann’s (see Was- 

sermunn) j 


, Test, contd. i 

-■ watch, for hearing . . 206 I 
-- Weber’s, of hearing . . 206 j 

- whispered word . . 205 j 

- Widal (.see Widal) I 

Tests for acetone illus- 
trated . . (/■'/)/.?. 2-8) 4 i 

- albuminuria 5 

- evstin . . . . . . 203 

- of hearing . . 205 

- for indican 395, 904, 905 

- methylene blue in 

urine . . 906 

- nuclfioproteid . . 5, 524 

- paralysis . . 611, 612 

- porphyrin . . 903, 904 

- RENAL EFFICIENCY 19 
T estes, excision ol, obesity 

due lo . . . . 505 

- in groins in pseudo- 

hermaphroditism .. 79 3 

- hiematuria cases . . 350 

-- unequal physiologically 85 
T esticular gigantism . . 324 

- sensation lost in syphilis 850 
T estis within abdomen 589 

- abscess of see Abscess) 

- aching in, lrorn hvdro- 

cele ... .... 588 

- anaigesi i o!, in tabes 

dorsalis . . 677 

-- ATROPHY OF . 85 

- — (.and see Atropi v, 

Tesficulai 

- blow on, fainting due 

to . . . . . . 297 

- carcinoma oi' v see Carci- 

noma ■ 

- compression of, by 

ha-mat >cclc . . 84 

- - hydrocele . . . 85 

- - testis atrophy irom 85 

- cyst of . . . . 587 

-ectopic . .. 589,832 

- - jppcndic-'tis simu- 

la led b\ .. 561,8 37 

- - i;i a i c 1 1 ■ >sis . . . . 2 3? 

- - at crural ring . . 589 

- - diagnosis oi . . . . 589 

- - at external abdominal 

ring . . . . 589 

- - in femora! region . . 826 

- - femoral hernia simu- 

lated In .. ..8 37 

- - inhumed . . . . 589 

- - in inguinal canal 84, 

561,589, 8 32 
■- - inguinal hernia and 8 32 

- - micsim.il colic simu- 

lated iy.. . . 832 

- - limping from . , 457 

- - pam in abdomen due 

n> . . . . . . 832 

- -- - iliac lossa irom 
555, 561, 567 


- - in perineum . . 589 

aching in perineum 


from . . 

. . 579 

— at root of penis 

. . 589 

- sarcoma of . . 

. . 589 

- strangulated hernia 

simulated by 

. . 589 

-- strangulation of 

. . 833 

- in thigh 

589, 832 


- embryoma of (see 

I’.mbrvom.n 

- endothelioma of . . 850 
-- enlarged lrorn abscess 585 

- carcinoma . . . . 586 

- - epididymo-orchitis 

86, 584, 585 

- - by gumma . . . . 768 

- - malignant growth.. 586 

new growth . . 850 

from sarcoma . . 586 

~ - syphilis . . . . 586 

- — in tuberculous sub- 

jects . . . , 86 

- gangrene of . . . . 589 

- gonococcus inlcciing. . 228 

- in groin . . . . 830 

-- growth of, hydrocele 

simulated bv . . 83 3 
~ gumma of . 586, 768 

- hernia of ( sec Hernia ) 

- injury to (see Injury) 

- new growth of, account 

of 850 

- - -- cord thickened with 

586, 850 


Testis, new growth of , contd. 

differential diagnosis 

of . . 587 

- - - hacmntocele dis- 

tinguished from 589 

simulating . . 587 

- - - hydrocele simula- 

ting . . 587, 588 

- - - operation in dia- 

gnosing . . 850 

- - - pelvic glands en- 

larged from . . 850 

- - - secondary in retro- 

peritoneal glands 910 

- - - syphilis of testis 

simulating . . 850 

- - - testicular sensa- 

tion lost with . . 587 

- - ~ torsion simulating 850 

- PAIN IN . . 584 

- - (and see Pain in 

Testicle ) 

-- sarcoma of ( see Sarcoma) 

- strangulated, abdominal 

pain from .. .. 83* 

- - hernia simulated by 833 

- swelling ot c,ee Swelling) 

- syphilis of < sec Syphilis) 

- tenderness of, from ah- 

m, css , . . . 768 

i'» cpididvmo-orehitis 

584, 585 

- torsion of . . 849, 850 

- - abdominal pain Irom 833 
-• - abscess of testis due 


to 768 

- - hernia simulated by 833 

- - in horse-riJers 585, 487 

- - misplaced . . . . 589 

- -- opt ration in diagnos- 

ing . . . . . 587 

- - swelling in groin 

tr"ui . . ..833 

- tubeiculou:; see Tuber- 

culosis ; 

various diseases of . . 768 
Tetanic contraction at 

uterus . . . . . . 252 

-contractions 174-176 

- - in epilepsy . . . . 175 

- spasm see Spasm; 

- and tonic, discussion of 

terms . . 175 

Tetanoid epilepsy . . 182 

Tetanus . . 175.521,885 

- acute pain in . . . . 175 

- asphyxia in . . 175 

- bacillus, anaerobic . . 741 

- Bacillus tetani and 175, 741 

- chloiotorrn in . . 885 

- clinical . . .175 

- consciousness retained 

in 521 

- convulsions from 181, 

741, 884 

- drumstick bacilli in 521, 885 

- ernprosf hotonus in . . 175 

- face stitl in . . . . 885 

- fixed smile in .. .. 521 

- habit spasm .simulated 

by . . . . 175 

- head -retraction in . . 731 

- heart failure in . . 175 

- hoarseness in . . . . 388 

- hydrophobia distin- 

guished from . . 175 

- hyperacusis in , . 389 

- hyperpyrexia in . . ,390 

- hysteria simulated by 

175, 176, 521, 741, 886 

- impacted wisdom tooth 

simulating . . 175, 886 

- incubation period of . . 885 

- jaw stiff in . . 175, 885 

- lockjaw m . ... 521, 741 

- meningitis distinguished 

from . . 175 

- muscular rheumatism 

simulating . . . . 175 

- in new-born . . . . 885 

- opisthotonus in 175, 

521, 741, 885 

- orihotonus in . . 175 

- from penetrating wound 885 

- physiological . . . . 174 

- from piece of stick . . 885 

- priapism from . . 657 

- pyrexia in . . 687, 693 

- rigidity in . . 521 

- rigor m . . . . 737 
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Tetanus , cantd. ] Tetrabromophenolphtha- ] 

- risus sardonicus in 175, ! leln In gall -bladder ca»es 941 , 

521, 741, 885 • Tctrachlorcthane, acute j 

- from rusty nail 741, 885 j yellow atrophy from . . 416 

- soil contamination . . 885 I - in aeroplane varnish . . 416 ; 

- spasm of back in . . 175 j - jaundice due to . . 408 

- - face* in . . . . 175 ! Tetrachloride of carbon 

- - in head and neck in 190 j for ankylostomiasis 101, 635 

- - of larynx in . . 388 i Tetragcnous broncho- 

- spasms in .. 175,693! pneumonia . . .. 692 

- stiff neck in 175, 521, i lever (see Fever) 

741, 797, 885 - septicicmiu, tempera- 

- strychnine poisoning dls* ; turc chart of ' 7 /^. 692 

tinguished from 175, 741 Tetralodophenolphtliafein 

- tetany distinguished , In pall-bladder cases . . 941 

from . . 175, 190 - and gall-stones 

- touch producing spasms j f Figs • 00H-7 n I) 943 

in . . . . 741 | - in normal gall-bladder 

- trismus in 175, 190, (Figs. 694-697) 942 

521, 693, 797, 884, 885 Tctronal, bradypn<ca from 110 

- from umbilical cord in- - coma from , . 110, 154 

infection .. .. 885 ; - stupor from .. ..110 

- wound.. 175, 521, 741 'I ctryl, dermatitis from . . 917 

- without obvious wound 885 - in explosives . . . . 917 

Tetany, accoucheur’s hand 1 Tcttcrburv, dermatitis 

in 2, 189 due to. 915 

- account of 2,189 Thupsia, linger affected by 301 

in udults .. .. 2 - gjrgunica, dermatitis 

- alkalosis and .. .. 214 due to .. 916 

- attitude in 2 Theatre, fainting in . . 297 

- calcium and .. 190 Thenar area, pink hue of 803 

- carpopedal 2, 190, 799, 885 - muscles 'sec under 

- causes Of 3! Muscles) 

- in children .. 2, .3, 189 Them m-acctate of sodium, 

from chloioform poison- polyuria from . . 653 

ing . . 1HQ Therapeutic test of acute 

Chvostek’s sipn In 3, 190 rheumatism . . 568 

colitis and .. .. 3 - - adiposis dolorosa .. 510 

- convulsions in 3 , 181—— amoebic dysentery 

cramp in .. .. 189 98, 99. 417 

-- delirium and .. . . 213 -- - angina abdorninalis 396 

diari h«ra and .. 2, 189 - - - pectoris .. 396, 582 

- dietetic errors und . . 2 - - asthma . . . . 654 

- from dilated stomach 213 - - m chlorosis .. 49 

duodenal ulcer . . 799 - - lor condylomala . . 854 

* duration ol spasms ot 2 - - of cretinism 2‘M, 622 

- dwarfism and .. 3 - - diabetes insipidus.. 655 

electrical reactions In . . 725 - - in diagnosing cause 

- in enterica . . 189 til cardiac pain . . 5 3 

epidemic of . . . . 189 - - - laiming . . 298 

Erb’s filnn In .. 3, 190 ot epilepsy .. 298, 653 

from ergot . . . . 189 - - tatty heart . . . . 595 

- face involved iri . . 189 - - flatulence . . . . 376 


Thigh , conid. 


Thirsty contd. 


- bruising of, limping 


\ - due to salt 

875 

from 

457 

- serous exudation 

875 

— condyloma of 

854 

- tannic acid 

875 

- Hexed, from psoas ab- 


- vomiting 

875 

scess 

458 

Thoma-Leitz hsmoeyto- 


- flexion of, impaired in 


rneter 

26 

paralysis of anterior 


Thoma-Zeiss hxmocyto- 


crural nerve . . 

609 

metcr 

26 

- fracture of, paralysis 


Thomas, olivoponto- 


of external popliteal 


cerebellar atrophy of. . 

883 

nerve from. 

146 

Thomsen’s disease 

726 

~ - - sciatic nerve from 

146 

Thoracic aneurysm ('see 


- - talipes lrom 

146 

under Aneurysm) 



- infantile paralysis affect- - duct, injury of, chylous 

ing .. .. .. 457 pleuritic effusion froml 38 

- lymphatic drainage of 830 - - new growth involving, 

- muscles ■'see under chvlous pleuritic 

Muscle ) effusion from .. 138 

- pain in 'see Pain) - - obstruction, chylous 

- rotation of, impaired ascites from 62, 72 

in obturator nerve - - - chyluria from .. 140 

paralysis . . . . 610 - - - from elephantiasis 62 

- sensory centre for - - - by growth . . 140 

' Fig. 4H r > ■ 631 - - -- from injury .. 62 

- sore on, inguinal glands - - - by malignant dis- 

cnlargcd from . . 476 ease . . . . 72 

- tenderness in, in anterior - - - mediastinal sarcoma 62 

cruritis . . . . 540 - - - retroperitoneal sar- 

- Testis in .. 589, 8 32 coma .. .. 62 

~ wasting of, lrom hip Thorax isec Chest) 

disease .. .. 195 Thorium nitrate in pyclo- 

- - knee disease 79, 457 graphy. . .. .. 445 

- - in paralysis of anterior Thorn in fool .. .. 456 

crura! nerve . . 609 - heel . . . . 551, 552 

- wound of see Wound) — knee .. .. .. 456 

Thighs, attitude in tetany 2 Thorn-apple crystals 

- bulla; on, in pemphigus ( Fig. 67$' 899 

neonatorum . . 498 Threads, prostatic, from 

- eczema of, m diabetes 3 34 gonorrhoea .. .. 496 

- herpes ol . . 913 - In urine . . 229 

- Jacquet's erythema of 498 Thread -worms (see Oxyuris) 

- linear albicantcs oi. . . 459 Threshold, sugar, notes on 333 

- ccdcma of, with ascites 59 -• - reduced in acrornc- 

- - from interior vena galy .. .. 331 

cava thrombosis . . 152 - - - Graves’ disease .. 331 

- scabies affecting . . 499 Thrill with ascites . . 59 

- seborrharic dermatitis - diastolic, from aortic 

afU-etine . , . . 498 disease . . . . 259 

wasted iti Tooth’s per- - - - regurgitation . . 875 

oncal atrophy > /\i.\ SJi 79 - in fibromy ima .. 483 

Thiosulphate of sodium - hydatid . . 468, 470, 806 

in estimating blood- - mid-diastolic, from 


- from fevers . . . . 189 

- food poisoning 189 

gir treciasis and 3, 189, 

214, 799 

- gaunc ulcer and 3, 799 

- gust ro- intestinal di>- 

oider und. . 2,189,799 

- hand In, illustrated (/• ’r.y. 1 > 2 

- hoarseness in . . . . 388 

- hysterical . . . . 190 

- from improper diet . . 189 

- in infants . . . . 189 

- intestinal fermentation 

and . . . . , . 3 

- from lactation . . 189 

- laryngismus stridulus 

with . . . . 3, 249 

from leud . . . . 189 

- muscles tender in . . 189 

- neck involved in . . 189 

• parathyroids and . . 190 

- after parturition . . 799 

- position of arms in . . 189 

- - feet and legs in . . 189 

- pregnancy and 3, 189 

- prognosis of . . . . 2 

- from pyloric stenosis 

213, 799 

- renal dwurlism and . . 3 

- respiration embarrassed 

in 189 

- rickets and 2, 3, 182, 

189, 799 

- seventh nerve in . . 3 

- spasm of lurynx in . . 388 

- stridor in . . . . 799 

- strychnine poisoning 

distinguished from 190 

- tetanus distinguished 

from .. 175, 190 

- thyroidectomy and 3, 

189, 799 

- trismus in . . . . 885 

- Trousseau’s sign In 3, 189 

- trunk affected in 2, 189 

- uraemia with . . . . 213 

- from vomiting . . 189 


- - gumma . . 7t>l, 705 

- - - of liver . . 315, 417 

orbit . . 284 

- - hepatic abscess . . 696 

- - in hypothyroidism 

( Figs. WK i 506 
-- malaria 39, 417, 654, 

687, 7 38, 7 30 , 735 

- - meningitis . . . . 733 ! 

- - mvxordema 50, 290, 

508, 510, 51b, 656 

- -- pachymeningitis . . 583 1 

- - pernicious anaemia 641 , 
rat-bite lever 687, 740 1 

- - rheumatic lever 

•.Fig. 32$) 423 ■ 

- - syphilis and 82, 91, j 

245, 586, 684, 687, 

746, * )9, 818 

- - for syphilitic proctitis 100 

- - - ulcer . . . . 730 j 

worms . . . . 58 

Thermo-anaesthesia, defi- 
nition of . . . . 749 

- in syringomyelia 752, 1 

(Fig. 5SX) 753 ! 
•- due to thrombosis of 

posterior inferior i 

cerebellar artery . . 754 
T hermometer in diagnos- ; 
ing anorexia nervosa . . 9 34 

- - trance . . . . Ill; 

- distinguishing opium poi- 1 

sonlng from pontine 
hromorrhage 390, 391 j 

- excluding death . . Ill ; 

- makers, mcrcurialism in 44 j 

- swallowed, hatmatemesis 1 

from . . . . . . 342 

- (and see Fever ; Pyrexia, etc.) 
Thigh, adduction of, im- 
paired in obturator 
nerve paralysis . . 610 

- adductors of, nerve - 

supply of . . 610 

paralysis of, from 

poliomyelitis . . 623 


sugar . . . . . . 333 

Third cervical nerve isee 
Nerve. Cervical, T hird 1 

- - - root (sec Nerve Roof 

- - segment, sensory 

area for {Fig. )S4 1 751 

- cranial nerve, paralysis 

of 1 see Paralysis ) 

- dorsal segment, sensory 

area for .. iFi.y. r >S4 751 

- lumbar segment, sensory 

area for . . (F'lg. 5 $4 / 751 

- - relations to optic 

nerve . . ( Fig. 304 j 377 

- occipital nerve, dis- I 

tribution of {Tig. 656 ) 8 6 5 

- sacral nerve in mic- 

turition . . . . 490 : 

- - - root, distribution of 

(Fig. 5X5) 752 ; 
Thirst due to abstention 
from drinking . . 874 

- alum . . . . . . 875 

- belladonna . . . . 875 

- in diabetes . . 334, 874 

- insipidus . . . . 874 

due to diarrhoea . . 875 I 
EXTREME . . 874 

- in phosphorus poison- 

ing . . . . 421 

- - polycythemia from 651 

in levers . . . . 874 

due to fluid loss . . 875 j 

- gallic acid . . . . 875 \ 

- gasirectasis . . . . 875 | 

- after haemorrhage . . 875 ; 

- due to heart failure . . 875 j 

- hepatic abscess . . 464 

- in hysteria . . . . 874 J 

- due to oedema . . 875 ’ 

- perchloridc of iron . . 875 j 

- peritonitis . . . . 875 | 

- perspiration . . . . 875 ; 

- m phosphatic diabetes 637 j 

- polyuria and . . . . 874 | 

- due to pyloric stenosis 875 

- in rigor . . 736 


mitral stenosis . . 268 
due to mitral stenosis 875 
with ovarian cyst . . 60 

patent ductus arteriosus 196 
PRECORDIAL .875 

prcsystolic . . . . 875 

- disappearance of . . 666 

- from mitral stenosis 268 

- tricuspid stenosis . . 876 

in saphena varix . . 825 
systolic, due to aneu- 
rysm . . . . 875 

- aortic disease . . 259 

- - stenosis 259, 260, 875 

- - atheroma . . . . 875 

in congenital heart 

disease . . . 875 

- from mitral regurgita- 

tion . . 262, 875 

- — in patent ductus arte- 

riosus . . . . 875 

interventricular sep- 
tum 121, 196,267,875 

- - due to pericardial 

friction . . . . 875 

- - pleuritic friction . . 875 

- - in pulmonary stenosis 

143, 196, 267, 875 
-- - due to tricuspid re- 
gurgitation . . 876 

- in varicose vein . . 825 
Throat, acid risings into 376 

- bleeding, haematemesis 

from . . . . 336 

- cultures in peripheral 

neuritis . . . . 192 

sore throat . . . . 192 

- foreign body in, in 

children .. ..113 

foul breath from 113 

- gurgling in, before 

haemoptysis . . . . 359 

- Klebs-Loeffier bacilli 

from . . 242, 731 

- pain in (see Pain) 

- red, in scarlet fever . . 281 

- rising in, as an aura . . 87 
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Throat , contd. 

- SORE 757 

-- - (and see Sore Throat ; 
and Tonsillitis) 

- tickling in, before haemo- 

ptysis . . . . 359 

Throbbing, abdominal, 
from undue pulsation 
of abdominal aorta . . 662 

- in aortic regurgitation 259 

- head (see Head) 
Thrombosis, abdominal, 

blood per anum from . . 97 

- - from fungating endo- 

carditis . . . . 485 

intestinal obstruction 

simulated by . . 486 

laparotomy for . . 486 

meteorism from . . 485 

peritonitis simulated 

by.. .. ..485 

- of appendicular veins, 

colic from . . . . 148 j 

- in auricle, cerebral I 

embolism from . . 170 

- of axillary vein, spread 

to superior vena cava 515 t 
from whitlow . . 515 

- cavernous sinus due to i 

carbuncle of face . . 284 

coma from . . 153 

delirium from .. 212 

diplopia from . . 222 

encephalitis simu- 
lating . . . . 156 

exophthalmos in 

156, 283, 284, 739 ' 

eye displaced by 222 

eyelids red with . . 284 

frontal veins dilated 

with . . . . 284 ; 

- - - due to furuncle of | 

face . . . . 284 

meningitis from . . 284 

simulating . . 156 

oedema of eyelids 

from . . . . 740 

orbit from . . 739 

- - - ophthalmic veins ; 

dilated with . . 284 
due to orbital cellu- 
litis . . . . 284 J 

orbital cellulitis dis- 
tinguished from 284 

proptosis in . . 156 

due to sinusitis . . 284 I 

squint from 156, 739 | 

swelling over mas- I 

toid with . . 284 

- central retinal vein, ! ■ 

illustrated {Fig. 422 ) 519 

- cerebral, anosmia from 756 

aphasia from . . 772 | 

- - apoplexy from . . 184 

- - athetosis after 169, 170 

- - Babinski’s sign from 88 

in children . . . . 170 - 

- - choreiform move- ! - 

ments from . . 170 - 

:na from . . 153, 154 

. .hnumfrom .. 212 j - 

diabetes insipidus j 

from . . . . 655 : - 

from endarteritis 382, 627 j - 

- epilepsy from . . 170 ' - 

- fainting due to . . 297 \ - 

- - glycosuria from . . 330 j 

- - headache from 370, | - 

371, 380 j 

- - hemianopsia from . . 379 - 

- hemiplegia from 88, ! - 

155, 321 j 

- infantile diplegia from 170 I 
hemiplegia from . . 170 I - 

- after influenza . . 145 - 

- measles . . . . 145 

- mental defect after. . 170 - 

- paralysis of arm from 612 

- premonitory warn- - 

ings . . . . 184 

- pyramidal tract lesion 

from . . . . 88 

- slow onset . . . . 184 - 

- speech imperfect 

from . . . . 170 - 

- syphilis and 155, 184, 

382, 627 - 

- talipes from. . . . 145 - 

- tremor after .. 170 - 

- trophic lesions after 170 I 


I Thrombosis , cerebral , contd. 

j unilateral paralysis 

i from .. ..154 

i vertigo preceding . . 911 

| vomiting from 380, 929 

- coronary, collapse from 52 

| pain in epigastrium 

from . . . . 52 

severe cardiac pain 

from . . . . 52 

- - vomiting from . . 52 

- of femoral vein, em- 

bolism of lung from 199 
oedema of leg from 512 

- gangrene from . . 317 

- iliac, ccdcma of one leg 

from. . . . 10, 512 

preceding inferior 

vena cava throm- ! 

bosis . . . . 10 I 

pulmonary embolism j 

from . . . . 199 ! 

- infarct of lung from . . 364 

- of Inferior vena cava 9, 909 

- — - — abdominal pain I 

from . . 152 

account of . . 152 

- - - - albuminuria from i 

9, lb, 68, 909 
ascites from 62, 68 

- - - - colic simulated 

by .. .. 152; 

- collapse from.. 152 ■ 

~ - from extension 

from leg . . 68 

fainting due to 297 

- hacmaturia from 68 

- - - - laparotomy for 152 

nephritis simu- 
lated by 10, 909 

- - - - oedema of ab- 

domen from 152 , 

- - back from 68, 

152, 909 • 

------ legs from 152, 

517, 909 - 

- - ti,jgi ls from 152 - 

perforated gas- 
tric ulcer sim- 
ulated by . . 152 - 

- - - - peritonitis simu- 

lated by 152, 736 

- renal vein throm- 

bosis from . . 68 - 

• reversed abdo- 

minal blood- 
stream from 10 

swelling of one 

leg preceding 10 - 

from thrombosis 

of leg . . 909 

■ tube-casts in - 

urine due to 909 - 

■ - “ — varicose abdom- - 

inal veins lrom 

10, 68, 909 - 

■ : vomiting from 152 ; - 

innominate vein, causes 910 - 
intracardiac, cerebral - 

embolism from . . 184 - 
of jugular vein, em- 
bolism of lung from 137 j - 

empyema from . . 137 - 

from otitis media 137 j - 

pleurisy from . . 137 - 

- - from sigmoid sinus - 

thrombosis . . 739 - 
lateral sinus, broncho- 1 - 
pneumonia from . . 364 i 
delirium from . . 212 - 

- - embolism of lung [ - 

from 137, 199, 

322, 791 i - 

empyema from . . 137 | 

gangrene of lung 

from . . 322, 791 - 

infarct of lung I 

from . . . . 137 I - 

from mastoid ab- j 

scess . . . . 694 - 

otitis media 109, 

137,199,253,322,694 - 

pleurisy from . . 137 - 

: — rapid pulse with. . 109 - 

in leg, extension to in- - 

ferior vena cava 68, 909 

- in leukaemia . . 512 - 

- limping due to . . 456 - 

-- from malignant 

cachexia . . . . 512 - 


Thrombosis in leg, contd. Thrombosis , sinus, contd. 

osteomyelitis simu- rigor in . . 737, 739 

lating .. .. 512 sweating with .. 739 

after parturition .. 512 vomiting with 739, 931 

in typhoid lever .. 512 - of spinal artery, allo- 


- limping from . . . . 457 

- of mesenteric vein, 

abdominal pain from 152 

account of . . 152 

blood per anum 

from .. 96, 152 

colic simulated by 152 

htctnuicmcsis from 168 

from infection . . 481 

injury . . . . 481 

melirna from 168, 481 

often undiagnosed 152 

peritonitis simulated 


cheiria from . . 22 

• from enteric fever 628 

• - - scarlet fever . . 628 

■ syphilis . . . . 628 

transverse myelitis 

from . . 486, 628 

- - unilateral symptoms 

in . . . . 22 

splenic, infarction from 788 

- hrematemesis from 345 

- in lcukaunin . . 788 

- lymphadenoma . . 788 

- spleen enlarged from 788 


phleboliths from 152 

pulmonary embolus 

from .. ..152 

- - - sudden death from 152 

- middle cerebral artery, 

hemiplegia from . . 381 

- necrosis of rectus ab- 

dominis muscle in. . 561 

- pain in leg from 321, 539 

- ol pampiniform plexus, 

priapism from . . 657 

- pelvic, after childbirth 699 

- - pyrexia from . . 699 

- from phlebosclerosis. . 321 

-- of piles . . . . 726 

- - dyspareunia from . . 239 

- popliteal vein, trdema 

of leg from . . ..512 

- portal vein, account of 67 

from appendicitis 67 

- - - ascites from 61, 67 

- - - characters of ascitic 

tluid in . . 67 

- - - jaundice with . . 67 

- - - piles increased by 67 

primary . . . . 67 

pyrexia with . . 67 

rigors with 67 

- - spleen enlarged in 

778, 784 

suppurative . . 67 

■ posterior inferior cere- 

bellar artery, hemi- 
ataxy from . . . . 76 

■ - - — - medulla soften- 

ing from . . 754 

sensory changes 

from 76. 

( Fig. 5WJ) 754 
pulmonary, lrom athe- 
roma of pulmonary 
artery .. ..363 

- haemoptysis from . . 363 

- infarct from 137, 36 3 

- in mitral stenosis .. 36 3 
renal, albuminuria from9, 68 

- in blood diseases 9, 10 

- cachexia . . . . 10 

- hacmaturia from . . 68 

- infarct from . . 9 

- lrom inferior vena 

cava thrombosis . . 68 ! 

- in leukaemia . . 10 ! 

- pernicious umernia 10 

- simulating nephritis 10 

of retinal vein. . . . 519 i 


152 - of superficial circumflex 


vein, pain in iliac 
fossa from . . . . 557 

superior longitudinal 
sinus, cerebellar ab- 
scess simulating . . 740 

- - - cerebral abscess 

simulating . . 740 

- - - coma from 153, 733 

- - - convulsions in 

156, 622 

- - - encephalitis simu- 

lated by . . 156 

- - - - simulating . . 622 
~ - - headache in . . 156 
-- - - head-retraction 

in . . . . 731 

- - - meningitis simu- 

lated by 156, 7 33 

- - - - simulating 

622, 740 

- - - oedema of sculp 

from . . 740 

- - - optic neuritis in 156 
* - - paraplegia from 

621, 622 

- - - pyrexia from . . 622 

- - - spastic paralysis 

of legs from 7 33 

- - - vomiting in 156, 622 

- vena cava, causes of 910 

oedema of urrn 

from 515, 516 

- face from 515, 516 

~ - - from phlebitis 515 

- - - whitlow . . 515 

ulcer of foot from . . 893 
of vein, gangrene with 321 

- leucocy Costs from . . 453 


- - leucocytosts from . . 453 
) 754 - — necrosis of rectus 
abdominis muscle 

Y due to . . . . 736 

. 36 3 - - ccdcma due to .. 511 

. 363 - in ventricle, cerebral 
’» 363 embolism from . . 170 
. 36 3 Thrush due to Oidium 
n9, 68 albicans . . . . 95 

9, 10 Thuja occidentals, derma- 
. 10 tins due to . . 916 

. 68 Thumb, attitude of, in 

9 tetany . . . . . . 2 

; Thumbs, double-jointed, 

. 68 | in Mongolism . . 236 

10 ! Thymic asthma.. .. 653 

10 - infantilism . . . . 235 

s 10 Thymol for ankylostomi- 
519 1 asis . . 103, 635 


- blindness due to 925 ! Thymus gland, enlarged,’ 


illustrated {Ftg. 422) 519 

- - ophthalmoscopic 

examination for 93 

scotoma from . . 93 

saphenous, oedema of 
one leg from . . 10 

- preceding inferior ; 

vena cava throm- • 

bosis . . . , 10 : 

of sigmoid sinus, jugular j 

vein thrombosis lrom 739 ! 

- - oedema over mastoid 

f rom . . . . 739 

tenderness over 


519 j coma lrom . . . . 181 

j convulsions from 

93 181, 182 

93 ! — dullness due to . . 248 

dyspnoea from 246, 247 

10 in Graves' disease 877 

; lymphatiam . . 477 

i skiagram of 

10; {Fig. 213) 248 

j stridor due to . . 799 

739 X rays in detecting 

i 248, 877 

739 haemorrhage into, 

cyanosis from .. 198 


mastoid from . . 739 sarcoma starting in 910 

sinus, account of . . 739 Thyroglossal duct, cyst of 852 

- headache with .. 739 Thyroid cartilage, peri- 

- hemiplegia from . . 382 chondritis of, sore 

- optic disc congested throat due to.. .. 758 

with .. .. 739 thyroid gland simu- 

- from otitis media . . 739 latcd by . . 876 

“ with otorrhaea . . 739 - deficiency, enuresis from702 

- pain about ear with 739 (and see Hypothy- 

- pyrexia with . . 739 roidism) 
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Thyroid , contd. 

- extract, adiposis dolorosa 


510 


50 

656 

622 

106 
235 ! 
934 
508 
594 


877 i 
877 ! 
876 | 
24 | 

267 


876 

877 


877 

877 


9 34 
877 


not helped by 
in diagnosis of hypo- 
thyroidism 

- - - myxtrdcma 50, 

- - distinguishing cretin 

from idiot 

- - effect on high blood- 

pressure 

- ~ in infantilism 

loss of weight due to 

~ - in myxordema 

- -- palpitation from 

- - tuchycardia from 856, 

858, 859 

- gland, abscess in 

- - adenoma of 

~ cyst simulating 

- ~ amenorrlxca and 

- - bruit over, in exoph- 

thalmic goitre 

- - carcinoma of (sec 

Carcinoma) 

- -• cyst of (see Cyst) 

- ENLARGED 

- -- - from abscess 

- - - in acute rheuma- 

tism . . . . 877 

- asthma simulated 

by .. ..653 

- - - brachial plexus 

compressed by 877 

- - - brassy cough from 877 

- - - ccrvnal plexus com- 

pressed by . . 877 

- - - - sympathetic com- 

pressed by . . 877 

- - - in cholera . . 877 

- - dysphagia due to 877 

- - - dvspmea from 

246, 248, 

- from fear 

- - - in Craves’ disease 

267, 283, 596, 

(Hg. 914) 643, 

857, 877, 881, 

- from gumma 

- hemorrhage into 

it . . . . 197 

- -- - hoarseness from.. 388 

- - -- from hydatid cyst 877 i 

jugular veins ob- 
structed by . . 877 

- - ~ in malaria . . 877 

- - - menstruation 876, 877 

- - - oesophagus com- 

pressed by . . 877 

- - - orthopmea from 877 

- - - paralysis of vocal 

cord from . . 388 

- - - in pregnancy . . 876 

- pressure signs 

from . . 877 

- - - ptosis due to . . 877 

- -* - pupil contracted 

from .. ..877 

- - -■ recurrent laryngeal 

nerve compressed 
by .. ..877 

- in secondary syph- 
ilis .. ..877 

„ ... stridor due to 799, 877 

- from suppuration 

in it .. .. 197 

- - - trachea compressed 

by .. 248, 877 

----- displaced by . . 877 

- - - in trench fever . . 877 

- - - from tuberculosis 877 

- - - in typhoid lever. . 877 

- - - vagus compressed 

by .. ..877 

- - - in variola . . 877 

- - - vocal cord paralysis 

from . . . . 877 

- - - voice altered by.. 877 

- - - (and see Goitre) 

- - fibrosis of, in Riedel's 

disease . . . . 197 

hamorrhage into, 

cyanosis from . . 197 

malignant, laryngeal 

paralysis from . . 606 

- - movement on swallow- 

ing . . 876 

- new growth of, second- 

ary in bone . . 306 

pleura . . 132 

- ovary related to . . 507 


Thyroid gland, contd. 

perichondritis of thy- 
roid cartilage simu- 
lating . . . . 876 

- - pulsatile, in exoph- 

thalmic goitre . . 846 
removal (see Thyroid- 
ectomy; 

- - sebaceous cyst simu- 

lating . . . . 876 : - 

- - subhyoid bursa simu- j - 

lating . . 876 ■ - 

- - suppuration in, cyano- i 

sis from . . . . 197 - 

- inadequacy in ateliosis 235 j - 

infantilism . . . . 235 

- Infantilism . . 236 

- medication in hypo- 

thyroidism 

( Tigs. m, 3m 506 
nt menopause . . 507 

- - in myxoedema . . 516 

- secretion, menstruation 

and . . . . . . 484 

- treatment in diagnosing 

cretinism . . . . 294 

- - for enuresis .. 271 

- - in inyxiedcma . . 290 


Thyroidectomy, abductor 
paralysis after . . 799 

- hoarseness after . . 388 

- paralysis of vocal cord 

after.. .. 388, 607 

- stridor after . . 607, 799 

- tetany and . . 3, 189, 799 
Thyroiditis, ligneous, 

cyanosis lrom.. 

Tibia, acute necrosis of 
cellulitis from 

- - - contracture of leg 

alter 

- -- - talipes from 

- bedsore over 

- bent in osteogenesis 

imperfecta 

- deformed in congenital 

syphilis 

- enlarged in lcontiasis 

ossca 

- epiphysitis ot> limping j 

from . . 456 | 

- greenstick fracture of, 

limping from . . 456 

- hemorrhage under peri- . 

osicurn of, in scurvy 50 

- injury to, arrest of growth 

from . . 147 ' 

- - overgrowth from . . 147 1 

- myeloid sarcoma of, 

skiagrams of 1 

(Tigs. 619, 6 40) 822 : 
myeloma affecting . . 822 


Tic douloureux , contd. 

- - metallic taste in . . 548 

- - pain in car from . . 253 

face from . . 548 

----- lower jaw from . . 567 

tongue from . . 590 

pains due to . . 866 

; photophobia in 548, 

639, 640 

- ptyalorrhtra and . . 662 

- salivation in . . 548 

- sense of swollen face ' 

in . . . . 548 j 

- teeth and . . 548 j 

- tenderness of scalp in 866 ' 

of tongue . . . . 591 j 

trigeminal neuralgia 1 

simulating . . 548 j 

trophic changes in 

skin in . . . . 548 ! 

- - - - hair in . . 548 j 

- - (and see Neuralgia, 

Trigeminal; 

- emotion increasing . . 173 

- face affected by 173; 

- from foreign body in eye 173 j 
jaw affected by . . 173 
limbs affected by . . 173 


197 

147 

147 

147 

321 

233 

291 


.. 255 


- mannerisms and .. 17 3 

- neck affected by . . 173 

- shoulder-shrugging . . 173 

- sniffing, lrom adenoids 173 i 
itching nares . . 173 

- spasmodic . . 173 

- - convulsions from . . 181 

- from tight collar . . 173 
Tick paralysis . . 625, 626 
paraplegia in . . 621 

Tickling, hiccough lrom 386 

- in throat before hemo- 

ptysis . . . . 359 

'l icks, spotted fever due 

to 679 i 

Tight lacing, hepatoptosis 
from . . . . 462 

- - liver displaced by . . 461 ! 

furrowed by . . 461 

pushed down by 460 ; 

- - menorrhagia from.. 482 i 
movable kidney from 461 : 


Riedel’s lobe of liver 
and . . 461, 462 j 

Tightness in chest from 
mediastinal growth . . 534 ; 

- - mediaslinilis . . 535 j 
Tilbury box, impetigo 

contagiosa of . . . . 498 | 

Tin-tack in heel . . . . 552 j 

Tincture of guaiacum . . 104 > 

- - in blood-test 481, 482 | 

- - test, positive in acute j 

nephritis.. .. 12 


Tinea sycosis , contd. 

ec/ematous follicu- 
litis distinguished 
from . . ..311 

- - microscope in dia- 

gnosing .. ..311 

pain in face from .. 311 

pyrexia from . . 311 

seborrhx-a distin- 
guished from .. 311 

swelling of face from 311 

trichophytic fungus 

in .. .. 311 

- tonsurans 91, 309, 311 

hair stumps bent in 311 

pityriasis distinguished 

from . . ..311 

psoriasis distinguished 

from .. ..311 

- - scales in . . . . 744 

- versicolor . . 313 

chest affected by .. 313 

chloasma simulated 

by .. 313, 645 

- colour varying with 

race . . 313 

erythrasma distin- 
guished from . . 313 

- - - simulating . . 313 

- - face affected by . . 313 

- - fungous parasite in 479 
limbs affected by . . 313 

- - microscope in dia- 

gnosing .. 313, 479 

- - Microsporon furfur 

causing .. ..313 

- - mycelium in . . 313 

parts affected by .. 313 

- - scales in 313, 645, 744 

- - spores in . . . . 313 

syphilides simulated 

by 313 

syphilis simulated by 479 

- (and see Ringworm) 

Tingling, apoplexy pre- 
ceded by . . . . 184 

- as an aura . . . . 86 

- in fingers in acropar- 

esthesia . . . . 545 

- glans penis from in- 

flamed trigone . . 493 

- miliaria rubra . . 918 

- paralysis with . . 612 

- in peripheral neuritis 

570, 749 

Tinkling, metallic, over 
pneumothorax . . 209 

Tinned milk, scurvy from 93 


- nodule on, in yaws . . 501 - iodine test lor bile . . 903 

- in osteitis deformans, ! Tinea circinata . . 311, 312 ( 

J skiagram of K l : ig. 1 67) 193 ’ body skin affected by 311 

- osteomyelitis of, ery- i carbolic acid simu- 

thema nodosum sim- j lating .. 276, 312 

ulating . . . . 502 ( fungous parasite in 479 

- - limping from . . 456 ! of lips . . . . 459 

- periosteal sarcoma of. . 845 I microscope in dia- 

- periostitis of, limping I gnosing . . 312, 479 

! lrom.. .. . 456 redness in . . ..311 

)- sabre-shaped in rickets !- - rings in .. 311, 312 

! (Tig. 192) 232 | - - scales in . . . . 311 

- sarcoma of, limping j syphilis simulated by 479 

j from . . . . 456 I tinea imbricata dis- 

; - syphilitic node on . . 819 | tinguished from. . 312 

- tenderness of, due to \ - - trichophyte in . . 312 
tuberculous disease 819 I - cruris, perineal sore 


- thickened in osteitis 

deformans . . 194, 819 

- tuberculous abscess of 818 
Tibiul muscles, paralysis 

of, talipes from . . 146 
Tibialis anticus, nerve- 
supply of . . 609, 610 

- posticus, nerve-supply 

of 609 

Tic, blinking . . . . 173 

- cessation of, during 

sleep .. .. 173 

- from conjunctivitis . . 173 

- convulsive, chorea dis- 

tinguished from . . 170 

- douloureux . . 648, 866 

age incidence of . . 548 

facial pain from . . 640 

flushing in . . . . 548 

hyperacusis from . . 389 

lachrymation in . . 548 


lrom . . . . 766 

scratching in . . 766 

- deealvans, alopecia areata 

distinguished from 311 

- Imbricata . . 312 

-- - ichthyosis distin- 
guished from .. 312 

tinea circinata dis- 
tinguished from . . 312 

- with large spores . . 309 

- marginata, bathing 

drawers area affected 

by 499 

itching in . . . . 659 

- with small spores . . 309 

- sycosis . . 311, 809 

carbuncle simulated 

by .. .. 311 

circinate tubercular 

syphilide distin- 
guished from .. 311 


TINNITUS ..877 

- in aeroplane . . . . 878 

- alcohol and . . . . 878 

- due to anccmia 878, 879 

- anaesthetics . . . . 879 

- antipyrin . . . . 879 

- anxiety and . . . . 878 

- due to aortic regurgita- 

tion. . 

- arteriosclerosis 878, 

- atheroma 

- aural polypi . . 

- aurium, cpistaxis reliev- 

ing 274 

- bruit in head with . . 878 

- due to carbon bisulphide 878 

- change of atmospheric 

pressure . . . . 

- chloroform 

- chronic nephritis 

- coal gas 

- deafness and . . 207, 

- in divers 

- due to drugs . . 

- dyspepsia 

- ear disease 

- effect of surroundings 

on . . . . . . 878 

- due to ether . . . . 879 

- in facial paralysis . . 604 

- flushing with.. .. 303 

- due to foreign body in 

ear . . . . 878 

- fracture of base of skull 879 

- garage . . . . 878 

- going to depths . . 878 

- gout . . . . . . 879 

- granular kidney . . 878 

- hallucinations of hear- 

ing and . . . . 878 

- due to heart disease . . 879 

- high blood-pre8$ure878, 879 


879 

879 

878 

878 


878 

879 
879 
878 
878 

878 

879 
879 
878 



TINNITUS 


llf>‘2 


TONSILS 


Tinnitus , contd. Toe , contd. i 

- infection of labyrinth 879 - great, dropped, in Tooth’s | 

- lacquering . . . . 878 peroneal atrophy . . 79 j 

- leukaemia . . . . 879 erect (sec Hallux 

- malaria . . . . 879 Erectus) I 

- in Meniere’s disease - — exostosis of . . 820 ; 

207, 879, 912 - - flexed, in peroneul j 

- menopause and . . 878 atrophy . . . . 624 j 

- menstruation and . . 878 gout in 428, 539 

- due to migraine . . 879 i pain in, in anterior ; 

- in miners . . . . 878 ' cruritis . . . . 540 

- due to motor-boat cabin 878 - - perforating ulcer of 892 

- neuralgia . . . . H79 j pyaemia affecting . . 429 ; 

- noisy machinery and. . 878 j - hammer, limping from 456 

- due to occupation . . 878 - little, perforating ulcer 

- otitis medin . . . . 878 1 of . . . . 892 j 

- otosclerosis .. 879, 912 — melanotic sarcoma of 

- overwork and.. .. 878 | 477, 831 

- in pernicious anxmiu - pain in, in gout . . 428 : 

878, 879 i - perforating ulcer of, in J 

- due to plethora . . 878 J tabes dorsalis . . 321 

-- pregnancy and . . 878 ! - sore (see Sore Toe) ; 

- pulsatile .. .. 878 - whitlow of, limping due 

- due to quinine . . 879 I to . . . . 456 

- rhythmical . . . . 878 ; - - pain in foot from . . 456 

- due to rising to heights 878 Toe-nail, ingrowing, pain 

- salicylates . . . . 879 in foot from . . . . 539 

- sclcniuretted hydrogen 878 ; Toes, athetosis affecting 168 ' 

- stapedius paralysis . . 604 . - black, in Raynaud’s 

- stuffy rooms and . . 878 I disease . . . . 203 | 

- due to sulphuretted i — of boots worn in peri- 

hydrogen . . . . 878 pheral neuritis . . 75 

- syphilis of car 879, 912 - cheiropompholyx of . . 918 : 

- telephone . . . . 879 , - clubbed, from congenital 

- tobacco . . 878, 879 [ heart . . . . 267 

- toxic gases and . . 878 | in pulmonary stenosis 875 

- due to tumour of - deformity ol, from tight 

acoustic nerve . . 879 boots . . . . 146 

- typhoid disease of car 879 -■ dragging of, in hysteria 608 

- uraemia . . . . 879 ; spastic paralysis . . 607 

- (and see Noises in Head) - eczema marginatum ol 312 

Tip-toe, standing on, not - extensors of, paralysis 

possible in paralysis of of, from poliomyelitis 623 

internal popliteal nerve 610 - hyperextended, from 

- - - - pseudohypertro- infantile paralysis . . 146 

phic muscular - - paralysis of interossci 146 

paralysis . . 625 - - - lumbricals . . 14o 

T.N.T. (see Trinitrotoluol) ' peripheral neuritis. . 146 

Toad poison, haemoglobin- in talipes .. .. 144 

uria from . . . . 357 - - from tight boots . . 146 

Toadstools, delirium from 21 3 - pain in, in Raynaud’s 

- harmoglobinuria from 357 disease . . . . 542 

Tobacco amblyopia (see ; - purple, in Raynaud’s 

Amblyopia, Tobacco) > disease . . . . 20 3 

- angina from . . . . 53 I - Raynaud’s disease of 

- appetite diminished from 58 320, 852 

- cachexia from . . . . 128 - scabies affecting . . 918 

- cacogeustia due to . . 860 i Tokelau ringworm . . 312 i 

- central scotoma due tv) 923 j Toluylenediumine, blood 

- chronic laryngitis from 387 * destruction by . . 421 

- — pharyngitis from . . 762 : — jaundice due to 408, 421 

- colour blindness due i Tomato leaves, dermatitis 

to .. •• •• 926 j due to .. .. 916 

- cough from .. 185, 186 Tomato-like tumours in 

- dead fingers from . . 204 j mycosis iungoides . . 888 

- deafness from . . 207 j Tomatoes, oxaluria from 

dvspncca from 246, 247, 400 \ 353, 523 

bail breath from .. 1 12 j Tongue, actinomycosis of, 

gastritis from. . 58, 398 j dysphagia from .. 661 

headache from .. 371 ptyalism from .. 661 

- heart disease simulated ! - analgesia of, in tabes 

from .. .. 114 j dorsalis .. .. 627 

- - irregular from . . 596 - angioneurotic (.edema 

- heart, heartburn simu- j of 513, 85 3 : 

lating . . . . 377 - angiosarcoma of . . 852 

- - precordial pain from 377 ! - ataxy of . . 77 i 

- heartburn from . . 376 ; - atrophy of, in bulbar 

- hemeralopia due to . . 926 paralysis 243, 60 L 

- hoarseness from .. 387 662, 731, 773 j 

- infantilism from .. 235 I from twelfth nerve j 

- insomnia due to . . 402 I lesion . . 82 ! 

- intermittent claudica- j - bald, from scarlet fever 763 j 

tion from . . . . 542 - bee-sting of . . . . 244 I 

- loss of weight due to. . 933 - bitten, in convulsions 180 

- low blood-pressure from 106 J epilepsy 182, 298,591,736 

- out of condition from 113 pain from .. 590, 591 

- pain in tongue from 590, 591 during sleep .. 591 

- palpitation from 594, 596 - black, in Raynaud’s 

- pseudo-angina from . . 533 disease . . . . 852 

- shortness of breath from - bleeding, in stomatitis 95 

113, 114 - brown, in acute yellow 

- tachycardia from 596, atrophy .. 345, 416 

856, 857 j - - anuria . . . . 57 

- tinnitus due to 878, 879 j - - lardaccous disease. . 57 

- tremor due to. . 879, 881 J — — suppurative pyelo- 

- vertigo due to. . . . 911 i nephritis . . . . 57 

- vomiting due to . . 928 with tuberculous kid- 

Toe, abrasion of, cellulitis ncy . . 57 

from . . . . ..511 - bulbar paralysis affect- 

- gangrene of (see Gangrene) ing . . . . 242 


Tongue, contd. Tongue , contd. 

- chancre of . . . . 897 - movement restricted by 

- - dysphagia from , . 661 ejythclioma . . 896 

- - ptyalism from . . 661 - narvi of. . (Tig. 299) 368 

- coarse, in Mongolian - - luematuria and . . 3156 

idiocy . . , . 293 - - Osier on . . . . 356 

- coated, in appendicitis 558 urethral narvus and 356 

- - biliousness . . . . 640 - neuralgia ol, pain in 

- - diverticulitis . . 556 longue from . . 590 

- - influenza . . 712 . — — often really glossitis 591 

- - serum disease .. 277 - PAIN IN . . 590 

- - trench fever . . 710 ; - - (and see Pain in Tongue) 

- cracks in . . 5^1, 592 1 - painful, illustrated 

- cramp in . . . . 189 ! (Tig*. 455-458) 592 

- crusts on . . . . 95 j - paralysis of (see Paralysis) 

- cyanosis of, in Raynaud’s j' - pemphigus allccting.. 95 

disease . . . . 852 ; - pigmentation of, in 

- deep red, in diabetes. . 334 i Addison's disease 

- dental ulcer of . 897, 898; (Tig. 51)1) 64 1 

- dermatitis herpetiformis ; - protruded, in cretin . . 290 

affecting . . . . 95 - - Mongolian idiocy 236, 

- difficulty in moving, in j 252, 253) 293 

stomatitis . . . . 95 ~ Raynaud’s disease allcct- 

- dry, in acute yellow ing . . . . 320, 852 

atrophy .. *45, 416 - redness of, in stomatitis 95 

- - anuria .. 55, 57 - in scat let fever .. 2H1 

from belladonna . . 859 - secondary syph ills of 898 

-■ - furred, in general - septic, cervical adenitis 

peritonitis .. 485 troin ..76 3 

- - from hepatic abscess 464 - sore 'sec Sore Tongue) 

in lardaccous disease 57 - stiff, in botulism . . 243 

- - pyelitis .. .. 718 trichinosis .. ..591 

- - suppurative pyelo- - stomatitis affecting . . 95 

nephritis . . 57 - straw berry, in erythema 

with tuberculous kid- scarlntimforme .. 281 

ncy . . . . 57 scarlet fever . . 685 

in urarmia . . . . 55 - superior laryngeal nerve 

- dyspeptic ulcet of .. 898 supplying .. .. 185 

- enlarged in acromegaly 293 - SWELLING OF . . 851 

- epithelioma ol (sec - “ (and see Swelling ol 

Epithelioma' Tongue; 

- erythema hullosum - syphilis of . . 897 

affecting .. 95 - ~ epithelioma from 

- fibriPation of, in hulhar ^ Tig. 674) 896 

puraksis .. 77 1 dlstingulshad from 897 

~ fissured, m acromegaly 293 - tenderness ol, in stoma- 

- Mongolian idiocy tins . . . . 95 

i Tig. 253 1 293 - - tnchinosk .. ..591 

- from streptococcal - thinning (9. in rnyas- 

glossuis .. .. 861 thenu gravis .. 773 

- - syphili-* .. .. 898 - tu douloureux of .. 591 

- fixed by carcinoma .. 244 - tremor of see T remoi i 

- forceps, sore tongue - trichinosis ol . . 591, 885 

from .. .. 591 - tuheulc bacilli from.. 898 

- foreign body in . . 590 - tuberculous ulcer of 

- frxmim of (see Fra-num Tie- <J7' 897, 898 

Lingua'; - ULCERATION OF . 895 

- furred, from active con- (and sec U , cation of 

gestinn of liver .. 417 Tongue* ■ 

- - acute gastritis .. *38 - white, pica and . . 128 

- in appendicitis . . 828 Tonic contraction of 

- cacogeustia due to. . 860 uterus . . . . . . 252 

- in catarrhal jaundice 411 — spasms, account Of 174—176 

- from chrome gastritis 3 38 - - definition of . . 173 

- in cirrhosis ol liver ; - and tetanic, dlscilttlon 

67, 466 ! of terms . . . . 176 

- gastritis .. .. 58 T onsils, actinomycosis of, 

- lrorn lingual nerve } bacteriology in diagnos- 

lcsion .. .. 860 ing .. .. 761 

- periostitis of jaw' . . 834 - - sore throat due to.. 757 

gangrene of, in Raynaud’s ~ and adenoids, enuresis 

disease . . . . 320 j with . . . . . . 270 

geographical . . . . 591 : - aspergillosis of, bac- 

gumma of (see Gumma) teriology in diagnosis 761 

haemorrhage into, in i - bacteriological examina- 
leukacmia .. .. 851 ! tion of ..43, 83, 474 

- purpura .. . . 851 i ~ carcinomu of 3 sec Card - 

- scurvy . . . . 851 noma) 

hemiatrophy of, in i - chancre of . . . . 761 

syringomyelia {Tig. 83) 79 ! - — dysphugia from . . 661 

herpes zoster of .. 914; ptyalism from .. 661 

indented in acromegaly 293 - chronically inflamed, 

- from active conges- \ cachexia from . . 127 

tion of liver .. 417 | toxeemiu from .. 127 

- by teeth, from chronic i - enlarged, insomnia from 403 

gastritis . . . . 338 i in lymphatism . . 477 

in dyspepsia . . 852 from mouth-breath- 

large, in cretinism . . 236 ing . . . . 225 

- diabetes . . 334 nightmares lrom . . 499 

- Mongolian idiocy rhinitis with . . 225 

(Tig. 253) 293 stcrtqr due to . . 794 

lesions, pain in hyoid - epithelioma of (see 

area from . . . . 550 Epithelioma) 

mental area from 550 - fish-bone in, sore throat 

occipital area from 550 due to . . . . 757 

leukoplakia of . . 897 - foreign body in, sore 

- epithelioma from throat due to . . 757 

(Tig. 674) 896 - gumma of, carcinoma 

- in syphilis .. 315, 898 simulated by .. 761 

mercurial tremor of . . 882 - - sore throat due to . . 757 
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TRACHEOTOMY 


Tonsils , gumma of, contJ. 

Wassermann reaction 

with . . 761 

- herpes on, from glosso- 

pharyngeal neuralgia 253 

- mucous patches on, in 

syphilis . . . . 764 

- operation on, pain in 

ear from . . 253 

- pharyngeal, inflamma- 

tion of, snoring due to 757 

- removal of, death from, 

lymphatism and . . 477 

- - paralysis of palate 

after . . 730 

- sarcoma of (sec Sarcoma > 
septic, acute nephritis 

from . . . . 11 

- - anaemia from 43 

- - cervical udenitis from 763 
* - chronic, amcmia with 761 

- - - cheesy material 

from .. 761 

----- rheumatoid arthri- 
tis with . . 761 

- D.A.H. from 246, 597 

deafness from . . 207 
debility from . . 246 

- - dyspmea from . . 246 

- - fihrositis from . . 571 

- - loul breath Irom . . 113 

- - noises in head from 504 

- - otorrlvca due to . . 522 

- - out of condition from 113 

- - purpura from . . 678 

- pyrexia from 71 1,71 3, 715 

- - retrobulbar neuritis 

from . . 547 

- - septicarmia from 739, 785 
-• - shortness of breath 

from ..113 

- - toxaemia from 43, 113 

- - vertigo lrom 504, 911 

- snuil-track ulcers on . . 691 

- Streptococcus hannn- 

lyiieus in . . 678 

- tuberculosis ot sec 

Tuberculosis • 

- ulcer of, in secondary 

syphilis 898 

Tonsillar ah>ces> see 
Abscess ; 

Tonsillitis, acute endo- 
carditis from . . 26 3 

- in acute rheumatism 

136, 758, 759 

- adenoids with . . 761 

- albuminuria in 16 

- amcmia Irorn 47 

- aortic disease alter . 261 

- arthritis ot spine from 796 

- bacteriological exam- 

ination in . . 759 

- bacteriuria from . 90 

- in children . . 712 

- cough lrom . . 186 

- D.A.H. alter . ..246 

debility alio . . . . 246 

- diabetes ut ter . , . . 3 34 

- in diphtheria . 757, 758 

- dysphagia in . . . . 661 

- dyspiura after . 246 

- follicular, account of 759 

- - diphtheria simulating 

1/^.591.759 

- - leucocytosis in . . 453 

- - mild. . i Fig. 597) 760 

- - severe dig- 59,1; 760 

- - sore throat due to . . 757 
syphilis simulating 760 

- due to German measles 757 

- haemoptysis simulated 

by 359 

- due to Hoffmann’s 

bacilli . . . . 757 

- inability to open mouth 

due to . . . . 884 

- due to influenza bacilli 757 

- intcrcurrcnt . . 46 

- due to measles . . 757 

- Micrococcus catarrhalis 757 

- mouth-breathing . . 761 

- pain in cur irom . . 253 i 

limbs from . . 568, 569 ! 

- due to pncumobacilli 757 

- pneumococci . . . . 757 

- ptyalism in . . . . 661 ’ 

- pyrexia from 46, 688, 

704,712 j 

- rheumatic fever and . . 423 1 

1 ) 


Tonsillitis, canid. \ 

- rigor lrom . . 737 

- due to scarlet fever 757, 759 

- septic, foul breath from 113 

- sodium salicylate reliev- I 

ing . . . . 758 

- sore throat due to . . 757 

- due us Spirochartu pal- 

lida . . . . ..151 

- spondylitis deformans 

from . . 869 

- due to staphylococci .. 757 

- streptococci . . . . 757 

- submaxillary glands 

enlarged from . . 474 

- due to tubercle bacilli 757 

- valvular disease and. . 17 

- due to Vincent’s bacilli 757 

Tonus, muscular . . 175 

- - cerebellum and . . 73 

- - digitalis and 175 

- - veratria and . . 175 
Tooth, * abscess ’ at apex 

of trigs. 61-61 >43 

- in bronchus, gangrene 

of lung from . . 322 

- - haemoptysis from . . 361 

- canine, nasolabial ten- 

derness from . . 549 

decaying, pain in face 
from . . 549 

- epithelioma related to 896 

- - of tongue started by 591 
extraction, excessive 

bleeding after, in 

haemophilia . . 346 

- infected, skiagrams of 

( /‘/i/. f. 61-61) 43 

- molar, uncrupted, pain 

in jaw from . . 567 

- pain in tongue from 590, 59 1 

- sockets, bacteriological 

investigation of . . 83 

- in trachea, evanosis lrom 197 
~ gangrene of lung from 32 3 
wisdom see Wisdom 

Tooth 

- i and see Teeth 
Toothache from alveolar 

abscess 

- dental abscess 

- fainting due to 

- (edema of face from . . 

- pain in law from 
from periostitis of jaw 

Tooth-brush, bleeding 
gums from 93, 94 

- retraction ot gums from 7 31 
Tooth-plate, aorta opened 

by 3 37 

bleeding of gums due to 94 

- ill-fitting, loss of weight 

due to 

impacted in larynx 

[lug. 202 

- in oesophagus 

- - pyopneumonoperi- 

cardium from 
oesophagus opened by 

- pain in tongue from 

590, 591 

- ptyalism due to . . 661 
longue swollen lrom 852 

- ulceration of tongue 

from . . 244 I 

Tooth’s peroneal utrophy 78 
- account of . . 624 

- - - age incidence ol . . 78 

- - - no ankle-clonus in 624 

- - - anterior cornual cell 

lesion in 79, 624 ! 

- - - - tibial muscles 

affected in . . 146 
big toe drop in . . 79 

- - flexed in . . 624 i 

- - - club-foot from . . 141 j 

- - early case of . . 611 j 

- - - external popliteal i 

nerve paretic in 624 ! 

- - - family incidence of ! 

78, 141, 146, 624 

- - features of . . 146 

- - - foot-drop in . . 624 

Friedreich’s ataxy 

simulated by . . 78 

hand paralysis in 620 

hands wasted in . . 79 

-- infantile paralysis 

simulated by . . 78 

- simulating . . 146 


834 

694 

297 

511 

567 

834 


933 


' 240 
240 


800 

337 


Tooth's peroneal atrophy , contJ. 

- - - insidious onset of 624 

knee-jerks in 79, 624 

- - - legs affected in . . 620 

limping from . . 456 

- - - muscle wasting in 

(Fig. 82) 79, 80 

myopathy simulated 

by ..78 

- - - onset after levers 

79, 624 

- measles 79, 624 

- - - - whooping-cough 

79, 624 

- - - paraplegia in . . 621 ; 

- - - peroneal muscles 

affected in . . 146 ' 

- - - pcs cavus in . . 146 | 

- - - plantar reflex flexor 

in . . 88 | 

- - - primary muscular I 

dystrophies sim- I 

mating . . 146 i 

- - - not a primary mus- 

cular dystrophy 79 1 
R.D. in . . 79, 80, 146 ! 

- - - no sensory changes j 

in . . . . 79 . 

- - - slow course of 79, 624 > 

symmetry of . . 146 , 

- - - talipes from 78, ; 

145, 146, 624 j 

- - - thenar muscles 

wasted in . . 146 

- - — transverse myelitis 

simulating . . 81 

wasting of leg in 141 

'Top-hat makers, mer- 
curialism in . 44 

Tophi, peripheral neuritis 

with 571 | 

Tophus ot ear >Ftg. 140' 429 
Torsion of ovarian cyst 
(see Cyst, Ovarian > 

- - pedicle (see Ovarian 

Pedicle) 

- subperitoneal fibroid 

simulating colic . . 149 

- - - urgent laparotomy 

for . . 149 

- testis (see Testis i 

Torticollis 174, 179 

- asymmetry ol face with 795 

- after birth . . 179, 795 

- cervical cane* simu- 

lating . . 179 

- congenital ■ . 179 

- facial atrophy in 179 

- in hysteria . . 178 

- inflamed glands simu- 

lating . . . . 179 

- from injury . . . . 795 

- lateral curvature of 

spine from . . 795 

- rheumatic myositis sim- 

ulating . . 179 

- due to rupture of sterno- 

mustoid . . 179 

- scoliosis from , . 191, 192 

- spasmodic . . 795 

head-retraction with 7.31 

- spinal accessory nerve 

and . . . . . . 179 

- sternomastoid muscle 

affected in . . . . 795 

- stiff neck from . . 795 

'Tottering gait in general 

paralysis . . 88 1 

Toxromia. acute dilatation 
of heart from . . . 266 

from acute rheumatism 261 

- acute yellow atrophy 

due to . . . . 345 ; 

anaemia from 43, 47 ! 

- anuria from . . 57 

- from bronchiectasis . . 127 

- cachexia from. . . . 127 

- from cholecystitis .. 113 

- chronic, anaimia from 43 ; 

- from coli bacilluria 113, 127 

- collapse from . . 215 ! 

- convulsions from . . 183 ; 

- D.A.H. from 115, 246, ! 

597, 859 

- deafness from . . 207 

- dyspnoea from . . 246 

- from enteric fever . . 25 

- fainting due to . . 299 

- fatty heart from . . 70 

- foul breath from . . 112 


Toxamia , contd. 

- gastric, hsematemesis 

from . . . . 336 

- general cardiac bruits in 1 17 

- - oedema from . . 516 

- haemoglobinuria from 358 

- headache from . . 371 

- heart impulse displaced 

in 374 

- heart-block due to . . 109 

- infantilism from . . 235 

- from infective endocar- 

ditis.. 113,787 

- intestinal (sec Intestinal 

Toxaemia) 

- from intestinal sepsis 113 

- - stasis . . . . 127 

- loss of weight due to . . 933 

- memory defect from. . 25 

- multiple neuritis from 541 
~ noises in head from . . 504 

- out of condition from 113 

- peripheral neuritis from 

80, 572 

- from phthisis . . ..113 

- plumbism . . . . 113 

- of pregnancy, hsemo- 

globmuria from . . 357 

- from pyelonephritis . . 127 

- pyorrhoea alveolaris . . 127 

- pyosalpinx . . 43 

- rheumatoid arthritis . . 127 

- septic tonsils .. 43, 113 

- shortness of breath fromll3 

- from summer diarrhtca 215 
- tonsils and adenoids . . 127 

trench fever . . ..113 

- trismus in . . 885 

- various causes of . . 246 

forms of . 47 

- vertigo from .. 504, 911 

Toxic adenomatous goitre 857 

- - Graves’ disease . . 877 

- gases, tinnitus due to . . 878 

Trachea, aneurysm com- 
pressing . . 534 

- - opening into 157, 361 

- caseous gland in, effects 

of 249 

- - - irrupted into, dys- 

pnoea from . . 246 

- - - obstructing, stridor 

due to . . 799 

- displaced by enlarged 

thyroid . . 877 

- epithelioma of, dyspnira 

from . . 247 

- - stridor due to . . 799 

- - of oesophagus invad- 

ing . . 799 

- fistula to oesophagus 

from . . . . 323 

- foreign body in (see 

Foreign Body) 

- mucopus in, stridor 

due to . . . . 799 

- obstruction of, by aneu- 

rysm . . 186, 188, 248 

- - caseous gland 

(Fig. 168 ) 197 
causes of . . 246 

- cough from 186, 188 

- - cyanosis from . . 197 

- - dyspnoea from 246, 248 

- by enlarged thyroid 

gland 188, 248, 877 

- foreign body 197, 248 
lymphadenomatous 

cervical glands . . 248 

- - malignant cervical 

glands . . 248 

- - mediastinal new 

growth 186, 188, 248 
stridor from . . 248 

- - voice altered by . . 188 

- stenosis of, after cut 

throat . . 799 

from syphilis . . 799 

after tracheotomy . . 799 

- syphilis of, dyspnoea 

from . . . . 247 

- ulceration of (see Ulcer- 

ation) 

- wound of, surgical em- 

physema due to . . 805 
Tracheal tugging from 
aneurysm . . 240 

Tracheotomy for acute 
suffocative laryngitis . . 197 
oedema of larynx 606 

73 
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Tracheotomy, contd. : Tremor of arms, contd. 

- in angioneurotic oedema 853 - - from encephalitis 157, 701 

- for bilateral laryngeal in Graves' disease . . 881 

paralysis . . . . 606 - - due to manganese . . 882 

- diphtheria . . 606 mercury 84 

- laryngeal obstruction . . 248 - - senile . . 880 

- oedema of larynx . . 762 - bread-crumbling . . 880 

- stenosis of trachea after 799 - due to carbon bisulphide 881 

- stridor after . . . . 799 -- cerebellar lesions . . 880 

- surgical emphysema , - cerebral diplegia . . 880 

from . . . . 254 | - - embolism . . . . 170 

- tube, haemoptysis from 361 - - thrombosis.. .. 170 

Trachoma . . 285, 286 tumour . . 880 

- corneal ulcer with . . 891 - cessation during sleep 880 

- entropion from . . 286 - due to chill . . 882 

- illustrated (Fig. 217) 288 - in chorea . . . . 880 i 

- lachrymation from . . 286 - choreiform contractions j 

- oedema of eyelids in . . 660 distinguished from . . 170 j 

- pannus from .. 286, 891 - from chronic hemiplegia 880 j 

- ptosis from . . 286, 660 { intoxications . . 881 ; 

- thickened lids with . . 286 j - cigarette-rolling . . 880 ; 

- trichiasis from . . 286 ! - due to cocaine 879, 881 

Trade fumes, delirium 1 - cold . . 879, 880, 882 j 

from . . . . . . 212 j - congenital . . . . 879 ! 

- - fainting due to 297, 299 - due to convalescence 

out of condition from 113 879, 880 I 

- - shortness of breath - in diplegia . . 883 | 

from .. ..113 - disseminated sclerosis 

- processes, tremor due to 881 879, 880 I 

Trades, dermatitis from 915 - due to emotion 879, 880 

account Of . . . . 916 - encephalitis . . 223 j 

list Of . . . . 917 - of lace due to alcohol 881 j 

- erythema due to 275, 277 | — - congenital . . . . 880 

- mercury tremor and . . 882 j — familial . . 879 ! 

- noises in head from . . 504 j - in familial ataxy 880, 883 I 

- vertigo due to . . 504 j - due to fatigue . . 880 j 

- vesicular dermatitis due j - of feet due to alcohol. . 881 I 

to . . . . 278 ! manganese . . 882 I 

- (and see Occupation) I - fine . . 880 ! 

Train, dizziness on .. 911 | — of fingers due to alcohol 881 i 

- sickness, headache from 372 ! in Graves’ disease 

vomiting in . . 929 \ 857, 881, 934 j 

- smash, fainting due to 297 i - flushing with . . . . 303 ; 

Trance, bradypnoea in 1 10,1 1 1 ! - in Friedreich’s ataxy 880, 883 j 

- coma in . . 154 | - in fur workers . . 882 j 

- death simulated b\ . . 1 1 1 i - due to general paralysis 

- hysteria and . . . . 158 i 879, 881, 883 j 

- mirror in diagnosing. . Ill - in Graves’ disease 267, 

- sex incidence of . . 158 283, 879 

- thermometer in diagnos- i - of hands due to alcohol 881 

ing . . ..111!-- congenital . . . . 880 

Transfusion of blood (see 1 in general paralysis 881 

Blood Transfusion) - - Graves’ disease 877, 881 

- general oedema after j due to manganese .. 882 

513, 516 ! - - mercurv . . 44, 84 

Translllumlnatlon of an- j - in hat-mnkers. . .. 882 

trum Of Highmore I - of head from enccphal- 

(Fig. 191) 226, 567, 694 j itis 157 j 

- of nose . . . . 837 j - - and neck in old age 880 ' 

Translucent y of hydrocele : - - - paralysis agiians. . 880 

588, 833, 849 j - - senile . . . . 880 ; 

- — of cord . . . . 832 I - - in spinocerebellar ! 

- psoas bursa . . 833 1 ataxy . . . . 883 i 

- in scrotal hernia in 1 after hemiplegia 171, 882 j 

infant . . 588 j - in hemiplegia. . . . 883 j 

- test of scrotal cysts . . 588 - hysteria 171, 879, 880, 882 l 

Transposition of caecum 556 - infantile hemiplegia .. 76 j 

, ' it vessels .. .. 196 - Intention, account of 883 1 

-:art . . 267, 373 in cerebellar abscess i 

ntrr 461 371, 630 

viscera. . . . . . 196 - - ataxy . . 884 

- abnormal subclavian - - - atrophy . . . . 884 

artery with . . 241 - - - tumour J71, 630 j 

- fibroid lung simu- - - choreiform contractions i 

lating . . . . 269 distinguished from 170 ! 

- - morbua coeruleus with241 - - from corpora quadri- j 

T ransverse colon (see gemina lesion . . 884 

Colon, Transverse) - - in diplegia . . . . 884 { 

- malpresentation 250, 251 ! - - disseminated sclerosis ! 

- myelitis (see Alyelitis) 185, 371, 385, 607, ! 

- amile in myopathy 630, 879, 883, 923 I 

(Fig. 244) 291 from eighth nerve j 

Trapezius, nerve-supply tumour . . . . 884 i 

to . . (Fig. 474 ) 618 in familial atuxy . . 884 

Traubc’s space, dcmarca- - - Friedreich’s disease 

tion of 755 176, 624, 883, 884 

stomach tympany in 755 hands . . . . 607 

Trauma (see Injury) hysteria . . 884 

Traumatic cyanosis . . 200 - - illustrated (Ftg. 661 ) 883 

- - illustrated (Fig. 175) 202 - - in Little’s disease . . 169 

- neurasthenia . . . . 870 from mid-brain le- 

Treadler’s cramp . . 189 sions . . 884 

Trembling attacks in - - olivo-ponto-cerebcllar 

Graves’ disease . . 881 atrophy . . . . 884 

TREMOR . . • • 879 - - optic thalamus lesion 884 

- due to absinthe 879, 881 in paralysis agitans 880 

- action . . . . . . 883 - - from red nucleus 

- due to alcohol 184, 879, 881 lesion 884 

- antimony . . 881, 882 rubrospinal tract le- 

- of arms, congenital . . 880 t sion . . 884 


Tremor, intention, contd. Trichinosis, contd. 

superior cerebellar i - Icucocytosis in . . 569 

peduncle lesion . . 884 ! - limbs affected in . . 569 

tegmentum lesion . . 884 j - microscopical examina- 

- of ins from dislocation tion in diagnosing 

of lens . . . . 220 569, 591 

- due to lead 879, 881, 882 - mouth muscles affected 

- of leg after encephalitis 701 in .. .. 885 

in Graves’ disease . . 881 - neck affected in .. 569 

due to manganese . . 882 - ccdema of face and eyes 

- lips due to alcohol . . 881 in . . . . 569 

in general paralysis 881 - pain in limbs in . . 568 

- - due to lead . . 882 1 muscles in . . . . 885 

- in Little’s disease .. 169 | — tongue from .. 590 

- due to manganese 879, 1 - parasites in blood in . . 885 

881, 882 - - muscles in . . . . 885 

- mercury 879, 881, 882 - poly-dcrmato-myositis 

- morphia .. 879, 881 simulating .. .. 295 

- of mouth in chronic i - polymyositis simulating 

alcoholic . . . . 289 (Fig. 5MI) 702 

- due to muscular fatigue 879 - from pork 569, 591, 885 

- of neck from cnccphul- j - profuse perspirations in 569 

itis 157 ■■ pseudo- . . 569 

due to nervousness 879, - pyrexia in . . 569, 885 

880, 882 - stiffness of muscles in 885 

- in neurasthenia . . 879 j - swelling of muscles in 569 

- due to nicotine . . 881 - tenderness of spine in 868 

- in occupation neuroses - tongue aifected by 591, 885 

189, 879 - T nchinella spiralis in 

- paralysis agitans 609, muscles in . . . . 569 

614, 879, 880, 881, 883 - uichincllre in stools in 569 

- Parkinsonian . . . . 879 - trismus due to .. 885 

- in peripheral neuritis . . 420 - trunk affected in . . 569 

- post-encephalitic . . 879 1 richiorucctic acid, albu- 

- due to pyrexia . . 879 min precipitated by . . 20 

- railway spine . . . . 879 in blood-urea csti- 

- rigor . . 879, 882 motion . . . . 20 

- senile .. 879, 880 Trichocephalus dispur, no 

- due to skins . . . . 882 blood changes from . . 35 

- tobacco . . . . 879 - in carcutn and colon 635 

- of tongue due to alcohol 881 : - - cosinophilia from .. 272 

- - in cirrhosis of liver - - no cosinophilia from 635 

67, 466 illustrated (Fig. 495 ) 6 34 

- - congenital .. .. 880 ovum ol (Fig. 9$ 103, 

- - in general paralysis (Fig. 49 6) 635 

184, 881 - - no symptoms lrorn 635 

- - due to lead . . . . 882 T ricliophyta. thirty species.} 10 

due to trade processes 881 1 rtchophyton ucuinina- 

unilait ral . 880, 882 turn . . . . . . 310 

- in chorea . . . . 882 - cratciifurmc . . . 310 

alter hemiplegia . . 882 - rosaccurn .310 

j - - due to hysteria . 882 - sulphuicurn . . 310 

I - - mid-brain tumour.. 882 , m tinea citcinata . 312 
j - - subthalamic tumour 8H2 - - sycosis .. ..311 

j - tn uremia . . 879 violaccuin . . . 310 

'-volitional .. 883 Tricuspid murmurs .120 

- duo to weakness . . 880 presvslolic bruit . . 120 

Trench fever (sec l ever: regurgitation lrorn cm- 

Treplnning in coma .. 154 pliyseina .. 269 

- for meningeal liccmor- - initial regurgitation 262 

rhage .. ..154 - ~ nutmeg liver from . . 463 

Treponema pallidum in systolic bruit from . . 262 

cerebrospinal fluid . . 384 - - thrill due to . . 876 

- - chancre .. . . 476 i - ’•tcno..ii, ascites with .. 847 

- pertenuc in yaws . . 501 ; - heart failure with . . 847 

Triceps jerks in hysteria 614 i - lividity with . . 847 

- increased, from cere- i mitral stenosis with 463 

hral lesion . . 613 ‘ - - due to new growth 

- - unequal, in hemi- j (Fig. M3) 909 

plegia .. .. 381 i - nutmeg liver with .. 463 

- nerve -supply of 616, - ccdenui ut legs with 847 

{Fig. 474 ) 618, 620 i - ortliopiaea with . . 847 

- pseudo-hypertrophy of 625 i - - prcsystolic thrill front 876 

Trichiasis trom trachoma 286 i • pulsatile liver with 
Trichina spiralis, albumin- ! 463, 847 

uria from .. .. 16 ! - systolic bruit .. 118, 120 

- - cachexia from .. 128 j valve, infective endo- 

- - severe anarmia from 35 : carditis ol . . . . 364 

Trlchlnella spiralis .. 569 1 ~ new growth obstruct- 

- - in human muscle ! mg • . (Fig. 6fM) 909 

(Fig. 452) 569 I Trigeminal nerve (sec 
Trichincllac in meat . . 569 [ Nerve, Cranial, Filth) 

- stools . . . . . . 569 - neuralgia (sec Neuralgia, 

Trichinosis .. 669, 885 Trigeminal; and Tic 

- acute pains all over in 569 Douloureux) 

rheumatism simu- Trigone of bladder, in- 

luted by . . . , 569 flamed, pain in penis 

- cholera simulated by . . 569 from .. .. 493,576 

- delirium in .,211 Trinitrin, angina abdomin- 

- dermatomyoaitis simu- alls and . . . . 396 

lating . . 886 pectoris and . . 396 

- duration of . . . . 569 - fainting due to . . 297 

- enteric fever simu- Triniirophenol, acute 

latcd by . . . . 569 yellow atrophy from . . 416 

- cosinophilia in 272, - jaundice due to . . 408 

569, 591, 703, 885 - yellow urine after . . 903 

- epidemic . . 569, 885 Trinitrotoluol, acute yellow 

- erythema in . . . . 276 atrophy due to 345, 416 

- face affected in . . 569 - ammonal and. . . . 917 

- gastro-enteritis in . . 569 - dermatitis from . . 917 



TRINITROTOLUOL 


1155 


TUBERCULOSIS 


Trinitrotoluol , contd. Tropics, residence in, contd. Tuberculin, contd. Tuberculosis, contd. 

- erythema from .. 275 dyspnoea after .. 246 - in von Pirquet’s test - of bone, account of 817, 818 

- in exploeives .. .. 917 - - hypothermia after., 392 481, 585, 932 arthritis from .. 426 

- jaundice due to .. 408 low blood-pressure Tuberculosis, abdominal, secondary infection in 819 


- lcucopenia trom . . 455 from . . . . 106 

- poisoning, choltcmiu in 213 - yellow fever in . . 345 

- - coma in . . . . 153 Trousers, ill-fitting, pria- 

- - delirium from . . 213 pism from , . . . 657 

- yellow skin from . . 645 Trousseau’s sign In tetany 

Trional, bradypnoea from 110 3, 189 

- coma from .. 110, 154 j Trufllcs, luemoglobinuria 

- cyanosis from. . . . 196 ; lrom . . . . . . 357 

- erythema from . . 275 j Truss, compression of 

- hemoglobinuria from 557 j spermatic cord by , . 85 

- metharmoglobinuria ! - inguinal glunds inflamed 

after . . 196 | from .. .. 830 

- noiseB in head from . . 504 j - testis atrophy from . . 85 

- stupor from .. .. 110 j Tryoglyphus longior, der- 

- vertigo from . . . . 504 ! inutilis due to . . 916 

Triple phosphate . . 638 'T rypanosoma gumbiense 

- - crystals (Tig- 499 i 638 (Tig. (>L4) 779 

- - in cystitis . . . . 638 - - in blood films . . 37 

T riplegia, infantile spastic 169 - - cerebrospinal fluid 

TRISMUS . . 884 37, 384 

- urthritis of temporo- - - I .cishman’s stain and 37 

maxillary joint simu- Trypanosomes in animals 37 



lating 



884 

- birds 

37 

- 

due to catalepsy 


886 

- blood . . . . 280, 

708 

- 

in cholera 



885 

- cerebrospinal fluid 

708 

— 

conditions si ;n 

mating 

884 

-fish 

37 

... 

in epilepsy 



885 

- immature 

709 

— 

facial ncuralg 

ra s 

niu- 


Trypanosomiasis, amentia 



lating 



884 ; 

in 

36 

- 

in hydrophoh 

a 


885 

- apyrexial 

708 


hysteria 


1 7<> 

*-21 

blood parasite** in 

36 

- 

- simulating 



884 

- cerebrospinal lluid in 

37 

- 

impacted w i:,c 

om 



- coma in 

153 


simulating 



884 

- delirium in 

211 

“ 

inability to op 

jn m 

ouih 


- drowsiness from 

708 


in 



HSi 

- enlarged glands in 

37 

_ 

malingering <> 



885 

erythema from 276, 

280 


in meningiti:. 



885 

general account of . . 

37 

... 

due to pcriosti 

tis o 

law 

8 hi 

- gland puncture in dia- 


- 

sclerodermia s 

trim 

annj 

886 

gnosing 

37 

- 

in septicemia 



885 

- kala-azar and.. 

37 

- 

strychnine pot 

som 

"i.; . . 

885 

- latent 

708 

- 

tetanus 1 T ■> . 

190, 

621, 


- malaria simulated b\ . . 

708 


69 h 741 . 

79 7, 

4!i4 

8H5 

- parasites m 

70S 

- 

tetany . . 



883 

- pyrexia in 

688 


toxivmia 



885 

- pyrexial boms in 

708 

- 

due to trichin 

o.sis 


885 

toulcaux formation in 

5: 

- 

in typhoid tc% 

cr 


889 

sleeping sickness and 


- 

uraemia 



885 

57, 153, 384, 

708 

I 

rochanter, grt 

:ut, 

bed- 


* piead by Cdossma pal- 



sore over 



*2 1 

P-dts 

57 

T 

ropa-olum rna 

>US, 

der- 


- trypanosomes in cere- 



mantis due to 



916 

brospinal lluid in . . 

584 

T 

rophtc change 

s in 

d;,t- 


- isc-tse liy and . . 

708 


betes . . 



5 >5 

m Uganda . . 37, 

708 

- 

- nails 



4 Uti 

- and see Sleeping Sickness) 

- 

- peripheral n 

curitis . . 

320 

1 sc-tse fly, trypanosomi- 


- 

- syringomyc! 

m 


320 

asis from 

708 

- 

hair changes 

in 

tic 


- - in Uganda . . 

708 


douloureux 



548 

I sutsugamushi, purpura 


- 

joint changes t 

n sy 

ringo 


in 

676 


myclia 



619 

T ubal abortion . . 573. 

842 

- 

lesions from 

cerebral 


- gestation ^see Gestation 

) 


embolism 



170 

- mole from extra-uterine 


- 

- - thrombus 

is 


170 

gestation 

489 


- - in infantile paralysis 145 T ube-casts (sec Casts, i - 

- skin changes in syringo- Urinary) 

myclia . . . , 61 f > T ubercle bacilli (sc*' Bacillus) i - 

- - - tic douloureux .. 548 - mucous, in perun um . . 766 - 

- ulcer (sec Ulcer . - - ot scrotum . . . . 767 J 

Trophurdcma, hereditary - - in syphilis .. 601 ! 

(see Meige’s Disease) Tubercles in choroid 1 19, 520 ' — 

Trophozoites of malaria ; - - illustrated (i tg. 429) 520 
parasites 42 - - in tuberculous mcnin- - 

Tropical abscess of liver 315 gitis 385, 627, 732, 787 

- anaemia, fainting in . . 297 - erythema multiforme 600 

- cachexia . . 127 - miliary, in tuberculous 

- fevers, jaundice in . . 408 peritonitis . . 64 

- - pain in limbs in . . 568 Tubercular leprosy . . 501 

- hepatitis, jaundice lrom 408 J Tuberculides (see Scro- 

- - pain in shoulder from 580 fulodcrmia) 

- infections, D. A. H. from 597 ! Tuberculin, difficulties with 361 - 

- liver . . 463 - cosinophilia from . . 271 

cough from . . 187 - injection of, In diagnosis 932 

Tropics, chciropompholyx of phthisis .. 360 - 

in 124 : — test 932 - 

- chyluria in . . 140 in Addison’s disease 45 

- congestion of liver in. . 417 j - - anaemia , . . . 43 - 

- dengue in . . 571 Koch’s . . . . 828 - 

- dysentery and 99, 564, 871 - - - in lupus . . . . 895 

- elephantiasis in 72, 849 tuberculosis 819, 898 - 

- filaria in 36, 72, 140 technique of . . 360 - 

• malaria in . . . . 779 temperature chart of 

- residence in, D.A.H. positive (Tig. 295) 360 - 

after . . . . 246 in tuberculous peri- 

debility after . . 246 tonitis . . . . 777 - 

D 


ascites in .. .. 316 - - syphilis simulating. . 819 

- - amcnorrhcea from. . 23 X rays in diagnosing 306 

- - coeliac disease simu- - bowel, albumosuria with 21 

lating . . . . 216 - - mesenteric glands 

- - enlarged glands felt in 216 enlarged lrom .. 476 

- - milk and . . . . 932 - - pneumoperitoneum 

omentum rolled up from . . . . 800 

and thick in . . 216 - - pyuria due to . . 716 

pigmentation of skin - breast . . . . . . 838 

in.. .. .. 643 - - carcinoma simulated 

- - (and see Peritonitis, by . . . . 838 

T uberculous) j - - pain in breast from 529 

j - of abdominal wall . . 65 j - - pus from nipple due 

I - acetonuria f rom . . 3 j to . . . . . . 227 

- actinomycosis simu- ; - cachexia from 3, 16, 

j lating . . . . 892 44, 127, 515 

- amentia from . . 44, 515 , - of ctecum, account of 562 

| - ol ankle, incidence of 432 : - - appendicitis simu- 

- - limping due to . . 456 i lated by . . 562, 828 

- - rickets simulating . . 458 - - carcinoma simulated 

; - - talipes from . . 147 : by . . 162, 562 

- anorexia in . . . . 58 - - excision of. . . . 562 

| - - nervosa simulating 934 ! - - illustrated (Tig. 449) 562 

- Bazin’s disease and . . 895 J - - pain in iliac fossa 

, - of bladder, account cf from .. 558, 562 

j 355, 577, 720, 721 ( - - phthisis and 562 

| - - aching in perineum 1 - - stenosis of bowel by 162 
from . . . . 579 - - swelling in right iliac 

| - - age incidence of 355, 577 I fossa due to . . 828 

; - - Bilharzia hamatobiu . - cervix, cancer dis- 
simulating 356, 577 1 tinguished from . . 488 
I - - blood drops from ; - choroid . . . . 520 

penis due to .. 721 - coli bacilluria simulating? 12 

- - - in urine lrom . . 494 - of colon, abdominal 

- - colic irom . . . . 148 tumour due to . . 812 

~ -- cystitis with 699. 720 - ~ abscess due to . . 812 

- - cystoscopc in dia- - - blood per unum from 96 

gnosing 355, !>77, 722 - - constipation wilh . . 812 

- - cystoscopic appear- malignant disease 

ances ol . . . . 721 simulated by . . 812 

- - epithelioma simul.i- - - pain over . . . . 812 

ting .. .. 355 - - tenderness over .. 812 

- film from < Tig. 66 , 89 - - tumour in hypo- 

-- frequency of micturi- chondrium due to 8C9 

lion from 355, 57 7, - - vomiting with . . 812 

652, 719,720, 721, 901 - cornea . . . . 891 

- grey submucous tu- - diagnosis of . . 932 

bercles m . . 721 ~ diarrhtra from . . 217 

- haematunu irom >48, - of elbow, incidence cl 432 

349, 358, 57/, 721 - empyema simulating.. 695 

- pain afta mieiuiiiu n - of epididymis 585, 587, 

from . . 49 3, 577 723, 768, 849, 850, 851 

- - in penis from 49 3, ~ - abscess of scrotum 

576, 5', 7, 719 from .. ..851 

- pricking in glans - - globus major nodule 

penis from . . 721 in . . 851 

- primary . . 577 - - nodules in 350, 585, 

- pyuria from 723, 768 

(Tig. Hd) 89, 349, - - prostate effected in 851 

355, 494, 577, i - - seminal vesicle alfectcd 
71b, 720, 721 with .. 578,851 

- rectal examination in - - sinus in scrotum from 851 

diagnosing . . 355 - - spermatic cord in- 

- renal tuberculosis fcclcd from . . 589 

simulating 355, 577 - - suppuration of . . 850 

~ secondary to kidney - - with tuberculous 

355, 720, 721 j bladder 493, 722 

- strangury due to . . 797 - - - vas deferem thick- 

- tubercle bacilli in ! ened with . . 851 

urine from 353, - epididymitis from . . 85 

494,577,721 - family history in .. 932 

- - of epididymis with ! - fatty liver in . . . . 469 

493, 722 - of fauces . . . . 762 

- - in prostate with sore throat due to . . 757 

355, 493, 577, j - general enlargement of 

721, 722, 723 j lymph glands in 471, 473 

- - seminal vesicles ; - - wasting in . . . . 78 

with 355, 493, j - general, bronchitis dis- 

577, 578, 721, 722 j tinguished from . . 390 

testes with 355, - - bronchopneumonia 

577, 585, 721, 768 i distinguished from 390 

vas deferens with 493 - from caseous glands 480 

- tuberculosis in chest - - hyperpyrexia in . . 390 

with . . . . 355 - - from measles . . 480 

- ulceration in ..721 - - purpura in .. 676, 678 

- ureter felt per rectum spleen enlarged in 

in.. .. .. 577 778, 781 

involved wilh 355, 577 typhoid fever simu- 

- ureteric calculus simu- lated by , . . . 785 

lating . . 577, 719 - giant cells in . . 475, 501 

- usually secondary .. 577 - of gluteal bursa, limp- 

- vaginal examination ing from . . . 457 

in diagnosing . . 355 - guinea-pig inoculation 

- vesical crises simu- in diagnosing 65, 135 

lating . . 798 test for, X rays and 135 

- in young adults 493, 720 - gumma simulating . . 898 

73a 
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Tuberculosis , contd. 

- of hand, writer’s cramp 

simulated by , . 189 

- hip, account of . . 457 

anaemia with . . 47 

- - attitude with . . 457 

buttocks asymmetri- 
cal with . . . . 457 

in children. . . . 480 

crying out at night 

from . . 457 

gluteal wasting with 

79, 457 

groin bulged by . . 826 

hysteria simulating 179 

- - incidence of . . 432 
limping due to 456, 457 

- - natal fold oblique with 457 ! 

- - pain in iliac fossa I 

from . . 555, 558 j 

knee from . . 432 j 

psoas abscess simu- | 

lating . . . . 458 , 

pyrexia from . . 457 

rickets simulating.. 458 ! 

stance in (Fig. 377) 458 : 

- - starting pains at night 

from . . . 457 

- - tuberculous periton- 

itis with . . 65 

- hypothermia in . . 392 

- of llcocacal valve . . 562 : 

- ileum . . . . . . 562 

- influenza simulated by 713 

- 7 simulating . . . . 692 

- intestinal catarrh from 217 ! 

- joints, account of . . 432 

anaemia with . . 43 I 

- - ankylosis from . . 179 ! 

- -- in children . . . . 432 

contracture from . . 1 79 : 

- - ecchondroses from 179 ; 

exostoses from . . 179 i 

gonorrhoeal arthritis ; 

simulating . . 425 

injury and . . . . 432 ! 

insidious onset of . . 432 i 

- - joint adhesions from 179 

- - iardaccous disease 

with . . . . 432 

milk and . . . . 932 

-- - muscular atrophy with 4 32 i 

- - pain in . . 432 j 

- - pallor with. . . . 432 j 

- - pyrexia with . . 432 , 

- - rheumatic fever sim- 1 

ulated by . . 423 , 

screaming at night 

from . . . . 432 : 

swelling of. . . . 432 

- - tuberculous periton- ! 

ilis with . . 65 ; 

- kidney, account of 351, 

352. 448, 719 

aching in loin in 352, 719 j 

~ - actinomycosis simu- 
lating . . . . 724 I 

- - age incidence of . . 352 ' 

- - albuminuria from 9, 

16, 352, 719 ; 
■M. ; from 55, 57 : 

, r . jidicitis simulated ! 
by ... . . . . 564 j 

ascending nephritis 

from . . Q, 183 ; 

- - blood-clot from kid- j 

ney in . . . . 147 i 

- - brown tongue with 57 ! 

- - Chcyne-Stokcs breath- j 

ing from. . 139 i 

- - coli bacilluria simu- I 

lated by . . . . 352 | 

- colic due to . . 719 


Tuberculosis of kidney , contd. 

- - headache with . . 57 

hiccough with 57 

- - intermittent albu- 

minuria from .. 18 

- ~ kidney enlarged in 

448, 449, 578, 721 

tender in . . 578 

loss of appetite with 57 

- - - sphincter control 

from . . 57 

muscular twitchings 

from . . . . 57 

nodules in prostate 

with . . . . 352 

seminal vesicles in 352 

- - pain in iliac fossa 

from 555, 558, 564 

loin from 352, 564 

penis from . . 721 

- - plug of mucopus in 

urine from . . 349 

polyuria from 57, 719 

pulse-rate increased 

with . . . . 57 

- - pus cells from (Fig. 87) 89 

- - pyelography in dia- 

gnosing . . . . 564 

- - pyonephrosis due to 718 

- - pyuria from 349, 352, 

564, 716, 719, 721 

rectal examination in 

diagnosing 352, 719 

- - renal calculus simu- 

lated by (Fig. 287) 352 

simulating . . 719 

colic i rom J 47 , 352 

- - restlessness from . . 57 

- - skiagram of (Fig. 287) 352 

- - strangury due to . . 798 

- - without symptoms. . 719 

- - temperature subnormal 


loin 


721 


57 


coma from 


57 1 - 


- - convulsions from . . 57 j 

• — eystoscope in diagnos- 
ing 352, 448, 564, 719 

■ - cystoscopic appear- 

ances of . . . . 721 

■ - dry tongue with . . 57 

- dyspnoea with . . 57 

■ - failing health with 57 

- frequency of micturi- 

tion with 349, 352, 

448, 490, 719, 721, 901 

- guinea-pig inoculation 

tion with urine in 
diagnosing . . 719 

- harmaturia from 348, 

f 349, 449, 719, 721 


with 

- tenderness 

from 

- tubercle bacilli in 

urine from 
(Fig. 87; 89, 352, 

448, 564, 719 

in prostate with 

448, 719 

- - testis with 448, 585,719 

- - vesiculte seminalcs 

with .. 448,719 

- tuberculous bladder 

from .. 720,721 

- - - simulated by . . 577 

- - peritonitis and . . 65 

- uramia from 139, 183 

- ureter affected in 352, 

448,532, 721 

- - felt per rectum with 

448, 721 

vaginam with 

448, 72 i 

~ - retracted with 448. 

(Fig. 573) 717, 721 

- - thickened in . . 719 

- ureteral catheteriza- 

tion in diagnosing 564 

- ureteritis from . . 349 

- urine of low specific 

gravity in ..719 

- - opalescent in .. 719 

pale in . . . . 719 

turbid in . . 719 

- vaginal examination 

in diagnosing 352, 719 

- vesical disease simu- 

lated by . . . . 719 

- X-ray shadow of . . 719 

- X rays in diagnosing 352 

knee, anaemia with . . 74 

- in children. . . . 480 

- hysteria simulating 179 

- incidence of . . 432 

- limping from . . 456 

- popliteal abscess from 844 

- rickets simulating . . 458 

- tuberculous periton- 

itis with . . 65 

Koch’s old tuberculin ! 

in diagnosing 819, 898 ; 
of larynx (Fig. 210 ) 245 

- cough from . . 188 

~ dysphagia from . . 245 j 

- haemoptysis from . . 361 j 

- hoarseness from . . 387 ! 

- laryngoscope in dia- j 

gnosing . . . . 762 i 


Tuberculosis oj larynx, contd. 

phthisis with . . 762 

- - secondary to phthisis 367 

sore throat due to . . 758 

stridor due to . . 799 

tubercle bacilli in 

sputum in 367, 762 i 

- - voice altered by . . 188 j 

- latent, loss of weight , 

due to . . . . 932 

- leucocytosis rare in . . 453 | 

- of liver . . 469 | 

- liver enlarged in . . 470 | 

of lymphatic glands tscc i 

under Lymphatic Glands) 

- lymphocytes in serous i 

exudates in . . . . 135 

marasmus from . . 480 

- mediastinal fibrosis from9 10 ; 

- mediastinitis from . . 535 ; 

- of metacarpal bone, 

skiagram of ( Fig. 630 ' 819 

- Miculicz’s syndrome in 848 

- miliary, in children . . 719 

- leucopcnia in . . 455 

rigor in . . . . 737 

- muscular atrophy in. . 78 

- of nail . . . . 497 

- nose, cpistaxis from . . 273 

- notes on . . 706 

- occipital glands enlarged 

in 47 3 

- opsonic index in . . 9 32 

- of orbit, exophthalmos 

from . . . . 284 

- orchitis from. . . 85 

- of palate 7 30. 757, 762 

- - sore throat due to. . 757 

- pancreatitis from . . 128 

- of pelvis, lumbosacral 

plexus affected by . . 81 

- - tumour of cauda 

equina simulated by 81 

- penis . . . . . . 765 

- perforation of palate 

from .. . . 7 SO 

- periostitis of sternum in H62 

- peripheral neuritis from 570 

- of peritoneum (see Peri- 

tonitis, Tuberculous) 

- polyorrhomcnilis lrom 

02, 138 

- pneumonic, rigor in . . 7 37 

- post-mortem warts due 

to 301 

" of prostate, abscess 

due to . . . . 723 

- - aching in perineum 

from . . . . 579 

■- - difficulty in micturi- 
tion from . . 492 

- - ha-mat utia from 348, 72 3 

- - nodule in epididymis 

with . . 723 

- - - seminal vesicle wiih72J 

- perineal sinus lrom 766 

- rectal examination in 

diagnosing . . 766 

- - secondary to bladder 

72 1, 766 

- - - testis . . . . 766 

- - seminal vesicle affected 

with . . 578 

- - w ith tuberculous blad- 

der 493,557,721,722 

- - - epididymitis . . 851 

- - kidney . . 448, 719 

- - testis . . 585, 768 

- - urethra invaded lrom 2 30 
~ psoas abscess from . . 698 

- pulmonary, acute, de- 

lirium in .. ..211 

- - apyrexial . . 706 

bronchiectasis from 366 

- - bronchopneumonia 

simulating 364, 700 

■ - cough from .. 187 

- - in diabetes. . .. 334 

- - dyspnoea from 247, 404 
_ - effusion due to . . 703 

■ - elastic fibres in 

sputum in . . 740 

~ - fibroid lung from . . 366 

- - gangrene of lung from 

322, 323 | 

- - headache from . . 37 1 j 

- indicanuria from . . 395 i 

- influenza simulated 

by . . . . 706 

simulating . . 692 


Tuberculosis , pulmonary , contd. 

- - insomnia in . . 404 
laryngeal paralysis 

from . . . . 606 

miliary, without bacilli 

in sputum . . 700 

bronchitis simu- 
lated by . . 700 

starting like influ- 
enza . . . . 700 

- - pain in chest from 

532, 535 

- - - limbs in . . 568, 570 

- - - neck from . . 532 

- - shoulder from .. 532 
pleuritic effusion from 135 

- - pneumothorax and 198 

- - pousses evolutive* in 706 

- - pyrexia due to 687, 

706, 713 

- - rheumatism of shoul- 

der simulated by 863 

- - rigor in . . . . 740 

- secondary infection in 

706, 740 

- - sputum In . . . . 788 

- - tenderness of chest in 

863, 864 

- - typhoid fever simu- 

lated by . . . . 689 

- - land see Phthisis) 

- pyrexia in 688, 706, 715 

- without pyrexia . . 706 
~ recto-vesical fistula from 296 

of rib 818 

- - submammary abscess 

from . . 838 

- - tenderness of chest 

from . . 862 

- sacro-iliuc joint .. 4 32 

seminal vesicle 578, 723 

- - aching in perineum 

irom . . 579 

- - with tuberculous 

bladder 493, 577, 

721, 722 

- - epididymitis . . 851 

- testis . . 585, 768 

- urethra invaded 

from . . . . 2 30 

severe anarmia in 16 

- of shoulder, incidence of 4 32 
sore on penis from . . 76 3 
ol spermatic cord . . 589 

- spme see Spinal Caries . 

- sternum, tenderness of 

chest lrom . . . . 862 

- suprarenal capsules in 

Addison’s disease. . 45 

surgical, milk and . . 932 
tachycardia in . . 672 

- tenderness of spine from 868 
testis atrophy lrom 85, 

80, 507 

- enlarged in . . 86 

of testis, account of 685, 768 

age incidence of . , 587 

- - epididymis lirst af- 

lccied in 768, 849 
fistula in scrotum 
from . . . . 585 

growth distinguished 
lrom . . . . 587 

hernia testis from 

768, 769, 850 

- - nodule in epididymis 

lrom . . 585 

note* on . . 849 

- pain in testis from . . 585 

- - primary . . . . 585 

- - scrotal fistula from . . 767 

sinus from . . 768 

- - - sore from . . 768 

scrotum involved lrom767 

- - secondary tv) tuber- 

culous bladder . . 585 

- - kidney . . 585 

- - - - prostate . . 585 

- - - - seminal vesicle 585 

- sinus from 585, 849, 850 

- spermatic cord in- 

fected from . . 589 

thickened with 586 

- - swelling of testis from 849 

- ~ syphilitic distinguished 

from . . 586 

- - torsion simulating . . 850 

- - with tuberculous blad- 

der 577, 721, 768 
kidney . . 448, 449 
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Tuberculosis of testis , contd, 

with tuberculous 

prostutc . . . . 768 

seminal vesicles 768 

- - - vas deferens 585, 768 
vas deferens thick- 
ened with . . 849 

- - von Pirquet’s test in 585 

- thyroid gland enlarged ! 

in 877 i 

- tongue swollen from . . 852 

- of tonsil, secondary to 

phthisis . . . . 761 

- - - tuberculosis of 

larynx . . . . 761 

- - seldom primary . . 761 ! 

- - sore throat due to. . 757 1 

- umbilicus . . 65, 593 i • 

- ureter . . 352, 578 j ■ 

“ - pain in iliac fossa 

from . . 558 

- ~ - penis from . . 576 

- - rectal examination in 

diagnosing 350, 355 - 

- - secondary to kidney 

448, 721 ! 

- -■ vaginal examination ' - 

in diagnosing . . 355 - 

- urethra, secondary to 

prostate . . . . 230 - 

- - - seminal vesicles.. 230 - 

- uterus, colic due to . . 148 - 

metrorrhagia from . . 487 - 

“ uvula . . . . . . 762 - 

- - sore throat due to.. 757 

vas deferens . . 768, 849 - 

- with tuberculous 

cystitis . . 49 3 

- - - from tuberculous 

testis . . . . 585 

-* vesicles due t < » . . 917 • 

- visceral, multiple benign 

sarcoid with . . 502 

- von Pn quel’s skin re- 

action in 56 3, 819, 898 - 

~ ol vulva, syphilis simu- 
lating . . . . 854 - 

- vulval swelling due to 85 3 

of wrist, incidence of 4 32 - 

- yaws distinguished from 501 
Tuberculous atthritis i.sec 

Arthritis > 

- caries (see Caries > 

- colitis, indicamiriu from 395 - 

” dactylitis ( see Dactylitis 

- cpididvmo-orchitis 86 

- gingivitis, bleeding gums 

from . . ‘ 93, l >5 - 

- - phthisis and . . 

- meningitis (see Meningitis; 

- nodule of brain, hemi- 

anopsia from , . 479 - 

-in globus major ..851 - 

- - seminal vesicle .. 72 3 

vas deferens . . 768 

- olilis media . . . . 52 3 - 

periostitis of fibula, 

limping from . . 456 

- - tibia, limping from 456 

- peritonitis (see Peri- - 

toiiitis; 

- seminal vesicles tell per 

rectum . . . . 778 

- - - with tuberculous 

kidney 448, 719 - 

- stomatitis, ptvalism 

front . . . . 661 

- ulcer, diagram S,Ftg. 669 1 895 ! - 

- - epithelioma simulated 

by . . . . 898 - 

- - gumma simulated by 898 

- ulceration (see Ulceration; i - 
Tubular breathing with 

libroid lung . . , . 210 — 

- - above pleuritic effu- 

sion . . . . 209 i 

Tugging, tracheal, from 

aneurysm . . 240 j - 

Tumour, abdominal, abdo- j - 
minal distention from 250 i - 

- - due to abscess of 

broad ligament , . 829 ; 

actinomycosis . . 828 

aneurysm . . 413, 538 

anuria from 55, 57 

- - due to appendicitis 

812, 828 

ascites simulated by 60 

due to bladder dis- 
tention 55, 61, 815 


Tumour , abdominal , contd. 

due to carcinoma of 

caecum . . 828 

colon 162, 167, 

439, 525, 555, 

593, 809, 815 

duodenum 343, 811 

pancreas . . . . 554 

pylorus . . . . 593 

sigmoid colon . , 826 

stomach 340, 525, 

537, 899, 811, 

829, {Fig. 6 50) 846 ! 

- - chondroma of pelvic ; 

bones . . . , 829 

~ - with chronic intes- 
tinal obstruction 396 

in chronic peritonitis 525 I 

constipation from . . 164 

from cystic kidney. . 15 

diaphragm pushed 

up by . . . . 374 

due to diverticulitis 697 

dyspncea from 247, 250 I 

- - due to enlarged iliac 

glunds . . . . 827 I 

- - expansile pulsation in 413 I 

- - due to faces . . 439 

- - fibroid of uterus . . 829 ; - 

- - floating kidney .. 813 

gall-bladder . . 829 - 

- - glands ..811 

growth in colon . . 525 - 

- - heart displaced bv 1 

373, 374, 376 i - 

- - from hip-joint disease 829 

■ -* hydatid cyst . . 829 - 

- hydronephrosis . . 829 - 

- - hyperplastic tuber- 

culosis of colon . . 812 - 

- - intussusception 101, 

164, 167, 809, 812, 828 

- kidney . . .811 

- - linear albicamcs from 459 - 

- - liver displaced up- 

wards by . . 462 

due to malting round 

gastric ulcer . . 809 - 

- movable kidney 813, 829 

- multiple, ascites with 63 

■ - - from hydatid dis- 

ease . . 63 - 

■ - malignant . . 6 3 - 

- - - from ovarian cyst 63 

- - tuberculous . , 63 - 

from necrosis of 

spine . . . . 829 

~ orthoptuea from . . 250 - 

- due to osteomyelitis 

ol ilium . . . . 829 - 

- ovarian cyst . . 829 - 

--growth .. .. 24 - 

- palpitation from . . 595 - 

- pancreatic .. .. 810 - 

- due to pancreatic cyst 811 

- pelvic lesions .815 - 

- pericolitis . . . . 812 - 

- perityphlitis . . 812 

- pouch of bladder . . 829 - 

- pregnancy . . . . 829 - 

- pyelography in dia- 

gnosis of. . . . 446 

- due to pyonephrosis 829 

- retention of urine. . 55 - 

- Riedel’s lobe . . 829 - 

- rigid rectus simula- 

ting . . . . 809 - 

-- due to sucro-iliac - 

joint disease . . 829 

- sarcoma of pelvic 1 - 

bones . . . . 829 - 

- - stomach . . . . 809 

- scybala . . . . 815 - 

- spleen . . 811, 812 

- suppuration of lum- , - 

bar vertebrae . . 829 - 

- suprarenal . . 4 39, 811 

- thickened colon ..812 - 

- tuberculous ca'cum 828 1 - 

- - colon . . . . 809 i 

glands . . 828 - 

peritonitis 65, 706, 

777, 809 

spine . . . . 829 j - 

- urachal cyst . . 815 j — 

- both ureters obstruc- ; 

ted by . . . . 55 - 

- (and see Abdominal | 

Distention ; and j - 

Swelling, Abdominal) i - 


Tumour , contd. 

- of acoustic nerve, deaf- 

ness from . , . . 208 

tinnitus due to . . 879 

vertigo due to . . 912 

- at base of brain, trigem- 

inal neuralgia from 548 

- of bladder (sec Bladder) 

- bones in chloroma . . 51 

- brain (see Cerebral 

Tumour) 

- cauda equina (sec Cauda 

Kquina) 

- cerebellar (sec Cerebellar 

Tumi ur; 

- cerebral (see Cerebral 

Tumour) 

- of chest wall . . . . 210 

- cord (see Spinal Cord) 

- duodenum, ascites from 61 
portal vein obstructed 

by 61 

- eighth nerve, intention 

tremor from . . 884 

- epigastric (ese Kpigas- 

trium, Tumour in; 

- of filth nerve, trigeminal 

neuralgia from . . 548 

- at foramen ovale, trigem- 

inal neuralgia from. . 548 

rotundum, trigeminal 

neuralgia from . . 548 

- of frontal lobe (see 

Frontal Lobe) 

- in hypogastrium, due 

to bladder . . 61 

- - from retention of urine 55 

- iliac fossa, from carci- 

noma . . 168 

- 7 - diverticulitis . . 168 

- intrathoracic, unilateral 

enlargement of chest 

.by 208 

- ol kidney (see Kidney 1 

- in left iliac fossa, from 

carcinoma of colon . . 98 

- of liver (sec Liver) 

- lumbar, from hydro- 

nephrosis . 56 

- of medulla, Chcyne- 

Stokes breathing from 139 

- symptoms of . . 773 

- meninges, headache 

from . . . . 370 

- mid-brain see Mid-brain* 

- occipital lobe, epilepsy 

from . . . . 87 

- - - visual aura from. . 87 

- omentum (see Omentum' 

- orbit, epiphora from . . 273 

- ovary (see Ovary) 1 

- pancreas (see Pancreas 1 

- parotid, account of . . 848 

- of parietal lobe, con- j 

vulsions from 87 

pain in foot from 87 i 

- pelvic, from acetabular 

bulging . . . . 4.34 

- - albuminuria from . . 9 

- anuria from 55, 57 ; 

- - due to appendicitis 724 

- - ascending nephritis 

from . . 9 , 

- - dystocia from 250, 251 1 

- - from fibromyoma 57, 250 

■ - growth of pelvic bone 250 

- - htematoma . . . . 250 1 

- impacted, pain in 

back from . . 574 

■ thigh from . . 574 i 

- lumbosacral plexus 

invaded by 80, 626 ! 

- micturition difficult j 

from . . . . 492 j 

- oedema of leg from 512 , 

- from ovarian tumour j 

57, 250 ! 

- paraplegia from . . 626 j 

- pelvic nerves affected 1 

by 81 

- retention of urine from 55 

- sciatic nerve para- 

lysis from . . 610 

- from tubal gestation 573 

- tumour of cauda 

equina simulated by 81 

- both ureters ob- 

structed by 55, 57 

- due to vaginal growth 250 

- varicose veins . . 250 


Tumour , contd. 

- phantom (see Phantom 

Tumour) 

- pituitary (see Pituitary) 

- of pons, Cheyne-Stokes 

breathing from . . 139 
hyperpyrexia from. . 390 

- pulsatile, due to aneu- 

rysm .. 538, 629 

- of skull (see Skull) 

-• spinal, abdominal pains 

from . . . . 594 

- of spinal cord (see Spinal 

Cord; 

- stomach (see Stomach) 

- subthalamic, unilateral 

tremor due to . . 882 

- suprarenal (see Supra- 

renal Tumour) 

- of temporosphenoidal 

lobe, noises in head 
from . . . . 504 

- uncinate region (see 

Uncinate) 

- urethra due to catci- 

noma . . . . 230 

- uterine (sec Uterus; 

- villous, of bladder (see 

Carcinoma of Bladder, 
Villous) 

- (and sec Swelling) 

TUMOURS OF SKIN ..886 

- green, in chloroma . . 51 

Tuning fork in Rinne’s 

test 206 

testing hearing . . 205 

7 Weber’s test . . 206 

Turpentine, acute ne- 
phritis from . . . . 11 

- anuria from . . 55, 57 

- basophilia from . . 30 

- bullae from . . 123 

- dermatitis from 124,915,917 

- erythema from . . 275 

~ hematuria from . . 348 

- hemoglobinuria from 357 

- leucocytosis from . . 453 

- priapism from . . 657 

- rash due to . . . . 9J8 

- strangury due to . . 798 

- vesicles fr un . . . . 124 

T-wave, inverted, electro- 
cardiogram of Fig. 71) 53 

Twelfth dorsal segment, 
sensory area for 

{Fig. 584) 751 

- nerve (sec Nerve, Cranial, 

Twelfth) 

T wins, dystocia due to 250 

- recognition of, in utcro 251 
Twisting (see Torsion) 
Twitchings due to alcohol 881 


- fascicular muscular . . 171 

- from fatty heart . . 264 

- in general paralysis . . 881 

- after head injury . . 86 

- headache with . . 370 

- in meningitis . . . . 732 

- muscular, with anuria 55, 57 

from cold . . 172 

- - definition of . . 173 

in epilepsy . . . . 174 

from fatigue . . 172 

in lardaceous disease 57 

preceding hemiplegia 171 

- - with suppurative 

pyelonephritis . . 57 

- - tuberculous kidney 17 

in urannia . . 55, 57 

- in strychnine poisoning 885 
T w o glass test for cystitis 723 

urethritis.. 720,723 

Tympanic membrane, 

bulging . . . . 207 

granulations on . . 207 

indrawn . . 207 

inflammation of . . 207 

normal appearance of 207 

in otitis media . . 253 

perforation of . . 207 

politzerization and . . 207 

pus showing through 207 

- - red 207 

rupture of . . . . 522 

scarred . . . . 207 

- - tear of . . 207 

- tension upset in facial 

paralysis . . 604 

from stapedius par- 
alysis . . . . 604 
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TYMPANITES .. ..485 

- (and see Metcorism) 
Tympanitic note over 

pneumothorax . . 532 

subphrenic abscess 555 

Tympany, .gastric, in 
Traube’s space . . 755 

Type carree of acromegaly 293 
Typhlitis (see Appendi- 
citis ; and Perityphlitis) 
Typhoid arthritis . . 424 

- bacilli (see Bacillus 

Typhosus) 

- fever (see Fever) 

- spine . . 424, 870 

deformity due to . . 870 

in males . . . . 870 

paresis of legs with . . 870 

reflexes increased with870 

- - sphincter trouble with870 j 

- - suppuration unknown i 

with . . . . 870 i 

tenderness of spine ! 

from . . . . 868 ! 

- state . . . . 691, 786 

in septicemia . . 739 

- ulcer (see Ulcer) 

- ulceration of larynx, 

haemoptysis from 361, 367 

stridor due to . . 799 

Typhoidal meningitis, de- 
lirium from . . . . 212 

Typhus fever (sec Fever) ( 

Typing, occupation neu- ! 

rosis from . . . . 546 ; 

- pain in arm from . . 546 

Typists, cramp in . . 189 

Ty rosin crystals (FYc. 326) 416 , 

- homogentisic acid from 905 ; 

- hydroquinoneacetic acid 

in 905 

- in urine in acute yellow 

atrophy 345, 416, 928 


I T FFELMANN’S re- 
J agent . . . . 401 

Uganda, Glossina palpalis 
in . . . . 37 

- sleeping sickness in 37, 708 
- tse-tse fly in . . . . 708 

Ulcer, amcBblc, characters 

of 99 

- dendritic, of cornea . . 891 

- dental, of tongue . . 898 

- duodenal, abdominal 

pain from . . 342, 343 

- - - tenderness from. . 342 

account of 342, 343, 554 

- - acute pallor from . . 342 
- - - peritonitis from . . 63 

- - adhesions from 163, 218 
- - albumosuria with . . 21 

anaemia from 44, 48, 342 

- - appendicitis simu- 
lating . . . . 554 

- ascites from . . 63 

- biliverdin in stools 

with . . 130 

- - bismuth and X-ray 

leatures of . . 343 

- - blanching from . . 482 

bleeding . . . . 298 

bradypnoea from 110 

from . . . . 110 

- - - collapse from .. 110 
- - - coma from . . 154 
- - - extreme blood loss 

from . . . . 154 

fainting due to 297, 298 

noises in head from 504 

pallor due to . . 298 

shock from .. 110 

- - blood per anum from 97 
- - bright blood per rec- 
tum from . . 343 
- - carcinoma simulated 

by 412 

cholecystitis simu- 
lating . . . . 554 

- - colic from . . 148, 153 

cough from . . 187 

dilatation of stomach 

from . . 218, 554 

duodenal cap deformed 

with . . . . 554 

- empyema from . . 134 

- fainting first evidence 298 
- falntneu from . . 482 
- food relation of pain in 48 


Ulcer , duodenal , contd. 

fractional test meal in 

343, (Fig. 284 ) 344 

functional dyspepsia 

diagnosed from . . 104 
gall-bladder enlarge- 
ment simulated by 462 

- - gall-stones simulated 

by . . 48 

simulating 153, 343,410 

- - gastrectasis from 343, 80 1 

- - gastric HC1 high in 554 

- - - ulcer simulated by 

48, 342 

- - general peritonitis 

from . . 485, 7 34 

- giddiness from 482, 504 

- - hzematemesis from 

336, 342, 482 

- - heart disease simu- 

lating . . . . 52 

- - heartburn from . . 376 

- - hunger pain from 48, 

343, 538, 554 

- - hyperchlorhydria 

with .. .. 343 

- diagnosed trem . . 104 

-- - from hypertonic dys- 
pepsia . . . . 400 , 

- - hypertonic stomach 

'with {Kg, 283) 343,554 

- - indigestion from . . 397 i 

- - intervals of freedom 

in 554 

- - jaundice from 15 3, 412 

- - laparotomy in dia- 

gnosing . . 153, 343 

- - leaking, subdiaphrag- 

maiic peritonitis 
from . . . . 580 

- - loss of weight due to 933 

- - mclarna from 44, 48, 

97, 298, 342, 343, 

481, 482, 554 

- - nocturnal pain in . . 554 

- -- occult blood in stools 

from 104, 130, 163, 554 
- - oedema of legs after 515 

- - operation in diagnosis 554 

- - out of condition from 11 3 

pain in back irom . . 528 

- - epigastrium from 

343, 538, 566 

- hypochondrium 

from . . 554, 566 

- - - shoulder from 580, 583 

- pallor due to . . 298 

- - pancreatitis from 128, 1 30 

- - - simulating . . 153 

-■ - perforation of . . 6 3 

- - - colic simulated by 149 

- - - fainting due to . . 297 

- - general peritonitis 

from . . . . 149 

- - - laparotomy for 149, 536 

- pain in epigastrium 

from . . . . 536 

- peritonitis from . . 168 

- - pleurisy from .. 137 

- -- pyloric stenosis from 218 

-- - rigidity over . . 7 34 

- - salivation from . . 662 

- - severe hxmorrhage 

from . . . . 157 

- - sex incidence of 342, 554 , 

- shortness of breath 

from . . . . 113 

- - site of pains of 48 

- skiagram of {Kg. 282 ) 343 , 

- - stenosis from . . 554 j 
stomach emptying | 

rapidly with 343, 554 

- - subdiaphragmatic ab- 

scess from 555, 649, 807 j 
peritonitis from.. 583 j 

- - suppurative pcrilon- j 

itis from . . . . 6 3; 

surgical emphysema i 

from . . . . 254 

- - tetany from . . 799 

thirst due to . . 875 

transverse stomach 

with . . . . 343 

- - undue pulsation of 

abdominal aorta 
simulating . . 662 

vertigo from 482, 504 

- - visceroptosis diagnosed 

from . . ..104 

vomiting from 342, 343 


Ulcer , duodenal , contd. 

X rays in diagnosing 

153, 343, 554 

- dyspeptic, of cheek . . 898 

- - gum 898 

- - tongue . . . . 898 

- epithelioma starting in 886 

- cpitheliomntous, dia- 

gram of (Fig. 670 ) 895 

- gastric, abdominal pain 

from . . 339, 342 

- - - tenderness from . . 342 

- account of . . . . 339 

- acctonuria from . . 3 

- - acute peritonitis from 63 

- - adhesions from 163, 218 

- age incidence of 48, 339 

- - albumosuria with . . 21 

- - amentia from 48, 339, 342 
anamlc vomiting 

simulating 48, 931 

- - arsenic simulating. . 103 

- - ascites from . . 63 

attacks of . . . . 397 

- - barium and X rays in 

diagnosing . . 340 
blood per anum from 97 

- - carcinoma from 

. Kg. 274) 338, 397, 802 

- - - coli simulating 

{Kg. 140) 161 

- — distinguished from 219 

- - - of stomach simu- 

lating . . . . 339 

• • — in chlorosis . . 346 

- - cirrhosis of liver simu- 

lating • • -3 39, 344 

- - coflce-ground vomit 

fiom .. ..339 

colic from . . .148 

- cough from 187 

- dilated right ventricle 

simulating . . 5 36 

- duodenal ulcer simu- 

lating . . 48, 342 

- - empyema Irom 13 3, 134 

- - epigastric pain Irom 

48, 3 36 

- - excess of acid with . . 5 37 

- food relation ot pain 

in 339 

- - fractional test meal in 

343, (Kg. 28 J 344 

- - functional dyspepsia 

diagnosed Irom . . 104 

- gall-bladder enlarge- 

ment simulated by 462 

- gall-stone distinguished 

from . . 538 

simulating 34 3, 410 

- - gas under diaphragm 

from . . 647 

- - gastrectasis from 214, 

218, 801 

- - gastric 1IC1 with . . 9 30 

- - gastrostaxi.s simu- 

lating 336, 339, 346 

- — luematcmcxis from 

48, 336, 339, 342, 

397, 482, 537, 930 

- - hEemorrhagic erosions 

and . . 340 

- - heart disease simu- 

lated by . . . . 864 

- - heartburn from . . 376 

- - hyperarsthesia with 339 

- - hyperchlorhydria dia- 

gnosed from 104 

- - leaking, pain in pelvis 

from . . . . 573 

- - - subdiaphragmatic 

peritonitis from 580 
local tenderness with 398 

- - loss of weight due to 933 

- - mutting round, epi- 

gastric tumour due 
to 809 

- - mcla*na from 97, 339, 

342, 481, 482 
nausea from . . 339 

- - occult blood in stools 

from 104, 130, 163 
oedema of legs after 515 

- - omental abscess from 810 

out of condition from 113 

pain in back from 

339, 528, 537 

chest from . . 864 

epigastrium from 

339, 537, 566 


Ulcer , gastricy contd. 

- - pain after food with 397 

- - - in hypochondrium 

from . . 553, 566 

shoulder from 580, 583 

between shoulders 

from . . 566 

in spine from . . 871 

pancreatic artery 

opened by . . 339 

- - pancreatitis from 128, 130 

- - perforation of . . 63 

acute abdominal 

pain from . . 807 
pancreatitis simu- 
lating . . 485 

angina abdominalis 

simulating . . 152 

- - - colic simulated by 149 

- - - collapse from . . 807 

I - - - dysmenorrhrea sim- 
ulated by . . 239 

- - fainting due to . . 297 

- - general peritonitis 
from 63, 149, 

168, 485, 734 

- - inferior vena cava 

thrombosis simu- 
lating . . . . 152 

- - latent . . . . 807 

notes on . . . . 807 

- - - pain in epigastrium 

from . . . . 5 36 

- - - in plumbism .. 151 

-- -- - subphrenic abscess 

from . . . . 807 

- - in tabes dorsalis . . 151 
- urgent laparotomy 

for .. 149,536 

- - periodic remission of 

symptoms of . . 397 

- - pleurisy from ..137 

pneumothorax from 647 
pyloric stenosis from 

214, 218, 340 

- rigidity over . . 734 

salivation from . . 662 

- serous effusion in 

chest from 13 3 

sex Incidence of 48. 339 
shortness of breath 
from . . ..113 

skiagram of J':g. 275 339 
• slipping rib simu- 
lating . . . . 553 

splenic artery opened 
by 339 

- - subdiaphragmatic ab- 

scess from 13 3, 

555, 647, 649, 807 

- - peritonitis from.. 583 

- surgical emphysema 

from . . . . 254 

tabes dorsalis simu- 
lating . . . . 396 

- - tenderness in chest 

| from . . . . 864 

~ - epigastrium from 339 

; - - - on pressure over 537 

- - - of spine from . . 871 

- tetany from.. 3,214,799 

- tongue clean with . . 339 

- - undue pulsation of 

abdominal aorta 
simulating . . 662 

- urwmla from . . 214 

| - - visceroptosis dia- 

nosed from . . 104 

i - • - simulating . . 48 

I - - vomiting from 48, 
i 339, 342, 537, 928, 930 

- - - relieving pain of. . 397 
! - - X rays in defining 

(Ftg. 317) 398 

i - gummatous, diagram of 

(Fig. 668) 895 
I - indolent, in Raynaud’s 

disease . . 203 

- Mooren’s . . 891 

- perforating, from corn 893 

- - in diabetes 335, 894 

- - of foot 892, (Fig. 666) 893 
in general paralysis 892 

- - of hand . . . . 892 

- - irresponsiveness to 

treatment . . 893 

in leprosy . . . . 892 

- - little pain in . . 893 

- - in peripheral neuritis 892 

syphilis . . 892 
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Ulcer , perforating , contd. Ulceration of bowel , contd. Ulceration of cornea , contd. Ulceration of larynx, contd . 

in syringomyelia . . 892 dysenteric, hsematuria photophobia from traumatic . . . . 245 

tabes dorsalis 321, from . . 348, 356 639, 890 cyanosis from . . 197 

335, 627, 892, opening into blad- - - pneumococcal .. 890 hoarseness from . . 388 

(Fig- 666 ) 893, 894 dcr . . 716, 724 - - prolapse of iris due oedema of larynx 

rodent, account of . . 892 perforation of 63 to . . 890 with . . . . 249 

- afje incidence of 225, 892 - - - suppurative peri- pupil irregular from 674 pain in ear from . . 253 

- ol any part of body 895 tonitis from . . 63 from rhinitis . . 890 tuberculous, apical 

- - arising in later life 500 - - general peritonitis I - - simple infective .. 890 lung signs with.. 245 

- bone destroyed by from .. .. 734 ! in trachoma .. 891 cyanosis from .. 197 

225, 892 - - malignant, pus in i - - tuberctilous . . 891 - - - epiglottis affected 

- cartilage destroyed by 225 stools from .. 681 i - ear, gonococcal .. 252 in .. .. 245 

- Of cornea .. .. 891 pyuria due to . . 716 | from Klebs-Ldfller haemoptysis from 

- - erateriform . . .. 892 - - stricture of colon from 162 < bacillus .. .. 252 361, 367 


~ - diagram of (Fig. 671) 895 - - in tuberculous peri- 

duration of . . . . 892 tonitis . . . . 806 

- - of car, earache from 252 - - tuberculous, acute peri- 

- - at edge of orbit .. 892 tonitis from .. 63 

- - epithelioma dislin- - - - adherent to bladder 

guished from . . 892 356, 724 

- - - simulating . . 225 j - - - albumosuria with 21 

- *- of face . . 892, 895 | - - - ascites from . . 63 

- - glands not affected ! - - colic from . . 148 

from . . . . 892 1 - - cystitis from . . 724 

-- - little pain with . . 892 1 - hsematuria from 

- - lupus vulgaris dis- 148, 356 

tinguished lrorn. . 892 j - - - opening into blad- 
simulating . . 500 j der . . 716, 724 

- - of nose .. 225, 892 - - - perforation of . . 63 

- - pro-auricular gland - - - ~ colic simulated 

enlarged from . . 47 3 by 149 

- - radium curing .. 225 - - - - general pei itonitis 

- -- starting as nodule .. 892 ! from 6 3, 149 

~ - syphilitic distin- in phthisis . . 562 

from . . 501, 892 ; pneumoperitoneum 

- sarcoma from.. .. 888 lrom .. .. 800 

- on septum nasi . . 274 - - - pus in stools from 681 

- serpiginous, syphilitic 895 - - - stenosis from . . 162 

- snail-track, in syphilis typhoid.il, pus in 

« 186, 691 stools from .. 681 

- stercoral, of bowel .. 63 - - venereal, pus in stool* 

- - caecum . . . . 564 from . . 681 

- - surgtcul emphysema - cheek from acids .. 898 

from . . . . 254 uctinomvcotic . . 562 

- trophic, from Clarke's - from alkalis.. .. 898 

column lesion . . 145 - - carious tooth . . 898 

-- - of finger . . . . 3dl - - dyspeptic . . . . 898 

- -- foot in talipes . . 144 - - from mercury .. 898 

- - in talipes . . 145 - in secondary syphilis 898 

- typhoid, acute peri- - from septic infection 898 

tonitis from 63 - chest wall, actinomy- 

•- - ascites from .. 6 3 colic . . . . 562 

- -- perforation of 63 . - colon from dysenterv 

- - general peritonitis 99, 216 

from 6 3, 149 - - subphrcnic abscess 

- - simulating colic .. 149 from .. .. 807 , 

- - urgent laparotomy - - tuberculous. . . . 562 i 

for .. ..149 - - - blood per nnum 

- in urethra , . . . 2 30 lrom . . 96, 97 ; 

- of vagina, decubitus . . 231 - - - carcinoma simu- 

- varicose, epithelioma lated by . . 162 

from . . . . 895 - - (and see Colitis, Ulcer- 

Ulceration of anus, pain alive) 

in rectum from .. 727 - CORNEA 287, 890 

•- - spasm of sphincter - with acnc rosacea . . 890 ; 

ani from. . . . 166 - - from acute conjunc- 

- - tuberculous . . 101 tivitis . . . . 890 ; 

- arytcno-epiglotiidean - * adhesion of iris due to 890 

folds, tuberculous - - anterior polar cataract : 

(Fig. 209) 245, 389 due to . . . . 890 _ 

- bile-ducts front gall- I - bacteriology of . . 891 : 

stones . . ..411- catarrhal . . . . 890 

- bladder from appendi- > - - diphtheritic .. 891 , 

citis . . . . . . 724 - - epiphora from . . 272 ; 

- -- Bilhar/iu hocmatobiu 722 } - ■ due to exophthalmos 891 i 

- - cystitis . . 720, 722 j - fluorescein in demon- 

- -■ cystoscopc in dia- ! strating . . . . 890 ; 

gnosing . . 722, 724 J -- from foreign body . . 890 

- -- frequency of mic- I - - gonorrhoeal. . 285, 891 j 

turilion from . . 722 • - - in Graves’ disease . . 891 ; 

- - hicmaturia from .. 722 i - - from herpes frontalis 891 j 

- - from injury . . 722 J - - hypopyon with . . 890 j 

- - malignant, cystitis j - - illustrated (F'ig. 234) 287 ! 

lrom . . . . 720 ; from injury . . 890 ; 

- - pain on micturition - - iridocyclitis with . . 890 

from . . . . 722 - - iritis with . . . . 890 

- - phosphates coating 722 - - lachrymation with . . 890 ; 

- - pyuria due to ..716 opacity following .. 890 j 

simple . . . . 722 - - in ophthalmia nco- 

- - surgical emphysema natorum , . . . 285 j 

from . . . . 254 pain in eye from 546, 890 

tuberculous - - pannus with . . 891 i 

{Fig. 574 ) 717, 720, 721 panophthalmitis due 

- bowel, diarrhoea lrom 806 to.. .. 890, 891 

— • dysenteric, acute peri- due to paralysis of 

tonitis from . . 63 fifth nerve . . 891 

adherent to bladder seventh nerve . . 891 

356, 724 perforation of cornea 

ascites from .. 63 due to .. 890, 891 

cystitis from . . 724 phlyctenular . . 890 


-- - otitis media . . 252 hoarseness from. . 388 

- - staphylococcal . . 252 mdema of larynx 

- - streptococcal . . 252 with . . . . 249 

- - due to syphilis . . 252 - - - pain in ear from. . 253 

Vincent’s angina pale swollen aryteno- 

organisms . . 252 epiglottidean folds 

- epiglottis, pain in car with . . . . 245 

from . . . . 253 - - - tubercle bacilli in 

- - tuberculous sputum with . . 245 

(/■7c. 209) 245, 389 i - - typhoidal . . . . 245 

- epithelioma . . . . 886 j haemoptysis from 

FACE 891 ! 361, 367 

- - in leprosy . . . . 892 j stridor due to . . 799 

lupous . . . . 891 ! - - variolous . . . . 244 

- - malignant .. .. 891 ! cyanosis from .. 197 

- - in scrofula . . 891, 892 ! haemoptysis from 

syphilis . . 891, 892 j 361, 367 

- fauces, snail-track . . 691 I ~ LEG . . . . . . 893 

-- linger . . . . . . 301 I - ■ - due to anthrax . . 895 

- FOOT . . . . 892 atheroma . . . . 894 

due to atheroma . . 893 l _ ~ in Bazin’s disease 502, 895 

- - burn . . . . 89 3 I after burn . . . . 894 

- - chilblains . . . . 893 ! - - lrom cold . . . . 894 

- - Clarke's column le- j ~ ~ cut . . . . . . 894 

sion . . . . 145 ~ ~ diphtheria . . . . 894 

in diabetes . . . . 894 in elephantiasis . . 894 

- due to embolism . . 89 3 , - - erythema induratum 

- - lrosi-bite . . . . 893 ; scrofulosorum . . 895 

- - injury . . . . 893 i " “ after fracture . . 894 

- intermittent claudi- ~ - due to glanders . . 895 

cation . . . . 893 , gurmna . . 500, 895 

- paraplegia .. .. 893 in hemiplegia .. 894 

- in Raynaud's disease 893 ! infantile paralysis . . 894 

- due to rubbing . . 893 j ~ ~ from injury . . 894 

- in syringomyelia . . 893 - - kick . . . . 894 

- talipes 144. 145, 893 after labour .. 894 

due to thrombosis 893 ~ - due to lymphatic ob- 

• vascular spasm .. 893 struction .. 894 

- (and set Ulcer, I’er- malingering (Fig. 667) 894 

forating) - - nitric acid {Fig. 667) 894 

fra'num lingua: 590, 898 - - in old age . . . . 894 

in groin from malig- . ~ - due to phagedsena . . 894 

nant glands .. 831 : pregnancy .. .. 894 

of gum . . . . 898 - ~ sarcomatous . . 895 

intestine (sec Ulcera- - - from scratch . . 894 

tion of Bowel) i - - syphilitic . . 895 

jaw, actinomycotic .. 562 j tuberculous.. .. 895 

larynx, dccubital . . 245 i - - varicose . . . . 893 

- diphtheritic, haemo- I — — in white-leg . . 894 

ptysis from 361, 367 j yaws . . . . 501 

- cpitheliomatous, j - lip, carcinomatous 

hoarseness front . . 388 j (Fig. 378) 460 

- laryngoscope in dia- j in secondary syplulis 898 

gnosing . . . . 367 j - round lips in yaws . . 501 

- leprous . . . . 245 j - of meatus of ear, 

cyanosis from .. 197 ; organisms causing. . 252 

- - haemoptysis from 367 from otitP media 252 

- - hoarseness from . . 388 j - mouth from acids . . 898 

- - oedema of larynx j alkalis . . . . 898 

with . . . . 249 j decayed teeth . . 898 

- lupoid . . . . 245 I mercury . . . . 898 

- - evanosis from . . 197 I in secondary syphilis 898 

hoarseness from. . 388 | from septic infection 898 

(edema of larynx in stomatitis . . 95 

with . . 249 - neck from epithelio- 

- malignant, cyanosis matous glands . . 475 

from . . . . 197 stench with . . 475 

- - ha:moptysis from - nose, cpistaxis from . . 273 

361, 367 - oesophagus, surgical 

oedema of larynx emphysema from . . 254 

with .. .. 249 - palate from syphilis 261,898 

pain in ear from. . 253 tuberculous, lupus 

- post-typhoidal, oedema with . . . . 730 

of larynx with . . 249 phthisis with . . 730 

- septic, pain in ear varieties of . . . . 730 

from .. .. 253 - penis (see Sore on Penis) 

- syphilitic, cyanosis - perineum (see Sore, 

from . . . . 197 Perineal) 

heemoptysis from - Peyer’s patch in typhoid 

361, 367 fever .. ..481 

hoarseness from . . 388 - pharynx, snail-track . . 691 

laryngeal crises in syphilis . . 760 

simulated by . . 249 syphilitic, pain in ear 

oedema of larynx from . . % . . 253 

with . . . . 249 tuberculous, pain in 

pain in ear from . . 253 ear from . . . . 25£ 
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Ulceration , contd. 

- of rectum, bearing-down ^ 

pain from . . . . 529 

dysenteric . . . . 727 

- - gummatous . . 727 

septic, blood per anuin 

from . . . . 97 

carcinoma distin- 
guished from. . 98 

speculum in diagnos- 
ing .. .. 727 

surgical emphysema 

from . . . . 254 j 

syphilitic, blood per I 

anum from 96, 97 

traumatic . . . . 727 

tuberculous . . 727 

blood per anum 

from . . 96, 97 

carcinoma simu- 
lated by . . 101 

proctoscope and 101 

sigmoidoscope and 101 

ulcerative colitis 

simulated by . . 101 

venereal ulceration 

simulated by . . 101 

- - due to ulcerative 

colitis . . . . 727 

venereal, blood per i 

anum from . . 97 ] 

- - - carcinoma distin- ! 

guished from . . 98 . 

- - - tuberculous ulccra- j 

tion simulating 101 

- sarcoma . . . . 888 ! 

- scrotum from carcinoma 

of testis . . . . 769 

- - embryoma of testis 769 

gummatous . . 747 

from mustard gas . . 769 

Paget’s . . . . 747 

from sarcoma of 

testis . . . . 769 

syphilis of tesris . . 850 

- - tuberculous . . 747 

- - (and see Sore, Scrotal; 

- serpiginous, in yaws . . 501 

- of skin due to Accla- 

dium Castellanii . . 312 

- - in acetylene workers 917 

from carbide of cal- 
cium . . . . 917 

- - over carcinoma of 

breast . . . . 839 

from chancre . . 854 

over chondromata. . 820 

- - from epithelioma . . 854 

in glanders . 683 

Jacquet's erythema 498 

Kaposi’s disease . . 888 

leprosy 82, 501, 743 

lupus vulgaris . . 500 

- - naphtha workers . . 917 

- — paraffin workers . . 917 

scrofulous . . 500, 683 

in syphilis 382, 500, 684 


Ulceration , contd. i 

- of trachea due to carci- 

noma of thyroid gland 876 | 

haemoptysis from . . 361 | 

from neoplasm . . 361 

syphilis . . . . 361 | 

- tuberculous, of anus . . 101 i 
aryteno-eplglottldean 

folds (Fig. 209) 245, 389 

- - bladder (Fig. 574 ) 717, 

720, 721 

bowel (see Ulceration | 

of Bowel 

colon (sec Ulceration 

of Colon) 

diagram of (Fig. 669 ) 895 

of epiglottis 

(Fig. 209) 245, 389 

| epithelioma simu- i 

lated by . . . . 898 ! 

- - gumma simulated by 898 

- - of larynx (see Ulcera- 

tion of Larynx) 

leg . . . . 895 

- - rectum (see Ulcera- 

tion of Rectum) 

- tongue . . 244, 

(Fig. 677 ) 897 , 889 
umbilicus . . . . 593 

- ureteric orifice . . 350 

- venereal, of rectum (see 

Ulceration of Rectum) 

- of vulva from syphilis 854 
Ulcerative colitis (see Colitis) : 

- endocarditis (sec lindo- 


carditis, Infective) 

- gastritis in anthrax . . 338 

- stomatitis . . 898, 899 
bleeding gums from 9 3 

- - ptyalism from . . 661 

Ulcus serpens . . 890 

Ulna, chondroma of, skia- 
gram of. . {Fig. 654) 821 

- nodule on, in yaws . . 501 


- sarcoma invading, skia- 

gram of (Fig. 642) 823 

- skiagram of normal 

(Fig. 631 ) 819 
Ulnar antesthesia from 
cervical rib , . . . 545 

in Klumpke’s palsy 618 

- analgesia in tabes dor- 

salis 545 

- deflection of fingers in 

rheumatoid arthritis 

< Fig. 314. 427, 428 

- - in ost co-arthritis 428, 432 

- jerks, increased, from 

cerebral lesion . . 613 

- -- unequal, in hcmiplegia381 

- nerve (see Nerve 

- paralysis (see Paralysis) 
Umbilical cord, infected. 

blood per anum from 96, 101 

- - short, dystocia from 250 
tetanus from infection 

of 885 


- - washerwomen . . 917 J — fistula in tuberculous 


Umbilicus , inflamed, contd. 


from intertrigo . . 804 

perigastric abscess.. 804 

- - in pneumococcal peri- 

tonitis . . . . 804 

from subdiaphrag- 

matic abscess . . 804 

- - in tuberculous peri- 

tonitis . . . . 804 | 

- lymphatic drainage of 830 ■ 

- malignant nodules at | 

804, 805 1 

- new growth affecting 593 

- in obesity . . . . 61 


- oedematous, in pneumo- 

coccal peritonitis . . 59 ! 

- - tuberculous periton- i 

itis . . , . 59 1 

- protruded, from ascites J 

59, 61 : 

- reddened in pneumo- 

coccal peritonitis . . 59 i 

- - tuberculous periton- 

itis . . 59, 525 

- relations in ascites 60 

- - with ovarian cyst . . 60 1 

- scabies affecting . . 918 

- sebaceous cyst of . . 593 

- sensory centre for 

( Fig. 4S5 1 631 

- skin reddened round. . 65 

- stretched transversely 

by ascites . . 59, 61 

- tuberculous infiltration 

of 65 

- - ulceration of . . 593 

- veins distended at, in 

cirrhosis . . 59 

Uncinate gvrus t.see Gyrus > 

- region, tumour ol, aura 

from . . 87 

- - - dreamy conscious- 

ness from . . 87 

Unconsciousness > see Coma, 
Undescended testis (see 
Testis, Ectopic) i 

Undescrihabic feeling as 
an aura . . . . 86 

Undulant fever (sec Fever, 
Malta) 

UNEQUAL PULSES . . 673 


- - (and see Pulses, Un- 

equal 

- pupils (see Pupil* - - 
Unerupted molar, pain in 

ear from . . . . 253 

jaw from . . . . 567 

Unilobular cirrhosis . . 67 

United States, tick para- 
lysis in . . . . 625 

Unpardonable sin in 
melancholia . . 503 

Unreality, sense of, as an 
aura . . 86 

L’nripc fruit, diarrhoea 
from . . . . . . 216 

Upas tree, dermatitis due 
to . . 915, 916 


Urtemia , contd. 

- from calculous disease 

of kidney . . ..139 

- carcinoma of kidney .. 139 

- cerebral abscess simu- 

lated by . . ..Ill 
compression simu- 
lated by . . . . Ill 

haemorrhage simu- 
lated by . . . . Ill 

- - tumour simulated by 111 

- Chcync-Stokes breath- 

ing in . . 139 

- from chronic interstitial 

nephritis ..211 

- - nephritis 14, 57, 139, 174 
■- - parenchymatous 

nephritis.. .. 211 

~ coli bacilluria. . .. 211 

- coma from 57, 88, 1 09, 

153, 154, 181, 183, 521 

- in combined scleroses 

of cord . . ..211 

- compression paraplegia 211 

- convulsions from 14, 55, 

57, 111, 174, 181, 183, 521 

- convulsive twitchings in 55 

- cramps in . . 190 

- from cystic kidneys . . 139 

- cystitis. . . . . . 211 

- death from 55 

- delirium in 211, 213 

- in disseminated sclerosis 21 1 

- drowsiness in 55, 56, 372 

- dyspmea in . . . . 372 

- - attacks in . . 57 

- eclampsia in . . . . 183 

- effects of hamorrhage 

simulating . . . . 157 

- encephalitis simulating 223 

- from enlarged prostate 

183, 211, 396 

- epileptiform convulsion 


in 736 

- from fracture-disloca- 

tion of spine . . 211 

- gastrcctaris . . 213, 214 

- gastritis in . . . . 396 

- giddiness from . . 57 


- headache from 55, 57, 

18 3, 369, 371, 372 

- hiccough from 57, 386, 387 

- high blood pressure and 


111, 18U 396 

- hyperpyrexia in . . 390 

- hypertrophied heart and 183 

- indigestion simulated 

by 396 

- lrom infective pyelo- 

nephritis .. ..211 

- in kidney disease . . 211 

- latent . . .55 

- no lockjaw in . . 521 

- loss of appetite in 55, 56, 396 
sphincter control in 57 

- muscular twitchings in 57 

- from nephritis . . 396 

- odour of breath in . . 3^6 


" . .. .. 501 | peritonitis .. 706, 804 

therapeutic j - hernia (see Hernia; 

■ ol . . 730 - PAIN 593 

TONGUE .. .. 895 (and see Pain, Umbilical; 

irom acids . . . . 898 j - region, the organs situ - 

actinomycotic . . 244 j ate in . . 808 

- from alkalis . . 898 j - veins, distended in cir- 

- - carious tooth . . 898 i rhosis of liver 67, 465 

chancre . . . . 897 ! Umbilicated nodules in 

- - dental 244,897, 898 j liver 68, 315, 465, 468 

- - dyspeptic . . . . 898 ! - vesicles in small-pox 

dysphagia from .. 244 743, 913, 920 

- - cpithcliomatous Umbilicus, abscess at, in 

(Fig. 673) 896 tuberculous peritonitis 593 : 

gummatous 244, 474, - bloody sweat of . . 803 

(Fig. 676) 897, 898 - caput Medusae at 59, 910 

leprous . . . . 244 - carcinoma at, secondary 

- - malignant . . . . 244 to stomach . . 397 

from mercury . . 898 - eczema intertrigo of . . 593 

microscope in dia- - epithelioma of . . 593 

gnosing . . . . 897 - faecal fistula at (sec Fistula) i 

In secondary syphilis 898 - fixed in malignant peri- 

from septic infection 898 tonitis 65 

in stomatitis . . 899 - flattened in chronic i 

from syphilis . . 261 peritonitis . . . . 525 

tooth-plate . . . . 244 - flush with surface from 

tuberculous.. 244, ascites 59, 61 

(Fig. 677) 897, 8 98 - granulation tissue at . . 593 

from Vincent’s angina 899 - haemorrhage from, due 

- tonsil in secondary to congenital oblitera- 

syphilis .. .. 898 tion of bile-ducts .. 411 

snail-track . . . . 691 - inflamed in infants . . 804 


LJppcr neuron lesions, - opisthotonos in . . 521 

Babinski’s sign and .. 88 - optic neuritis in ..111 

- tone limit test of hearing 206 - from polycystic disease 57 

Urachus, cyst of (see Cyst; - in primary lateral sclero- 

- infiltrated in malignant sis . . .. .. 211 

peritonitis . . . . 65 - pupils small in , . 55 

- malignant nodules in - from pyelonephritis . . 718 

804, 805 - pyloric stenosis . . 213 

- situation of . . . . 815 -- pyuria. . . . . . 396 

Urarmia, acetonuria from 3 , - renal tube-casts in 111, 521 

- from acute nephritis 57, - from renal tuberculosis 183 

139, 211 i - restlessness in ..57 

- affection of vision in. . 372 j - from retention of urine 211 

- albuminuria with 111, - retinal changes and 18 3, 372 

183, 521, 396 i - rigidity of face in .. 885 

- without albuminuria.. 396 ! - rigor simulated by .. 736 

- albuminuric retinitis * - from sarcoma of kidney 139 

with 396, 922, 925 1 - stertor in . . . . 57 

- alkalosis and .. .. 214 j - from stricture of urethra 

- amaurosis In . . .. 922 ■ 183, 211 

- amblyopia in . . . . 922 i - symptoms of . . 67 

- anamia and .. .183 - in tabes dorsalis .. 211 

- anuria and . . 55, 56, 57 - tetany with . . . . 213 

- from ascending neph- - tinnitus due to . . 879 

ritis .. 139, 183, 211 - tongue dry in. . 55 

- asthma in . . 653 - tremor in . . . . 879 

- Babinski’s sign in 88 - from tuberculous kidney 139 

- blindness In . . . . 926 - urea in blood in . . Ill 

- bradycardia in .. 109 cerebrospinal fluid in 

- bradypnoea in 110, 111 111, 383 

- breathing in . . ..Ill - uridrosis in . . .. 803 

- bromidrosis In . . 803 - venesection in . . 154 
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Urtrwia, contd . 

- vomiting due to 55, 372, 

396, 928 

Urate, ammonium, hedge- 


hog crystals of . . 899 

thornapplc crystals 

of. . (Fig. 678) 899 

- calculus, X rays and. . 440 

- DEPOSIT IN URINE. . 899 

- of sodium (see Sodium 

Urate) 

Urates, alhumosc simu- 
lated by . . 7 

- brick-red . . . . 715 

- clearing on warming.. 715 

- concentration of urine 

indicated by . . 899 

- after diarrhoea . . 900 

- in fevers . . . . 900 

- heart failure . . . . 900 

- hot weather . . 899 

- kidney disease und , . 900 

- in lobar pneumonia . . 900 

- microscopical examina- 

tion of . . 899 

- pink 715 

- in rheumatic fever . . 900 

- after sweating 890, 900 

- uric acid confused with 900 

- in mine after biliary 

colic. . . . . . 554 

- uroerythrin and 715,899,902 

- after vomiting . . 900 

- warming test for . . 899 

- white ring with nitric 

acid . . . . C 

Urea in blood sec Mood, 

- cerebrospinal fluid . . 38) 

in uraemia . , 111 

- concentration test . . 19 

- crystals on skin . , 803 


- effervescence with so- 

dium hypobromitc 803 

- nitrate, crystalline . . 7 

- - albuminuria simu- 

lated by . . 7 

- - white ring with . , 7 

- percentage in healths 

urine . . 19 

- soluble in alcohol . . 20 

- - trichloracetic acid . . 20 

- uric acid and. . . . 901 

Ureter, anatomical course 442 

blood -clot in, colic irom 147 

- blood-stained urine issu- 

ing from Fig. 2M- 354 

- calculus in i see ( -ulculuv 


- carcinoma invading .. 35) 

- fell per rectum 577, 721 

- - - in tuberculous kid- 

ney . . . , 448 

- - per vagtnam 350, 721 

- - - in tuberculous kid- 

ney . 448 

- kinked, albuminuria front 9 

- - ascending nephritis 

Irom .. 9 

- - from movable kidney 9 


Ureter , contd. 

- tuberculosis of (sec 

Tuberculosis) 

Ureteral catheterization, 
colic from . . . . 147 

in diagnosing mov- 
able kidney . . 564 

tuberculous kidney 564 

1 ureteral calculus 

I 554, 559 

! (and sec Bougie, 

Radiographic) 

~ colic (see Colic) 

Ureters, both obstructed 
by abdominal tumour 55 j 
----- calculi . . . . 55 ; 

carcinoma of blad- 
der . . 55, 56 

uterus . . 55, 56 

hbromyomata . , 57 

- latent uraemia with 55 

- - - by ovarian carcinoma57 
... - _ pdvic tumour 55, 57 
Ureteritis, account of . . 578 

- acute, pain in iliac fossa 

from . . 555 

- appendicitis simulated 

hy 559 

- due to Bacillus coli 

90, 559, 578 

- - pneumoniae . . . . 90 

pyocyancus . . 90 

- - tuberculosis . . 90 

- after calculus . . . . 559 

-• calculus simulated by 559 

- colic from . . 147 

- cystoscope in diagnos- 

ing . . . , 578 

- descending front kidney 578 

-- frequency of micturi- 
tion Irom . . . . 578 

- due to I riedhinder’s 

bacillus . . . . 90 

- pain in iliac fossa from 557 

- - penis from . . 576, 578 

- due to pneumococcus 90 

- rectal examination in 

diagnosing . . . . 578 

- due tii staphylococcus 

90, 578 

- streptococcus . . . . 90 

- tuberculous . . 349, 578 

- vesical disease simu- 

lated by . , . . 578 

Ureterography, account of 445 

Urethra, abscess of, ach- 
ing in perineum from 579 

- Bacillus xerosis in . . 88 

- bacteriological examina- 

tion of . . 83, 86 

- blood from, due to 

carcinoma . . . . 230 

- - chancre . . . . 230 

- calculus in ( see Calculus) 

- carcinoma of (sec Car- 

cinoma; 

- caruncle of isce Caruncle'' 

•- chancre in . . . . 230 


Urethra , polypus of, contd. 

- endoscope in dia- 

gnosing . . . . 229 

- posterior, gonococcus 

from. . . . 425 

gonorrhoea of . . 86 I 

- prolapse of, bleeding 

from.. .. .. 855 

- - caruncle simulated by 855 
vulval swelling due to 853 

- rectum opening into 

(Fig. 575 ) 728 

- rupture of (sec Rupture) 

- scalding in, in gonor- 

rhoea . . . . 574 

- soft sores in . . . . 230 

- spasm of . . . . 492 

- Staphylococcus albus in 88 

- Streptococcus brevis in 88 

- stricture of (see Stricture) 

- syphilis of . . 230 j 

- tuberculosis of, secon- 

dary to prostate . . 230 
seminal vesicles.. 230 

- tumour of, due to car- 

cinoma . . . . 230 

- ulcers in . . . . 230 

- vesicles in . . . . 230 

Urethral crises in tabes 

dorsalis . . . . 627 

- sepsis, D.A.U. from.. 246 

debility from . . 246 

- - dyspmea Irom . . 246 

- stenosis (see Stricture of 

Urethra; 

Urethritis from acidity of 
urine . . . . 902 

- acute gonococcal . . 356 

hematuria Irom 348, 356 

septic . . . . 356 

- - urethral discharge 

Irom . . . . 356 

- from acute pyelitis . 228 

- Bacillus coli . . . . 228 

- bacteriological examina- 

tion in . . 227, 228 

- balanitis with . . . . 763 

- cavernitis from . . 579 

- chancre simulating . . 2.30 

- chordee from . . 579, 763 

- from cystitis . . . . 850 

- cystitis from 228, 720, 722 

- dvsparcunia due to . . 239 

- endoscope in investiga- 

ting . . . . . . 229 

- epididymitis from 228, 850 

- epididymo-orchitis from 

584, 849 

- nonorrhffial 90, 227, 

228, 348, 356, 584, 763 

- gouty . . . . 656, 902 

- hiematuria with . . 722 

- herpetic . . . . 230 

- from impacted calculus 850 

- alter instrumentation 

228, 850 

- Icucocytosis in . . 453 

- Irom leucorrheca 228, 584 


Urethritis, contd. 

- due to stricture 723, 850 

- suprapubic pain with 722 

- testicular abscess from 768 

- two -glass test In . . 720 

- urethral discharge from 722 

fistula from . . 766 

- uric acid and . . 901 

Urethroscope (see Endo- 
scope) 

Urethrotomy, anuria from 58 
Uric acid (see Acid) 

Uridrosis 803 

- (and see under Sweating) 
Urinary fistula (see Fistula) 

- meatus (see Meatus) 

URINE, ABNORMAL 

COLORATION OF .902 

- absence of (see Anuria) 

- acetone in 3 

in acute alcoholism 331 

cyclical vomiting 479, 928 

- - diabetes 330, 331, 655 

- acidity of, account of 637 


cystitis due to . . 902 

epididymo-orchitis 

due to . . 902 

increased frequency of 

micturition from 491 

undue, oxalate of lime 

with . . . . 901 

- - - uric acid with . . 901 
urethritis due to . . 902 


- albumin in (sec Albu- 

minuria) 

- alhumosc in (see Albu- 

mosuria) 

- alcapton in (sec Alcap- 

tonuria) 

- ammonia in . . 90, 638 

in phosphorus poi- 
soning . . . . 421 

- amphoteric reaction In 637 

- ants and flies attracted 

to diabetic . . . . 334 

- aspirin products in . . 214 

- bacteria in, in pyelitis 718 
suppurative nephritis 736 

- bacteriological examin- 

ation of (see Bacterio- 
logical Examination) 

- in bacterluria, characters 90 

- bile In. account of . . 903 

- (and see Jaundice) 

- Bilhar/ia ova from 

(Fig. 96) 102, 356, 

577, 722 

- hiliverdin in . . . . 906 

- black, account of . . 904 
due to alcaptonuria 

904, 905 

- from biliverdin . . 903 
-- - in blackwater lever 357 

- - due to carboluria 904, 906 

- drues . . . . 904 

- gallic acid . . . . 904 

- hematuria . . . . 904 

- hemoglobinuria 357, 904 


- operation (F'tg. 375} A 

- X rays in diagnosing 

i Fir. 375 < 

obstructed by aneurysm 

- calcareous gland . . 1 

- carcinoma of bladder * 

- colic from . . . . ] 

- hydronephrosis from 

56 , A 

- after nephropexy . . A 

- pyonephrosis from 

449, 7 

- by renal papilloma 3 

- tuberculous gland . . 1 

- vesical tumour . . A 

ccdema of, in pyelitis . . 7 
orifice of, oedema of. . 3 

- ulceration of . . 3 

pain along, from calcu- 
lus . . , . 56, 1 

papilloma of . . . . 3 

pus coming from, illus- 
trated (Fig. 571 ) 7 
rectal examination in 
investigating . . 3 

retracted, with renal 
tuberculosis 448, 
(Fig. 573) 717, 7 
tenderness over, from 
bacteriuria 

thickened by tubercle 

577, 7 


- DISCHARGE FROM . . 227 

- - (and see Discharge, 

Urethral) 

- divisions of. Importance 

in gonorrhoea • 228 

- endoscopic appearances 229 

- epithelioma of, pain due 

to 851 

- - stenosis of urethra by 851 

- F/ECES PASSED 

THROUGH 296, 724 

- fistula of (see F'istula) 

- flatus passing through 724 

- foreign bodv in (see 

Foreign ftody) 

- gonococcus in . . 231, 854 

- gummata of . . . . 230 

- haemorrhage from, from 

calculus . . . , 493 

- herpes of . . . . 230 

- injury to (sec Injury) 

- instrumentation of, pros- 

tatic abscess from . . 723 

- irritation in, from herpes 230 

- nevus of . . 348, 356 

- normal bacteria of . . 88 

- pain in (see Pain) 

- papilloma of (see Papilloma) 
* pigmentation of, in 

Addison’s disease . . 643 

- polypus of, discharge 

due to . . . . 229 


method of Investigating 2 

- due to Micrococcus 

catarrhalis . . 

- not always gonococcal 

- pain on micturition 

from 49), 

- - in penis from 574, 

578, 

- periurethral abscess 

from . . 

■ due to pneumococcus 

• posterior, cystitis dis- 

tinguished from . . 

■ simulated by . . ] 

• - two-glass test for . . 

■ priapism from 656, < 

- alter prostatectomy . . 1 

- from pros tut ic abscess ! 

- prostatic abscess from 

575, 723, 1 

- from prostatitis 578, I 

- prostatitis from 228, 

493, 575, 720, ‘ 

■ from pyelitis . . . . I 

pyuria from . . 716, ' 

staphylococcal . . 

due to Staphylococcus 

albus 

- aureus . . . . 

strangury due to . . 1 

■ due to Streptococcus 

pyogenes longus . . 


- indicanuria . . . . 904 

- jaundice . . . . 904 

- melanuria . . 904, 905 

- in ochronosis . . 906 

- due to porphyrinuria 904 

- resorcin . . . . 904 

- salicylates . . 904, 906 

- salol . . . . . . 904 

- uva ursi . . . . 904 

blood in (see Hematuria) 

- casts in (Fig. 12) 6, 349 

blood-red, in hemo- 
globinuria . . . . 357 

- paroxysmal hemo- 

globinuria . . 358 
blood-stained, issuing 
from ureter (Fig. 293) 354 
blue, account of . . 906 

- from methylene blue 906 

- sediment in, from 

indigo blue . . 907 
bright yellow, from drugs 903 
brown, account of . . 904 

- in acute nephritis.. 12 

- due to alcaptonuria 

904, 905 

- carboluria . . 904, 906 

- drugs . . 904 

- gallic acid . . . . 904 

- hematuria . . . . 904 

- hemoglobinuria 347, 

357, 904 
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Urine, brown , contd. 

- aue to indicanuria. . 904 

- jaundice . . . . 904 

- melanuria . . 904, 905 

- porphyrinuria . . 904 

resorcin . . . . 904 

ring in, from indicun 395 I 

- - due to salicylates . . 904 | 

salol 904 

- uva ursi . . . . 904 

- brown-black, in acute j 

nephritis . . . . 12 j 

- brownish, in acute neph- 

ritis. . . . . . 12 | 

- bubbly, from yeasts . . 647 , 

- carbolic acid products I 

in 214 I 

- casts in (see Casts, Urinary 1 I 

- cayenne pepper deposit ! 

in 900 | 

- - - in boys . . 901 i • 
health . . . . 901 j 

- changes in acute nephritis 12 

- - chronic naphrltls . . 15 

- - colic 151 ; 

- with cystic kidneys. . 15 i ■ 

- In general mlcroblc , 

Infections. . 

myxoedema . . 

with obstruction to 

urine outflow 

- In phosphorus poison- 

ing . . 421 

- chlorides absent from, 

in pneuni rnia 200, 364 

- - in, in acute nephritis 12 

deficient in pneu- 
monia . . 419 

in phosphorus poison- 
ing 421 , 

- after chrvsophanic acid 903 I 

- chrysophanic acid in, 

test for . . . . 904 

- chylous . . 72 

(and see Chyluria) 

"" clots In . . 349 

from renal growth . . 351 

- colour of, in acute nc- 


90 

50 : 


55 i 


phritis 

- cystinuria 

- jaundice 

colourless in diabetes 
insipidus 

concentrated from acute 


12 i 

203 | - 
405 - 

902 I - 


gastritis . . . . 338 

chronic gastritis . . 338 

diarrhoea . . . . 900 

in fevers . . . . 900 

heart failure . . 900 

hot weather . . 899 

after sweating 899, 900 

urates indicating . . 899 

after vomiting . . 900 

- creatinine in . . . . 3 

- crystals in (sec under 

Crystals) 

- cultures (see Bacterio- 

tical Examination) 

' ) . . 203 

-r an alcapton . . 327 
hxmaturia . . 348 
. i: k- brown ring in, with 
nitric acid . . . . 6 

darkening on standing, 
in alcaptonuria 904, 905 
carboluria . . 906 

- - melanuria 904, 905 
deposit, brown, from 

phosphates and blood 12 

- cayenne pepper . . 900 

- oxalate . . . . 523 

- powdered wig . . 523 

- uric acid . . . . 900 

- of mucus in . . 496 
deposits, coloured figures 

of micro organisms in 
, . (.Figs. 87-92 ) 89 

diabetic, colour of . . 902 

diacetic acid in (see Diacet- 
uriaj 

diastase in . . 19 

- coefficient of . . 216 
difficulty in starting 

flow of . . 491 

dinitro-aminophenol in 903 
dribbling of, from para- 
lysis of sphincter . . 495 

- retention . . 55, 492 

- rctroverted gravid 

uterus . . . . 841 


! Urine , dribbling of, contd . 

from stricture 492. 575 

- (and see Incontinence) 

- effervescence in, from 

carbonate . . . . 5 

- epithelial casts in (see 

Casts, Urinary) 

- extravasation of, aching 

in perineum from . . 579 j 

- from rupture of | 

urethra . . . . 351 j 

- - scrotul fistula from. . 767 j 

- fseculent, from Bacillus I 

coli . . . . . . 647 | 

- fat droplets in . . 140 J 

- fatty casts in . . (Fig. /d> 6 

- filaments in, in gleet . . 228 

from urethritis . . 229 - 

- fluorescence of, after 

eosin . . . . . . 904 

foul-smelling, from cys- \ - 
titis . . . . . . 699 

fragments of new growth 1 - 

in . . . . 10, 349 1 - 

- papilloma in . . 722 - 

gas in, due to Bacillus 

coli , . . . . . 647 

- yeasts . . . . 647 - 

globulin in . . . . 5 i - 

- in acute nephritis . . 12 - 

glycuronlc acid In . . 327 - 

from drugs . . 332 , - 

golden-brown, in per- i 

nicious antemia . . 422 - 

- from urobilin . . 422 ; - 

granular casts in '• - 

( Fig 9) 6, 34° i 
gravel in, nfter renal 

colic.. .. .. 554 - 

green, account of . . 906 

- from biliverdin 903, 906 - 

- in jaundice.. .. 906 - 

- from methylene blue 906 - 

- sweets . . . . 906 j - 

greenish, in carboluria 906 j - 
yu-uacum test applied to 12 ■ 
hwmutoporphyrin in. . 903 I - 

- (and sec Hxmaturia ; : - 

llaemoglubinuria) 
hairs In . . 646 - 

hexagonal crystals in i - 
(rig. 177 > 203 - 

high - coloured, from 
active congestion of 
liver . . . . 417 - 

- in cirrhosis of liver. . 466 : - 

-- with hepatic abscess 464 - 

- in influenza . . 712 • >- 

- with lardaccous kidney 10 - 

- from urocrvthrin . . 902 

homogentisic acid in. , 905 : - 
hyaline tube-casts in 35 3 - 

hydatid booklets in . . 450 - 

hydroquinoneacetic acid 

in 905 - 

incontinence of (see 

Incontinence) ! - 

indican in (sec Indicanuria) - 
injections into guinea- j 
pig in diagnosing 
spirochetosis . . 693 i - 
iodides in . . . . 94 , - 

- guaiacum test and . . 125 1 - 
iodine coefficient of, in 

carcinoma of pancreas 129 ; - 

normal . . . , 129 ; - 

in pancreatitis . . 1 29 j - 

lactose in . . . . 327 j - 

lasvulosc in . . . . 327 

In lardaceous kidney . . 10 - 
lead in 45, 85, 94, 155, 184 ; 
leucin in, in acute yellow 1 -- 
atrophy 345, 416, 928 : - 
leucocytes in (see Leuco- j - 
cytes) I - 

melanin in 469, 477, 831 1 - 
melaninogen in 831, 905 
mcthaemoglobin in (sre 
Mctlwenv >globinuria) 
methylene blue in, tests 

for 906 

micro-organisms in . . 88 

- (and sec Bacteriuria) 

microscopical examina- 
tion of . . . . 8 

milky, from chyluria . . 140 

- phosphates . . . . 638 

- phosphaturia . . 140 

- (and see Chyluria) 

MUCUS IN .. ..496 


Urine , mucus in. contd . 

- - from catarrh . . 496 

- cystitis . . . . 2 39 

in normal females . . 496 , 

from oxaluriu . . 496 

lube-casts simulated 

by . . . . 496 

- murky, in hemoglobin- 

uria . . . . 357 

- nitrogen in phosphorus 

poisoning .. ..421 

- normal daily total of . . 652 

- nucleoproteln In, albu- 

minuria simulated by 524 ; 

- - from oxaluria . . 524 ! 

- obstruction to outflow j 

of, causes of 9 

granular kidney from 1 1 

opalescent from albumen 5 

carbonates . . . . 5 

coli bacilluria . . 6‘>9 

- - globulin . . . . 5 

nuclooprotcid 5 

- - phosphates . . . . 3, 5 

- - in pyelitis . . . . 718 

from salicyl-sulphonic 

acid . . 7 

in tuberculous kidney 719 - 

- orange-coloured . . 902 

Irom bilirubin . . 903 - 

urocrythrin . . 902 

- over-abundant (see 

Polyuria) 

- oxalate in « see Oxaluria) 

- oxybutvric acid in . . .3 

- pale and abundant, in 

angina pectoris ..533 
in ascending nephritis 11 

- - chronic nephritis . . 15 - 

- - with lardaceous kidney It) - 

- - in pyelitis . . . , 720 - 

- - tuberculous kidney 719 - 

- pentose in . . . . 327 

- perineal passage of . . 766 - 

- phosphates in see Phos- 

phates ; ami Phosphaturia. 

- picramic acid tn .. 90 3 - 

- pigment granules in, in 

malaria . . . . 39 - 

- Pink 903 

- from aperients . . 904 - 

chrysophanic acid.. 904 

- after eosin . . . . 904 - 

from rhubarb . . 904 

rosaniline . . 904 

- santonin . . . . 904 - 

- - senna . . . . 904 

- - alter sweets . . 904 

- pink deposit in, due 

to urates . . . . 899 - 

pinkish, in urohilinuria 902 - 

plugs of mucopus in . . 349 
porphyrin in (sec Por- 
phyrinuria) 
porter-coloured, in 

acholuric jaundice. . 419 ; 

- septicecmia . . . . 419 - 

purple, due to indigo 

blue 907 - 

pus in isec Pyuria) | 

pyriform cells in . . 902 ' - 

ray fungi in . . . . 724 - 

red 903 

- from blood . . 903 

- chrysophanic acid . . 903 - 

- eosin . . .. 9(H I - 

- in ha*maturia . . 348 

- due to haemoglobin- 1 -- 

uria , . 903 j - 

- in infants, from por- 

phyrin . . . . 904 

- after phenolphthalcin 90.3 j - 

- due to porphyrinuria 903 

- rosanilin . . . . 903 1 - 

- sweets . . . . 903 | - 

- urofuscin . . . . 903 - 

- uroporphyrin . . 903 ! - 

red corpuscles in, in | 

acute nephritis . . 17 ! - 

reducing substances in, | - 

various . . 327 ! 

reduction with, after I - 

acetanilide . . . . 196 i 

drugs . . . . 196 

phenacetin . . 196 

phenazone . , 196 

aulphonal . . 196 

trional . . . . 196 

veronal . . . . 196 

removal of albumin from 20 


; Urine , contd. 

■ - renal cells in (see Cants, 

; Urinary) 

- epithelium in, in bac- 

teriuria . . . . 90 

- resin in, from copaiba 6 

- retention of (sec Retention) 

- alter rhubarb. . . . 903 

- in rowing men . . 18 

- salicylate products in 214 

- salol products in . . 214 

-- alter santonin . . 903 

- scanty, Irom active con- 

gestion ol liver .. 417 

- - in acute nephritis . . 353 

- - chronic nephritis . . 13 

- - with hepatic abscess 464 

- after senna . . . . 903 

- sheeny, in pyelitis . , 718 

- smoky, in acute nephritis 12 

- - general infections . . 90 

land sec Huematuria) 

- solids, low, in pyelitis 718 

- specific gravity of, in 

acute nephritis .. 12 

- - alcoholism . . 331 

- - Bright's disease. . 263 

- - - chronic nephritis 15 

diabetes . . . . 331 

- • high, in acute ne- 

phritis.. .. 353 

- - cirrhosis of liver 466 
diabetes 3 34, 655 

- in lardaceous disease 10 
low, from ascending 

nephritis .. 11 

~ • - - in chronic inter- 
stitial nephritis .347 

- - diabetes . . 334 

- - - insipidus . . 655 

mvxicdcmu . . 50 

- with obstructive 

anuria . . 55 

- - - - polycystic kid- 

neys.. 353, 450 

- - - in pyelitis . . 718 

- - - - tuberculous kid- 

ney . . . . 719 

- spectroscope test applied 

to 12 

- spermatozoa in, from 

o\ulutiu .. .. 524 

- s pi roc hir to in, tn ipiro- 

clurtosis tctcrolutmor- 
rhagica . . . . 420 

- spontaneous coagulation 

ot . . . . 140 

- Staphylococcus aureus 

in .. ..(Ftg.Vin 89 
stream, alterations In. . 491 

- - little force in, from 

enlarged prostate 493 

- Streptococcus pyogenes 

longus in . . (lug. 8'J) 89 
sudden stoppage of (low 
of . . . . 491, 493 

- sulphates In, In carbol- 

uria . . . . 906 

- sulphuretted hydrogen 

m 203 

- suppression of . . 57 

- - (and see Anuria) 

- sweetbriar odour of, in 

cystinuria . . . . 203 

- tailed epithelial cells in 902 

- tests for acetone illus- 

trated . . (I-,g. 2-8) 4 
threads In . . 229 

total passed in health. . 490 
tube-casts m (sec Casts, 
Urinary) 

tubercle bacilli in (see 
Bacillus, Tubercle) 
turbid, in pyelitis 718, 720 

- tuberculous kidney 719 
twisted stream of . . 491 
tyrosin in, in acute yel- 
low atrophy 345,416, 928 

URATE DEPOSIT IN 999 
urea in, in acute ne- 
phritis . . , . 12 

- diminished in acute 

yellow atrophy 345, 416 

- low, from obstruction 55 

- percentage . . 19 

- m phosphorus poison- 

ing ..421 

URIC ACID IN ..900 

- crystals in, in acute 

nephritis .. 12 
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Urine, contd. 

- urobilin in (ace Urobilin- 

uria) 

- urochromc in . . 902 

- urosrythrln In.. .. 902 

- uroporphyrin in . . 903 

- per vaginarn 356, 494, 724 

~ vesical cells in 349 

- waxy casts In (Dig. ID 6 

- white ring in, from 

alburnosc . . 6, 20, 22 

urates . . . . 6 

------ urea nitrate . . 7 

Urobilin, absorption band 902 

- fluorescence test for . . 407 

- - illustrated (l : ig. UJ »406 
- spectroscope in detecting 

407. 902 

- spectrum of . . <I ! ig, Ji; 13 

■ in stools . . ..215 

Urobllhurh, account of 902 

- in cholangitis.. .. )29 
-- cirrhosis of liver 784, 9()2 

- from gall-stones . . 129 

- in haemolytic diseases 902 
•' from intestinal infection 902 
■ in liver disease . . 902 

- malaria . . 39, 417, 902 

- hum pancreatitis . . 129 

- in pernicious an&’mi.i 

447. 407, 422, 902 

- after picric acid . . 902 

- pinkish tinge of urine m 902 

- stercobihn allied to . . 902 

- urine orange- yellow m op’ 
Urochrume. normal colon*- 

of urine due to . . 9p2 

- in nru acid ctvMuls . . 900 
Urocrythrm, ellect o! 

alkali on . . . . 902 

- liver disease and . . 902 

- urates and 715, 899, 902 

- In urlae . . 902 

- urine hi^h- coloured 

from . . . . 902 

Uroluscin .. . . 90* 

Uroporphyrin of i r i cher 903 
Urotroplnn, cystitis simu- 
lated after 798 

- hromaturia from 44S, 798 

- hicmo«|obinuna from <57 

- in pyutia . . . , 798 

- strangury due to . . 798 
Uriiea, dermatitis doe to 916 
Urticaria, acute, tiom 

shellfish poisoning . , 127 

• angioneurotic «rd-.in.» 

simulated bv . . 824 

from aspirin ..514 

balsam of Peru .. 917 

• bullous . . . 935 

from crab . . 278. 9 35 

in children , . 600 

- dermatitis herpetiformis 

126, 918 

• erysipelas simulated bv 935 
erythema papulatum dis- 
tinguished from 600 

factitious 'Dig 6 54; 856 

- -- epidermolysis bul- 

losa and . . . . 126 

■ lucmojjlobimiria in 358 

- tinker affected by . . 301 

- Jiorn fish . . 824 

formalin . . . . 917 

tried tish . . 9 35 

- in hydatid disease . . 470 

- it chi i iff in . . 600, 659 

- from jelly-fish sling . . 278 

- of lips . . . . 459 

- from lobster . . . . 9 35 

- mussels . . 9 35 

- nigricans . . 644 

- papular . . 600 

- papulosa . . 598 

- - wheals in . . . . 935 

~ parts affected by . . 600 

- pemphigus and . . 127 

- pigmentosa . . 644 

factitious lesions in 889 

itching in . . . . 889 

wheals in . . . . 889 

xanthoma multiplex 

distinguished from 889 

- from pock . . . . 824 

- ptomaine poisoning . . 514 

- in rat-biic fever . . 740 

- scales in . . 744 

- scarlet fever simulated 

by 935 


I Urticaria, contd. I 

- from sea-cat pricks . . 278 ! 

- after serum 277, 659, I 

677, 851 | 

- from strawberries 278, 9 35 

- tongue swollen with 851 

- from weever-fwh prick 278 


- wheals in . . 600, 934 

Uterine colic, causes of 148 

- from defective uterine 

muscle . . . . 238 

- - in membranous dys- 

mcnorrhora . . 238 

- sepsis, noises in head 

from . . . . 504 

- - vertigo from . . 504 

- sound (sec Sound i 
Uterus, absence of, sterility 

due to. . . . . . 79 3 

- adenomyoma of, pelvic 

swelling due to , , 840 

- adhesions round, colic 

due to . . ..148 

ameversion of, dystocia 
from . . . . 250 

- from pendulous belly 250 

asymmetrical, in preg- 
nancy . . . . 489 

- bacteriological investi- 

gation of . . . . 83 

- carcinoma of (see Carci- 

noma) 

- cast of 237 

from membranous dys- 
menorrhcaa . . 238 

pregnancy . . . , 238 

vervixof ,*-ee Cervix Uteri 
chorion-epithelioma of, 
colic due to , . 148 

metrorrhagia fiom . . 487 

- pelvic swelling due to 840 
coihlcate, d\ smenorrlura 

with. 238 

sterility due to . . 79.3 
congestion of, backache 
from .. 48 3, 573 

- - dysmenorrhtea from 238 

leucorrluxa from . . 483 

- - menorrhagia trom 

482, 483 

- - pelvic p,un from . . 573 

- contraction ring of, 

dystocia due to . . 250 
- recognition of .. 251 

- contractions felt . . 61 


curettage of ; sec Curettage; 
discharge trom see 
Discharge i 

disease of, backache 

trom . . . . 528 ‘ 

- - chloasma from 642, 643 

- - frequency of mic- 

turition from . . 901 

- - pain in leg trom . . 543 

- displaced, albuminuria 

trom 9, 1 1 

- - ascending nephritis 

trom . . 9 

- casts in urine from. . 11 

- - by cellulitis . . . . 843 

- - colic due to. . . 148 

- sterility due to . . 793 

- distance sound pusses 1 

into . , . . . . 483 

double, aincnorrhtta 
with. . . . 2 3 

- drawn up by ovarian cyst 60 

• enlarged, in endome- 
tritis 238 ; 

- - by tibromyoma . . 483 j 

- - from pregnancy . . 489 j 

- felt per rectum . . 728 

- tibromyoma of (see 

Fibromyoma) 

- fixed by cellulitis . . 843 i 

pelvic abscess . . 843 i 

with salpingo-oophor- 

itis . . . . 238 

- gravid (see Pregnancy) 

- growths of body of, 

metrorrhagia from . . 487 

- hemorrhage from (see 

Htemorrhage ; Menor- 
rhagia ; Metrorrhagia ; 
Metrostaxis) 

- hour-glass contraction 

of . . . . 250, 252 

- hyperinvolution of 23, 

24, 794 

- inertia of . . . . 252 


Uterus, inertia of, contd. 

- dystocia due to . . 250 

- Infantile, account of . . 793 

- amenorrhcra with . . 23 

7 sterility due to . . 793 

infection of, acute ne- 
phritis from .. 11 

- colic simulated by . . 149 J 

-- general peritonitis 

from . . . . 149 j 

septicaemia from . . 785 

urgent laparotomy 

after . . . . 149 i 

inflamed, pain in spine 
from . . . . 871 

- tenderness of spine 

from . . . . 871 

injury to, colic due to 148 

- instrumentation of (see 

Instrumentation) 

■ Inversion of, account of 658 

cup-shaped depression 

at lundus with . . 658 

- - extrusion of fibroid ! 

simulating . . 658 

after labour. . . . 658 

- - polypoid fibromyoma ; 

simulating . . 658 

- - prolapse of uterus 

simulated by . . 657 , 

- simulating . . 658 

- - severe hemorrhage 

with . . . . 658 

- - shock with . . . . 658 

sound in diagnosing 658 

vulval swelling due 

to .. .. 853 

- irregular in shape from 

libroids . . . . 238 

- lesions of. histology in 

diagnosing . . . . 487 

- lipiodoi in {l-'ig. 692) 940 

- neurosis of, colic due 

to 148 

- ovarian cyst and position 

of . . 60 

- polypus of (see Polvpus) 

- PROLAPSE OF . 657 

- (and see Prolapse) 
rapid enlargement of, 

from cystic change 
in fibroid . . . . 488 

- - - sarcoma . . . . 488 

- referred pain from 

(Dig. 66' j) 871 

-- retroflexion of, bimanual 
examination in dia- 
gnosing . . . . 238 

- - dysmenorrlncn from 237 
endometritis with . . 483 

- - menorrhagia with . . 483 

- retroverted, backache 

from . . . . 573 

- - bearing-down pain 

from . . . . 529 

bimanual examination 

in diagnosing . . 238 

- - dyschczia seldom due 

to . . . . . . 166 

- - dysmenorrhoea from 237 

- - dvspurcunia due to 239 

- - endometritis with . . 483 
felt per rectum . . 728 

- - gravid, amenorrhaa 

with . . 841 

bladder distended 

from 61, 815, 841 ! 

incontinence of I 

urine from . . 61 ] 

retention of urine 

from . . . . 55 ! 

strangury due to 797 j 

tenesmus due to 873 ; 

urine dribbling j 

with . . . . 841 

- - menorrhagia from482, 483 

- - micturition difficult 

from . . . . 492 

pelvic pain from . . 573 

- - pregnancy In . . 841 

- sciatic pain from . . 539 

- vomiting due to . . 929 

- rupture of . . . . 252 

- sarcoma of (sec Sarcoma) 

- secretion of normal . . 231 

- reaction of . . . . 231 

- site with ascites . . 60 

- small adult, amenor- 

rhoea with . . . . 23 

sterility due to . . 793 


Uterus , contd. 

- spasm of, dystocia from 250 

- subinvolution of, chronic 

metritis from . . 483 

- endometritis with . . 483 

- after labour . . 483 

- menorrhagia from482,483 

- metrostaxis from . . 489 

- superinvolution of, 

amenorrhoea from 23, 24 

- bimanual examination 

in diagnosing . . 24 

- - after pregnancy . . 24 

- - sound in diagnosing 24 

- tetanic contraction of 252 

- tonic contraction of . . 252 

- tuberculosis of, colic 

due to . . . . 148 

- metrorrhagia from. . 487 
tumour of, albuminuria 

from . . . . 11 

- breaking down, an- 

eemia from . . 47 

- casts in urine from 11 

- jaundice from 407, 413 

- kidney enlargement 

simulated by . . 438 
unicornuate, ovarian 
atrophy with . . 24 

- X rays and lipiodoi in 

investigating (Fig. 691) 939 
IJva ursi, polyuria from 653 

urine black from . . 904 

brown from . . 904 

Uvula, actinomycosis of 762 

- - sore throat due to . . 757 

- aspergillosis of, sore 

throat due to . . 757 

- carcinoma of . . . . 762 

- - sore throat due to. . 757 
catarrh of, bacteria which 

cause . . 757 

sore throat due to . . 757 

- diphtherial membrane 

on 248 

- gumma of . . . . 762 

sore throat due to . . 757 

- Inflammation of .. 761 

- - cervical adenitis from 763 

- - cough from . . 186 

- aedematous, cough from 186 

- pendulous, cough from 

186, 188 

- tuberculosis of . . 762 

sore throat due to . . 757 


yACCINAL eruptions 920 

* Vaccination, chcloid 

from .. .. 131 

Vaccine, actinomycotic . . 562 

- rigor after . . 737 

Vaccinia, anthrax simu- 
lated by . . . . 824 

- of face 824 

- papules in . . 920 

- pustule in . . 920 

- small-pox simulated by 920 

simulating . . . . 685 

- vesicles in . . . . 920 

Vacciniform erythema of 

infants . . . . 498 

Vacuoles in malaria para- 
sites . . 42 

Vagabond’s pigmentation 
of skin . . . . 642 

Vagina, absent . . . . 23 

amenorrhoea from . . 23 

dysparcunia due to 239 

- bacteriological investi- 

gation of . . 43, 83 

- carcinoma of (see Car- 

cinoma) 

- closed, sterility due to 793 

- cyst of, presenting ex- 

ternally . . . . 638 

- decubitus ulcer of . . 231 

- dermatitis herpetiformis 

affecting . . . . 95 

- distention of . . . . 23 

- erythema bullosum 

affecting . . . . 95 

- extroversion of bladder 

into . . . . . . 658 

- faeces passed through 356 

- fibromyoma of, vulval 

swelling due to . . 853 

presenting through 

657, 658 

- gonococcus from . . 425 
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Vagina , contd . 

- growth in, felt per rec- 

tum . . . . . . 728 

- haemorrhage from, in 

infants . . . . 489 

- - purpura haemor- 

rhagica . . . . 346 

(and see Menorrhagia ; 

Metrorrhagia ; Met- 
rostaxis) 

- hyperaesthesia of, dys- 

pareunia from . . 239 

- imperforate, amenor- 

rhoea from . . . . 23 

- kraurosis of . . . . 855 

- normal secretions of . . 231 

- pain in, from kraurosis 239 

- pemphigus affecting 95, 127 

- prolapse of, discharge 

due to . . . . 231 

- rigidity of, dystocia due 

to 250 

- short, in pseudo-her- 

maphroditism . . 793 

- sinus of . . . . 23 

- stenosis of . . . . 23 

- - after fevers . . . . 2 3 

from kraurosis 239, 855 

vaginitis . . . . 23 

- swollen in obstructed 

labour . . . . 252 

- tenderness of, from 

pudic neuritis . . 239 i 

- tumour of, prolapse of I 

uterus simulated by 657 / 

- - dystocia from . . 250 
protruding through 

657, 658 

- urinary fistula in . . 494 

- urine passed through ' 

356, 494, 724 
Vaginal casts (see Casts; 

- DISCHARGE . . . 231 

(and see Discharge, 

Vaginal) 

- examination in acute 

nephritis . . . . 10 

appendicitis 151, 814 

ascites and.. 60, 66 

- - in bearing-down pain 

cases , . . . 529 

blood per anum . . 97 

calculus felt on . . 56 

- - in chyluria . . . . 140 

colic cases . , ..151 

- - diagnosing carcinoma 

of bladder 56, 350 

uterus . . . . 57 

diverticulitis 556, 557 

obturator hernia 832 

oophoritis . . 559 

ovarian new growth 413 

- tumour . . 777 

- - - parametritic abscess 693 

- - - prolapse of ovaries 239 

- - - pyosalpinx 693, 

715, 724, 728, 829 

- - - retroversion and 

flexion.. .. 238 
-.iloingitis . • *>59 

.ilpingo-odphoriris 239 
- suppurating ovarian 

cyst . . . . 693 

- - tuberculous kidney 719 
... _ i n dysmenorrhoea . . 238 

- - hydrops amnii and 61 

- - in lumbago.. .. 528 
oedema of leg cases. . 512 

- - ovarian cyst and . . 60 

- - in paralysis of legs. . 81 

- - peritonitis . . . . 151 

- - during pregnancy . . 251 

- - in sciatica . . . . 539 

- - tenesmus . . . . 873 

tuberculous ureter 

felt on 352, 355, 719 

ureter felt on 350, 

448, 721 j 

- - ureteral calculus felt 

on 720 

- secretion, failing, in 

dystocia . . . . 252 

lactic acid in . . 231 

long bacillus normal 

in 231 

normal amount of . . 231 j 

reaction of . . . . 231 

Vaginismus, dyspareunia 
from . . . . 239, 240 , 

- neurotic . . . . 240 I 


Vaginismus , contd. 

- due to spasm of levator 

ani 239 

- sterility due to . . 793 

Vaginitis, account of . . 231 

- aching in perineum 

from . . . . 579 

- from decubitus ulcer. . 231 

- discharge due to . . 211 

- after fevers . . . . 23 j 

- granular catarrhal . . 231 

- in infancy . . . . 23 

- membranous, due to j 

Bacillus coli . . 232 1 

casts of vagina due to 2 32 

due to diphtheria . . 232 ! 

- from pessary . . . . 231 

- prolapse . . . . 231 . 

- seldom primary . . 231 : 

- senile granular, metro- 

staxis from . . . . 489 

- stenosis of vagina from 23 ! 
Vagus nerve (see Nerve, 

Cranial, Tenth) I 

- nucleus degeneration, 

acute dyspnoea from 606 

laryngeal paralysis i 

Irom . . . . 606 

Valerian, cacogeustia lrotn 860 

- erythema from . . 275 
Valetudinarianism in hepa- 

toptosis . . . . 463 , 

Valvular disease, acute 
rheumatism ami J 7, 68, 1 36 

- albuminuria from 17, 68 

- - aortic (see Aortic Disease' 

- - ascites and.. 62, 68 

- - cerebral embolism 

from . . . . 170 

- - Cheyne-Stokes breath- 

ing from . . ..139 

- - chorea and . . . . 17 

- - erythema and . . 17 

- - growing pains and.. 17 

- - heart failure from 1 7, 

68, 60, 139, 201 

- - - impulse displaced 

in . . . . 373 

- history pointing to . . 17 

-- - menorrhagia from . . 484 

- - in Mongolism . . 236 

oedema of legs from 517 

palpitation from . . 594 

shortness of breath 

from . . ..in 

subcutaneous nodules 

and . . . . 17 

- - tonsillitis and . . 17 

- - (and see Aortic Re- 

gurgitation ; Heart ; ! 

Mitral Stenosis, etc.) 

Van den Bergh’s test . . 414 
Vanilin, erythema from 275 
Vanilla, dermatitis due to 915 
Vaquez’s disease fscc Poly- 
cythemia, Splcnomcgalic) 
Varicella (see Chicken-pox) 


Varicocele, aching pain in 855 

- - in testis from . . 589 

- bag-ol -worms feeling in 855 

- hernia with . . . . 83 3 

- - simulated by . . 833 

- impulse on coughing in 589 1 

- omental hernia simu- 

lating . . . . 851 

- orchitis after operation 

for 86 

- in pendulous scrotum 589 ; 
-- with renal tumour 437, 449 

- testis atrophy from . . 85 

- vulval . . . . 853, 855 

Varicose ulcer, epithelioma 

from . . . . . . 895 j 

- of leg . . 893 


- veins (sec Veins, Varicose) 
Variola (see Small-pox) 

Varix, saphena (see 

Saphena Varix) 

Varnish, aeroplane (see 
Aeroplane Dope) 

- bull® from . . . . 123 

- dermatitis from . . 124 

- erythema from . . 275 

- vesicles from . . . . 124 

Vas aberrans of Haller, 

cyst of . . . . 587 

- deferens thickened in 

epididymo-orchitis 584 
tuberculous epi- 
didymitis .. 851 


Vas deferens , contd. 

tuberculous (see Tu- 
berculosis) 

Vascular lesions In abdo- 
men, colic simulated 
by 152 

- — peritonitis simulated 

by . . 152 

Vasodilators, angina abdo- 
minalis and . . . . 396 

- - pectoris and . . 396 

- in diagnosis of cause of 

cardiac pain . . 53 

Vasomotor disorder in 

neuromyositis . . 569 

-- - peripheral neuritis . . 570 

- — after poliomyelitis.. 620 ; 

- instability, huntings due j 

to . / . . • • 296 j 

- lesions in infantile para- j 

lysis. . . . . . 145 j 

- neuroses (see Neuroses) i 

- symptoms from cervical i 

rib . . ... ■ • 204 , 

Vatcr, ampulla ot \sec ! 

Ampulla) 

Vegetables, absence of, 

scurvy from .. 9^. 679 ; 

- bottled, botulism from 243 

- in cure of scurvy rickets 51 

- epiphora from . . 27 ^ 

- oxaluria from . . 523 

Vein, aneurysm obstruct- 
ing. oedema from 511, 512 

- axillary, secondary 

growth round . . 322 

- - thrombosis of, spread 

to superior vena 
cava . . . . 515 

- - - from whitlow . . 515 

- blood-flow In, method 

of testing direction 
of 908 

- femoral, thrombosis of, 

embolism of lung 
Irom . . 199 

- - - oedema of leg from 512 

- glands obstructing, 

tedema from . . 511 

- iliac, pelvic tumour 

obstructing . . ..512 

- - thrombosis of <scc 

Thrombosis) 

- innominate, obstructed 

by enlarged glands . . 476 

- — — new growth . . 248 

- - - oedema of arm from 910 

- - -■ varicose veins on 

chest due to . . 910 

- - thrombosis of, causes 

of .910 

- jugular, thrombosis of 

• sec Thrombosis) 

- mesenteric, thrombosis 

of 'see Thrombosis; 

- popliteal, obstructed by 

aneurysm .. ..512 

- - thrombosis of, cedcma 

of leg from . . 512 

- portal, obstructed, account 

of 66. 67, 344 

- - - albuminuria from 344 1 

- - - by aneurysm of 

hepatic artery 61, 67 ; 

- - - ascites from 61, 

63, 344, 784 

causes of . . 61 

distended abdominal j 

veins from . . 344 j 

- - - by enlarged glands ; 

66, 778, 784 

- - - gall - bladder ! 

tumour . . 778 j 

- - - bamtatemesis from 344 I 

- - - hsemorrhagic ero- 

sions from . . 344 

- - jaundice with . . 784 I 

by leuk®mic glands 66 

- - liver tumour . . 778 

- - lymphadenomatous 

glands . . 61, 66 

lymphatic leukaemia 

glands .. 61 

- - - malignant glands 61 I 

nausea from . . 344 

oedema of legs from 344 

by pancreatic 

tumour . . 778 

renal tumour , . 67 

some causes of . . 412 


Vein, portal, obstructed, contd. 

spleen enlarged 

from . . 778, 784 

stomach congestion 

from . . 344 

- - - by thrombosis . . 61 

- -- -- tuberculous glands 

61, 66, 67 

- - - tumour of colon 61, 67 
duodenum 61, 67 

- - - - kidney . . . . 61 

liver . . . . 61 

------ pancreas 61, 67 

stomach 61, 67, 778 

- - - - suprarenal 61, 67 

tumours . . 61, 67, 784 

- - - varicose gastric veins 

from . . 344 

- oesophageal veins 

from . . 344 

- -- - vomiting from . . 344 

- - pressure on, ascites 

from . . 344 

- - - luematcmcsis from 

336, 344 

- - - jaundice with . . 344 

- - thrombosis of (sec 

Thrombosis > 

- pulmonary, aneurysm 

opening into . . 534 

-- renal, thrombosis of 
i see Thrombosis) 
retinal, thrombosis of 
- t see Thrombosis 

- rupture of, purpura due 

to 676 

- saphenous, thrombosed 

before inferior vena 
cava . . ID 

- - - cedcma of one leg 

from .. .. 10 

- splenic, thrombosis of, 

harnmiemesis from . . 345 

- subclavian, obstructed, 

distended neck veins 
from . . i I t, y. 520' 660 

- - - - thoracic veins 

from > J ig. 660 

- - - by mediastinal 

h mphosarcoma 

ii'ig. 520, 660 

- superficial circumflex 

iliac, congested in 
appendicitis . . 558 

- - - thrombosis of. pain 

in iliac fossa from 557 

- thrombosis of (see 

Thrombosis of Vein ' 

- tumour obstructing, 

<edema from .. 511 

Veins, abdominal, direc- 
tion of blood-flow in. . 908 

- - distended in ascites 59 

- - - from inferior vena 

cava obstruction 59 

- - - portal obstruction 344 

- - reversed current in 10, 59 

- - - - from interior vena 

cava obstruc- 
tion . . . . °08 

- - varicose (sec Veins, 

Varicose) 

- appendicular, throm- 

bosis of, colic from . , 148 

- of arm, distended, due 

to axillary aneurysm 817 

- cerebral, rupture of, in 

fit of passion ..145 

- - - talipes from . . 145 

- - - in whooping-cough 145 

- - thrombosis of, after 

influenza 145 

- measles .. 145 

- - - talipes from . . 145 

- on face, dilated, in cir- 

rhosis of liver . . 466 

- frontal, diluted, from 

cavernous sinus throm- 
bosis . . 284 

- gastric, varicose, from 

portal obstruction.. 344 

- jugular, enlarged thy- 

roid compressing . . 877 

- mammary, distended 

in pregnancy . . 837 

- in neck, collapse of, 

from adherent peri- 
cardium . . 265 

- - distended from aneu- 

rysm {Fig. 218) 260 
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Veins in neck , distended , contd. 

from lymphosarcoma 

of mediastinum 

(Fig. 520 ) 660 

superior vena cava 

obstruction 

(Fig. 218 ) 260 

- - pulsation of, nutmeg 

liver and. . . . 463 ! 

- new growth invading, 

gangrene from . . 322 j 

- oesophageal, varicose 

(sec Veins, Varicose) 

-- ophthalmic, dilated, 

from cavernous sinus j 
thrombosis . . . . 284 ; 

- pelvic, pressure on, 

oedema of vulva from 855 

- prominent over sarcoma 821 

- renal, involved by kid- 


ney growth . . 10 

- - thrombosis of (see 

Thrombosis) 

- retinal, dilated in optic 

neuritis . . 510 

- - - and tortuous, from 

thrombosis of 
retinal vein .. 519 

- - empty, from retinul 

embolism . . 520 

~ - tortuous in optic 

neuritis . . . . 519 

- thoracic, blood-flow 

reversed in, from 

superior vena cava 

obstruction.. .. 910 

- - dilated from adherent 

pericardium . . 265 

- - - lymphosarcoma of 

mediastinum 

(Fig. 12 0) 660 
media, stinitis . . 5 <5 

- • varicose see Veins, 

Varicose' 


“ umbilical, dilated in cir- 
rhosis ol liver 59, 67, 465 

- VARICOSE ABDOM- 

INAL .008 

- - - with ascites . . 909 

- from interior vena 
cava thrombosis 

10, 68, 909 

- - - reversal of blood- 

flow in . . . . 10 

- - - lrom syphilitic 

mediastinitis 

(Fig. M2) 908 

- - gastric, from portal 

obstruction . . *44 

- - gumma with . . H95 

nodules on legs from 502 
in nose, cpisr axis from 27 * 

- - oedema due to . . 511 

- - oesophageal, in cir- 

rhosis of liver . . 337 

- - - hflcmutcmcsis from 

336, 337 

- - - from portal obstruc- 

tion . . 344 

- - in orbit . . . . 285 

- - pelvic, dystocia due to 250 

- - phlebitis in . . 539 

- - pigmentation round 677 

- - with popliteal aneu- 

rysm ^ . 844 

- - ruptured, fainting due 

to . . . . . . 297 - 

purpura due to. . 676 

- - vulval swelling due 

t» . . . . 853 

- - saphena varix with. . 825 

- - THORACIC . . 910 

- - - from aneurysm 

{Fig. 218) 260 

- - - innominate vein 

obstruction . . 910 - 

- - - intrathoracic new 

growth. . . . 365 , - 

mediastinal fibrosis 137 

growth . . 386 i 

new growth 1 36, 

248, 260, .365, 911 

- - - superior vena cava 

obstruction 

136, 137, 

(Fig. 218) 260, 

365, 515, 910 - 

syphilis .. 137 

syphilitic medias- 
tinitis (Fig. 682) 908 - 


Veins, varicose , contd. 

thrill in . . . . 825 

— ulcer due to . . 893 

Vena cava, inferior, 

involved by kidney 
growth . . 10 

- - - obstruction, abdo- 

minal veins dis- 
tended from . . 59 


- - - - albuminuria from 

9, 909 

by ascites 59, 515,909 

- - - - ascites from 

62, 63, 68 

- - - - asphyxial neph- 

ritis from . . 9 

- - - - by carcinoma . . 9 

- - - - chronic medias- 

tinitis 62, 68 

- — effects of 9 

- by enlarged bron- 
chial glands . . 476 

- - liver . . 909 

- - - - - mediastinal 

glands . . 476 

- - - ■ - spleen . . 909 

- - growth in re- 

troperitoneal 
glands . . 909 

- - - - hacmaturia from 

9. 909 

- - - - by intrathoracic 

new growth 68 
• - — - leucocytes in 

urine from . . 9 

... . .. by malignant glands 9 

- - - mediastinal 

growth . . 62 

■ - - - new growth . . 515 

- - in kidnev . . 910 

------- retroperi- 
toneal 

glands . . 910 

- - - within it 

(Fig. MV 909 

- - - - (edema of back 

from . . 9 

------ genitals from 9 

------ legs from 9, 

63, 515, 517, 909 
. ... ... - by ovarian evst 

515, 909 
- alter phlebitis . . 515 

- - - renal cells in 

urine lrom . . 9 

■ - - - reversed blood- 

flow in abdo- 
minal veins 
due to . . 908 

■ - - - by thrombosis 

62. 68, 909 

- - - tube-casts from 9 
• - thrombosis of (see 

'Thrombosis ) 

- superior, obstruction 

lrom aneurysm 
198, (Fig. 218' 260. 

514, 516, 910, 911 

- - - blood - flow in 

chest veins re- 
versed Iron 9 1 0 

- - - by congenital 

fibroma . . 911 

- - - cyanosis from 

196, 198, 260 

- - - by dermoid cyst 911 

- - - enlarged bron- 

chial glands 476 

- - - - mediastinal 

glands . . 476 

hydatid cyst . . 910 

- - - mediastinal fibro- 

sis 137, 198, 

514, 516 j 

----- growth 514, 516 

gumma 514, 516 

- - - - sarcoma . . 910 

new growth 132, 

136, 198, 248, 

260, 365 j - 

oedema of arms j 

from 198,514, 

516, 910 ! 

face from 

198, 514, 516, 910 j 
head from . . 910 i 

- - - - neck from 

514, 516, 910 

by syphilis , . 137 

thrombosis . . 516 


I Vena cava , superior, contd. 

I - - — obstruction, varicose 
I veins on chest 

from 136, 137, 

(Fig. 218) 260, 

; 365,515, 910,911 

| opened by aneurysm 

I 122, (Fig. 169 ) 198 

- - — thrombosis of (arc 
j Thrombosis) 

| Venereal ulceration of 
J rectum, blood per anum 


from . . . . 97 

j - - - tuberculous ulccra- 
: tion simulating 101 

Venesection, colour index 
after . . 44 

- Icucocytosis after . . 453 

- in uraemia . . . . 154 

Venom, snake, delirium 

from . . ..211 

Venous hum, subclavicu- 
lar, in children . . 122 

- pulse in neck in dia- 

gnosing heart-block 667 

- stasis, diarrhoea from . . 217 

- - intestinal catarrh from 217 

- stigmata due to alcohol 881 
Ventilation, bad, fainting 

due to . . . . 297 

headache from . . 371 

insomnia due to 402, 403 

morning headache 

and . . . . 370 

Ventral hernia of laparo- 
tomy scar . . . . 636 

Ventricle, Intrinsic rate of 
contraction of.. 667, 670 

- lateral, air distention of 

'Figs. 688 , 689 ' 937 

- - - .injection into .. 936 

- - distended in hydro- 

cephalus 

(Fins. 688. 689 > 937 

- - skiagram <>1 ( Fig. 687 > 936 


- left, hypertrophied, ac- 

centuated aortic sound 
with . . . . . . 2 

- from aomc disease 374 

- arteriosclerosis 

2, 374, 729 

- - in athletes . . 274 

- - causes of. . . 258 

with chronic neph- 
ritis . . . . 2 

- - in elderly people 374 

- - - from granular kid- 

ney . . 729 

- - with high blood - 

pressure 2, 729 

- - impulse displaced 

to left and down 
with . . . . 374 

- - - from mitral regurgi- 

tation . . /. 374 

~ - - prolonged first 

sound with 2, 373 

- - reduplicated first 

sound with . . 729 

- - from renal disease 374 , 

- - skiagram (Fig. 107 • 1 21 ' 
nerve relations of . . 863 

- preponderance of, 

electrocardiogram ; 

of . . (Ftg. 109) 122 
nerve-supply of . . 533 ; 
right, dilated in em- 
physema . . . . 536 | 

- - gall-stones simu- ; 

lated by . . 536 

gastric ulcer simu- j 

lated by . . 536 j 

- - pain in epigastrium i 

from . . . . 536 i 

- enlargement of 267-269 

- - causes of . . . . 268 

- - from chronic broil- j 

chitis . . . . 374 j 

- - emphysema . . 374 

impulse displaced j 

to left with . . 374 j 

- - from mitral regur- j 

gitation . . 374 

stenosis .. 71 

- - sign of . . . . 71 

skiagram (Fig. 107) 121 

- preponderance of, 

electrocardiogram 
of . . (Fig. 108) 122 
single . . 196, 267 


Ventricle , contd. 

- thrombus in, cerebral 

embolism from . . 170 
Ventricles, diameter of. . 70 

Ventricular extrasystole, 
electrocardiograms of 

(Figs. 53 5, 537 ) 669 
Ventrlculo-systoltc wave In 
polygram . . 663 

Vcratria, muscle tonus and 175 
Veratrum album, derma- 
titis due to . . . . 916 

- viride, dermatitis due to 916 
Verey’s lights, barium 

salts in . . . . . . 917 

dermatitis from . . 917 

Vermiform appendix (see 
Appendix) 

Vermin-killer, phosphorus 
in . . . . . 94 

- strychnine poisoning 

from 521 

- suicide by . . 94 

Vermis, tumour of . . 733 

Veronal, ataxy from . . 77 

- bradypnoca from . . 110 

- bullae from . . . . 123 

- Cheyne-Stokcs breath- 

ing from . . . . 139 

- coma from 110, 154 

- cyanosis from . . 196 

- erythema from . . 275 

- harmoglobinuria from 357 

- rnetha-moglobinscmia 

from . . . . 650 

- mcthaemoglobinuria 

after . . . . 196 

- polycythaemia from . . 650 

- purpura due to . . 676 

- stupor from . . . . 110 

- wheals due to. . . . 935 

Verruca nccrogenica, finger 

affected by . . . . 301 

- plana juvenilis . . 599 

- - papules in . . . . 598 

- vulgaris . . 599 

Vertebra see Spine) 

Vertical area (Figs. 658,659) 867 

- sensory area (Fig. 443) 550 

VERTIGO . 911 

- from acetanilide . . 504 

- in acromegaly . . 504 

- Addison’s disease . . 911 

- airmen . . . . 504 

- due to alcohol 504, 911 

- alterations of blood- 

pressure .. ..911 

- altitude . . . . . . 504 

- in anaemia . . . . 911 

- from anaesthesia of feet 911 

- anuria . . . . 55 

- aortic regurgitation . . 504 

- arsenic. . . . . . 504 

- arteriosclerosis 14,504, 911 

- aspirin. . . . . . 504 

- ataxy with . . . . 77 

- from atheroma of cere- 

bral arteries . . 504 

- aural irritation . . 505 

- in balloonists . . . . 504 

- from blow on ear , . 504 

- in boiler-makers . . 504 
~ from bony changes 

round car . . . . 504 

- bowel troubles .. 911 

- brick-making . . . . 504 

- bromides . . . . 504 

- in caisson workers . . 504 

- from carbon bisulphide 878 

- cerebellar lesions 76, 77, 

110, 912 

- cerebral . . ..911 

- from cerebral abscess 

110, 385, 504, 912 

- - haemorrhage .. 110 

- - lesions . . ..110 

- - tumour 110,385,504,912 

- cervical herpes . . 253 

- chlorosis . . . . 504 

- chronic constipation . . 504 

- coal gas . . 504 

- cocaine . . . . 504 

- coke fires . . . . 504 

- in convalescence .. 911 

- from D.A.H 247 

- deafness with . . 205, 207 

- from dental sepsis 504, 911 

- dial 504 

- diplopia . . . . 912 

- in divers . . . . 504 
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Vertigo, contd. Vertigo , cotitd. Vesicles , conid. Visceroptosis , contd. 

- from drugs . . . . 504 - from stepping on to - sago gruin, in cheiro- - appearance of abdomen 

-duodenal ulcer 482,504 indiarubber. . .. 911 pompholyx . . .. 124 in .. .. 164 

- ear lesions .. .. 912 turf .. .. ..911 - in scabies .. 913, 918 - bismuth and X rays in 

- eighth nerve affection 604 - subjective .. ..911 ■ scabs over .. .. 742 diagnosing .. .. 662 

- encephalitis . . . . 76 - from sulphonal . . 504 - in serum disease . . 277 - colic from . . . . 148 

- as epileptic aura ..911 - sulphuretted hydrogen 878 j - small-pox 678, 684, - constipation from .. 163 

- from eyes .. ,.911 - swinging .. . . 911 j 762, 919, 920 - displaced kidney felt in 526 

- with facial paralysis . . 604 - syphilis . . 504 i - soap dermatitis . . 515 liver felt in . . . . 526 

- falling due to.. ..911 of car .. .. 912 | - supra-orbital herpes.. 640 - duodenal ulcer dia- 

- flushing with .. .. 303 - syringing ear.. ., 912 j - syphilis 683, 686, 919 gnosed from .. 104 

- from foreign body in ear 912 - tobacco .. .. 911 - tuberculosis .. .. 917 - dyspnoea on exertion 

- fractured skull 110. 912 - tonsillur sepsis .. 911 ' — umbilicaied, in small- with.. .. .. 463 

- fumes .. .. .. 504 - toxaemia .. 504, 911 pox .. 913, 920 - epigastric pain from .. 48 

~* general . . 911,— toxic causes . . . . 911 - in urethra . . . . 230 - exhaustion with . . 463 

* from glue-making . . 504 ■ - trional . . . . 504 j - vaccinia . . . . 920 - faintness with . . 463 

- gout . . . . . . 912 | - tumour of auditory - on wheals in infants 935 - figure of (Fig- 146) 165 

- granular kidney .. 504 j nerve .. .. 912 i - (and see Dermatitis 1 - gastric ulcer diagnosed 

■’ Graves’ disease . . 504 j - urarmia . . . . 57 Vesieo-colic fistula (see from . . 104 

- gumma of meninges . . 110 i - uterine sepsis . . . . 504 Fistula) i simulated by . . 48 

- before hamatemesis . . 359 i - visceroptosis . . . . 504 Vesico-pustule . . . . 681 i - heartburn from . . 376 

- after ha:matcmesis . 504 | - wax in car . . 504, 912 j - in syphilis . . . . 601 j - kink of colon from . . 163 

- hsemoptysis . . . . 504 i - in workers in deep pits 504 i Vesicular scminalcs Iclt I - noises in head with . . 504 

- from heemorrhage .. 504 1 Vesical calculus tsce Caiculus) j per rectum .. 728 - pain in epigastrium from 537 

- heroin . . . . . . 504 j - colic (see Colic) ! - - lesions of, pain in 1 - - after food from . . 48 

- high blood-pressure 504,91 1 ! - crises in tabes dorsalis 1 back from .. 528 j - palpitation with .. 463 

- hypnotics . . . . 504 : 627, 798 - nodules in, in renal - sex incidence of 48, 462 

- hysteria .. ... 504 1 - crisis, strangury due to 797 tuberculosis .. 352 - skiagram of colon in 

- inflamed external audi- - tenesmus . . . . 871 - - rectal examination in (Fig. 4ii) 526 

tory meatus . . 504 ; - - (and see Strangury) investigating . . 150 - symptoms of . . . . 463 

- iodide of potassium .. 504 ; - t and sec under Madder) ! - - septic, fibrositis from 571 - undue pulsation of ab- 

- labyrinthine .. .. 912 Vesicants, blisters from. . 124 - - tuberculous (see Tuber- domina! aorta with . . 662 

- due to lacquering .. 878 - bullae from .. 123, 124 culosi.s- - vertigo with .. .. 504 

'■ laryngeal .. .. 912 \ - dermatitis due to .. 915 - - (and see Vesiculitis - vomiting from .. 48 

- in ieontiasis ossea .. 504 , - list of some .. 12 h 124 Vesicular murmur absent - w andering liver in .. 462 

- trom limekiln lumes .. 504: - used by malingerers.. 124 over pleuritic effusion 258 - X rays in diagnosing 

- with low blood-pressure 911 j VESICLES .. 912 - - - pneumothorax .. 647 48, 526, (Figs. 416- 

- from luminal . . . . 504 j - j n acute dermatitis . . 515 -■ - diminished from ! 4 1#' 1 537, 808 

- mcdinal ^ . . . . 504 - anthrax . . 824, ^16 aneurysm . . 260 - (and sec Gastroptosis) 

- in Meniere’s disease - from bites . . . . 920 - - in bronchiectasis 366 Viscid sputum in lobar 

207, 912, 931 - blebs from .. . . 91 t - - - emphysema .. 269 pneunomia 199,788, 

- from meningeal haemor- bullae and ..913 - - fibroid lung 258, 789, 790 

rhage .. 110 burning with.. .. 913 366,790 VISIBLE PERISTALSIS 636 

- - thickening .. .. 504 - in cerebrospinal mcnin- - - - over infarct .. 199 - - (and see Peristalsis, 

- in meningitis .. ... 732 : gilis. . .. .. 278 - - pleuritic effusion 258 Visible; 

- meningococcal mcnin- - chciropompholyx 742, - - - from stenosis of Vision affected in high 

git is .. .. 700 918, 9J9 bronchus .. 260 blood -pressure .. 106 

migraine .. .. 911 - chicken-pox 762, 91 3, (and see Urcath-soundsi -- blue, after cataract 

- from morphia .. 504 919,920 Vesiculitis .. .. 578 extraction . . .. 926 

- in mountaineers .. 504 - corneal, in herpes Iron- - aching in perineum ironi579 - - trom retinal fatigue 926 

- nephritis .. .. 911 ; talis .. ..891 - burning puin in rectum - central.. ..921 

- from nerve exhaustion 504 - crusts from . . . . 913 from . . . . 700 - colour . . . . . . 921 

- with noises in head .. 504 - in dermatitis .. .. 915 carcinoma of rectum - DEFECTS OF.. .. 920 

- nystagmus with 505, 912 herpetiformis 12o, simulated by .. 700 i - - due to aqueous 

objective .. ..911 865, 913, 918 gonococcal .. .. 700 opacity .. 924 

- from occupation .. 504 - dysidrosis .. ..918 pain in penis from .. 576 corneal opacity .. 924 

- omnopon .. .. 504 - ecthyma .. 745 proctitis simulated by 700 - - error of retraction .. 924 

- opium.. . . .. 504 - eczema 598, 599, 602, -- prostatitis simulated bv 700 - - lens opacity .. 924 

- optic neuritis with .. 912 913, 914. 918 - pyrexia due to 688, 713 1 - -- svphihlic choroiditis 518 

- from osteitis deformans 504 i - encephalitis lethargica 278 - rectal examination in - - vitreous opacity .. 924 

- osteoma of cranium .. 110 J - erythema iris.. 126 diagnosing .. 700, 715 double (sec Diplopia) 

- osteoporosis .. .. 504 , multiforme 281,600 919 - septic 700 - Held of .. 921 

- otitis media . . 504, 912 - excoriations after . . 9] 3 - strangury due to . . 797 , - - black spots In . . 92 

- otorrheca . . . . 504 - linger affected by . . 301 Vestibular part of eighth - - blind spots in see 

- otosclerosis .. 504, 912 - the fluid in .. 913 nerve .. .. .. 604 Blind Spot) 

- pachymeningitis .. 504 - due in frostbite .. 920 Vestibule of ear.. .. 205 - - for colours .. .. 921 

- pellagra .. .. 279 - in glanders .. 683, 917 - kraurosis vulva: of .. 855 - - concentrically dim- 

- pernicious anaemia .. 504 - from gnat-bite .. 920 Veterinary work, glanders hushed in hysteria 923 

petrol exhaust fumes . . 504 - in herpes .. 531, 915 Irom .. .. .. 083 - -- constricted in cho- 

■ .:;'one . . .. 504 - - frontalis .. .. 891 Vibices in purpura .. 675 j roido-retinitis .. 924 

oOijin .. .. 504 - - iris .. .. 126, 919 Vibrios, cholera 345,709 — - - functional condi- 

r.urit haemorrhage.. 110 - - progenitalis .. 764 ; Vicarious menstruation tions .. 884, 924 

.liter pust-partum haem- - - zoster 549,564,742,914 (sec Menstruation) J glaucoma 924, 926 

orrhage .. .. 504 - hidroevstoma 913, 918 | Villi, chorionic, in uterine | optic atrophy .. 924 

preceding cerebral I - impetigo 681, 686, 918 cast .. .. ..238; quinine .. .. 922 

hemorrhage ..911 - itching with .. .. 913 j Villous carcinoma of hlad- j — - - retinitis pigmentosa 924 

thrombosis .. 911 ; — in Jacquet’s erythema der (sec Carcinoma of , - - peripheral constriction 

- due to pressure on ; of Infants . . .. 498 Bladder; j of 924 

fenestra rotunda . . 912 j - lichen planus . . . . 919 - tumour of bladder (see I - - spiral contraction of, 

stapes .. .. 912 j - - urticatus .. .. 919 Bladder, Villous I u- ( in hysteria .. 923 

- in psychasthcnia .. 504 ] - of lips.. .. 913 : mour of) - fixation in .. .. 921 

- due to ptomaine poison- |- in lymphangioma cir- Vincent’s angina (see Angina) - GREEN .. ..338 

ing • . •• -- 911 j cumscriptum .. 919 - Bacilli fusiformes, stoma- j - - a delusion .. .. 335 

“ pyramidon . . . . 504 j - malignant pustule . . 682 this from . . . . 95 from digitalis 335, 926 

- quinine . . . . 504 - meningococcal men- - spirilla, stomatitis from 95 I - - in insanity . . . . 335 

- reeling due to .. 911 ingitis .. 733 ! Violinists, cramp in .. 189 ( -• normal, Account Of 920, 921 

- in rivetters .. 504 - miliaria .. . . 913 j Violin-playing defective ! - - phenomena of .. 221 

- due to rotation .. 911 rubra .. 918 ; in general paralysis .. 157 j - peripheral .. 921 

- salicylates .. 504 - mode of formation of. . 913 j Viper-bite, delirium from 211 - rainbow .. .. 926 

- seleniurettcd hydrogen 878 - of mucous membranes 913 effects of .. 422 due to conjunctivitis 926 

- semicircular canals . . 911 - multilocular, in small- - (and see Snake-bite) glaucoma . . 288, 926 

- septic tonsils . . .. 504 pox .. .. 919 Virginia creeper, erythema - rod .. ..926 

- severe amentia . . 504 - on neck from cervical from . . . . . . 277 i - yellow . . . . . , 926 

- snake-bite . . . . 422 herpes . . 253 Rhus toxicodendron due to amyl nitrite 926 

-soap-boiling .. .. 504 - in pemphigus . . .. 917 and .. ..124 cannabis indica .. 926 

- with spasm of glottis . . 912 - on perns .. 764 Visceroptosis, abdominal in jaundice. . 405, 926 

-special.. .. ..911 - pustules from . . .. 913 pain from .. .. 526 due to picric acid .. 926 

- in spirochsetosis ictero- - relation of bulla to . . 123 profile in diagnosing 526 santonin .. .. 926 

harmorrhagica ..419 - rings of concentric, in support relieving 48, - (and see under Blind- 

- staggering due to .. 911 erythema iris .. 919 537,662 ness ; Sight, etc.) 
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Visiting day, pyrexia due 

to 711 

Visual acuity, account of 
normal.. ..920 

- aura 87 

- cortex, lesion of, am- 

blyopiu from . . 922 

hemianopsia from 922 

- word centre (lug. 602) 770 

Visuals 771 

Vitiligo, chloasma distin- 
guished from . . . . 645 

Vitreous, haemorrhage into 
(sec Hwmorrhage) 

- hazy, in glaucoma . . 924 I 

- opacities in . . 92 ! 

- - defect of vision due to 924 : 
Vocal cord, angioma on, i 

hoarseness from . . 388 ! 

- - ataxy of . . . . 77 

- - epithelioma of 

< / ; i>. 211 ) 245 | 
- hoarseness from. . 388 

- - *- stridor due to . , 799 

- - hbroma of, stridor due 

to 799 

- - mouse-nibbled 

' /•7c. 210) 245 

- - papilloma ol (lug. 212)245 
-- - -- hoarseness from . . 388 

- - paralysis of (see Paralysis 

- - wart on, hoarseness 

from . . . . 389 

(and sec Larynx) 

- lrcinitus (.see I actile 

Vocal Premitus 
Voice, alteration of, lrom 


aneurysm . . 188 

in botulism. . . . 243 

- - due to compression 

of recui rent laryn- 
geal nerve . . 877 

- - - trachea . . .188 

- • cough and . . . . 183 

due to enlarged thy- 
roid .. .. 877 

- • epithelioma of lurvnx 188 

goitre .. ..188 

laryngeal inflamma- 
tion . . . . 188 

paralysis . . 188, 605 

- - mediastinal growth 

188, 5J4 

syphilis of larynx . . 1 98 

- - tuberculosis oi larynx 188 

- hesitant, in cerebellar 

abscess . . . . 630 

- tumour ..630 

disseminated sclerosis 630 

- lost in larvngitis . . 762 

- - anti see Aphonia; 

- monotonous in para- 

lysis ago. ms . . 891 


- nasal, from diphtheria 

84. 192. 624, 7 30, 774 

- - in myasthenia gravis 773 

- -- from palate paralysi, 

84, 192 

- over-use of, in clergy- 

men . . . . 757 

- - costermongers . . 757 
' - - hoarseness from . . 387 

- - pharyngitis with . . 762 

- - sore throat from . . 757 

- - in stockbrokers . . 757 

- power lost in myxirdema 50 

- sounds absent over j 

empyema . . 134, 695 j 

- - - with fibroid lung 790 

- - - over pleural effu- 

sion . . . . 375 

pneumothorax 209, 

532, 647 

- - diminished in bronchi- i 

ectasis . . 366 

- - - over fibroid lung 

258, 366 

- - - from lung root 

obstruction . . 241 : 
over pleural effu- 
sion . . 209, 375 

- - increased in emphy- 

sema . . 269 

- weak in laryngitis . . 762 
Voices, hearing of, as an 

aura 87 

in the insane 503, 878 

melancholia . . 503 

normal persons . . 503 

- urging to homicide . . 503 


Voices, contd. 

- urging to suicide . . 503 
Volatile oils, bullae from 123 

dermatitis from . . 124 

erythema from . . 275 

vesicles from . . 124 

Volitional tremor . . 883 
Volkmann’s contracture 

79, (Fig. 151) 178, 017 
Voluntary movement, co- 
ordination of, mechan- 
ism of 73 

Volvulus, abdominal dis- 
tention from . . . . 167 

- carcinoma of ccecurn 

simulated by . . 563 

- intestinal obstruction I 

from 167, 168, 485 

- rneteorism from . . 485 

- partial, colic lrom . , 148 

- of sigmoid, abdominal 

distention from . . 555 

- - intestinal obstruction 

from . . . . 555 

- - laparotomy for . . 555 

- - pain in iliac fossa , 

from . . 555 1 

-- - visible peristalsis from 555 

- - (and see Hirschsprung’s 

Disease) 

- vomiting lrom . . 168 

Vomica in phthisis . . 362 

- - stench of sputum 

from 364 

Vomit, arsenic in 103, 3 38 

- bacilli in, in dilated 

stomach . . . . 930 

- bile in . . . . . . 929 

- - in gastritis . . . . 9 *0 

- - intestinal obstruction 930 
Mack, in acute yellow 

utrophy . . 345 

- - phosphorus poisoning 421 

- - yellow lever 345, 420 

- brown, in phosphorus 

poisoning . 421 

- ehaiacters of, in dilated 

stomach . . 9 30 

- chemical analysis of . . 929 
- coffee-ground.. .. 316 

- - fn>m carcinoma "1 

stomach . . 340 

- - gastric ulcer 3 39 

- - hxmat m m . . 33° 

- faxes in . . . . 929 

green, in cerebrospinal 

meningitis . . . . 278 

- encephalitis Icthargica 278 

- lactic acid in, in dilated 

stomach . . 930 

- - gastric carcinoma 930 
-■ malignant growth cells 

in 929 

- mucus in, in chronic 

gastritis . . 338, 930 

- - dilated stomach . 930 

- intestinal obstruction 930 

notes on . . 929 

- Opplcr-Iloas bacillus in 929 

- particles of growth in 930 

- round -worm in . . 930 

sarcinx in . . . . 929 

- in dilated stomach. . 930 : 

- gastric carcinoma . . 930 I 

- yeast cells in . . . . 929 

- - - in dilated stomach 930 • 

-- , and see Gastric Contents 1 ) ! 
VOMITING . 927 

- abdominal muscles in 927 

- acetonuriu from . . 3, 4 
~ from achalasia of curdia 244 

- active congestion of liver 417 ! 

- acute pancreatitis 810, | 

929, 931 ! 

- - poliomyelitis . . 620 

- - rheumatism . . 759 

- - yellow atrophv 345, 

416, 928 

- Addison's disease 45, j 

641, 928 ! 

- aeroplane varnish . . 416 ! 

- anaemia 48, 514, 931 ! 

- anxsthctics . . . . 928 i 

- aneurysm . . . . 188 

- angina abdominal is 152. 396 

- in angioneurotic oedema 280 

- with anuria 55 

- from apomorphine . . 928 

- appendicitis 558, 812, 

828, 929, 930 


Vomiting, contd. i 

- from arsenic 83, 94, 103, | 

338, 872, 929 I 

- arsenobenzol deriva- 

tives . . . . . . 422 I 

- arteriosclerosis . . 371 

- atheroma . . . . 485 

- bacteriuria . . . . 91 

- hand 168 

- biliary colic . . 929, 931 

- blood-pressure lowered 

by 396 

- of blood (sec Hxma- 

temesis) 

- due to blow on epigas- 

trium . . . . 929 

- in botulism .. 223, 243 

- from bronchiectasis 188, 929 

- bronchiectasis simu- 

lating . . . . 927 

- from carcinoma of colon j 

168, 413 , 

duodenum . . . . 81 1 j 

pylorus . . 811, 928 : 

stomach 340, 397, i 

537, 777, 829 

- in catarrhal jaundice . . 345 

- central causes of . . 928 

- centre, apomorphine 

acting on . . . . 928 

— 7 in medulla . . . . 927 

- from cerebellar abscess 

110, 630, 740 

- - hxmorrhage . . 931 

tumour . . 110, 6 30 

- cerebral . . 931 

- - indigestion simulated 

by 396 

- lrom cerebral abscess 

110, 184. 385, 613, 

740, 772, 929, 931 

- - hxmorrhage 1 10, 929, 931 

- - lesions . . . . lio 

-- - thrombosis . . . . 380 

- - tumour 4, 110, 184, 

385, 528, 613. 640, 
655,772,866.929,931 

- in cerebrospinal menin- 

gitis 627 

from chloroform . . 416 

- chlorosis . . 48, 49, .346 

- chronic bronchitis . . 188 

- - peritonitis . . . . 64 

- cirrhosis ol liver 67, 928 

- colic . . . . 150, 735 

- concussion of brain . . 929 

- congenital hypertrophic 

stenosis of pylorus . . 480 

- convulsions and . . 182 

- from coronary throm- 

bosis . . . . 52 

- corrosives . . . . 928 

- and cough . . 188. 929 

- in cryptomenorrhoea . . 23 

- cyclical, anaphylaxis and 480 

- - in children . . . . 928 

- - - acctonuria in . . 3 

acidosis in 211, 928 

- - - delirium in . . 211 

- - - wasting in . . 928 

- - Henoch’s purpura 

and . . . . 102 ! 

- - of infants . . 479 

- due to diabetes . . 928 ; 
diaphragm in.. .. 92/ ; 

- and diarrhoea (see Diar- ! 

rhoca and Vomiting) j 
diet and . . . . 480 1 

in Dietl’s crises , . 929 
with dilatation of stomach 

218, 219, 398, 930 : 
after diphtheria . . 84 

in disseminated sclerosis [ 
371, 613 j 

from Distoma hcpaticum410 
diverticulitis . . . . 556 

duodenal ulcer 342, 343 | 
in eclampsia . . . . 183 ; 

due to emetics . . 928 I 

empyema . . 188 I 

encephalitis 156, 157, 

613, 622, 640 
endarteritis . . . . 380 

after enema . . 929, 931 

of an enema . . . . 931 

due to epilepsy . . 929 
extra-uterine gestation 929 
faecal, due to appendi- 
citis . . . . . . 930 

- in colic . . . . 151 


Vomiting , fatal, contd. 

functional . . . . 931 

due to gastro-colic 

fistula . . . . 929 

general peritonitis . , 734 

hysterical . . . . 931 

from intestinal ob- 
struction 166, 168, 

485, 555, 930 
peritonitis . . . . 931 

- from fibroid lung 188, 929 

- fibrous Rtricture of 

pylorus . . . . 928 

- flushing with . . . . 303 

- food regurgitation simu- 

lating . . 927 

- from fracture of skull 110 

- functional . . . . 931 

- from gall-stones 410, 538 

“ Kalyl 422 

- gastric causes of . . 928 

- due to gastric crisis 538, 

929, 931 

- - ulcer 48, 339, 342, 

397, 537, 928, 930 

- gastritis 338, 398, 928, 930 

- gastroptosis . . . . 4g 

- general peritonitis 150, 734 

•* m glaucoma . . 288, 924 

- gumma of meninges . . 110 

■ htcmorrhagic pancrea- 
titis 736 

- headache with 370, 372, 931 

- from heart disease 52, 928 

- in Henoch’s purpura 

102, 428, 680, 929, 931 

- from hepatic abscess.. 188 

- hour-glass stomach 928, 930 

- huge heart . . . . 188 

- hydrocephalus 929, 931 

- hypertrophic stenosis of 

pylorus . . 928, 930 

- hy .teria . . 929, 931 

- - carcinoma of stomach 

simulating . . 572 

- - dyspepsia simulated 

by 396 

- infantile, acetonuria from 3 

- from interior vena cava 

thrombosis . . . . 152 

- in influenza . . . . 570 

- due to injury to testicle 929 

- internal hernia . . 3 68 

- intestinal obstruction 

151, 166, 168, 485, 536, 
555, 636, 825, 929, 930 

- - worms . . 929, 930 

- intractable, in acute 

yellow atrophy . . 345 

- due to intussusception 

101, 812, 829 

- irritant food . . . . 928 

poisons . . . . 928 

- kharsivan . . . . 422 

- kick on internal semi- 

lunai cartilage , . 929 

- lead . . . . 45 

- in malaria . . . . 39 

- marasmus from . . 479 

- mechanism of.. .. 927 

- from mediastini. new 

growth . . . . 188 

- in Aleige’s disease . . 280 

- Meniere’s disease 912, 

929, 931 

- from meningeal haemor- 

rhage ..110 

meningitis 156, 185, 

385, 405, 622, 627, 

640, 700, 732, 736, 

738, 929, 931 

- mcrycism simulating . . 927 

- due to middle-ear dis- 

ease . . . . . , 929 

migraine 372, 922, 924, 

925, 929 

morning, from alcohol 

338, 881 

- in cirrhosis 67, 466 

- pregnancy . . 24, 489 

due to motor-car . . 929 

movable kidney . . 929 

mushroom poisoning 421 
mustard . . . . 928 

nasty taste . . . . 929 

nausea with . . . . 929 

without nausea 929, 931 
from neokharsivan . . 422 

neosalvarsan . . . . 422 

novarsenobillon . . 422 
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Vomiting, contd . Vomiting, contd. 

- from obstructed labour 252 - from zinc sulphate . . 928 

- oesophageal lesions slm- - in zymotic diarrhoea . . 101 

ulatlng . . 927 Von Basedow’s disease, 

- due to offensive smell 929 account of . . 876, 877 

- at onset of acute fevers 928 Von Graefe’s sign In 

- optic neuritis with . . 931 Graves’ disease 267, 283, 877 

- from osteoma of era- Von Jaksch’s disease 50, 781 

nium . . .. 110 ; illustrated (Fig. 67) 50 

- ovarian disease .. 929 Von Pirquet’s test 481, 

- in pachymeningitis . . 640 585, 828 

- pain relieved by, in - - - in Addison’s disease 45 

gastric ulcer 48, 397 lupus . . . . 895 

- in pellagra . . 279 - — technique of . . 932 

- due to pericolitis ..812 in tuberculosis 563, 

- peritonitis 524, 929, 931 819, 898 

- perityphlitis . . . . 812 with tuberculous 

- persistent, in general glands . . . . 712 

peritonitis . . . . 4S5 | peritonitis . . 777 

of pregnancy, aceton- j testis . . . . 850 

uritt from 3 ! technique of . . 932 

- due to phosphorus 421, 929 I Von Recklinghausen’s dis- 

- phosphuretted hydrogen421 ! ease .. 865,889 

- phthisis 188, 396, 929 j Vulva, anasarcal swelling of855 

- in pituitary infantilism 236 ! - carcinoma of, mic- 

- due to poisons . . 928 turition difficult from 492 

- polycystic disease . . 57 - cracks in, in leukoplakia 239 

- in poliomyelitis . . 142 - eczema of, in diabetes 499 

- polymyositis . . . . 702 - epithelioma of . . 855 

- from pontine haanor- : syphilis simulating. . 854 

rhage . . 110— fibroma of . . . . 855 

- portal obstruction 344, 928 - fissures in, in leuko- 

- m posterior basal menin- plakia . . . . 239 

gitis . . . . . . 627 - ha?matoma of. . . . 855 

- of pregnancy . . 928, 929 i - itching of, from lcuko- 

- - acidosis in . . ..211 plakia .. 855 

- - delirium from .. 211 — Jacquct’s erythema of 498 

indigestion simulated , - kraurosis of (see Kraurosis ■ 

by.. .. 396 - leukoplakia of . 855 

polycythemia from 650 kraurosis vulvar simu- 

- in ptomaine poisoning lating . . . . 855 

278, 872 , - oedema of, from pressure 

- pumping, in general on pelvic veins . . 855 

peritonitis .. ..734 - pain in (see Pami 

~ in pyaemia . . . . 733 - papilloma of, from 

- from pyloric stenosis gonorrhoea . . . 854 

308, 636, 801, 928, 930 - pigmentation of, in 

- renal colic 554, 929, 9 31 Addison s disease . . 643 

- repulsive sight . . 929 - pruritus of . . 659 

- retroversion of uterus 929 - rectum opening into 

- salvarsan .. ..422 i Fig. 576 < 728 

- sarcina: in, in pyloric - scarring of, from syphilis 854 

stenosis . . . . 802 sore on, inguinal glands 

- in scarlet fever 759, 928 enlarged from . . 476 - 

-- from sea-cat prick .. 27H - SWELLING OF . . 853 

- sea-sickness . . . . 9 29 - svphilis of, epithelioma 

- serum disease. . . . 277 simulated by . . 854 - 

-- severe, collapse from 392 tuberculosis simu- 

hypothermia from . . 392 lated by . . . . 854 - 

polycytharmia from 650 - syphiloderm of .601 - 

- due to shock . . . . 929 - tuberculosis of, svphilis 

- in sick headache . . 640 simulating . . . 854 - 

- simulated in bulbar - ulceration of, from 

paralysis . . . . 927 , syphilis . . . . 854 

- — after diphtheria . . 927 — varicocele of, in preg- 

- - in myasthenia gravis 927 nancy . . . . 855 

- due to sinus thrombosis - wart of, from gonorrhoea 854 

739, 931 Vulvitis, dyspareunia due 

- in small-pox . . . . 345 to . . . . 239 - 

-m Muke-bilc .. 422 - enuresis from .. 270 - 

ucd hernia 825, 833 - qonorrhoBal . . 854 


Wart, epithelioma starting Wasting, contd. 

in 767, 886 - general, in anorexia 

- melanotic sarcoma of 831 nervosa . . , . 78 

- post-mortem, account of 301 from carcinoma 78 

[ - - occupation and . . 301 in cholera . . . . 78 

- sarcoma from . . , . 888 - - cirrhosis of liver . . 78 

- of scrotum . . . . 849 - - diabetes mellitus . . 78 

- vocal cord, hoarseness - - from diarrhoea and 

from . . . . 388 vomiting . . 78 

- vulva from gonorrhoea 854 in dysentery . . 78 

Warts in chimney-sweeps 917 ; hepatic abscess . . 78 

- peat workers . . . . 917 ! maluria . . . . 78 

- from soot . . . . 917 j - - marasmus . . . . 78 

; - in xeroderma pigmen- j - - ptomaine poisoning 78 
■ tosum . . . . 888 j - - reaction of dcgencra- 

! Wash-leather slough in j lion with . . 78 

gumma . . . . 898 i - - from sarcoma . . 78 

Washerwomen, acropar- ; - - in starvation . . 78 

arsthesia in . . 545 - - from syphilis . . 78 

- dead fingers in . . 204 ! - - in tuberculosis . . 78 

- dermatitis in . . . . 917 typhoid fever . . 78 

- fingers affected in . . 301 i - - ulcerative colitis . . 78 

- nail changes in .. 496 (and see Weight, Loss of ) 

- ulcers of skin in . . 917 1 - in Graves’ disease . . 881 

W'asp sting, delirium from 211 - from hepatic abscess. . 464 

- - of car, earache from 252 - heputoptosis from . . 461 

- - tongue swollen from 851 — in peripheral neuritis 320 

Wasscrmann reaction in - phthisis . . 198, 582 

acholuric jaundice . . 781 - due to salpingo- oophor- 

- - ana % mia 4 5, 44 itis . . 843 

- - with aneurysm 5*5, - in Still’s disease .. 781 

629, 869 - with suppuration . . 84 3 

- in arthritis . . . . 432 - in suppurative pylephle- 

- ascites . . . , 68 Gitis . . . . 696 

- baldness 92 - from tuberculosis of 

-- cerebral tumour . . t>40 testes . . . . 507 

- cerebrospinal lUiid - vesical crises . . . . 798 

24 3, 384, 628 - t.and see Atrophy ; and 

- with chancre . . 898 Marasmus) 

in chronic nephritis 14 Watch test lor hearing . . 206 

- - peritonitis . . 68 Watchmakers, cramp in 189 


- congenital syphilis Water, arsenic in . . 873 

291, 433, 480. 782 - drinking, deficient, c»>n- 

- cranial nerve para- stipation from . . 162 

lysis . . 660 - lead poisoning from . . 85 

- diagnosing skin con- - starvation, delirium due 

dilions . . . . 602 to . . ..211 

- encephalitis .. 640 Waterbrush, heartburn and 

- familial acholuric 376, 536 

jaundice . . . . 415 - huskiiiess from . . 376 

- general paralysis 305, 384 - meclumisiu of. . . . 928 

- gumma of liver 315 Walcrhamnier pulse in 

- -- orbit . . . . 284 aortic regurgitation 259, 875 

- - testis . , .. 7t>9 Waters, dermatitis from 515 

- - tongue . . 474 - cedetna from . . . . 515 

- - tonsil . 761 Wax in car, cough from 

- hemiplegia . . . . 382 185, 186 

- hypcracusis . . 390 - creaking due to .. 878 

- infantilism . . 14 - - deafness from . . 207 

- meningitis . . . . 640 - - discharge due to . . 522 

-- miner’s phthisis . . 363 - - earache from . . 252 

- noises in head and . . 504 - - noises in head from 504 

- in pachymeningitis - - vertigo from 504, 912 

583, 628, 640 - meatus obstructed by 207 

- paroxysmal harmo - taper in urethra . . 575 

globinuria . . "358 Wax- lipped bougie in dia- 

- pharyngitis.. .. 186 gnosmg ureteric calculus 578 

-- positive In leprosy . . 502 Waxy casts . . 8 


- in pseudo- 'leukaemia 781 -■ - illustrated .. < Fig. Hj) 6 

- sciatica and . . 504 ■■■ - in lardaccous disease 10 

- in stomatitis .. 661 Weak heurt, D.A.ll. and 115 


nm abscess .. 188 

. union . . . . 188 

■ per tor longitudinal 
sinus thrombosis 156, 622 
ubes dorsalis 396, 538, 

929, 931 

- tetany from .. ..189 

- thirst due to . . . . 875 

-- due to thrombosis of 

cerebral sinus . . 929 

- tobacco . . . . 928 

- train . . . . . . 929 

- tuberculous colon . . 812 

meningitis 627, 732, 787 

- in typhus fever . . 786 

- ulcerative colitis . . 812 

- with undue pulsation of 

abdominal aorta . . 662 ! 

- due to uraemia 55, 372, 

396, 928 

- urates from . . . . 900 

- urine concentrated from 900 

- from vagal affection . . 84 

- venous congestion of 

stomach . . . . 928 j 

- visceroptosis . . . . 48 

- volvulus . . . . 168 

- weever-fish prick . . 278 

- in whooping-cough 250, 929 


- lcukoplakie . . . . 239 

- vulval swelling due to 853 


YVADDLING gait 
▼ ▼ from congenital dis- 
location of hip 195, 314 

- - in pseudo-hypertro- - 

phic muscular para- j 

lysis .. 314, 625 i 

Walking, absence of arm- 
swing on, in paralysis ' 

agitans . . ..614 

- delay in, from hypo- 

thyroidism . . . . 622 ; 

- simple delay in . . 621 

Wandering liver. . . . 462 

War, diabetes insipidus 

during . . . . . . 655 

- general oedema during 

73, 516 i 

- edema. . . . 110, 514 I 

- - Bright’s disease sirnu- 

lated by . . 73, 110 

- starvation ascites during 73 

- trench fever in 572, 710, 786 j 
Warm stage in examining I 

for Amoeba histolytica 99 ' 
Warming test for urates 899 I 


-- - sveosis vulgaris . . 682 

syphilis 82, 84, 91, 

92, 94, 225, 230, 

243, 245, 261, 367, 

382, 417, 472, 501, 

586, 746, 747, 760, 

854, 892, 895 

- - - of liver . . . . 467 

-• - syphilitic meningitis 611 

- - tabes dorsalis . . 541 

- - trigeminal neuralgia 548 
- with ulcer of leg . . 894 

Wasting above and below 
clavicles in phthisis . . 362 

- of arms (see Arrn, 

Wasting oft 

- due to carcinoma of 

cuecum . . . . 828 

- - duodenum . . 811 i 

liver. , . . 468, 469 

- - pancreas . . . . 810 

rectum . . 727, 874 

stomach .. 811, 829 

- of chest wall in phthisis 362 

- in cirrhosis of liver . . 466 

- congenital syphilis . . 417 

- cyclical vomiting of 

children . . . . 928 

- diabetes . . . . 461 


Weasel -bite, spirochetosis 
from . . 213, 740 

Weather changes, tabetic 
pains and . . . . 541 

- influencing chronic 

rheumatism . . 571 

Weber’s test of hearing . . 206 

Weed-killer, arsenic in 85, 

94, 103, 873 
Weeping in eczema 742, 

914, 918, 919 

- epiphora f rom . . 272 

Wccvcr fish, erythema 

from . . . . . . 275 

- - headache from . . 278 

- poisoning bjr . . 278 

prick, delirium from 211 

swelling of skin from 278 

urticaria from . . 278 

vomiting from . , 278 

Wcichsctbaum, diplococcus 
of (see Meningococcus) 
Weight carrying, brachial 
plexus injured by . . 204 

in butcher boys . . 192 

dead fingers from , , 204 

on head, headache 

from . . . . 372 

kyphosis from . . 194 
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Weight carrying , contd. Werlhof, morbus maculo- 

- - in nursery maids . . 192 sus of . . 676, 680 

- - scoliosis from 191, 192 West Africa, dysentery in 99 

- on chest sensation from malaria from .. 213 

heart disease . . 52 West Indies, dysentery in 99 

- effect Of alcohol on . . 934 yellow fever in . . 420 

- in epigastrium, sense of, Westcrmann, Distoma 

from gastritis . . 398 pulmonale of . . . . 367 

- excessive, diabetes and 330 haemoptysis from 361 

- increased in myxoedema Wet-sand-in-a-bag feeling 

127, 656 ! in knee-joint disease . . 431 

- of liver, relation to body j Wet- winders, acro-asphyxia 

weight . . 461 in . . . 917 

- - relatively high in I - ulum used by . . . . 917 

children . . . . 461 i - potash used by . . 917 

- LOSS OF . 932 WHEALS 934 

- - due to abuse of 1 - due to antipyrin . . 935 

purgatives . . 933 1 -- aspirin . . 514 

in Addison’s disease 934 i - blood transfusion . . 935 

- - due to alcohol . . 934 . - burning in . . . . 935 

- - aneurysm . . . . 933 ’ - colours of . . . . 934 

- - in anorexia nervosa 934 - due to copaiba . . 935 

- - cachexia . . 127 i - in dermatographla . . 935 

-■ - from carcinoma 557, 932 ! - diet and . . . . 935 . 

- - ~ of colon 98, 163, 557 - due to drugs .. . . 935 

- - -- rectum 98, 166, 557 - insect bites . . . . 935 

" - - stomach 340, 397, 93 3 - itching in .. 935 

care and anxiety . . 93 3 - in lichen urticatus 919, 9 35 

- - carious teeth .. 9 3 3 - due to salvarsan .. 9 35 

- - in children . . . . 9 32 - jn scrum disease 277, 9 35 

- - cirrhosis of liver . . 933 - due to stinging nettle 935 

- due to toll bacillutia 933 - sulphonai .935 

- - colitis . . 933 - in urticatia 600, 934 , 935 

- - constipation ..9 3 3 - due to veronal .. 935 

- - diabetes 5H, 3 34, 9 32,9 34 - vesicles on, in infants 9 35 

duodenal ulcer • . 9 3 3 Whetstone crystals of uric 

dyspepsia . . 9 3 3 acid . . . . . . 900 

errors ol diet .. 932 Whip-worm in ca:cum and 

- - excessive drinking.. 933 colon .. .. .. 635 


Whooping-cough , contd. Workmen’s Compensation 

- convulsions in 181, 182 Act, saturnine encephal- 

- cough from . . 186, 187 opathy and . . . . 214 

- dyspnoea from 247, 250 Worm-like contractions 

- eyes swollen from .. 515 in reaction of degcncra- 

- fraenal ulcer from 364, tion . . . . . . 74 

590, 898 WORMS 632 

- haemoptysis from 361, 364 - bag of, sensation of, in 

- hernia of lung from 210 varicocele .. .. 855 

- leucocytosis in 453, 454 - convulsions from . . 181 

- oedema of lace in . . 515 — cough from . . . . 186 

- peroneal atrophy after 624 - enuresis from.. .. 270 

- rupture of cerebral veins — eosinophilia from .. 633 

from . . . . 145 - fainting due to . . 297 

- surgical emphysema - grinding of teeth from 335 

from . . 254 j - haemoptysis from . . 186 

- symptomatic leuka:mia I - increased appetite from 58 

al ter . . . . 454 j - - frequency of micturi- 

- talipes from . . . . 145 i tion from . . 491 

- Tooth's peroneal atrophy j - insomnia due to . . 403 

after. . . . 79 - loss of appetite from. . 633 

- vomiting in . . 250, 929 - mucus in stools simu- 

- without the whoop . . 250 ! lating . . . . 495 

Widal reaction, delayed 1 - night terrors from . . 403 

(I-tg. 546) 690 - nightmares from . . 499 

- - in paratyphoid fever I - nose-picking due to . . 633 

84, 715, 785 - ova in stools from . . 58 

- - soon disappearing i - priapism due to . . 656 

alter typhoid . . 316 - round (see Ascaris Lum- 

- - In typhoid fever 84, i bricoides) 

316,419.564,677, - in stools .. ..104 

689, 715, 739, 784 - rape (see Tarnia) 

Wild hops, dermatitis due - tenesmus due to . . 873 

to . . . . 915 - vomiting due to 929, 930 

Wilson, 8. A. K., on ab- - voracious appetite from 633 

dtictor pollicis wasting - land see Parasites) 

from cervical rib Worms-undcr-skin sensa- 

t I'ig. 475' 6i9 tion in cocaine habit . . 755 
Wind in angina pectoris 52 Worry, brachial neuralgia 


- * flatulence . . . . 9 33 - illustrated 4‘>5 i 634 

• - Lucas vesiculosus . . 934 - no symptoms lrom .. 635 

gastric ulcer . . 93 3 Whispered words test 205 

m ( Iraves’ disease Whistle, inability to, in 

267, 9 34 myopathy .. 291 

due to ill-fitting tooth- - Gabon's, in testing 

plate . . 93 3 upper tone limit . 206 

irregular meals .. 9 3 3 Whistling difficult in facial 

latent tuberculosis . , 932 paralysis .. .. 602 

liter leaving school 9 33 - m ear .. .. .. 878 

in leukaemia .. 128 While corpuscles sec 

due to liver affections 9 33 l.eucocytcs) 

- - love . . . . 93 3 - field of vision for 921 

rndign mt peritonitis 805 - leg see Phlegmasia Alba 

monotony .9 3 3 Dolcnsi 

in old age . . 9 34 patches at macula from 

- - due to over-work .. 933 albuminuric retinitis 9 3 

pain . . . . 93 3 in retina (see Kotina) 

peripheral neuritis 9 34 - - skin in leprosy . . 645 

peri proct ul abscess 874 - - leucodcrmiu . . 645 

■ ■ in pernicious amentia - svphilis . . 645 

30, 9 34 ring from albumose 6, 12 

phthisis . . 362, 9 32 in nitric acid test . . 5 

due to pyorrhura al- with nucleopruteid 6 

vcolaris ..9 33 urates .. .. 6 

in rheumatoid hi- - - lrom urea nitrate . . 7 

thrim 47 - in urine from albu 

due to saprarniia . . 9 3 3 most* .. 20, 22 

sarcom 1 821, 9 32 - - - copaiba .. 6 

- sleeplessness .. 933 - tongue, pica and .. 128 

smoking . . . . 933 Whitlow, axillary abscess 

starvation . . 9 32 from . . . 816 

- strenuous life . . 933 - due to Bacillus coli 302 

thyroid extract . . 934 - chancre simulating . 476 

after tropical infee- - cow-pox simulating . . 302 

lions .. ..933 due to diphtheria .. 302 

- - without obvious cause 932 - epitrochlcar gland cn- 

- - (and sec Marasmus , larged from . . 476 

and Wasting, General 1 - finger affected by . . 301 

- sense of, in hypochon- - leucocytosis with 453, 454 

drium, from acute -- limping due to . . 456 

congestion of liver. . 417 - pain in foot from . . 456 

- -- -- in catarrhal jaun- - scptica'inia front . . 785 

dice ..411 - suppurating lymphatic 

Weil's disease (sec Spiro- glands from 695 

chictosis Ictcroheemor- j - symptomatic leukatntia 

rhagica) i from . . 454 

Wcir-Mitchcll treatment ' - thrombosis of axillary 
in anorexia nervosa . . 934 ! vein from . . . . 515 

Welders, photophobia in 639 ; - - innominate vein from 910 

Wells, carbon dioxide in 154 - - superior vena cava 

- coma in . . . . 154 | from . . 515 

Wen, suppurating, occipital ! - from tight-fitting boots 497 

glands enlarged from 473 j - (and see Onychia) 

Wcrdnig- Hoffman atrophy j Whitlows in Morvan’s 

of infants, fibrillary con- disease.. .. 302, 320 j 

tractions in .. .. 172 - syringomyelia . . 142, 302! 

- paralysis, account Of . . 172 Whooping-cough, asphyxia j 

- - reflexes lost in . . 172 in . . . • 182 1 

- - rickets distinguished - Bordet-Gengou reaction ! 

from . . . . 172 in . . . . 250 j 


caecum. . . . . . 828 lrom . . . . . . 543 


- from gall-stones . . 

396 

- constipation from 

161 

- intestinal 

303 

- D.A.H. from.. 

115 

- palpitations duo to 

597 

- diabetes lrom . . 

331 

• round heart 

1 14 

-- dyspepsia from 

400 

- sense ol fullness seldom 


- general paralysis and. . 

305 

due to 

308 

- malaria recrudescence 


Wine, polyuria from 

653 

lrom 

42 

Winged scapula in car- 


- musea: voiitantes and 

92 

penters. . ( lug .473) 

617 

- neurasthenia from 571, 

871 

- from paralysis of ser- 


- piyalorrlicca from 

662 

ratus magnus 

617 

Wound, abdominal, general 

Winking defective in 


peritonitis due to 

734 

facial paralysis 

60 3 

- bradypncca from 

110 

- - Graves’ disease 

on 2 

bullet (see Build) 


- - paralysis agitans 

292 

- cheloid from 

131 

- involuntary, after facial 


- of chest (see Chest) 


paralysis 


- collapse from . . 

110 


(Tr'e- 457 ' 604. 605 - dissection .see Dissection) 

- rellex lost in fifth nerve - epigastric, hsematemesis 

paralysis ..891 from . . . . 342 

Winter, bronchitis in . . 700 - of finger, cellulitis from 511 

- cough, ascites and 68 - gunshot (see Gunshot) 

- emphysema and 17, 199 - of neck, surgical ern- 

- - heart lailurc and 68 physema due to . . 805 

Wireless operators, deaf- - penetrating, tetanus 

ness in 207 from . . . . 885 

Wisdom tooth, impacted, - post-mortem, epitroch- 

1 nubility to open mouth lcar gland enlarged 

due to! . . . . . 884 from . . . . 476 

- - - skiagram [J : ig- 663) 885 - pyaemia from.. 419, 738 

- - - tetanus simulated ; - of scalp, oedema r und 511 

bv .. 175, 886 - scar from .. ..131 

X ravs in diagnosis 884 - septic, gangrene from 317 

Wolf-bite, delirium from 213 - septicaemia from . . 704 

- hydrophobia from 213, 885 - severe blood loss from 110 

Woltlian body, evst of . . 811 - shock from . . . . 110 

Womb (see Uterus) - of spine, bedsore from 321 

Women, blood-prcssurc - surgical emphysema 

in middle-aged . . 106 from . . . . 254 

- glaucoma in . . . . 288 - tenderness of scalp from 865 

- hypothyroidism in . . 50 - - spine from . . . . 868 

- obesity in . . . . 507 - tetanus from 175, 521, 741 

- secret drinking in 85 ! - of thigh, paralysis of ex- 

Wood splinter in rectum 726 ternal popliteal nerve 

- ticks in Canada . . 625 from . . . . 146 

- - paralysis from . . 625 sciatic nerve from 146 

Woods, dermatitis due to 916 ! talipes lrom . . 146 

Wool, anthrax from 683, 824 | - trachea, surgical cm- 
Word blindness, account 1 physema due to . . 805 

of . . 771 i VC ngghng lrom chorei- 

hemianopsia with 771,772 I form contractions .. 170 

- centres in brain Wright-Romanowsky stain 

{Fig. 602) 770 in malaria . . 40, 41 

- deafness, account of . . 771 Wrinkled forehead in 

Work, hard, erythromel- acromegaly . . . . 293 

ttlgia and . . 320 - skin in myxeedema * 

- - myocardial change . 3?2) 507 

from 18 Wrinkles, diminished, in 

- long hours of, fainting facial paralysis . . 602 

due to . . 296 - in line* albicantes . . 459 
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Wrinkling of forehead in 
tabes dorsalis (fig. 249) 292 
Wrisberg, nerve of, dis- 
tribution of (Fig. 580) 748 
Wrist, attitude in tetany 2 

- pain in, from cardiac 

causes . . . . 52 

- scabies affecting . . 918 

- (and see Joint, Wrist) 

Wrist-drop from callus. . 84 

- crutch 84 

- after diphtheria (Fig. 86) 84 

- hysterical . . , . 435 

- from lead . . 45, 

(Fig. 86) 84, 214, 616 

- musculospiral paralysis 

84, 616 

Wrist-jerks, centre for 

(Fig. 486) 631 j 

- increased from cerebral j 

lesion . . . . 613 

- unequal in hemiplegia 381 j 
Wrists, athetosis affecting 168 

- extensors of, affected by ; 

peripheral neuritis. . 74 | 

- large, in rickets 

(Fig. 192) 232 j 

- scabies affecting 499, 659 j 

Writer’s cramp . . . . 189 

Writhing in hysteria . . 521 j 
Writing defective in gen- 
eral paralysis . . . . 157 

- difficulty in, from neu- 

ritis of suprascapular 
nerve . . . . 617 

- loss of power of ,.77H 

- occupation neurosis 

from . . . . 546 

- pain in arm from . . 546 

- word blindness and . 772 

Wry-neck (see Torticollis; 


X RAYS, abdominal 
aneurysm not al- 
ways shown by . . 538 
- - anaemia from . . 456 
- - aplastic amentia from 456 
appendicular concre- 
tion and . . . . 443 

- - and barium (bismuth j j 
in cases of borbor- 
ygmi . . . . 107 

constipation, tech- 
nique of .159 
- - - defining a gasLric 

ulcer . . . . 340 

diagnosing achalasia 

(esophagi . . 535 
- - - - carcinoma of 

carcum . . 563 

_____ coion 98,413, 

439, 557, 809 

oesophagus . . 535 

_____ pylorus . . 594 

_____ splenic flexure 776 
— - - - stomach 777, 

829, 930 

- - - - diaphragmatic 

hernia . . 801 

diluted stomach 636 
diverticulitis . . 698 j 
■ duodenal ulcer 343 
- - enteroptosis . . 808 j 
-- -- - epithelioma of 

oesophagus . . 566 
- - - gastroptosis . . 48 , 

- - - - hernia of stomach 1 
376, 649 j 

- - - - Hirschsprung’s j 

disease 486, 802 | 
- - - - hour-glass atom- j 
ach . . . . 930 j 

- - - - hypertonus of | 
colon . . 308 

I, a tie’s kink . . 561 ! 

_ _ _ _ oesophageal le- ] 
sions . . 927 ; 

obstruction 240,241 

pyloric stenosis 

802, 930 

spastic consti- 
pation . . 308 

visceroptosis 48, 526 I 

enema . . . . 98 

■„ examination of 

stomach 809, 813 

and bismuth enema 

in cases of borbor- 
ygmi . . . . 107 


X rays & bismuth enema , contd. 
in diagnosing car- 
cinoma coli. . 594 

Hirschsprung’s 

disease . . 802 

- - burn from . . . . 276 

- calcified eland and.. 443 

costal cartilages and 442 

uterine fibroid and 444 

- - cancer from . . 276 
caseous kidney and 442 

- - in cases of sciatica. . 539 

- - of chest in bronchitis 

cases . . . . 700 

- - dilated pupil case 675 

- - - ccdema of nrm . . 512 

- and cystin calculi . . 440 

- - in deciding size of ! 

stomach . . 307, 398 

- - dermatitis from 275, 276 

- - in detecting enlarge- 

ment of thymus . . 877 

- - - lesions in thorax 44 

- - - pyorrhiea alvcolaris 94 

- - determining site of 

diaphragm . . 134 

size of heart 70, 

258, 298 

- - before diagnosing in- 

tercostal neuralgia 536 

- - in diagnosing abdo- 

minal aneurysm.. 538 

- - - achalasia (esophagi 535 

- - - acromegaly 255, 

436. 656 

- - - adhesions . . 16 5 

uerophagy . . 308 

aneurysm 82, 114, 
186,241,260. 365, 

476, 528, 582, 869 

- - -• atony of colon . . 160 

- - pelvic colon . . 165 

- big heart.. 186, 373 
bone affections 818 823 

- - - a bone swelling. . 817 

- - - bronchiectasis .. 143 

- - buried empyema 703 

- - carcinoma of 

carcum . . 563 

• - - - colon 104, 16 3, 

413, 439, 557, 594 

- - lung . . . . 114 

- - - - oesophagus . . 535 

- - - - pylorus . . 594 

- rectum . . 557 

stomach 342,397,537 

- - - cardiospasm . . 535 

- - - caries of os calcis 552 

- - - caseous bronchial 

glands 111,186, 

386, 858 

cause of arm wast- 
ing . . . . 82 

- - - - cough . . . . 186 

crackling of bone 188 

- - -- flatulence . . 302 

- heartburn . . 376 

- - - - laryngeal para- 

lysis . . . . 606 

- - - - limping . . 457 

- painful shoulder 582 

- - - rigid back . . 566 

- - - stiff neck . . 795 

- - - cervical caries 528, 694 
rib 82, 142, 204, 

545, 619 

- - - chest conditions . . 187 

- - - chondroma of pelvic 

bones . . . . 829 

- - - chronic intestinal 

obstruction . . 396 

-V f colitis . . 104, 700 

-AV ccmgenital dislo- 
VJ * ffcmiqp of hip . . 195 

- - dental jbsress . . 694 

- disease. J . . 567 

- sepsis 47, 113, 

504, 687, 713 

dilated stomach.. 398 ; 

• diverticulitis . . 698 . 

• - - diverticulum of ! • 

bladder . . 447 i 

- - - duodenal ulcer 153, 

343, 554 

■ empyema 1 12, 695 

• of ethmoidal 

sinuses . . 694 

■ frontal sinus . . 694 

■ sphenoidal 

sinuses . . 694 


X rays in diagnosing, contd. 

enlarged bronchial 

glands . . . . 471 

gall-bladder . . 437 

mediastinal 

glands 471, 476 
thymus gland.. 248 

- - - epithelioma of oeso- 

phagus . . 566 

- - -- exostosis of frontal 

bone .. ..255 

. fibroid lung 143, 269 

-- - - foreign body in heel 552 

(Esophagus . . 337 

tongue , . 590 

- fracture . . . . 190 

- of astragalus . . 552 

- - - - jaw . . . . 834 

os calcis . . 552 

rib . . . . 862 

sternum . . 862 

- - - fusiform aneurysm 262 

oall-stone 344 , 941 

gastroptosis . . 399 

- growth in antrum 

of Highmore . . 567 

bone . . 190, 306 

spina . . 583, 629 

- - - hip-joint disease. . 831 

- - - hour-glass stomach 

219, 399 

- - -- hydatid cyst of 

chest . . . . 582 

- - - hydronephrosis . . 352 
_ _ hypertonus of colon 308 

- - - impacted wisdom 

tool h . . . . 884 

- intestinal obstruc- 

tion . . . . 303 

- - intramedullary 

bone abscess . . 694 

- - intrathoracic new 

growth 68, 82, 

1 36, 209 

- - - ivory exostosis . . 284 

- - - Lane’s kink . . 561 

- - - lcontiasis osscu . . 255 

-- - - liver abscess . . 465 

- lobar pneumonia 364 

- lymphosarcoma . . 472 

- - of mediastinum 186 

- - - malignant disease 

of thorax . . 1 32 

- - - mediastinal fibrosis 1 37 

- growth 186,535, 

566, 582 
- lesions . . . . 863 

- - - - masses . . . . 188 

- myelomata . . 22 

- nature ol constipa- 

tion 161 

- - new growth of lung 198 
. - - - - m spine . . 610 

- - (Esophageal obstruc- 

tion .. 240.241 

- - - orbital periostitis 284 

- - - osteo-nrtliritis .. 431 

- - - - of spine . . 565 

- - - periostitis . . 818 

- - phthisis 1 14, 134, 

188, 360, 362. 

582, 687, 932 

- - - pneumothorax 209, 

5 32, 647 

- psoas abscess 458, 698 

- - - pyloric stenosis 160, 308 

- - - renal calculi 19, 56, 

351, 353, 554, 

654, 718, 719 

• tuberculosis . . 352 

- - - rheumatoid arthri- 

tis 428, 431 

- - - sacro - iliac joint 

disease . . 831 

- - salivary calculus. . 590 , 

sarcoma of bone . . 845 

femur . . . . I 

- jaw . . . . 836 

mediastinum . . 186 

os calcis . . 552 

pelvic bones 829, 833 

spine . . . . 194 

■ spastic , constipa- 

tion . . . . 308 

- spinal carles 193, 

458, 536, 565, 

583, 594, 629, 831 

■ tumour . . 594 

spine on os calcis 

540, 551, 552, 820 


X rays in diagnosing* contd. 
spondylitis defor- 
mans . . . . 869 

stricture of bowel 162 

subacromial burs- 
itis .. ..582 

subdiaphragmatic 

abscess 555, 

649, 697, 807 

talipes due to bone 

injury . . . . 147 

thoracic aneurysm 1 88- 

( - new growth . . 188 

- - tuberculosis of bone 306< 

I iliac glands .. 56L 

j - mediastinal 

| glands . . 712 

I - - - ureteral calculus 
56, 353, 559, 577, 

578, 720 

' vesical calculus 

i 355, 444, 721 

- - epididymitis from. . 85 

erythema from 275, 276 
| - in excluding aneurysm 654 

- - - mediastinal new 

growth . . 654 

- fatty heart and . . 115 

fibroid heart and .. 115 
foreign body in blad- 
der and . . . . 444 

- pall-bladder and . . 941 

- - in guinea-pig inocula- 

tion test . . . . 65 

- - - test for tubercle. . 1 35 

- - alter haemoptysis . . 362 

- in hemoptysis . . 359 

- - heart size measured 

by .. 115,597 

hip disease and . . 457 

- - impotence’ due to . . 393 

of kidneys, oxypen 

inflation before . . 445 
-- - lcucopcnia from . . 455 

- - leukarinia improved by 34 

- and hpiodol in locating 

spinal lesions . . 326 

- lurq cases . . 936 

■ • in locating diaphragm 801 

- - niyoeardii'! degenera- 

tion and . . 115 

-- - orchitis from . , 85 

- - ovarian dermoid and 444 

- - and oxalate calculi. . 440 

- - oxygen injection and 936 

- pelvic shadows with 444 

- - and phosphutc calculi 440 

- - in phthisis . . 362 

-- -- pigmentation of skin 

from . . 276 

- • in pyelography .. 4 39 

shield required for. . 86 

~ - after shoulder injury 581 

- - of skull in diagnosing 

dyspituiurism . . 509 

- - sodium bromide and 445 

SPECIAL METHODS 
OF DIAGNOSIS BY 935 
spleen reduced by . . 33 

- - splenomcdullary leuk- 

emia treated by. . 33 

- stcrilily lrom . . 86 

- - of teeth in amrmia. . 43 

- telangiectases from 276 

- - testis atrophy from 85, 86 

tetraiodophenolphtha- 
lein and . . . . 941 

- - in treating mycosis 

fungoidcs . . 888 

- - tuberculous kidney 

shudow with . . 719 

-- - and urate calculi . . 440 

- - urethral calculus and 444 

- -- uric acid calculus not 

opaque to . . 440 

- - vesicles from . . 276 

- - and xanthin calculi 440 
(and see Illustrations-— 

Skiagrams) 

X-ray cicatrix, epithelioma 
from . . . . . . 886 

- disease 456 

- shadows, various abdo- 

minal . . 440 

- ulcer of finger . . 301 

- workers, photophobia in 639 
Xanthelasma palpebrarum 

illustrated (Fig. 319) 406 

- in jaundice , . . . 405 

- planum in jaundice . . 405 
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Xanthelasma , contd. Xerosis of conjunctiva , conid. 

- tuberosum in jaundice 405 night blindness due 

Xanthin bases, list of . . 901 to . . 926 

- uric acid and . . 901 Xylol in histology , . 487 ! 

- calculus, X rays and. . 440 

Fehling’s solution re- 
duced by . . , 327 V r AWNING, arm movo- 

Xanthoma diabeticorum 335 I merits with 614 

- acne simulated by , , 889 Yaws, account of . 501 

on elbows ( big. 6 65) 889 - bone nodules in . . 501 

lichen planus simu- - frambrcsial granuloma 

luted by . . 889 of 501 

multiplex in hepatic dis- - gumma in .. 501 

case . . . . 889 ~ no immunity to syphilis 

planum . . . 889 i from 501 

yellow papules in . . 598 { - never congenital . . 501 
Xanthoproteic cerebro- i - nodules in .501 

spinal fluid . . 382 j - papules in 743 

Xanthopsia . . 926 i - raspberry granulations 

due to amyl nitrite . . 926 j in . . 743 

cannabis indica , . 926 scabs in . . 743 

- in jaundice . . 405, 926 j - serpiginous ulcers in. . 501 

due to picric acid .. 926 - syphilis simulated by 501 

santonin . . 926 Treponema pertenue in 501 

Xeroderma pigmentosum 88b - tuberculosis distin- 

account of 888 guished from . . 501 

leucoevtosis in . 454 Yeast cells, gas in urine 
lymphocytosis in 454 : due to. . . . 647 

Xerodermia see Kcra- - - in pyloric stenosis ■ . 401 

to'.is i’ilari-, - - sputum .. 792 

Xerosis of lonjunctiw 891 - - vomit 302,401, 929 
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Yeast cells tn vomit , contd. ; Yellow -Breen sickness : 

in dilated stomach 930 ! chlorosis . . 485 

- in estimating sugar . . 329 j 

- lactose not fermented 

by 327 yENKER’S degencra- 

-- ltevulose fermented by Ai tion, rupture of 

328, 329 ! muscle from . . 561 

- pentose not fermented j - - in typhoid fever . . 561 

by . . . . 372 J Ziehl-Neelson stain 

- h sunar testing . . 328 | {Fig. 87) 89 

Yellow atrophy of liver, I for tubercle bacilli.. 788 

acute (sec Acute Yellow | Zimmerlin, myopathy of 172 
Atrophy) j Zinc acetate in urobilin 

- chrome, dermatitis from 917 ! test .. .. .. 407 

'■ - used by tanners . . 917 -- oxide, basophilia from 30 

-* lever (see I -even j - sulphate in estimating 

- nodules in xanthoma 889 l blood sugar . . 333 

plaques in skin . . 889 j - - vomiting due to . . 928 
skin from picric acid. . 645 i - sulphide, basophilia 

- T.N.T. . . . . 645 | from . . . . 30 

- - (and see Jaundice) - workers, basophilia in 30 

- spot . . . . 920, 921 j Zona (see Herpes Zoster) 

- - acuiest vision at . . 220 I Zones, Charcot’s spasmo- 

- choroiditis of, ambly- genic, in hysteria .. 862 

opia due to . . 922 ! Zygomatic bone over- 

- - nystagmus due to 922 grown in acromegaly. . 293 

cones and rods in. . 921 - muscle weak in myo- 

- - retinitis of, amblyopia | pathy .. .. 291 

due to . . 922 ; Zymotic diarrhoea 101, 479 

nystagmus due to 922 - 'and see Diarrhoea 

- vision .see Vision) 1 and Vomiting) 
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